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Betimi i Hipokratit

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

G Profesionin tim do ta ushtroj me ndérgjegje e me dinjitet. Shéndeti i
e pacientit tim do té jeté brenga ime mé e madhe. Do t'i respektoj e do
3 t'i ruaj fshehtésité e atij qé do té mé rréfehet. Do ta ruaj me té gjitha

forcat e mia nderin e tradités fisnike té profesionit té mjekésisé.
Kolegét e mi do t'i konsideroj si véllezér té mi.

Né ushtrimin e profesionit ndaj té sémurit tek uné nuk do té ndikojé

7,( pérkatésia e besimit, e nacionalitetit, e racés, e politikés, apo pérkatésia
L3 klasore. Qé nga fillimi do ta ruaj jetén e njeriut né ményré apsolute. As
b né kushtet e kércénimit nuk do té lejoj té keqpérdoren njohurité e mia

4 mjekésore qé do té ishin né kundérshtim me ligjet e humanitetit. Kété
¥ premtim po e jap né ményré solemne e té liré, duke u mbéshtetur né
;- nderin tim personal.

& The Oath of Hippocrates

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

Eﬁ entering medical practice, I do solemnly pledge myself to consecrate
> my life to the service of humanity. I will give my teachers the respect
"{f" and gratitude which is their due. I will practice my profession with

%o conscience and dignity. The health of my patient will be my first

consideration. I will respect the secrets which are confided in me, even

after the patient has died. [ will maintain by all the means in my
5. power, the honor and the noble traditions of the medical profession..
7 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

. sunder threat and I will not use my medical knowledge .
contrqry to the laws of humanity. [ make these
prorﬁ@fés solemily, freely and upon my honor

{4 V¥
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ABSTRACT

Liver fibrosis represents an important stage in the progression of chronic liver diseases, and its accurate
assessment is essential for prognosis and patient clinical management. Liver biopsy is still considered the gold
standard for staging fibrosis, but due to its invasive nature, there is a need for alternative non-invasive and reliable
methods. The aim of this study was to evaluate the diagnostic role of the Enhanced Liver Fibrosis (ELF) score in
identifying and staging hepatic fibrosis, as well as to analyze its correlation with FibroScan as a reference non-
invasive method. The study included 30 patients with chronic liver disease, in whom the ELF score was determined
by the measuring the following serological biomarkers: hyaluronic acid, amino-terminal propeptide of type III
procollagen (PIIINP), and tissue inhibitor of matrix metalloproteinase-1 (TIMP-1). All patients also underwent a
FibroScan examination to assess the severity of hepatic fibrosis. Statistical analysis, were performed using SPSS,
version 26.0. The results showed a gradual increase in FibroScan values with increasing ELF score, reflecting a
positive relationship between these two methods. A strong and statistically significant correlation was identified
at the F3 stage of fibrosis, the early stages the correlation was weaker. No significant differences were found
according to age or gender. In conclusion, the ELF score appears to be a valid and reliable tool for the non-invasive
assessment of liver fibrosis, particularly in advanced stages, offering the potential to reduce the need for a liver
biopsy.

Keywords: ELF score, FibroScan, liver fibrosis, non-invasive liver fibrosis test

INTRODUCTION condition characterized by the deposition of collagen
fibers due to the activation and transformation of hepatic

Chronic liver diseases represent a major public health
p orp stellate cells into a fibroblast-like phenotype, along with

problem (Saarinen et al., 2025) and are among the leading ‘ i
causes of death worldwide, with a mortality rate of over reduced degradation of the extracellular matrix caused

one million deaths per year (Higuchi et al., 2022; Sung et by an ”‘f‘balanc? betwegn. matrlx. metal.lop.r qtelnases
al., 2021). and their specific inhibitors (tissue inhibitors of

metalloproteinases). This process develops very slowly,
Liver fibrosisis the common final outcome of chronicliver - apd most patients remain asymptomatic. As a result, the
diseases arising from various causes, including chronic = ¢ondition can easily go unrecognized and untreated for a

viral infection, alcohol consumption, autoimmune ong time before significant liver damage occurs (Yegin et
disorders, metabolic diseases, hereditary conditions, a]. 2019),

and fat accumulation and is a dynamic pathological
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Fibrosis detection is essential in the evaluation and
treatment of patients with chronic liver lesions. The
methods used for examining liver fibrosis are divided into
non-invasive and invasive methods (liver biopsy). (Jusufi &
Trajkovska, 2024)

Assessment of liver fibrosis is important for evaluating
prognosis and determining surveillance strategies for
liver cancer. In chronic viral hepatitis, the degree of
liver fibrosis is a key parameter for determining antiviral
therapy. Currently, liver biopsy is still frequently used
as the reference standard for fibrosis assessment;
however, it is an invasive procedure associated with
patient discomfort and, in rare cases, with serious
complications (Friedrich et al., 2010). Liver biopsy offers
a direct examination of liver tissue, enabling precise
evaluation of steatosis, inflammation, fibrosis, and
associated liver damage. This information is essential
for patient risk stratification (FO-F1 as low risk and F2-
F4 as high risk), for evaluating disease severity, and for
developing individualized treatment plans. The METAVIR
score is used for staging and monitoring liver fibrosis and
inflammation, with the following classification: FO = no
fibrosis; F1 = portal fibrosis without septa; F2 = portal
fibrosis with few septa; F3 = numerous septa without
cirrhosis; and F4 = cirrhosis (Thallapureddy et al., 2025).

The Enhanced Liver Fibrosis (ELF) test is a non-invasive
blood test designed to assess the levels of three key
components directly involved in liver matrix metabolism:
hyaluronic acid (HA), amino-terminal propeptide of type
III procollagen (PIIINP), and tissue inhibitor of matrix
metalloproteinase-1 (TIMP-1). Elevated ELF results are
associated with biopsy-proven fibrosis and with prognosis
for clinically significant outcomes (Day et al., 2019).

The stage of liver fibrosis is widely recognized as an
important predictor of clinical outcomes related to
liver disease in patients with chronic liver conditions,
regardless of etiology. Studies have shown that the ELF
score correlates with histological findings in various
chronic liver diseases. These findings suggest that ELF can
be used as an effective surrogate marker for determining
the stage of liver fibrosis (Younossi et al., 2021).

STUDY AIM

The aim of this study is to evaluate the diagnostic role
of the ELF score in identifying and staging liver fibrosis
by analyzing its biochemical components HA, PIIINP,
and TIMP-1, and by comparing the ELF score results with
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FibroScan findings as a reference non-invasive method
for assessing hepatic fibrosis.

MATERIALS AND METHODS

This study was designed to evaluate the diagnostic
role of the ELF (Enhanced Liver Fibrosis) score in the
identification and staging of liver fibrosis. The study
included patients with chronic liver disease of various
etiologies who were evaluated at the respective clinical
center.

The study was conducted at the University Institute of
Clinical Biochemistry-Skopje in collaboration with the
University Clinic of Gastroenterohepatology-Skopje. A
total of 30 patients were included in the study, of whom
50% were male and 50% were female.The mean age of the
patients of both genders was 55.93 + 14.21 years, with a
minimum age of 25 years and a maximum age of 78 years.
Of the total number of patients, 63% were aged <60 years,
while 37% were aged >60 years.

For the measurement of the ELF score, venous blood
(serum) was used as the biological material and its
determination was performed with the ADVIA Centaur
analyzer using the direct chemiluminescent method.

The ELF score test represents a combination of serum
biomarkers including HA (hyaluronic acid), PIIINP (amino-
terminal propeptide of type III procollagen), and TIMP-
1 (tissue inhibitor of matrix metalloproteinases). The
analytes are measured automatically and the software
calculates and reports a numerical result without units.

All patients underwent liver FibroScan examination,
which enabled the determination of the level of hepatic
damage and the degree of fibrosis.

Table 1. Diagnostic interpretation of the ELF result
according to the stage of hepatic fibrosis

ELF Score

Significant fibrosis (>F2)

Data indicates that an ELF cutoff of 9.00
performs well in NAFLD/NASH populations
for the detection of

patients with significant fibrosis.

Advanced fibrosis (>F3)

ELF > 9.00 F2

ELF>29.80 ks >9.8 is correlated with F3 fibrosis.
Cirrhosis (F4)
ELF >11.3 F4 11.3 has high specificity for identifying

cirrhosis.
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For the processing of the study data, the SPSS software
package, version 26.0 for Windows (SPSS, Chicago, IL,
USA), was used. For quantitative analysis, measures of
central tendency were applied. A two-tailed statistical
analysis was performed, and a p-value of < 0.05 was
considered statistically significant.

RESULTS

The prospective randomized study was conducted during
2024/2025 at the Faculty of Medical Sciences, Goce
Delcev University, Stip, North Macedonia in collaboration
with the University Institute of Clinical Biochemistry
and the University Clinic of Gastroenterohepatology at
Mother Teresa University Clinical Center-Skopje. For the
statistical analysis, measures of central tendency were
used, including the mean, median, minimum values, and
maximum values, as well as the measures of variability/
dispersion, including standard deviation and standard
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error. A two-tailed analysis was performed to determine
statistical significance.

Table 2. Age distribution of patients included in the study
(N=30)

25th | 50th | 75th
30 |5593 5850 1421 [25 |78 |4625 |5850 | 6775
The age of the patients included in the study ranged from
25to78 years. The mean age was 55.9 + 14.2 years, while the
median age was 58.5 years. Percentile values indicate that
25% of the patients were younger than 46.3 years, and 75%
were younger than 67.8 years, resulting in an interquartile
range (IQR) of 21.5 years. The small difference between
the mean and the median suggests a relatively symmetric
age distribution, without pronounced extreme values,
supporting the use of parametric statistics for describing
this variable.

Table 3. Comparison of HA, PIIINP, TIMP-1, and FibroScan by age groups

N Min Max Mean SD N Min Max Mean SD
HA 19 10.6 366.47 65.80 80.41 1 34.04 134.13 64.41 34.39 p=0.95
PIIINP 19 473 19.18 11.09 4.65 1 5.61 1757 9.03 3.35 p=0.20
TIMP1 19 155.00 409.00 238.63 75.95 1 155.00 360.00 246.81 59.97 p=0.76
FibroScan 19 764 11.83 9.25 118 1 8.79 10.80 9.55 0.59 p=043

The table presents a comparison of serological biomarkers
of liver fibrosis (HA, PIIINP, TIMP-1) and FibroScan values
between patients aged <60 years and those >60 years,
where no statistically significant differences were found
between the two groups (p > 0.05 for all parameters). The
mean HA values were similar in both age groups (65.80
+ 80.41 vs. 64.41 = 34.39; p = 0.95), while PIIINP showed
slightly higher values in the <60 years group, but without

statistical significance (11.09 + 4.65 vs. 9.03 = 3.35; p =
0.20). No significant differences were observed for TIMP-1
according to age (238.63 +75.95 vs. 246.81 = 59.97; p = 0.76),
as well as for FibroScan measurements (9.25 + 1.18 vs. 9.55
+0.59; p = 0.43). These results suggest that being above or
below 60 years of age did not have a significant impact
on hiomarker levels or the severity of liver fibrosis in this
patient group.

Table 4. Distribution of ELF score and FibroScan values according to ELF score categories (<9.0, 29.0, 9.8, and >11.3)

<9.0 10 764 8.98 8.32 8.26 0.57
Eg 29.0 11 9.01 9.73 9.35 9.30 0.23
A 29.8 8 9.94 11.01 10.37 10.33 0.37
E 2113 1 11.83 11.83 11.83 11.83 0.00

<9.0 10 3.70 3170 8.82 6.15 844
g 29.0 11 3.80 46.40 12.82 780 13.27
‘}Jé 29.8 8 450 36.50 14.20 8.90 11.60
= 2113 1 2930 29.30 29.30 29.30 0.00
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Table 4 presents the distribution of ELF score and
FibroScan values according to the defined ELF thresholds
(<9.0, 29.0, 9.8 and >11.3). In the ELF <9.0 group (n=10),
ELF values were low and homogeneous (mean 8.32 +
0.57), while FibroScan values in this group showed wide
variability (mean 8.82 + 8.44). In the ELF 9.0 category
(n=11), there was a gradual increase in ELF score (mean
9.35 + 0.23), accompanied by an increase in the mean
FibroScan values (12.82 + 13.27). In the ELF >9.8 group
(n=8), the ELF score was notably higher (mean 10.37 +
0.37), and FibroScan continued to show a progressive
increase in mean values (14.20 + 11.60). The ELF >11.3
category included only one patient, with very high values
for both ELF (11.83) and FibroScan (29.30), suggesting
advanced fibrosis; however, interpretation of this
category is limited due to the very small number of cases.
Overall, the data show a trend of increasing FibroScan
values with rising ELF score, supporting the correlation
between the serological ELF biomarker and the severity
of liver fibrosis.

Table 5. Mann-Whitney U test for FibroScan values
according to gender

Male 15 16.27
Female 15 14.73

Mann-Whitney U =
101.0; Z=-0.477; p
=0.633

The Mann-Whitney U test analysis showed no statistically
significant difference in FibroScan values between males
and females (U=101.0,Z = -0.477, p = 0.633). The mean rank
of FibroScan values was slightly higher in males (Mean
Rank = 16.27) compared to females (Mean Rank = 14.73),
but this difference did not reach statistical significance.
This indicates that the distribution of the fibrosis stages
(FO-F4), from minimal fibrosis to advanced fibrosis and
cirrhosis, is similar for both genders. This result suggests
that the progression and severity of liver fibrosis are not
primarily dependent on gender, but are more closely
related to pathological changes in liver tissue, such as
collagen deposition and structural remodeling.
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Table 6. Pearson correlation between ELF score and
FibroScan

Fibreson® ! 0402 0250 10
Fﬁafgcicﬁm . 0.132 0.700 11
Fbrosonere 0.866* | 0.005 8
Fibroscan " a a |

** Correlation is significant at the 0.01 level (two-tailed)

a Cannot be computed because at least one of the
variables is constant

A strong and statistically significant correlation was
identified between ELF score and FibroScan in stage F3 (r =
0.866, p = 0.005), reflecting a high agreement between the
two methods. In stages F1 and F2, correlations were weak
to moderate and did not reach statistical significance,
suggesting a more limited discriminative capacity of the
ELF score in the early stages of the disease. Correlation
analysis for stage F4 was not performed due to the very
small number of cases included.

DISCUSSION

FibroTest and ELF can be performed with comparable
diagnostic accuracy for non-invasive staging of liver
fibrosis. Serum-based tests provide informative results for
a larger proportion of patients compared to elastography
(Friedrich-Rust et al., 2010). A series of algorithms based
on sequential combinations of non-invasive serum
markers have demonstrated an accuracy of 93-95% in
detecting or excluding liver fibrosis, reducing the need
for liver biopsy (Sebastiani & Alberti, 2006).

The usefulness of ELF has been reported in numerous
studies, primarily in Western countries, and ELF is
recommended as a screening modality for liver fibrosis in
Western guidelines. In a study conducted by Tamaki et al.
in 2024, they reported a high diagnostic accuracy of ELF
across all stages of fibrosis, further reinforcing the value
of ELF testing (Tamaki et al., 2024).

Our results showed that being above or below 60 years
of age did not affect the levels of serological fibrosis
biomarkers (HA, PIIINP, TIMP-1), a finding consistent
with the study by Tamaki et al., who reported no age-
related influence on ELF values or other non-invasive
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markers. They demonstrated that ELF values did not vary
according to age in patients with stages F2, F3, and F4
(Tamaki et al., 2024).

Cossiga et al., 2022, in their study, suggested the use
of the ELF test as a screening tool in healthcare. If the
ELF results are negative, the risk of advanced fibrosis is
low. Conversely, if the ELF test indicates the presence of
advanced liver fibrosis, the patient should be referred to
the hospital for further invasive procedures (Cossiga et
al., 2022).

The data from our study shows a positive correlation
between ELF score and FibroScan values, where a
gradual increase in ELF is associated with increasing
severity of liver fibrosis. In patients with ELF <9.0,
FibroScan values showed greater variability, while in
higher ELF categories, a progressive increase in mean
FibroScan values was observed. The patient with ELF
>11.3 exhibited high values in both methods, suggesting
advanced fibrosis, although interpretation is limited due
to the small number of cases.

These results support the use of ELF as a reliable indicator
of fibrosis stage and the potential for its combination with
FibroScan for a more complete non-invasive assessment.
Our findings are also consistent with those reported by
Gaballah et al. (2015), where ELF test values were higher
in advanced fibrosis compared to mild fibrosis, with
sensitivity and specificity of 86% and 92.9%, respectively.
This study emphasizes that the implementation of the
ELF test could potentially replace liver biopsy and be used
to monitor treatment efficacy.

CONCLUSION

The results of this study indicate that the ELF score
represents a reliable non-invasive method for the
assessment and staging of liver fibrosis. A strong and
statistically significant correlation was observed between
ELF score and FibroScan in advanced fibrosis (F3),
confirming the compatibility of these two methods. In
the early stages of fibrosis, the discriminative capacity of
the ELF score was more limited, suggesting the need for
its combination with other diagnostic methods. Overall,
the ELF score can be used as a valuable tool in clinical
practice for non-invasive screening and monitoring of
liver fibrosis, reducing the need for liver hiopsy.
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ABSTRACT

Background: Vitamin D insufficiency and systemic inflammation frequently coexist with excess adiposity, but their
relationship across the full body mass index (BMI) spectrum remains incompletely characterized.

Aim: To evaluate serum 25-hydroxyvitamin D [25(OH)D] and C-reactive protein (CRP) across BMI categories and
determine whether CRP is independently associated with 25(OH)D.

Methods: This cross-sectional analysis included 200 adults allocated to five BMI groups (normal weight, overweight,
obesity class I, obesity class II, and obesity class III; n = 40 per group). Group differences were tested with Kruskal-
Wallis analysis and post hoc multiple comparisons. Associations between CRP and 25(0OH)D were assessed using
Spearman correlation in the total sample and BMI strata. A multivariable linear regression model adjusted for age,
sex, smoking, BMI, triglycerides, high- and low-density lipoprotein cholesterol, glycated hemoglobin, and insulin
resistance.

Results: Serum 25(0OH)D decreased markedly across BMI categories (H = 139.74, p < 0.001), whereas CRP increased
(H = 122,68, p < 0.001). The pooled association between CRP and 25(0OH)D was strong and inverse (p = -0.68, p <
0.001). The association remained significant in normal-weight participants (p = -0.78, p < 0.001), participants with
overweight (p = -0.50, p < 0.001), and the combined obesity group (p = -0.24, p = 0.008). The multivariable model
was significant (R2 = 0.528; adjusted R? = 0.502; p < 0.001), and CRP remained independently associated with lower
25(0OH)D (B = -0.483, standardized p = -0.211, p < 0.001).

Conclusions: Higher BMI was accompanied by lower 25(0OH)D and higher CRP. The inverse CRP-25(OH)D relationship
persisted after adjustment for demographic and metabolic covariates, although the cross-sectional design does
not establish causality.

Keywords: obesity; inflammation; adiposity; cardiometabolic risk; hypovitaminosis D

INTRODUCTION Patimah, Khaza’ai, Rahmat, & Abed, 2017; World Health
Organization, 2000). C-reactive protein (CRP), an acute-
phase protein produced predominantly by the liver, is
widely used as an accessible marker of inflammatory
activity (Pepys & Hirschfield, 2003).

Obesity is a major public-health challenge and is closely
associated with metabolic dysfunction, insulin resistance,
dyslipidemia, type 2 diabetes, and cardiovascular disease.
A central biological feature of excess adiposity is systemic
inflammation driven by adipocyte dysfunction, immune- Vitamin D is classically involved in calcium and bone
cell infiltration, and altered cytokine signaling (Ellulu, homeostasis but also participates in immune and
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metabolic regulation. Serum 25-hydroxyvitamin D
[25(0OH)D] is the accepted indicator of vitamin D status
because it reflects endogenous synthesis and dietary
exposure (Holick, 2007). Low 25(0H)D concentrations
are common in people with overweight and obesity.
Proposed explanations include volumetric dilution,
sequestration within adipose tissue, lower sun exposure,
reduced physical activity, and obesity-related metabolic
changes (Vanlint, 2013; Wortsman, Matsuoka, Chen,
Lu, & Holick, 2000). Meta-analytic and genetic evidence
supports a directional effect of greater adiposity on lower
circulating 25(0H)D (Pereira-Santos, Costa, Assis, Santos,
& Santos, 2015; Vimaleswaran et al., 2013).

Observational studies have also reported inverse
associations between 25(0H)D and CRP (Amer & Qayyum,
2012; Yang et al., 2020). Nevertheless, this relationship is
complex. Adiposity may confound or mediate part of the
association, and randomized trials have not consistently
shown that vitamin D supplementation reduces
inflammatory biomarkers in adults with overweight or
obesity (Gouveia et al., 2024; Rafiq et al., 2020). Evaluation
across clearly defined BMI categories, together with
multivariable adjustment, may help distinguish the
contribution of inflammatory activity from the broader
metabolic phenotype.

The aim of this study was to compare serum 25(0OH)D
and CRP concentrations across five BMI categories and
to assess the overall, stratum-specific, and independently
adjusted association between CRP and 25(0H)D in
adults. We hypothesized that increasing BMI would be
accompanied by lower 25(0H)D and higher CRP and that
CRP would remain inversely associated with 25(0H)D
after adjustment for relevant demographic and metabolic
variables.

METHODS
Study design and participants

A cross-sectional observational analysis was performed
using the doctoral research database. The dataset
contained 200 adults aged 23-65 vyears, with 40
participants in each of five BMI categories: normal weight
(Group 1), overweight (Group 2), obesity class I (Group 3),
obesity class II (Group 4), and obesity class III (Group 5).
Each group included 20 women and 20 men. The equal
group sizes reflect the study design and should not be
interpreted as population prevalence estimates.

Body weight and height were recorded using standardized
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anthropometric procedures, and BMI was calculated as
weight in kilograms divided by height in metres squared.
The categories followed conventional World Health
Organization thresholds: normal weight, 18.5-24.9 kg/m2;
overweight, 25.0-29.9 kg/m?; obesity class I, 30.0-34.9 kg/
m?; obesity class II, 35.0-39.9 kg/m?; and obesity class III,
>40.0 kg/m2.

Laboratory variables

Fasting venous blood samples were collected after a 12-
hour overnight fast and analyzed at the Private Health
Institution Diagnostic Biochemical Laboratory, Molecular
Diagnostics Laboratory and Diagnostic Microbiological
Laboratory RAMUS, Skopje, Republic of North Macedonia,
using validated laboratory procedures. Serum 25(0OH)D
was measured by chemiluminescent immunoassay (CLIA)
as the principal indicator of vitamin D status, and CRP was
analyzed as the marker of systemic inflammatory activity.
Triglycerides, high-density lipoprotein cholesterol
(HDL-C), low-density lipoprotein cholesterol (LDL-C),
glycated hemoglobin (HbAlc), and the homeostatic
model assessment of insulin resistance (HOMA-IR) were
included as covariates in the multivariable analysis.

All clinical and laboratory information was analyzed in
anonymized form. The study procedures were reported
as compliant with the Declaration of Helsinki, and
participants provided informed consent in the original
doctoral protocol.

Statistical analysis

Continuous variables are presented as mean + standard
deviation (SD) or median (range), depending on
distribution, and categorical variables as number and
percentage. Between-group differences were assessed
with Kruskal-Wallis analysis of variance by ranks;
significant omnibus tests were followed by post hoc
multiple comparisons. Smoking status was compared
using the Pearson chi-square test.

Spearmanrank correlation coefficients (p) were calculated
for the association between CRP and 25(0H)D in the total
sample, the normal-weight group, the overweight group,
and the combined obesity classes I-IIl. A multivariable
linear regression model was constructed with 25(0OH)D as
the dependent variable and age, sex, smoking status, BMI,
triglycerides, HDL-C, LDL-C, CRP, HbAlc, and HOMA-IR
as predictors. Results are reported as unstandardized
coefficients (B), standard errors, standardized coefficients
(B), 95% confidence intervals (CI), and p-values. All tests
were two-sided, and p < 0.05 was considered statistically
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significant. Values reported by the software as p = 0.000
are presented as p < 0.001.

RESULTS

Participant characteristics and between-group

differences

Table 1. Participant characteristics across BMI categories

Original scientific paper I

The five groups differed significantly in age, smoking
status, BMI, serum 25(0H)D, and CRP (Table 1). The
normal-weight group was younger and contained fewer
current smokers than several higher-BMI groups. Median
25(0H)D declined from 62.25 ng/mL in the normal-weight
group to 8.35 ng/mL in obesity class III, whereas median
CRP increased from 0.95 to 10.15 mg/L.

Women, n (%) 20 (500) 20 (500) 20 (50.0) 20 500) 20 (50.0) 1,000

Age, years 3863 = 12.07 515 1206 5198 £ 1155 29,05 1101 2613 1044 0,001

Current smokers, n (%) |16 40.0) 24(60.0) 30 (55.0) 20 (500) 25 (625) 0022

BMI, kg/m? 23042 151 2755126 3268137 3749+ 138 1699 = 761 0,001
62.25 2765 1240 1065 835

25(0H)D, ng/mL (35.60-72.40) (722-3760) (714-18.30) (3.40-1760) (3.40-11.50) <0.001
09 210 125 830 1055

CRP, mg/L (0.50-1.80) (100-81.00) (1.00-32.20) (1.00-2790) (100-70.40) <0.001

Values are mean + SD, median (range), or n (%).

Serum 25(0H)D across BMI categories

The overall difference in serum 25(0H)D was significant (Kruskal-Wallis H[4, N = 200] = 139.74, p < 0.001). Mean

ranks decreased stepwise from 180.44 in normal weight
to 38.98 in obesity class III. Normal-weight participants
had higher 25(0OH)D than every other group (all p < 0.001).
Participants with overweight had higher concentrations
than those with obesity class I (p = 0.040), class II (p <
0.001), and class III (p < 0.001). Obesity class I also had
higher concentrations than class III (p = 0.002); the
remaining pairwise contrasts were not significant. Figure
1 shows the progressive decline in median values.

EMI & 25(0HD
Spaarman Rank Order R=-0,53 / p<0,001(p=0,000)

ZHRH Y

NN
mm

(o] o

Figure 1. Median serum 25(0H)D concentrations across
BMI categories. Ranges are reported in Table 1.

(-reactive protein across BMI categories

CRP differed significantly across groups (Kruskal-Wallis

H[4, N = 200] = 122,68, p < 0.001), with mean ranks
increasing from 26.35 in normal weight to 154.26 in
obesity class III. CRP was lower in normal weight than in
all higher-BMI groups (all p < 0.001). The overweight group
had lower CRP than obesity class I and III (both p < 0.001),
and obesity class I had lower CRP than obesity class III (p
= 0.004). Other pairwise contrasts were not statistically
significant. Median values are shown in Figure 2.

1015
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Figure 2. Median serum CRP concentrations across BMI
categories. Ranges are reported in Table 1.

Association between CRP and 25(0H)D

In the total sample, CRP and 25(0H)D were strongly and
inversely correlated (p = -0.68, p < 0.001). The association
remained significant within the prespecified BMI strata,
although its magnitude decreased with greater adiposity:
strong in normal weight, moderate in overweight, and
weak in the combined obesity group (Table 2).

Table 2. Spearman correlations between CRP and 25(0H)
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Total sample 200 [-0.68 <0.001

Normal weight 40 -0.78 <0.001

Overweight 40 -0.50 <0.001

Obesity classes I-11I combined | 120 -0.24 0.008
CRP & 25(0HD

Spasrman Rank Oder R =-030 / p<i0,001(p=0,000)

IHCRHY

9 o e
NN NN

o

- e

Multivariable linear regression

The multivariable model was statistically significant (R =
0.726, R2=0.528, adjusted R2= 0.502; F = 20.654, p < 0.001).
After adjustment, higher CRP remained independently
associated with lower 25(0H)D (B = -0.483, standardized
B = -0.211, p < 0.001). Age, triglycerides, HDL-C, LDL-C,
and HbAlc were also significant independent predictors,
whereas sex, smoking status, BMI, and HOMA-IR were
not significant in this model (Table 3).

Table 3. Multivariable linear regression with serum
25(0OH)D as the dependent variable (N = 200)

Sex (1) 1472 2205 ]0.036 |-2.878 to5.821 0.505
Age -0.334  10.091 |-0.198 [-0.514 to -0.154 <0.001
Smoking (1)  |-2.333 2.231 |-0.056 [-6.734 to 2.068 0.297
BMI -0.00004 {0.000 |-0.005 [-0.001 to 0.001 0.918
Triglycerides |-7.226 1314 |-0.366 |-9.819 to -4.633 <0.001
HDL-C -5.744 2719 |-0.139 |-11.108 to -0.380 0.036
LDL-C -5.803 1397 |-0.266 |-8.559 to -3.046 <0.001
CRP -0483 10124 |-0.211 [-0.729 to -0.238 <0.001
HbAlc -2.443 1.145 |-0.144 |-4.703 to -0.183 0.034
HOMA-IR -0.046  |0.058 |-0.043 {-0.160 to 0.067 0.424

B, unstandardized coefficient; B, standardized coefficient;
Cl, confidence interval. Binary-variable coding follows
the original study database.

DISCUSSION

This study demonstrated a clear gradient across
BMI categories: serum 25(0OH)D declined as adiposity
increased, whereas CRP increased. The central finding
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was a strong inverse association between CRP and 25(0H)
D in the total sample. Importantly, the relationship was
not limited to the pooled data; it remained significant
in normal-weight, overweight, and obese participants,
although the correlation weakened across the higher-
BMI strata. CRP also remained an independent negative
predictor of 25(0OH)D after adjustment for demographic,
lipid, glycemic, and insulin-resistance variables.

The progressive reduction in 25(0H)D is consistent
with the established association between adiposity and
lower vitamin D status. Reduced bioavailability due to
distributioninto a larger body compartment and retention
in adipose tissue are plausible mechanisms (Vanlint, 2013;
Wortsman et al., 2000). The systematic review by Pereira-
Santos et al. (2015) showed a higher frequency of vitamin
D deficiency in obesity, while Mendelian-randomization
evidence suggested that higher BMI contributes causally
to lower 25(0H)D (Vimaleswaran et al., 2013). The present
stepwise pattern across five BMI categories supports a
dose-related association, but the cross-sectional design
cannot determine temporal direction.

The rise in CRP with BMI is biologically plausible
because adipose-tissue expansion promotes macrophage
recruitment and pro-inflammatory cytokine signaling
(Ellulu et al., 2017). The inverse CRP-25(0H)D association
agrees with population-based findings from Amer and
Qayyum (2012) and Yang et al. (2020). The persistence
of the association after adjustment suggests that CRP
captures information not fully represented by BMI
alone. Nevertheless, Rafiq et al. (2020) reported that
adiposity explained a substantial part of the vitamin D-
inflammation relationship, emphasizing that residual
confounding and pathway overlap remain possible.

The lower stratum-specific correlation in obesity may
reflect restricted ranges of 25(0H)D among participants
with obesity, biological heterogeneity, or floor effects
at very low concentrations. It may also indicate that
additional determinants—such as season, sunlight
exposure, dietary intake, supplement use, comorbidities,
and medication—become increasingly important once
severe adiposity is established. Therefore, the pooled
coefficient should not be interpreted as uniform across
all BMI levels.

The findings support clinical awareness that low 25(0H)
D and elevated CRP can coexist in adults with excess
adiposity, but they do not establish that vitamin D
supplementationwillreduceinflammation. Arecent meta-
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analysis of randomized trials in adults with overweight
or obesity found no significant effect of isolated vitamin
D supplementation on CRP, interleukin-6, or tumor
necrosis factor concentrations (Gouveia et al., 2024).
Accordingly, vitamin D and CRP should be interpreted
within the broader clinical and metabolic context rather
than used as evidence of a direct therapeutic pathway.

Strengths of the study include the balanced number
of participants across five BMI categories, equal sex
distribution within groups, analysis across a wide BMI
range, stratum-specific correlations, and multivariable
adjustment. Several limitations require consideration.
The cross-sectional design precludes causal inference,
and the stratified equal-size sampling prevents estimation
of population prevalence. Age and smoking differed
across groups, although both were included in the
regression model. Seasonal exposure, diet, supplements,
physical activity, and detailed comorbidity information
were not available for the present analysis. CRP values
reached 81.0 mg/L in the overweight group and 70.4 mg/L
in obesity class III; without repeat measurements or
clinical adjudication, acute inflammatory contributors
cannot be excluded in all participants. Finally, the pooled
correlation may partly reflect separation among the
prespecified BMI groups.

CONCLUSIONS

Increasing BMI was associated with progressively lower
serum 25(0OH)D and higher CRP. CRP showed a significant
inverse association with 25(0OH)D in the total sample and
within BMI strata and remained independently associated
after multivariable adjustment. These findings identify a
close observational relationship between vitamin D status,
adiposity, and inflammatory activity, but prospective
studies with repeated CRP measurements and detailed
assessment of seasonal, lifestyle, and treatment factors
are required to clarify causality and clinical implications.
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ABSTRAKTI

Hyrja: Artriti reumatoid éshté sémundje kronike sistemike, e cila manifestohet me dhimbje dhe rénie té
funksionalitetit tek kéta pacienté. Faktorét e stilit té jetés mund té luajné njé rol né menaxhimin e sémundjes.
Qéllimi: Ky punim ka pér qéllim té pasqyrojé parametrat kliniké (dhimbja, funksionaliteti
dhe aktiviteti i sémundjes) dhe lidhjen ndérmjet tyre dhe faktoréve té& stilit té jetesés.
Metodologjia: Né hulumtim jané pérfshiré 50 pacienté me artrit reumatoid, gé ishin duke u trajtuar me etanercept
gjaté periudhés shtator 2023 - shkurt 2024 né Qendrén Klinike Universitare té Kosovés. U grumbulluan té dhéna
sociodemografike, té dhéna pér stilin e jetesés, dhimbjen, funksionalitetin dhe aktivitetin e sémundjes. Té dhénat
u analizuan me programin SPSS.

Rezultatet: Pjesa mé e madhe e pacientéve ishin té gjinisé femrore, me moshé mesatare 41.8 vijec. 40% e
tyre kishin indeks té masés trupore mbi nivelin normal derisa koha mesatare e realizimit té aktivitetit
fizik né javé ishte 289 minuta. Analiza e Kkorrelacionit tregoi lidhje statistikisht té réndésishm né
mes té aktivitetit fizik dhe BMI-sé, dhimbjes, aktivitetit té sémundjes dhe funksionalitetin (p<0.05).
Pérfundimi: Hulumtimi yné konfirmon se faktorét e stilit té jetés tek pacientét me artrit
reumatoid luajné njé rol té réndésishém né mirégenien e tyre. Aktiviteti fizik dhe indeksi i masés
trupore kané lidhje té besueshme me dhimbjen, funksionalitetin dhe aktivitetin e sémundjes.
Fjalét kyce: artriti reumatoid, stili i jetés, parametrat kliniké

HYRJE kémbéve. Enijtja éshté kryesisht né kycet e duarve dhe
nyjet metakarpofalangeale, interfalangeale proksimale
dhe metatarsofalangeale. Kjo mund té shogérohet me
ngurtésim té nyjeve né méngjes qé zgjat mé shumé se 30
minuta dhe zakonisht deri né disa oré. Enjtja zakonisht
éshté “e buté” pér shkak té sinovitit dhe efuzionit, né
kontrast me énjtjet “e forta” (kockore) té osteoartritit.
Mund té pérfshihen pjesa e kycit té dorés dhe po ashtu edhe
nyjet mé té médha si té kérdhokullave, gjurit, bérrylit dhe
shpatullave. Ky inflamacion shkakton ndryshime edhe
né hapésirén intra-artikulare duke shkaktuar ngushtim
e deri né ankillozé té nyjés sé atakuar. (4-7) Né figurén
1, jané paragqitur stadet e zhvillimit té AR e manifestuar
me ndryshimet radiologjike té tij né nyjet e shuplakés
sé dorés, nga faza e hershme e deri né fazén e fundit ku
zhvillohen deformime dhe ankilloza nyjore. (7)

Artriti reumatoid (AR) éshté njé nga sémundjet mé
té zakonshme autoimune kronike inflamatore e cila
karakterizohet nga dhimbja dhe énjtja simetrike,
poliartikulare, qé zakonisht pérfshijné nyjet e vogla
té duarve dhe kémbéve. (1) Né Evropé dhe Amerikén e
Veriut, prevalenca e AR éshté 0,5-1,0%. Prek té paktén dy
heré mé shumé gjinin femrore dhe mund té shfaget né
cdo moshé. (1,2) Shkaget e AR jané ende té paqarta, edhe
pse vitet e fundit éshté béré pérparim i réndésishém.
Tanimé éshté béré evidente se AR zhvillohet né bazé té
komponentéve gjenetiké, por edhe faktorét e jashtém
luajné njé rol té réndésishém. (3) AR éshté njé sémundje
simetrike poliartikulare qé pérfshin nyje té shumta
dhe té dyanshme. Né njé pacient me AR zakonisht
paragiten dhimbja dhe edema né nyjet e duarve dhe
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b) Gjetjet radiografike terminale

Gietjet né mezet X

} Ngushtime né nyje

> Erozione

Subluksacion P Subluksacion me shumé ndryshime

’ Ankilozé

Figura 1. Stadet e zhvillimit té artritit reumatoid

Medikamentet antireumatike modifikuese té sémundjes
(DMARDs), duke pérfshiré ato biologjike (hDMARDs), si
etancerepcti jané njé opsion i pranueshém pér trajtimin
e AR dhe ofrojné njé terapi té synuar né strukturat e
sistemit imunitar. (8) Aleanca Evropiane e Shoqatave
té Reumatologjisé (EULAR) ka rekomanduar se pérvec
trajtimit medikamentoz, menaxhimi i artritit inflamator
duhet té fokusohet edhe né faktorét e stilit té jetés si
aktiviteti fizik dhe ushtrimet, kontrolli i peshés trupore,
ushqyerja e shéndetshme, ndérprerja e duhanpirjes dhe
njé ményré aktive e jetesés Kéta parametra mund té kené
rol né menaxhimin e dhimbjes, aktivitetit té sémundijes,
funksionalitetit dhe kualitetit té jetés. (9,10)

QELLIMI

Ky punim ka pér géllim té vlerésojé parametrat kliniké, si
dhimbjen, funksionalitetin dhe aktivitetin e sémundjes, si
dhe té analizojé lidhjen e kétyre parametrave me faktorét
e stilit té jetesés.

METODOLOGJIA

Gjithsej 50 pacienté té njépasnjéshém me artrit reumatoid
nga Klinika e Reumatologjisé né Qendrén Klinike
Universitare té Kosovés (QKUK) u pérfshiné né hulumtim
né periudhén shtator 2023 - shkurt 2024. Né studim jané
pérfshiré pacientét gé ishin té diagnostikuar té paktén
tre muaj mé paré nga reumatologu me AR sipas kritereve
té Kolegjit Amerikan té Reumatologjisé/EULAR (11) dhe qé
ishin nén trajtim me etanercept. Kriteret pérjashtuese té

studimit ishin: AR juvenil, pacientét mé té rinj se 16 vjec,
pacientét me fraktura ose léndime traumatike dhe graté
shtatzéna. Jané grumbulluar té dhénat sociodemografike
si gjinia, mosha, dhe kohézgjatja e sémundshmérisé.
Statusi funksional te pacientét me AR éshté matur
pérmes Indeksit té Paaftésisé té Pyetésorit té Vlerésimit
Shéndetésor (HAQ-DI) (12), raportimi i nivelit té dhimbjes
éshté béré pérmes Visual Analogue Scale (VAS) (13),
derisa aktiviteti i sémundjes tek pacientet me AR éshté
matur me Disease Activity Score 28 (DAS28). (14) Analiza
statistikore éshté realizuar pérmes programit SPSS. Cdo
pjesémarrés né hulumtim ka plotésuar formularin e
pélgimit pér pjesémarrje né hulumtim. Té dhénat jané
trajtuar né ményré anonime dhe konfidenciale. Eshté
marré leja pér hulumtim nga Komisioni Etik i Fakulteti
té Mjekésisé té Universitetit té Prishtinés (Ref.nr 4542),
dhe leje nga Zyra pér Mbrojtjen e té dhénave personale
nga Qendrés Klinike Universitare té Kosovés - Shérbimi
Spitalor dhe Klinik Universitar i Kosovés (Nr.Protokolli
3425).

REZULTATET

Né hulumtimin toné jané pérfshiré 50 pacienté me
artrit reumatoid. Pjesa mé e madhe e pacientéve ishin
té gjinisé femrore (64%), derisa mosha mesatare e tyre
ishte 41.8 vjec, me devijim standard 78. Kohézgjatja
mesatare e sémundjes ishte 75 vjec. Gjithashtu, 70%
e pacientéve kishin pérfunduar shkollén e mesme,
dhe shumica e tyre (64%) ishin té punésuar, tabela 1.
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Tabela 1. Karakteristikat sociodemografike té pacientéve
me artrit reumatoid

0000000000000

Tabela 2. Faktorét e stilit té jetés té pacientéve me artrit
reumatoid

Té dhénat né lidhje me faktorét e stilit té jetés jané
paragitur né tabelén 2. Sipas rezultateve tona, koha
mesatare e realizimit té aktivitetit fizik né javé te pacienté
me artrit reumatoid ishte 28.9 minuta me devijim
standard 11.2 minuta. Niveli minimal dhe maksimal i
realizimit té aktivitetit fizik ishte 15-90 minuta. Sa i
pérket duhanpirjes, 44% e pacientéve deklaruan se jané
duhanpirés, ndérsa sa i pérket indeksit té masés trupore,
44% e pacientéve kishin BMI normale, 38% ishin mbipeshé
dhe 14% obezé, tabela 2.
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Gjinia
Femér 32 64.0 Aktiviteti fizik (minuta pé javeé)
Mashkall 18 360 Min-max, Mean (SD) | 15-90 | 289(112)
Duhanpirja
Mosha Po by 440
Min-max, Mean (SD) Jo 28 56.0
22-66 41.8 (78) BMI

onuglati e 112 75(43) Nenpeshé 2 40
Edukimi Normale 22 44.0
[ mesém 35 70.0 Mbipeshé 19 38.0
Universitar 15 30.0 Obezé 7 14.0

— Niveli mesatar i dhimbjes tek pacientét me artrit
Vendbanimi reumatoid ishte 4.1 me devijim standard 2.6 dhe me
Rural 57 740 vlera minimale dhe maksimale prej 3 dhe 8 pikésh nga
Urban 13 260 10. Pér mé shumé, 32% e pacientéve kishin remision té

sémundjes, 28% aktivitet té ulét té sémundjes, 22% kishin

Punésimi aktivitet té moderuar té sémundjes dhe 18% aktivitet
I/e punésuar 32 64.0 té larté té sémundjes. Gjithashtu, 36% e pacientéve
I/e papunésuar 16 320 deklaruan se kané aftési té lehta dhe véshtirési mesatare
Pensionuar 2 40 té funksionalitetit, derisa 38% e tyre deklaruan se kané

paaftési mesatare deri té réndé té funksionalitetit, tabela
3.

Tabela 3. Parametrat klinik tek pacientét me artrit
reumatoid

Dhimbja

Min-max, Mean (SD) |38 | 41(26)
Aktiviteti i sémundjes (DAS28)

Remision 16 32.0
Aktiviteti i ulét i sémundjes | 14 28.0
Aktiviteti i moderuar i

sémundjes e 220
Aktiviteti i larté i

sémundjes 9 180
Funksionaliteti (HAQ-DI)

Aftési té lehta ose me

véshtirési mesatare 18 360
Paaftési mesatare deri né

6 réndé 19 380
Paaftési té réndé deri

shumé té réndé 13 260
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Nérezultatete hulumtimit toné, dhimbja kishte korelacion
pozitiv me aktivitetin e sémundjes (r = 0.512, p = 0.0025),
funksionalitetin (r = 0.326, p = 0.038) dhe BMI-né (r = 0.463,
p = 0.0048), ndérsa me aktivitetin fizik u gjet korelacion
negativ (r =-0.298, p = 0.046). Aktiviteti i sémundjes kishte
korelacion pozitiv me funksionalitetin (r = 0.356, p =
0.012) dhe BMI-né (r = 0.502, p = 0.031), ndérsa korelacion
negativ me aktivitetin fizik (r = -0.312, p = 0.031). Pér mé
shumé, funksionaliteti rezultoi me korelacion pozitiv
me BMI-né (r = 0.410, p = 0.039) dhe korelacion negativ

Profesional paper I

me aktivitetin fizik (r = -0.301, p = 0.032). Njé korelacion
negativ u evidentua edhe ndérmjet BMI-sé dhe aktivitetit
fizik (r = -0.426, p = 0.027). Kjo nénkupton se, me rritjen
e BMI-sé, pérkeqésohen parametrat kliniké, pérkatésisht
rritet niveli i dhimbjes, ulet funksionaliteti dhe rritet
aktiviteti i sémundjes. Né té kundeért, rritja e aktivitetit
fizik lidhet me pérmirésimin e kétyre parametrave
kliniké te pacientét me artrit reumatoid, tabela 4.

Tabela 4. Analiza e korelacionit né mes té parametrave
klinik dhe stilit té jetés tek pacientét me artrit reumatoid

Correlations
Dhimbja /S*elin“lvlggltésl Funksionaliteti  |BMI Aktiviteti fizik
Spearman's A Correlation
rﬁo Dhimbja Coefficient 1 512 .326 463 -298
Sig. (2-tailed) . 0.0025 0.038 0.0048 0.046
N 50 50 50 50 50
Aktiviteti i Correlation
sémundjes Coefficient 12 1 356 202 312
Sig. (2-tailed) 0.0025 . 0.012 0.031 0.031
N 50 50 50 50 50
. .. . |Correlation
Funksionaliteti Coefficient 0.326 .356 1 410 -301
Sig. (2-tailed) 0.038 0.012 0.039 0.032
N 50 50 50 50 50
Correlation
BMI Coefficient 0.463 502 40 1 -426
Sig. (2-tailed) 0.0048 0.031 0.039 . 0.027
N 50 50 50 50 50
. ...~ . |Correlation
Aktiviteti fizik Coefficient -298 -312 -301 -426 1
Sig. (2-tailed) 0.046 0.031 0.032 0.027 .
N 50 50 50 50 50
p<0.05
DISKUTIMI al., ka pérfshiré 186 pacienté me artrit reumatoid.

Hulumtimi yné kishte pér géllim té vlerésonte parametrat
kliniké dhe lidhjen e tyre me stilin e jetesés te pacientét me
artrit reumatoid. Studimi yné konfirmon se ekziston njé
lidhje statistikisht e réndésishme ndérmjet parametrave
kliniké dhe faktoréve té stilit té jetés te pacientét me AR.
Sa mé i larté té jeté BMI-ja, aq mé té larta priren té jené
nivelet e dhimbjes, paaftésisé dhe aktivitetit té sémundjes,
dhe sa mé i larté niveli i aktivitetit fizik aq mé e vogél
do té jeté dhimbja, paaftésia dhe aktiviteti i sémundjes.
Njé studim i realizuar né Holandé nga Molenar et

Ky studim konfirmoi se dhimbja tek pacientét me
AR kishte lidhshméri me statusin funksional apo
paaftésiné. (15) Gjithashtu, edhe autori Sokka et
al., né njé hulumtim té realizuar né Finlandé me
141 pacienté me AR e konfirmoi rolin e dhimbjes né
funksionalitet tek kéta pacienté. (16) Gjetjet e kétyre
studimeve pérputhen me rezultatet tona se dhimbja dhe
funksionaliteti jané té ndérlidhura tek pacientét me AR.

Studimi nga autorja Nikiphorou et al., né Mbretériné e
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Bashkuar, konfirmon lidhshmériné né mes té obezitetit
dhe dhimbjes, funksionalitetit dhe kualitetit té jetés tek
pacientét me artrit reumatoid. (17) Njé rishikim sistematik
me meta-analizé ka konkluduar se obeziteti mund té
keté rol né remisionin e sémundjes dhe ka rekomanduar
qé BMI-ja té vlerésohet gjaté menaxhimit té sémundjes
nga profesionistét shéndetésoré. (18) Gjithashtu, edhe
studimet e tjera e konfirmojné se aktiviteti fizik ka
lidhshméri me dhimbjen, paaftésiné, aktivitetin e
sémundjes dhe kualitetin e jetés tek pacientét me AR. (19,
20)

PERFUNDIMI DHE REKOMANDIMET

Hulumtimi yné tregon se faktorét e stilit té jetés
te pacientét me artrit reumatoid luajné njé rol té
réndésishém né miréqgenien e tyre. Aktiviteti fizik
dhe indeksi i masés trupore kané lidhje statistikisht
té réndésishme me dhimbjen, funksionalitetin dhe
aktivitetin e sémundjes. Aktiviteti fizik dhe indeksi i
masés trupore duhet té monitorohen gjaté trajtimit té
pacientéve me artrit reumatoid.
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KROHTEHUTATHU HAPYIITYBAIbA HA 3I710b0T HA ROJIROT MORBUS
LEGG-CALVE-PERTHES (LCPB)
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AIICTPAKT

BOBEJI: JyBeHW/IHWTE OCTEOXOHJIPO3M TIpeTCTaByBaaT MAWMOIIATCKW, Pa3BOjHU IOpeMeTyBama HacTaHaTu KakKo
pesyniTaT Ha MPUCYTHUTE IIUPKYJIATOPHU HapyllyBama U MOCIe/IMuHa T0jaBa Ha aBacKylapHa (acernTudHa) HeKpo3a
U TIOpeMeTyBame Ha eHXOH/pajHaTa ocHhduKalldja (XOHJjoreHe3a W OCTeoreHe3a )BO Ipeflesl Ha ITPUMApHUTE
1 CeKyHmapHUTe jajpa Ha ocuduKaidjaTa Ha 3r71060T. Legg-Calve-Perthes (LCPB) mpeTcraByBa mNpuMapeH
OCTEOXOHJIPUTHC Ha KOJIKOT, 60JIECT CO Ce VIIITe Hero3HaTa eTuoaorja.

LIEJI: Llerrta Ha cTyaujaTta e ma ce MpoLleHAT KIIMHUUKNATE U pamuorpadcKuTe pesyaTaTi, eprkacHocTa, be3beHoCTa
1 JIOJITOPOUYHUTE PE3YJITATU BO JIEKYBAETO M TPETMAHOT IPU MTPOCEUHO 5 TOJIMIIHO CIIeferhe.

METOJJOJIOI'MJA HA NCTPAJKYBAKETO: CryaujaTa npeTcTraByBa PeTPOCIEKTUBHA CTYAM)a, 38 UMe pearnuu3pare
ce KOPUCTEeHW TMOZATOLU Of MalMeHTU CO [AUjarHOCTULIUPAH jYBEHW/IEH OCTeOXOHIIPUT, TpeTupaHu Bo “CB.
Epasmo”- crienyjanHa O0IHMALIA 3@ opToreAuja 1 TpaymaTonoruja Bo Oxpup Bo nepuonot on 2000 go 2010 roguHa.
VcTpaskyBaukaTa IIonyjanuja e neduHUMpaHa Kako [ela Ha BospacT oxd 2 Ao 14 romunu, co paboTHa [ujarHosa
primaren osteohondritis na kolkot, ogHocHo 6onecra Ha Legg-Calve-Perthes (LCPB). ['oneMuHara Ha IIPUMEPOKOT,
OJJHOCHO KOHTHMHI'EHTOT Ha UCTIMTAHUIIM Ke IO COUMHYBaar 56 rnalueHTr co TIpUuMapeH OCTEOXOHIPUTUC HAa KOJIKOT.

PE3YJITATU: Pesynrature Ha OBaa CTyOMja BO JIEKYBAWETO Ha el Of IMalUeHTUTe 3abojeHd off MpUMapeH
OCTEOXOHPUTUIC Ha KOJIKOT, OJHOCHO Oosecta Ha Legg-Calve-Perthes (LCPB) Bo P. MakemoHuja BO [IepPUOIOT Off
2000 mo 2010 ropwHa, yKasKyBaaT Ha Hej3MHATa 3acTarieHOCT BO OJHOC Ha OfpeAeHUTe KIaCU(UKALMOHU T'PYIIH,
nemorpadckuTe 1 OMOMEIULINHCKHTE KapaKTePUCTUKU, XepPeoUTeTOT U Hej3uHaTa Mporpecuja. Bo UCTpasKyBameTo
Oea BKJIYUEHM M aHAIM3MpaHu 56 MCIUTAHULIY, TMAlMEeHTH Ha BO3PacT of 2 10 14 TOAMHM, CO AWjarHOCTULIMpPaH
jyBEHIMJIEH OCTEOXOHAPUT Ha IJlaBara Ha OyTHaTa Kocka (bomect Ha Legg-Calve-Perthes). ITosoBaTta cTpyKTypa Ha
HCIIUTAHULUTE ja courHyBaa 37 (66.07%) Mamkuy namueHT u 18 (32.14%) KeHCKU MalydeHTH.

3AKJIYHOK: Bonecra Ha Legg-Calve-Pertes (LCP) e akTyenHa Tema BO 00jlacTa Ha [IeTCKATa OPTOIeIWja Mpef ce
ropajii BUCOKMOT MOPOUAUTET U HE PETKO HejacHaTa IPorHosa Ha Oosnecra. I'opumiHo 1 og 10 000 geua pasBuBaat
aBacKy/JapHa HeKpo3a Ha HMBO Ha ernudusara Ha IJaBaTa Ha OyTHata Kocka (41). JIeKyBambeTo Ha TAlUeHTUTe CO
bonecra Ha Legg-Calve-Pertes (LCP) e monroTpajHo, a yerexoT ofl JIEKyBarmbeTo 1M TPeTMAHOT e AUPEKTHO MOBP3aH CO
BO3pacTa Ha IeTeTO 1 CTeIeHOT Ha aBaCKyJlapHUTe TTPOMEHH BO TpefierT Ha erdu3aTta Ha ry1aBaTa Ha OyTHaTa KocKa
TIpU JiMjarHOCTUIIMPambeTo. Mako ncrpaskyBamara Ha TaTojiorujata v rmaToreHe3ara Ha 6ojiecta ce BpIIAT TIOBEKe Off
CTO FOJIMHU HAHa3ag, cJIydar Ha 3af|0lHeTa, ITPOIyIITeHa WK MPUMAapHO MorpelliHa AujarHo3a He ce UCKITyUOoK. Toa
HU /laBa 3a 11eJ1 CeKorarl Jia NpaBuMe KoMIiapalidja Ha OCHOBHUTE KJIacU(UKAIIMOHU CUCTEMU KOU Ce KOpPUCTaT 3a
IujarHoctyka rpu 6osecta Ha Legg-Calve-Pertes (LCP), onminanu Bo TeKOT Ha FOAMHUTE, [1a HATIpaBUME MPOLIeHKA
Ha HMBHATa MHGOPMATHBHOCT BO OJIHOC HA CTEIeHOT Ha HacTaHaTaTa AedopmMaliyja Ha TaBaTa Ha OyTHaTa KocKa 1
arletabynapHaTa Mpa3HrHa, KaKko U TTPU MPeJIBUITYBalbe Ha KPajHUTe pes3ysTaTu.

[To 3aBPIIYBakbETO Ha eIrMMaeMrOJIONIKaTa CTY,Z[I/Ija 3a jYBeHI/IHHaTa OCTeOHEeKPpO3a Ha I'/laBaTa Ha 6YTHaTa KOCKa (6OHeCTa
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Ha Legg-Calve-Perthes) Bo Penybiiuka Makenonnja, 3a rmepuogot 2000-2010 roguHa, ce HarpaBy KoMIlapaljyjaTa Ha
pe3y/ITaTtuTe JoOMEeHN o HalllaTa CTyZIdja CO Pe3yITaTUTe KOU IITO ce oOjaBeHM Off CTpaHa Ha TorojieM Opoj Ha 3eMju.

KITYYHU 3BOPOBU: JyBeHunHure octeoxoHapo3u, bonecra Ha Legg-Calve-Perthes (LCPB), koH3epBaTUBeH TpeTMaH,

KiacuuKaLm
BOBE]] ciyuau Ha “arthritis deformans juvenilis”
JyBeHUTHITE OCTEOXOHPO3H npercrapypaar M Henning Waldenstorm (1908, Stockholm, mBepcka)

U/IMOTIATCKY, Pa3BOjHU TOpPEMeTYBama HacTaHaTH KaKo
pe3yiTaT Ha MPUCYTHUTEe I[UPKYIATOPHU HapylIyBama U
TI0C/Ie/TMYHA T10jaBa Ha aBacKy/IapHa (acenTHyHa) HeKpo3a
U TOpeMeTyBalbe Ha eHXOHJIpaJiHaTa OcH(UKaIyja
(XoH7IOTEHEe3a M OCTeoreHe3a )BO TpefiesT Ha MpUMapHUTe
¥ CeKyH/IapHUTe jajipa Ha ocu(pUKalijaTa Ha 3r1000T.

Hajuecto BKIyueHM MpuMapHHM jajipa Ha ocupUKaIiujaTa
Ha:

B HaBUKY/IapHAaTa KOCKa Ha Tap3ycoT (OomecTa Ha
Kohler)

m jiyHapHaTa Kocka (Keinbocks)

B npemnuieHcKoTo Tefo (Calve)

HajuecTo BK/IyueHU CeKyH/IapHU jajipa Ha ocu(pUKaIiujaTa

Ha:

B anodusata ¥ enudusaTa Ha LANUTEIIVM Paiuu
(Panner)

m [aBata Ha II-ta MeTaTap3anHa Kocka (Freiberg)

m cradougHaTa Kocka (Preisier)

m enudusaTa Ha I71aBaTa Ha (peMopajiHaTa Kocka (Legg-
Calve-Perthes)

Legg-Calve-Perthes (LCPB) mpercraByBa mpuMapeH
OCTEOXOHJIPUTHUC Ha KOJIKOT, OOJIECT CO Ce VIIITe Helo3HaTa
€TUOJIOTH]a.

YoBeKoT Koj 1To 3a nipB nat Bo 1897 rofuHa ja omuinan
oonecta e Karel Majdl (1853 - 1903) uemku xupypr u
npocecop Ha Yenkuor yauBep3uTeT Bo [Ipara.

JInuHOCTUTE KO IIITO Ce TOBP3yBaaT CO UMETO Ha oonecra:

m Arthur Legg (1909, Boston, CAJl) ja omuiuan bonecta
KaKO aTUIMYeH TYOePKYI03eH KOKCUTHUCY

m Jasques Calve (1909, 1910, Berck Sur Mer, ®paniiuja)
3aefiHO co cBojoT ctyaeHT Paul Sourdat co ynorpeba
Ha HOBa MalllMHa 3a X 3palid, ONHIIaje CIyyau Ha
aTUNNYHY MPOMEHM Ha I7laBaTa Ha (heMopajHaTa
KOCKa Kaj fieljau

m Georg Perthes (1910, Tubingen, I'epmanuja) omuiran

TIPB ' OTHIIIAJ PaJiorpadCKuTe KapaKTePUCTUKI Ha
Oomnecta, BepyBajKu JIeKa ce paboTH 3a TYOepKY/I03eH
Tporiec ¥ 0ojecTa ja 03Ha4yBa Kako coxa plana

m Phemister (1927) npB ja omuinyBa martojiorujata Ha
Oorecta Kako HeKpo3a Ha KocKaTa

:

Arthur T Leqgqg

L0

Jacques Calve Georg . Perthes

ETHOJIOTHJA

Legg-Calve-Perthes IIPeTCTaByBa npuMapeH
OCTEOXOH/IPHTUC Ha KOJMKOT, 0OJeCT YMja IITO TOYHA
eTHOJIOTHja € ce VIITe Hero3HaTa MAaKo ce JIOBeJyBa BO
BPCKa CO MIMOMAaTCKa aBaCKy/IapHa HeKpo3a Ha eruu3aTa
Ha I71aBaTa (MM JIeJT off I71aBaTa) Ha (heMopasHaTa KOCKa
KaKo pe3y/Irar Ha:

B 1pepaHO 3aTBapame Ha apTepujaTa Koj WITO T
cHabmyBa co KpB ligamentum teres femoris
He [103BONYBajKM Ha BpeMe Ja ro mpudartu
KpBocHaOfyBameTo a. circumflexa posterior

B HamasieH Opoj M BOJYMEeH HAa aHACTOMO3MTE Ha a.
circumflexa posterior Bo mpemen Ha enudusara
1 MeTtajpusara Ha ¢emopajHaTa KOCKa IITO BO
KopeJaiuja co 3rojieMeHaTa (PU3MUKa aKTUBHOCT
(co Toa u 3rojeMeHa 1MOTpeda 3a KPBOCHAOZYBarbe)
1 ONTepeTyBame BO MpefieN Ha 3r1000T HAa KOMKOT
TI0Be/[yBaaaT 70 HaMajTyBabe Ha KPBOTOKOTY

B Tpomo0o3a Ha a. circumflexa;
B TpayMa Ha 3171000T Ha KOJKOT

Ha  3m1000T Ha
3ro/ieMyBame  Ha
BO Ipefienn Ha

B BoCIajeHHe  (CMHOBUTHC)
KOMKOT €O  TIOfIO/TOTPajHO
MHTPAapTUKYIapHUOT TIPUTHCOK
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3r71000T Ha KOJIKOT KPBHHTE CaJIOBU Ha JlaTepajiHaTa enudusa
B TOBTOPYBAYKM MCXEMMYHM MHCYITH BO IIPEJIET HA  orpanmyeHo CHaOJyBame CO KPB Off KPBHUTE CafjOBU HA
I'/laBaTa Ha dpeMOpaHHaTa KOCKa hggamentum teres

CHabyryBambeTO CO KPB Ha ITaBaTa Ha (heMOpaJiHaTa KOCKa
TMpeKy KPBHUTE CajloBU Ha MeTahu3ara MOCTENEHO ce
HaMaJTyBa Ha Bo3pacT ofi 4 (4eTHpu) TO[JVHH, a KPBHUTE

Cap‘ime Femoral head cajioBy Ha liggamentum teres He ce 706po pa3BueHu ce

Greater r_--a/ Joint Cartilage 7o 7 (cemym) ropuMiiHa Bo3pacT Taka LITO Mely Bo3pacTa
Trochanter LN ,"I - om 4 mo 8 roguHM KpBOCHAOIYBameTO Ha emudusaTa
lf =g S | Ha (peMopajiHaTa KOCKa 3aBHUCH HCKIIYUMBO Off arteria

! ( retinaculum ascendens Koja 1ITo e MOJIJI0}KHA Ha ofipefieHa

'f"" e % (hopma Ha “HajBopelleH” MPUTUCOK OMIIO KaKo pe3yaTar

\ 'TC:/,\ Ha OK/Iy31ja Ha arteria retinaculum ascendens, 3ronemen

\ Capsule MHTpaKamcylapeH  MPUTHUCOK, VHTpaenugu3apHa

TpoMO03a, BacKylapHM HapyIlyBama WIK 3rojeMeHa

1
| ‘ Blood Supply .
BacKy/lapHa icxeMija Ha peMopaiHaTa KocKa.

3a eruonorujata Ha Oonmecta Ha Legg-Calve-Perthes e
T03HATO JleKa:

CTEIEHH HA IIATO/IOHIKUTE ITIPOMEHA

JlmjarHo3aTa Ha Oomecta Ha Legg-Calve-Perthes co
npumeHa Ha PTT gujarnoctuka (AIl cHUMKa Ha Kap/uIiaTa
¥ aKCHjaJTHa CIMKa Ha KapiuiaTa mo Lauenstein Bo frog-

leg mosuiuja) ce moTBpAyBa 3-4 Mecely 1o MojaBaTa Ha
®m 4-6 matu e modyecta TojaBaTa Ha oBaa 0OMeCT Kaj gyuHMUKATa CHMITTOMATONIOTHja.

MalIKuTe Jlela

B cejaByBa momery 2 u 12 royHa off JKUBOTOT (HajuecTo
nomery 4 u 8 roguHa)

B ce jaByBa co uHIMAeHIa of 1:13000u

[Ipu Toa co orne Ha KapakTepuctuunuTe PTT ipomeHu Ha

1 _ 0,
® kaj 10-20 % on cyuanTe sacpateHu ce ABATa KOTKOBH I7IaBata Ha (heMopayiHaTa KOCKa M MHTPaapTUKYIapHUOT

®  kaj 10 % op cyyanTe uMa HaCIeTHOCT TPOCTOP Ha 3171000T Ha KOJIKOT Ce Pas3/IMKyBaat 4 (deTupn)
m HajuecTo e 3acdaTeH NpeHO-MATepaTHIOT cerMeHT (asy Ha pasBoj Ha Gorecra:

Ha (peMOpaTHOTO jazpo 1 ®A3A (MICXEMIJA win HEKPO3A):
KIIMHITIKA CITHKA 2 GABA (®A3A HA GPATMEHTALIHJA wnit PECOPITLIVJA):

Borecta ce jaByBa Kaj 37paBM, BOOOWYAaEHO aKTMBHU 3 DA3A (©A3A HA PEOCUOUKALIM]A):

flella co mojaBa Ha 60/Ka (CO pas/MueH MHTEH3UTET U 4 GA3A (DA3A HA PEMOJIEJIALIMJA):

Bpen/{eTpaefbe) BO Ipefiell Ha KOJKOT (MHIBMHAJHATa 5 GA3A (GA3A HA OTIOPABYBATBE)
peruja), BHATpelIHaTa CTpPaHa Ha HaJKOJEHHIATA Ce

710 KOJICHOTO ¥ IIOCTelleH pa3BOj Ha MCTaTa, IpaTeHa
CO orpaHuYeHa aOJVKIMja ¥ BHATpelIHAa poTalyja Ha AUJATHO3A
KOZIKOT (MPUCYTHA afAVKIOHA KOHTPAKTypa MpaTeHa 3a onpejyBame Ha GoMecta MOTeOHH ce OpeeHn
Co roBeMeHa (IEKCOPHA KOHTPAKTYpa Ha 3I7000T HA  yemuryBamba:
KOJIKOT); HaIJlaceHo HaKpYBYBatbe Ha JIeTeTo.
KIIMHNYKN
MATOTEHE3A Catterral-oB 3HaK- orpaHuueHa HajIBOPeLIHa poTalyja U

(hrexkcrja Ha KOJKOT
CHabpyBameTo €O MOTpeOHaTa KpB Ha IJlaBaTa Ha

d)EMOpEUIHaTa KOCKa ce O[BIBa MTPEKY TPH IMIaBHU KPBHU 6OHKa BO IIpeJiel Ha KOJKOT M BHaTpelllHaTa CTpaHa Ha
CaJloBU: HaJIKOJ/IeHUIlaTa Cce O KOJIEHOTO

KpBHHTE CajjoBy Ha MeTadu3ata Duchenn-oB 3HaK - HaKpyByBamwe Ha 607HATa HOra

Revisté mjekésore - MEDICUS | 166

IS ISP



ANy

Profesional paper I

HamanyBawe Ha JBukemara Bo mpefien Ha Konkor I CTEIIEH

(aﬁﬂYKLH/I]aI/IBHaTPEHIHa pOTaI_[I/I]a) (naTepaneH cTon0 Ha IJaBa Ha d)eMopanHa KOCKa He €

Thomas-oB 3HaK- yMmepeHa KOHTPaKTypa IpH (iekcja Ha  3acdareH)
KOJIKOT

Trendelenburg TectoT e nmosuTHBeH

Xunotpoduja Ha MycKynaTypaTa Ha HaJJKOJIEHUI[ATa
CLIIMHTUTPA®UJA HA 3I7I05OT HA KOJIKOT

KT HA 3I7I060T HA KOJIKOT

MPU HA 3ITTOGOT HA KOJTKOT
EXOTOMOT'PA®IJA HA 3I7I0BOT HA KOJIKOT
APTPOI'PA®U]JA HA 3ITIOBOT HA KOJIKOT
AHTHOTPA®HJA HA 3TTIOBOT HA KOJIKOT (matepanen crTon6 Ha TMaBa Ha (hemMopanmHa KockKa e
PTT IUJATHOCTUKA 3aaTeH)

KITACUDUKALINN:

1. CATTERRAL-OBA KJTACUDUKALIMJA
[ CTEITEH

aHTePO-Me/IMjaTHIOT CerMeHT HaI7laBaTa Ha (peMopaiHaTa
KocKa e 3achateH, 0e3 Ko/aIlc Ha IiaBaTa

III CTEIIEH

IV CTEIIEH

(ermara rimaBa Ha eMopajIHa KOCKa e 3ad)aTeHa)
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2. SALTER-THOMPSON-OBA KJTACUOUKALIMJA
CTEIIEHA

naTepajieH CTONO HA I7aBa Ha (pemMopajHa KOCKa e
TpUCYTeH
CTEIIEH b

jaTepajieH cToM0 Ha T71aBa Ha (heMOpasHa KocKa He e
TPUCYTeH

3. HERRING-OBA (LATERAL PILLAR) KJTACU®UKAILMJA

A. BHUCHMHATa Ha JIaTepayHUOT CToNO (marepanHa 1/3)
Ha I7laBata Ha (pemMopajHaTa KOCcKa € CO HOpMajHa
Mopdororuja 1 aHaTomuja (hparMeHTaIja ce CydyBa BO
IIeHTpaJIeH Jlef Ha I7laBaTa Ha (heMopaJiHaTa Kocka)

b. BiCHHATA Ha JIaTepaTHUOT CTOJIO Ha I7IaBaTa e HamasieH
10 50 % off KOHTpanaTepaaHUOT CTONIO

B. BucMHaTa Ha JIaTepaJHMOT CTON0 Ha TJlaBaTa Ha
(hemopasHaTa Kocka e HamaneH Hap 50%
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4. STULBERG-OBA KJIACUOUKALMJA

Cucremor 3a knacuduranuja Ha Stulberg ce Kopuctu 3a
naeHTH(MKaIMja Ha TMOYETOKOT Ha JiereHepaTHBHATa
OorecT Ha 3rI000T Ha KOJKOT T.e. Oomecra Ha Legg-
Calve-Perthes co men mga ja morBpmu Herring-oBaTa
(lateral pillar) knacudurarnmja. Bo oBoj cucreM Bo
MpeaBHjl ce 3eMaar ofpefieH Opoj Ha paauorpadcku
mapameTpu (cchepuuHOCTa Ha I7laBaTa Ha (heMopasHaTa
KOCKa, [IO/DKMHaTa Ha BpaTroT Ha emopaiHaTta
KOCKa, TIOCTaBeHOCTa Ha areTabymapHaTa Tpa3HUHA U
TPUCYCTBOTO Ha COXa magna).

METO/[JOJIOTMJA HA UCTPAJKYBAILETO

Crynujata mpeTcTaByBa PeTPOCIeKTUBHA CTY/M]a, 3a Uue
peau3pame ce KOPUCTeHHW MOJATOIM Off TaljueHTH CO
IMjarHOCTHIPAH jYBEeHUIEH OCTEOXOHIPHT, TPeTHPaHU
Bo “CB. Epa3mo”- cneljaniHa O0/MHMIIA 3a OpTOIeyja U
TpaymaTonoruja Bo Oxpup, Bo neproziot o, 2000 mo 2010
rofIMHA.

HcTpakyBaukara Iomnyiaiuja e gerHUpaHa Kako fiela
Ha Bo3pacT of 2 1o 14 roguuu, co paboTHa JMjarHosa
primaren osteohondritis na kolkot, ogHocHo Oonecta Ha
Legg-Calve-Perthes (LCPB).

['onemunara Ha IIPUMEPOKOT, OJHOCHO KOHTUHI'€HTOT Ha
NCIIUTaHUIIN Kero COUMHYBaaT 56 IMalfMeHTH Co IIpuMapeH
OCTE€OXOHJPUTUC HA KOJIKOT.

PE3YJITAT!

PesynraTute Ha oBaa CTyuja BO JIeKYBameTo Ha JieNl Off
MalyeHTUTe 3a0071eHK Off IPUMApPeH OCTeOXOHAPUTHUC Ha
KOJIKOT, OffHOCHO Oomnecra Ha Legg-Calve-Perthes (LCPB)
Bo P. Makemonuja Bo nepuofot ofi 2000 g0 2010 ropuHa,
VKa)KyBaaT Ha Hej3MHATa 3acTalleHOCT BO OJHOC Ha
ofipefieHUTe Kaacu(UKAIMOHU TPYIH, JemorpadcKute
1 OMOMEUIIMHCKUTE KapaKTePUCTHKHU, XepemuTeToT U
Hej3MHaTa IIporpecuja.

Bo ucrpaxkyBameTo Oea BKIVUEHM M aHaIM3UpaHU 56
UCIIMTAHUIM, TI0/I0BaTa CTPYKTYpa HAa UCHUTAHUIUTE
ja counnyBaa 37 (66.07%) mamku manmenTtd u 18 (32.14%)
KEeHCKM Mal[ueHTH.

[lamenTtuTe Gea Ha Bo3pacT of 2 mo 14 rogunu, co
IMjarHOCTUILIPAH jYBEHMIIEH OCTEOXOHJIPUT Ha I7IaBaTa
Ha OyTHaTa Kocka (0omect Ha Legg-Calve-Perthes).

Bo3pacta Ha MCIUTaHUIUTE ja aHAIM3UPaBME BO TpU
BO3pacHU rpymu: rpymna of 14 (25%) maimeHTH oMIaiu of
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6 roguHu, rpyma of 36 (64.28%) manueHT Ha BO3pacT of
6 10 9 roguuy U rpyma of, 6 (10.71%) marmeHTH OCTapy O
9 ropguHm.

Bo ofHOC Ha MeCTOTO Ha JKMBeeHe, pe3ylITaTHuTe
pe3eHTHpaaT JeKa MHO3MHCTBOTO IAleHTH Oea of
ypbana cpemyHa (71.43% HacripoTu 28.57%).

Jluctpubylijata Ha TejecHaTa TeKMHA Ha 3a00/MeHHUTe
mera bere ciaepHara: 14 (25%) melja MMaa HICKa TelecHa
TekuHa, 31 (55.36%) Oea co HopMmasiHa TeJlecHa TeKHUHa,
HajMast Opoj ¥ POLIEHT MMaa 3roJieMeHa Te/leCHa TeKIHa,
ozHocHo 11 (19.64%).

Crnopen, pesynratute Ha FAS ckamara, TmoBeke off
T0JIOBMHA UCTIMTaHUIIA, OfHOCHO 31 (55.36%) nMaa cpeHa
MaTepHjaJiHa cocTojoa.

JIEKYBAILE 1 TPETMAH

Kaj pemla kou 1mTo ce momand of 6-7 TofuHHU, Ce
HperopayyBa oOICepBallja U [BIKEHe CO IMaTepully,
OTPaHMUYEHO TpUame M CKOKame M MeJUKaMeHTO3Ha
Tepauja (ako e IOTPeOHo).

1. KOH3EPBATHBHO

MefuKaMeHTO3Ha ~ Tepamuja  (aHAITETUIH
AHTHPEYMATHIIU, He MOJIONTO Off HEKOJKY fleHa)

nin

HaMHJ’IYBaer Ha (bI/I3I/I‘IKH dKTUBHOCT, I/I36eI‘HYBaH)e Ha
TpyUame, CKOKame 1 CIIOpPT

(dusukaaHa Tepanuja

aKo e TIPUCYTHa BKOYAHETOCT Ha 3I7I000T Ha KOJIKOT,
MYCKY/IUTe W JIMTaMEHTUTe KOM INTO ce BO HeroBaTa
OKOJIMHA M YYecTBYBaaT B (hopMupame Ha 3r000T
Ha KOJIKOT ce CKpaTeHH. BekOW 3a mcTernyBarme Ke To
OfpKaT 3r7I000T Ha KOJMKOT TIOTIOJIBVKEH M TlaBaTa Ha
(hemMopaHaTa KocKa Bo arjeTabyapHaTa pa3HUHA

KOpI/ICTeH)e Ha IaTepuiu, ofgajika Uik KOJIMYKa

BO JlajieHa CHTYalldja ¥ MOJoKDa JieTeTo MMa motpeba
Jla ce mpeHece TeKUHATA HA TeJIOTO HA KOJMKOT KOj IITO e
sachaTeH, Mopay WITO CO KOPUCTEHHE HA IIATePUIM UCTHOT
Ke T'0 3aIITHTH Off JI0IOJHUTEIHO OIITEePeTYBalbe.

Tpakuuja

aKo Kaj JIeTeTo e MpHMCYTHA CHIHA O0/Ka BO 3r7000T Ha
KOJIKOT, TIEPUOJIOT Ha MUPYBambe BO KPEBET WM TPaKIHja
Ha 3a00/1eHaTa Hora ([IOCTOjaHO ¥ YMEPEHO BIeuere Ha
HoraTa) 3HAYUTE/THO Ke ja HaMai Oo/KaTa.

['vric
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CO IIeJT J1a ce 3a/IPKM I71aBaTa Ha (heMOpaJiHaTa KOCKa BO
arjetabynapHaTa MpasHUHA ce TperopavyBa cIellujaneH
THUII Ha TUIICeHa uMoOuu3aruja (Petri-eB ruIc) Koja mro
TH IBWKH HO3€Te BO paliipeHa Mmojnokoa Bo Bpeme o1 4 7o
6 Hepmemu. [loToa ce mpernopayyBa MMOOMTM3aIMja CaMO
HaBeuep Kako OU ce 3a/ipsKajia MOJIBUAKHOCTA Ha 3r1000T
Ha KOJIKOT CO JTHEBHUTE aKTUBHOCTH Ha JI€TETO.

2. OIIEPATBHO

Hajronem 06poj Ha omepTHBHM TPeTMaHM Kaj bojecta Ha
Legg-Calve-Perthes ce Bo HacoKa /1a Ha oJ00pyBambe Ha
00JIMK Ha 3r71000T Ha KOJIKOT Kako OM ce Cripeywsia rojaBa
Ha 317100€H apTPUTUC BO TEKOT Ha KMBOTOT.

OmnabaByBate Ha KOHTpaKTypara

JleraTa Kaj KoM IITO e MpUcyTHa Oonecta Ha Legg-Calve-
Perthes HajuecTo ja p/KaT HoraTa CKpCTeHa BP3 TEJOTO.
OBaa Tmo70k0a € MpAU3BUKaHA Off CKapaTyBambeTo Ha
OKOJTHUTE MYCKY/M (aJI[YKTOPH) U JIUTaMEeHTH, TIPH IITO
CKpaTyBabeTO € MpPUUMHA 33 Bjleuerme Ha I/laBaTa Ha
(hemopaiHaTa KocKa Harope (KOHTPaKTypa).

Kopekumja Ha 3r71000T (realignment)

Kaj mema mocrapu opn 6-8 ropmuHM, KopeKTHBHaTa
OCTEOTOMMja € TIOTpeOHa Kako OM ce BpaTwia
HOopMajiHaTa cepuyHoCT Ha TI7aBaTa M (hopMmaTa Ha
3rm000T Ha KoNKOT. OBa BK/IyUyBa peopHeHTaluja M
KOpPeKTHBHaTa OCTEOTOMMja Ha (peMopasHaTa KOCKa WK
KapiuilaTa (amerabymapHaTa HpasHUHA) U 3a/PiKYBaibe
Ha KopervpaHara Io/o}k0a ¥ pacTelme Ha I7laBaTa Ha
(heMopasHaTa KOCKa co HOpMajHa (hopMa, CO KOPUCTEHhEe
Ha OCTeOCHHTETCKM MaTepwjal ce JofeKa Tpae
JIEKYBambeTO.

OrcTpaHyaBalte Ha BMIIOKOT Ha KOCKAa U CIOOOJIHH
KOCKeHH Tejia

Kaj mocrapute feria Kaj KoM IITO € TPUCYTHA OOJKa
TpaTeHa CO OrpaHNJeHH JIBIKeba BO MpejieN Ha 3r1000T
Ha KOJIKOT, CO OTCTpPaHyBame Ha BUIIOKOT HAa KOCKA U
c71000[THY KOCKEHH Tesla OKOJTy T/IaBaTa Ha (heMopaiHaTa
KOCKa WJIM perapal[yja Ha olITeTeTHa 3r7I00Ha ‘pCKaBuMIla
MOJKe JIa e OJIeCHH JIBUKEeIbe M HaMaii O0JTKaTa.

3aMeHa Ha 3r71000T Ha KOJIKOT

Kaj fmejata Kaj KoM 1ITO € TpUcyTHa Oosmecta Ha Legg-
Calve-Perthes moHekoram umaat moTpeba of 3aMeHa
Ha 3r71000T HAa KOJMKOT IIOf0LHA BO TEKOT HA JKMBOTOT.
OBie orepanyy MOKe Jla e MOKOMIUTHIMPaHH TIopaju
TOTO/IEMHOT PU3KK 0ff (hpakTypH Ha (heMopaiHaTa KOCKa
1 OLITETYBaIbE HA HEPBUTE.
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3. HOBM TPETMAHU

BakHoO e J1a ce HaloMeHe JIeKa HOBMTE TPETMaHH HyfaT
TIOTEHIMjaTHa KOPKCT 3a MOfI00pyBabe Ha 3a/IeKyBabeTo
Ha (beMopajiHaTa KOCKa, HO Mopa Jla ce HaloMeHe
lleKa HCTHTe He ce WMCIMTaHM BO MCTa Mepa Kako u
KOHBEHIMOHA/THUTE TPETMAHH.

hip arthrodiastasis (qucTpakiuja Ha 3r1000T Ha KOJIKOT)

[IuHOBM, BpeMeHO MOCTaBeH HU3 KOKaTa BO Kap/uilaTa
1 (heMopaJTHaTa KOCKa €O L[eJT Jla Ce 3TojieMH MPOCTOPOT
Meuy I71aBaTa Ha (heMopajiHaTa KOCKa M arjeTadyrapHaTa
npasHUHA

Multiple epiphyseal drilling
Femoral neck tunneling
Core decompresion

MEeTOmM KOM INTO [IOBeyBaaT [0 HaMajlyBambe
Ha TMPUTHCOKOT BO BHATPeNIHOCTAa Ha TIJlaBaTa Ha
(heMopasiHaTa KOCKa ¥ CO37IaBarbe Ha MOTeHI[Hjal 32 HOBO
KPBOCHA0/TyBarbe

Bone marrow aspirate concentrate (BMAC)

BKJIyUyBa 3eMame HAa KOCKeHa CpIleBUHA Ha JIETeTo,
lerasMupale U WHjeKTHpame BO [7laBaTa Ha
(bemMopaHaTa Kocka.

Bisphosphonates

PEOEPEHIIN

1. Tulcinski HT, Varavikova E.A., Novoto javno zdravstvo-
voved vo 21-ot vek, Studentski zbor, 2003, : 64-5.

2. Legg AT. An obscure affection of the hip joint. 1910. Clin
Orthop Relat Res. 2006 Oct;451:11-3.

3. Calv]J. On a particular form of pseudo-coxalgia associ-
ated with a characteristic deformity of the upper end of
the femur. 1910. Clin Orthop Relat Res. 2006 Oct;451:14-
6.

4, Perthes G. The classic: On juvenile arthritis deformans.
1910. Clin Orthop Relat Res. 2012 Sep;470;2349-68

5. Waldenstrom H. The classic. The first stages of coxa
plana by Henning Waldenstrom. 1938. Clin Orthop Relat
Res. 1984 Dec;(191):4-7.

6. Perry DC, Hall AJ. The epidemiology and etiol-

ogy of Perthes disease. Orthop Clin North Am. 2011

Jul;42(3):279-83. 7. Molloy MK, MacMahon B. Incidence
of Legg-Perthes disease (osteochondritis deformans). N
Engl ] Med. 1966 Nov 3;275(18):988-90.

Revisté mjekésore - MEDICUS | 170

IS ISP

10.

11.

12.

13.

14.

15.

16.

17

18.

0000000000000

Guille JT, Lipton GE, Szoke G, et al. Legg-Calvé-Perthes
disease in girls. A comparison of the results with those
seen in boys. ] Bone Joint Surg Am. 1998 Sep;80(9):1256-
63.

Hall AJ, Barker DJ, Dangerfield PH, Taylor JF. Perthes’
disease of the hip in Liverpool. Br Med J (Clin Res Ed).
1983 Dec 10;287(6407):1757-9

Lee JH, Zhou L, Kwon KS, Lee D, Park BH, Kim JR. Role
of leptin in legg-calve-perthes disease. ] Orthop Res.
2013;31:1605-10. [PubMed]

Lee DS, Jung ST, Kim KH, Lee J]. Prognostic value of
modified lateral pillar classification in Legg-Calvé-
Perthes disease. Clin Orthop Surg. 2009;1:222-9.[PMC
free article] [PubMed]

Park KW, Jang KS, Song HR. Can residual leg shortening
be predicted in patients with Legg-Calvé-Perthes’ dis-
ease? Clin Orthop Relat Res. 2013;471:2570-7[PMC free
article] [PubMed]

Price CT, Thompson GH, Wenger DR. Containment
methods for treatment of Legg-Calve-Perthes disease.
Orthop Clin North Am. 2011;42:329-40. [PubMed]

Copeliovitch L. Femoral varus osteotomy in Legg-Calve-
Perthes disease. ] Pediatr Orthop. 2011;31:5189-91. [Pub-
Med]

Burlington H. Legg-Perthes disease in siblings; a report
of two cases with simultaneous onset. Pennsylvania
Medical Journal. 1958;61(7):887-888. [PubMed]

43. Tracy HW. Coxa plana in siblings. North Carolina
Medical Journal. 1963;24:76-79. [PubMed]

Stephens FE, Kerby JP. Hereditary Legg-Calve-Perthes’
disease. Journal of Heredity. 1946;37(5):153-160. [Pub-
Med]

Wamoscher Z, Farhi A. Hereditary Legg-Calve-Perthes
disease. American Journal of Diseases of Children.
1963;106:97-100. [PubMed]

Inglis A. Genetic implications in coxa plana. The Journal
of Bone and Joint Surgery. American. 1960;42-A:711-715.
[PubMed]



Profesional paper

“UHIOUIEHTA 1 XUPYPIIKU TPETMAH HA XOJTETUTHJA3A BO
OIILITA BOTHUIIA KYMAHOBO BO 2025”

Bepar [Jlamumu', Aym6ajpam Mamkymu?, Acum Anemu’, Jlopyrruna Cenumu-Anemu’, Banon Anemu!
1J3Y Omrra 6onuuia - Kymanoso
2J3Y Omrra Bonauiia - Jle6ap

Email: berat_dalipi@hotmail.com

Medicus 2026, Vol. 31 (2): 171-174
ABCTPAKT

BoBeq: Xonenmurujaza e XpoHUUHA XerlaTobwirjapHa OorecT rmoBp3aHa Cco HapylleH meTabosin3aM Ha XOIecTepor,
OuMpyOUH U JKOJTUHM KUCETUHU, 1ITO JI0BeJyBa 10 (hopMUparhe Ha >KOJIYHU KaMerba. [louecTa e Kaj >KeHu U Kaj uiia
Hap 40 rogunHu. Hajuecta KaMHMUKa MaHuUgecTaluja e OwinjapHarta KOJMKa. YATPa3sBYKOT € 3JIaTeH CTaHAaph 3a
IyjarHosa, nofieKa JlarapocKoricKaTa XoIelyucTeKToM1ja e MeTog,, Ha U300p.

Marepujan u Mmetoau: [IpocTieKTUBHA CTYIMja ClIpoBeeHa Ha XUPYPILIKOTO opgeneHue Bo Ornra 6oinHuLa KymaHoBo
BO IepUOIOT jaHyapu-aekeMBpu 2025 roanta, Koja ordary 165 rmaiyeHTy co KaJKy/I03eH XOIeLUCTUT. AHaIM3UpaHn
6ea nemorpadcKiUTe KapaKTePUCTUKN, KIMHUUKATE MaHU@eCTaliu, yITpa3ByuHUTe HAOHU, BUJIOT HA OMEPATUBHUOT
TpeTMaH U MOCTONePaTUBHUTE UCXO[IN.

Pesynratu: Opn BKynHo 165 manwmentu, 132 (80%) umane akyteH, a 33 (20%) XpoHWUEH KaKy/JI03€H XOJIeLIMCTUT.
JlamapocKoIicka xojenuctekToMuja Oerre musBemeHa Kaj 156 (94,5%) maimenTt, co KoHBep3uja Kaj 6 (3,6%), momexa
3 (1,8%) Oea omepupaHU CO OTBOpeH MpucTarn. yKeHuTe moMmuHupaa (67%), a 56% 6ea Ham 40 roguuu. Hajuectn
cuMmITomu 6ea abmomuHaHa 6oska (100%), nucrienicuja (79%), Hay3ea (73%) u moBpakame (67%). MyITUIIN KaJIKy/IyCcH
Oea TpuCyTHU Kaj 68% op mauuenture. [ToBeketo manueHTH (91%) 6ea OTIYIUTEHU IPBUOT IIOCTOIIEPATHUBEH IIEH.
[TocTonepaTBHU KOMIUIMKALIUK Ce perucTpupanu kKaj 14 (8,5%) natmenTtu. O HUB, KpBaBethe He e 3abejiesKaHo Kaj
HUTY eeH MalUeHT, YMOUIMKa/IHA XepHHja e perucTprupaHa Kaj 3 malydeHT!, UCTeKyBarbe Ha JKO/MuKa Kaj 1 maimenr,
TofieKa TIOCTXONIEIUCTEKTOMUCKY CUHIIPOM e eBUfleHTUpaH Kaj 10 marmeHTn.

luckycuja: Xonenutrjazara e yecta 6osectT co TUIMUHA KJIMHUUYKA CIMKa Ha OWMjapHa Koiuka. JujarHosara ce
rocTaByBa CO aHAMHe3a, KJIMHWUUKU W Y/ITpasBydeH mnpersief. JlamapocKorickara XoJiel[MCTeKTOMUja TTpeTcTaByBa
besbeqien 1 euKaceH TpeTMaH CO HUCKA CTarka Ha KOMIUIMKAIMK M OBO3MOXKYBA pPaHO OTIyIITarbe. Harmre
pesysTary ja MoTBp/lyBaaT Kako MeToy] Ha 300 BO COBpeMeHaTa XUpypIIKa MpaKkTHKa.

Knyunu 360poBu: XonenuTujasa, KaaKylIo3eH XOIeIUCTUT, JTarTapoCcKorICKa XOoJelcTeKToMIja, OnrjapHa KOrKa,
YITPa3BYK

BOBE]] JKOTTUHHU KHCETMHH, LITO Ce KapaKTepr3upa co (hopMUpame
Ha >KO/TYHYU KaMera BO XelaTaTHUTe KOMUHU KaHaJIU U

Xonenutujazata (Cholelithiasis) mpeTcraByBa mprCycTBO ,
JKOIMUHOTO Kece. (1)

Ha KOHKpDEeMEeHTH (KaMeHUWMia) BO JKONUHOTO Kece
WIM SKOMYHUTE MaTUINTa. XOoNme/MuTHjasa e XpoHuuHa, Ce cmera 3a 3HaUaeH jaBHO-37PaBCTBEH MPOOIEM TOPAfH
PeKypeHTHa XermaToOWIujapHa 0OeCT, uMja OCHOBA € BHMCOKAaTa 3aueCTEHOCT U UecTaTa IoTpeda off XMPYPIIKU
HapylieH MeTa0o/MM3aM Ha XoJecTepod, OWIMPYOMH M TpeTMaH. 3a0oyBameTo € MOoYecTo Kaj KeHuTe, CO
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OJTHOC >KeHa:Ma)Kk off HpMOMIKHO 2-3:1, mTO Hajuecto
ce objacHyBa €O BJIMjaHHETO Ha eCTPOTeHHTe BP3
MeTabOoMM3MOT Ha X0/ecTeponoT. McTo Taka, pusHKOT 3a
TojaBa Ha Oosecta ce 3rojieMyBa €O BO3pacTa, MpHU IITO
HajuecTo ce JMjarHOCTHIMpa Kaj nuiia moctapu of, 40
rOJMHU. (2)

IlocTojaT TP OCHOBHM BHIOBH KaMela BO JKOMTUHOTO
Kece: XOMecTepolCKH KaMela, KOM Ce HajuecTd W ce
COCTOjaT TJIaBHO Off XOJIECTEPONT; TMUTMEHTHU KaMetba,
KOM COJIpIKAT [TIaBHO OMMPYOMH U Ka/IIKyM U 00MYHO ce
TOTEMHH; ¥ MelIaH! KaMelba, KoM MMaaT KOMOMHALja O
XOJIeCTepOsI, OWTMPYOHH ¥ MUHEPAJTHH COIHL. (3)

['maBHM pusuK(paKTOpPH 3a pasBOj Ha XoJeluTHja3a
BKJIyuyBaaT 00e3UTeT (mOopajiyi 3roleMeHa CeKpelyja
Ha XO/IecTepos M cymepaTaypaijdja Ha kKomukaTa), Op3a
peJVKIMja Ha TejlecHa TeKMHA (IITO To HapyulyBa
HOPMAaJTHOTO Mpa3Here Ha JKOIMUHOTO Kece), Aujabetec,
Ipyru MeTa0O0MTMUKK HapyIIyBaba, reHeTcKa
Hpequcrosuiyja, 3abomyBaa Ha IPHUOT [Jpobd u
ofipefieH! MeMKaMeHTH KoM BiiMjaaT Ha ()VHKIMjaTa Ha
JKOMMYHOTO Kece WK MeTabOIM3MOT Ha jKomuKarta. (4)

KnuHMuKaTa C/MKa Kaj Xo/nequThja3za MoxKe 3HAYUTEeTHO
7la BapKpa — Of TIOTIIOJIHO acUMITTOMaTcKa (hopMa, Koja ce
OTKpUBA CITyJajHO MTPY YITPa3ByYeH Mpersie, 10 TelKU U
HOTeHIIUjaJTHO oIacHu cocTojou. Hajuecta Manudecraiuja
e OMIMjapHaTa KOJMKa, Koja ce KapaKTepu3Kupa co CUJIHA
0oMKa BO JIECHMOT TOpeH KBAJ[PaHT WM eNUracTPUyM,
KOja YecTo ce MUPU KOH IPOOT U IECHOTO PaMo U MOkKe
Za bujie MPUIPYKEHa CO Tajiekbe U MoBpaKamwe. bomkuTe
00MYHO Cce jaBYBaaT BO BUJ] Ha HAMa/i co Tpaewe off 30
MUHYTH JI0 HEKOJIKY Jaca, HajuecTo Mocjie MAacHU WK
001THK 00pOIIH. (3,5)

OcBeH Toa, MOKe Jla ce TojaBaT MOYeHOCT, JIUCIIeNCcHja
n Omara ¢ebpunHoct. [lojkonTyBame Ha KoKata MU
JUraBUIUTe MOXKe Ja VKaKyBa Ha OICTPYKIMja Ha
JKomuHuTe KaHanu. Kora Oonkata Tpae moBeke of 12
yaca MM e TpHUAPY:KeHa €O TMOBUIIEHA TeMIleparypa
U/WIN TIOKONTYBamke, 0Ba € COMHHUTEIHO 3a Il0jaBa Ha
KOMIUTMKAI[UM KaKO aKyTeH XONMel[CTUTHC, XOMaHIUTUC
WIM TIaHKpeaTUTHC, IITO Oapa MTHA MeJUIMHCKa
HPOLIEHKa M TpeTMaH. (6)

JlnjarHo3aTa Ha XoneJMTHja3a HajuecTo ce IOCTaBYBa
CO YITpa3ByueH TIperyie Ha abfoMeH, KOj IpeTCTaByBa
3/1aTeH CTaH7lap[, MOpajii HeroBaTa IMPOKa JIOCTATHOCT
¥ BUCOKA JIMjarHOCTUIKA TOUHOCT. (7)

Bo ogpeneHun CjydyaeBH, 0cobeHo IIpyu  COMHEBambhe
Ha OHCTpYKHHja Ha 3aeJHNYKMUOT JKO/IUeH KaHajl
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WIM KOMIUTMKAl[MM, ce IIPUMEeHyBaaT IOIOHUTETHH
CIMKapCKA  WCIIMTYBakha ~ KaKo  KOMITjyTepcKa
tomorpacduja  (CT) u  MarHeTHa  pe3OHaHIA
xonanruonankpeatorpaguja (MRCP), Koja e HeMHBa3MBeH
W TIpel[u3eH METO[| 3a BU3YelM3aljdja HA JKOMUHUTE W
TMaHKpeacHUTe KaHaiM EHJIOCKONCKaTa peTporpajHa
xonaHruonankpeatorpacguja (ERCP) e mujarHocTvuky u
TepaIeBTCKU MeTOJ IITO MOKe Jla OBO3MOKM M TPeTMaH
(Ha rIp. OTCTpaHyBabe Ha KaMeka), HO Ce KOPUCTH MOYeCTo
Kora ¥Ma BHCOKa BEpPOjaTHOCT 3a 00CTpYKIIMja WM Kora
MHTepBeHIIjaTa e moTpedHa. (8,9)

JTabopaTopUCKUTe UCTIUTYBAbA, BKIYUUTEITHO 3r0/IeMeHH
BOCTIAIUTE/IHM TlapaMeTpd ¥ aOHOPMAlHU XelaTaHu
eH3MMH, MOe J1a OMfaT MHIMKATHBHU 3a BOCTajeHHe
VJIH OTICTPYKI[Hja Ha KOMIHUOT TPAKT. (6)

TpeTMaHOT Ha CHMIITOMATCKa XOJIeIUTHja3a € IPeTe;KHO
XUPYPIWIKK. JIamapocKomcKaTa XOJIeLMCTEKTOMUja  Ce
CMeTa 3a MeTojJ, Ha 1300p, OMIejKU e TIOMAJIKy MHBA3UBHa,
1IMa [IOKPaTKO BpeMe Ha OII0paByBambe 1 IIOMaJl PH3HK Off
T0CTONEePAaTUBHU KoMITTHKAIuH. (10)

OTBopeHaTa XOJNELMCTEKTOMHja Ce€ pe3epBHpa 3a
MAlieHTH CO KOMIUIMLMPAHK CJIyyad, Kako IITO Ce
aKyTeH XONMeLUCTUTHC co nepdopalyja, KameH BO
3aeJHIUKUOT JKOMUEeH KaHaa co OOCTPYKIMja, WM Kora
JamapocKoIcKaTa mpoleaypa bapa KoHBep3uja mopaju
AHATOMCKH VT TeXHUYKY mpeuku. (9, 10,11)

MATPHJAJI U METOAU

[IpocriekTBHA CTyAMja crpoBefieHa Ha XUPYPLIKOTO
onzienenue mpu Ommra 6omHuUIIA KyMaHoBO Bo mepuosioT
janyapu-mekemBpu 2025 ropuHa, Koja omdatu 165
TAIMEHTH CO JIMjarHo3a KaJIKyI03eH XONelUCTUT, CO Iiel
7la ce TIPUKaKaT MHIUJEHIATA, KIMHAYKUAOT MPOQUI
W BUJIOBMTE Ha orepaTHBeH TPeTMaH Ha Xo/leJiuTHuja3sa,
KakKo M MocTonepaTuBHUTe ucxoqu. llanuenTtute
Oea aHA/JM3UpPaAHU CIIOpe]] TUIIOT HA 0oJecTa, MOJOT,
BO3pacTa, KIMHUYKMTE MaHU(ecTaluu, IOKMHATa
Ha  XOCNWTalu3alija, YITPa3BYYHUTE HAOAU U
MIOCTOTIEPATUBHUTE KOMIUTUKAI[UH.

PE3YJITATH

Op BkymHO 165 manueHTH omepupaHd 3a KaKyJI03eH
XonmeLucTut, 33 (20%) umase xponudeH, a 132 (80%) akyTen
HEeKOMIUIMLIMPAH KaJKy/I03eH XOJeIUCTHUT.

JlamapocKorickata XoOJelMCTeKTOMMja Ouma u3BeeHa
Kaj 156 mamuentu (94,5%), Kaj 6 mamuenTu (3,6%) Omna
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HalpaBeHa KOHBep3Huja BO 0TBOPEHa orepaiiyja, Jojexa 3
nanyeHTH (1,8%) Ouse orepupaHu co MpUMapHa OTBOPeHa
XOJTEIICTEKTOMM]a.

Cropep ioioT, 55 marnueHTH (33%) oue Masku, a 110 (67%)
JKeHU.

Cmopen, Bo3pacra, 72 marueHTu (44%) Ounme Ha Bo3pacT
1o 40 roguuu, momeka 93 mauumentu (56%) omme Hag 40
TOJTUHH.

Cure mampentu (100%) umane 0Oonka BO TOPHUOT JIeN
Ha a0OfIOMEHOT TIIOfl [JEeCHHOT peOpeH JIaK, [ofieKa
TOTIOJIHUTENTHY CHMITTOMH BKJIVUyBajie IMCIIelNcHja Kaj
130 mamuenTn (79%), Haysea Kaj 120 mamuenTtu (73%),
noBpakamwe Kaj 110 maruenTu (67%), xonruia Kaj 10
naryenTy (6%) u Tpecka Kaj 14 mamenTu (8,5%).

YNTpa3ByuHHOT Tpersie; MOKakKa COMMUTApeH KaJKylyc
Kaj 52 manmeHTtH (32%), a MyITUIUTH KajuKyaycd kaj 113
narueHTu (68%).

Op BkymHO 165 marmenTn, 120 (91%) Oumne ormymTeHn
HPBUOT MOCTONEpaTUBeH JieH, 36 maiueHTtu (27%) oume
OTNYILITeHH TofIo1Ha off 1 fieH, mofieka 9 mareHTH oue
OTIYIITEHHU 110 5-7 JeHa.

[locTomepaTMBHU KOMIUTMKAIIMM C€ PETMCTPUpPAHH Kaj
14 (8,5%) marentu. Off HUB, KPBaBebe He e 3a0e/eKaHo
Kaj HUTY e[leH TalieHT, YMOWIMKalHa XepHHja e
perucTpupaHa Kaj 3 TalyeHTH, UCTeKyBame Ha JKOMUKa
Kaj 1 maryeHt, o/1eKa MoCcTXoeUCTEKTOMUCKY CHH]TPOM
e eBUIeHTHpaH Kaj 10 marueHTH.

JUCKYCHJA

XonenmuTrjasara e 3a00/1yBatbe Urja MHIUIEHI[a BO CBETCKH
pamku wusHecyBa 10-20% op Bo3pacHaTa MomyIalyja
U e ToYecTa Kaj >KEeHCKMOT Moj. TWMmMyHa KIMHWYKA
MaHu(ecTanyja e OumMjapHaTa (JKolTuHaTa) KOMKMKA, Koja
ce KapaKTepu3upa co CHIHa 00/IKa BO eUracTPUYMOT MK
JIeCHUOT XUITOXOHJIPHYM, CO Mpajujalija KOH rpOOT WM
JIeCHOTO pamo. YecTy MPUIPYKHI CUMIITOMHE Ce C/TadocCT,
rajierbe, oBpaKame U HeMOKHOCT [Ia ce Hajjie COOJIBeTHa
o710;k0a Ha TennoTo. (12)

[lujarHo3aTa ce MoCTaByBa Bp3 OCHOBa Ha IIPaBUJTHO
3eMeHa aHaMHe3a, (pU3KKajIeH mperies, 1ab0paTopUCKH
aHAIM3M M VATpasBYueH Iperne[, Kako MeTofa Ha
u30op. IlanweHTHTe CO ACMMITOMATCKA KaJIKy/I03a
Ha OM/IMjapHHOT CHCTeM He OapaaT TpeTMaH IMOpaju
OeHUTHUOT TeK Ha Ooecta. [TareHTITe CO HOBTOPYBAUKM
enMmu30/11 Ha OW/TMjapHa Ko/MKa Tpeba Jla ce orepupaar Bo

POK 0] HEKOJIKY Mecelid, JiofieKa Kaj OHUe CO U3pa3eHu
CHMITTOMY € UH/JUIIPaH TIOMTeH XUPYPLIKU TpeTMaH. (13)

JlamapockornckaTa — XOJleIUCTEeKTOMHUja  TpeTCTaByBa
Oe30emHa ¥ eduKacHa MeTofla 3a TpeTMaH Ha
KaJKyJ03eH  XOJNEIMCTHT, CO HUCKa CTamka Ha

CepUO3HM TIOCTONEPATUBHN KOMIUIMKALMK ¥ MOKHOCT
3a paHoO OTIVIITAame Ha MalUeHTHTe, O0CO0EHO Kaj
HeKoMIMIpanuTe (opmu. Pesyiarature off Hauiata
CTYAMja TIOK&KyBaaT [leKa MAalMeHTUTe CO aKyTeH
HeKOMIITHIAPAH XONEeLMCTUT MOKAT [ja OUIaT OTIYIITeHN
BeKe MPBMOT IOCTONEpaTHBEH JIeH, LITO ja HaMajyBa
JO/DKMHATA HAa XOCTUTAIM3alKja U UHTPAXOCITUTATHUTE
nHpekuuu. (14)

Bo Hamara yctaHoBa, XMpypIIKOTO ofijienieHue pu OminTa
oomHuia KymaHOBO, TariapocKoIcKaTa XolelucTeKToOMuUja
HajuecTo Cce TIPUMEHYBA KaKo OepaTHBeH MeTof
3a TpeTMAH Ha XoJe/IuTHja3a, CO HUCKA CTalKa Ha
TMOCTOMEePAaTUBHA ~ KOMIUTMKaiuu.  OBHe  TOfIaToOIM
TOTIONHUTENIHO  ja  TIOTBpPAyBaaT  JlarapocKOICKaTa
XOJTeLIUCTEKTOMMja KaKo MeToJ] Ha M300p 3a TPeTMaH Ha
KaJIKy/I03eH XOJIeIIMCTUT BO COBpEMEeHaTa XHpYpruja.
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B/IMJAHUE HA HPV BAKLIUHALIMJATA BP3 TOBAPOT O/
KAPIITHOMOT HA T'PIOTO HA MATKATA BO PEITYB/IKA CEBEPHA
MAKEJIOHUJA: EITMAEMUO/IOIIKA AHAJTI3A 3A ITEPHOJIOT 2009-
2026 'OTUHA

Camko Onymues', Mapujana lopruesa?
1J3Y Ilenrap 3a jaBHO 371paBje - [eBrenuja, Penyonika CeBepHa MakeoHuja

2]3Y Knunuuka 0onuuia - Ilum, Perryonuka CeBepHa MakenoHuja

Medicus 2026, Vol. 31 (2): 175-184
AIICTPAKT

Bogep: KapiimHOMOT Ha rp/JIoTo Ha MaTKara MpeTcTaByBa efiHa ofl peTKUTe MaJIMTHU HeorIa3MU IITO MOyKe BO rojieMa
Mepa J1a ce NpeBeHupa IMpeKy NnpuMmapHa mnpeBeHluja (HPV BaKLMHaLMja) ¥ CeKyHIIapHa MIpeBeHluja (OpraHu3upaH
CKpuHUHT). BoBepyBamero Ha HPV BakluHalMjaTa BO HaLMOHAJHUTE IIPOrpamMy 3a MMYHU3aluja JOBeae [0
3HAUMUTEIHO HamasyBame Ha HPV uHbeKnuuTe, BUCOKOCTEIIEHUTE LePBUKAJIHW WHTPAEITMTE/THU Heoryla3suu 1
MHIUIeHI]aTa Ha NHBA3WBHUOT KapI[MHOM BO ITOBEKe 3eMji CO BUCOK BaKI[MHaJIeH ordar.

Llesn: la ce aHanu3upaaT JOCTartHUTe OhULIMjATHI eITMeMUOJIOIKY [TOAATOLIM 38 KaPLMHOMOT Ha I'PJIOTO Ha MaTKaTa
n HPV Baknunaimjata Bo Penybnmuka CeBepHa Makemonuja Bo rnepuopot 2009-2026 rogyHa M Jia ce criopefiaT co
TPEHZIOBUTE BO 3eMjuTe oyl bajKkaHoT, EBpora u cBeToT.

Marepujan u metomu: CripoBefieHa e PeTPOCITeKTHBHA JeCKPUIITUBHA M KOMITapaTUBHA eTrIeMUOsIONIKA aHaIn3a
basypana Ha ohuLIMja/IHO focTanuy rnogatony of CBeTckara 3xpaBcTBeHa opranusannja (WHO), MerynaposHara
areHiuja 3a ucrpakyBame Ha paxoT (IARC/GLOBOCAN), ICO HPV Information Centre, EBporickuor LieHTap 3a
npeBeHLMja U KoHTpona Ha Oosnectn (ECDC), MHCTUTYTOT 3a jaBHO 37paBje U MMHMCTEPCTBOTO 3a 37pPaBCTBO Ha
Penybnuka CeBepHa MakenoHuja.

Pesynraru: Ananusata rnokakysa jeka Penyoriuka CeBepHa MakeJionnja BocriocTaBMIa HaI[MOHAJTHA TIporpama 3a
HPV Bakumnaija Bo 2009 ropyHa M 1ocTerneHo I'M ycorjacyBa MPEeBEHTUBHUTE aKTUBHOCTU CO IMperopakuTe Ha
WHO. M nokpaj Toa, ToBapoT ofi KaplMHOMOT Ha I'pJIOTO Ha MaTKaTa ocTaHyBa 3HauuTesneH. Criopeji fOCTaTHUTE
ouLIMja/IHU TTOAATOLM, CTaHAapAu3upaHaTa MHIUAEeHLA u3HecyBa NpubmmpkHO 7,5 ciayuan Ha 100.000 skeHu, a
MOPTAJIMTETOT OCTaHyBa PelaTWBHO BUCOK BO OJIHOC Ha 3eMjUTe CO JIONITOTOIMIIEeH BUCOK BaKIIMHAJIEH oridar.
KommapaTuBHaTa aHanu3a MOKa)KyBa JleKa JipsKaBuTe co BakiuHaneH oricpat nay 80-90% Oenerkar 3HAUNTENTHO
rno6p30 HAMasyBamwe Ha UHIUIeHIIaTa U ITpeKaHIlepPO3HUTe JIe31H.

3aknydok: Pertybrmka CeBepHa MakeioHMja Ma BOCTIOCTABEHO 0Opa OCHOBA 3a JIOJITOPOUYHO HAMAaTyBarhe Ha TOBApOT
OJl KApLIMHOMOT Ha TPJIOTO Ha MaTKara. [loHaTaMOIIHOTO 3rojiemMyBarbe Ha BaKI[MHAIHUOT oridhar, opraHu3upaHuoT
HPV-6a3upan CKPUHUHT U KOHTUHYMPAHOTO ETUZIeMUOJIONIKO CJIeflere TTPeTCTaByBaaT KIIYUHU TpeycjioBU 3a
IIOCTUTHYBathe Ha LiefinTe Ha IobanHara crpareruja Ha WHO 3a enuMmuHalMja Ha oBa 3a0oJyBare Kako jaBHO-
3paBCTBEH MTPOOIIeM.

Knyunn 36opoBu: HPV, KapLuHOM Ha I'pPJIOTO Ha MarKaTa, BaKLMHAaLWja, enupemuosoruja, Penybnuka CeepHa
MakeioHuja.
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KapiiiHOMOT Ha IpJioTo Ha MaTKaTa IPeTCTaByBa UeTBpTa
HajuecTa MaJiMrHa HeoIlla3Ma Kaj jKeHWTe BO CBETOT U
ellHa Ol BOJIeUKUTEe MPUUIMHU 32 CMPTHOCT Of MaJTUTHU
3a00/yBama Kaj jKeHCKara MOMylalyja BO 3eMjUTe CO
HUCKA M cpemHu mpuxogu. Criopell MpoLeHKWTe Ha
MeryHaposiHaTa areHijja 3a MCTpa)kyBale Ha PaKOT
(IARC), cekoja rogmHa ce perucTpuUpaaT IOBEKe Off
660.000 HoBu cmyuau u Hap 350.000 cMpTHM ucxomu
Ha rmobanHo HUBO. OBHMe OpOjKM VKakyBaaT [ieKa, U
TI0Kpaj TIOCTOEHETO Ha e(pMKACHHU TPeBEHTUBHU MEpPKH,
KapIMHOMOT Ha TP/IOTO Ha MaTKaTa OCTaHyBa 3HauaeH
jaBHO-37IpaBCTBEH MPeI3BUK.

[lep3ucrenTHaTa MHGEKIMja CO BHCOKO-PU3UYHU TUTIOBH
Ha xymaH mammioma Bupyc (HPV), ocobeHo TumoBuTe
16 u 18, mpeTcTraByBa HEONXOfIeH ETHOMOIKU (HaKToOp
3a pa3Boj Ha MoBeke off 95% off cyyanTe Ha KapLUHOM
Ha rpioTo Ha MaTkaTa. [lokpaj oBHe TUIOBH, 3HayajHa
ynora umaat 1 HPV 31, 33, 45, 52 u 58, xou ce ondaTenu
CO CcOoBpeMeHara JleBeTBaJieHTHa BaKIMHA. Pa3BojoT Ha
npodunakrnukute HPV BakIMHM IIpeTCTaByBa efiHa
07l Haj3HAuYajHUTe [OCTUTHYBalka BO COBpPeMeHaTa
npeBeHTHBHA MefuiHa. ['oeM Opoj paHAOMH3UpaHU
KIMHWYKY CTYIUM ¥ HAl[MOHAJTHY ITPOTpaMU MoKaykaa ieka
BaKIMHaIMjaTa 3HAUMTE/IHO ja HaMajyBa 3ayecTeHOCTa
Ha riep3ucreHTHUTe HPV MH(eriuy, BUCOKOCTENEHUTE
1iepBUKanHu uHTpaenutenHy Heorasuu (CIN2+ u CIN3+)
1 MHBa3MBHUOT KapLIMHOM Ha T'p/I0To Ha MaTKaTa. Bo 2020
rofivHa CBeTcKaTa 37paBCTBEHA OpraHM3aliyja ja yCBOM
['mobanHaTta cTparersja 3a elMMUHAIMja Ha KapITHOMOT
Ha TPJI0TO Ha MaTKaTa, ocTaByBajku ru enute 90-70-90
10 2030 roguHa:

Hajmanky 90% op [eBojuMmaTa Ma OWAT 1IEJTOCHO
BakiuHupanu mpotuB HPV 1o 15-rogumniHa Bospacr;

HajMasky 70% ofi JkeHuTe 1a OuaT CKpMHUPAHU CO BUCOKO
YYBCTBUTEJIEH TECT JI0 35 ¥ OBTOPHO 10 45 To1HY;

Hajmanky 90% off JkeHUTe CO TPeKaHIePO3HH JIe3UH UK
VHBa3UBEH KapIMHOM [Ia 7I00MjaT HaBPeMEHO JIeKyBatbe.

Penyormika CeBepHa Makefonuja ja BoBege HPV
BaKI[MHAI[MjaTa BO HAIMOHAHUOT KajleHaap 3a
uMyHu3aiyja Bo 2009 royiuHa, o MTO ce TPUKIYUM KOH
eBPOIICKUTE CTpaTernd 3a MpUMapHa TpeBeHIMja Ha
KapIIMHOMOT Ha Ip/oTo Ha MaTkaTa. Cemnak, JoCTalHUTe
TOJIATOIM  TIOKA)KyBaaT [ieKa BaKIMHAJHUOT ordgat
¥ TIOHaTaMy Bapupa Mely reHepaljuuTe, a MOTPeOHO
e JIOTOJIHUTENIHO VHAlpefyBalkbe Ha OpraHu3MPaHUuoT
CKPUHUHT U KOHTMHYMPAHOTO eTUJIeMUOJIONIKO Clieflethe.
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Bo Penyomuka CeBepHa MakefoHuja, BaKIMHaIUjaTa
NpoTHB XyMaH mammaoma Bupyc (HPV) kaj momummbaTa
obpurmjanmHo Oemre  BoBefleHa Bo  HaimoHamHHOT
KajleHlap 3a peloBHa MMVHu3auuja Bo 2024 ropguHa,
CO MpeMMH Ha JieBeTBajleHTHaTa BakiuHa (Gardasil 9).
BakiHarujaTa 3amouHa Bo Maj 2024 roguHa u omndaka
PYVTHHCKa MMVHM3allja Ha 12-TOOMIIHM MOMYMHbA,
Kako ¥ JIOTOMHUTeNHa (,catch-up“) BakumHaiuja Ha
MoMuutba 10 18-romumiHa Bo3pacT. OBaa MepKa MMa 3a
1eJT Jla ja HamaJiu IMpKy/lalyjata Ha BUCOKOPU3MUHUTE
HPV tunosu, ga obe30enu aupekTHa 3amturta of HPV-
acolMpaHy MaJIMTHUTETH Kaj MallKaTa Tonyaiyja u ia
TNpUIoHece KOH cO3/laBarbe Ha KOJIeKTUBEH UMYHUTET.

MATEPHJAJI 1 METOJIN
OBa WCTpaKyBame IMPETCTaByBa PETPOCIIEKTHUBHA,
JOeCKpUIITHBHA ¥  KOMIIapaTMBHA  eMMIeMMOJIOIIKa

CTyIuja, HacoueHa KOH MpOIlEHKA Ha BJIMjaHUETO Ha
BOBE/IyBalkeTO Ha BaKIMHAlMjaTa TPOTHB XYMAHWUOT
mamwioMa Bupyc (HPV) Bp3  emupeMuomnomkuTe
KapaKTepUCTUKM Ha KApIMHOMOT Ha IPJI0TO Ha MaTKaTa
Bo Penyoimka CeBepHa Makegonuja Bo nepuopot 2009-
2026 ropmuHa. McrpakyBameTo e OasupaHO Ha aHa/IM3a
Ha O(MIMjaTHO JIOCTAIIHU CEKYHIApHU TIOJIATOLM U He
BKJIYUyBa UHMBU/TYaTHA MEJJULIMHCKH MOJIATOLH, TOPajIu
ITO He Oemre TOTpeOHA JIOTONHUTETHA COITIACHOCT
O]l WCIIMTAHWIM. 3a TIOITOTOBKA Ha aHajm3aTa Oea
KOpPUCTeH! O(UIMjaTHU TIOIaTOIM W MYOJIMKAIMKM Off
CJIeIHATE UHCTUTYIMM:

CBeTcKa 37paBcTBeHa opranu3saija (WHO);
MerfyHapoyiHa areHiiyja 3a MCTpaskyBame Ha pakorT (IARC);
GLOBOCAN;

ICO/IARC HPV Information Centre;

EBpoIICKH IieHTap 3a MpeBeHIija U KOHTPOJIa Ha OojecTu
(ECDC);

HctuTyT 3a jaBHO 3fpaBje Ha Penybrnuka CeBepHa
MaxkenoHuja;

MunucTepcTBo 3a 37paBcTBo Ha Penyomika CeBepHa
MaxkenoHuja;

HaL[I/IOHEU'[eH perucrap 3a MaJIM'HU HeoIlJla3MU;

pelLieH3MpaHi HayuyHU IYONMKalMd WMHEKCHpPaHH BO
PubMed, Scopus u Web of Science.

Bo aHamm3ata Oea BK/IYUeHM HajHOBUTE JIOCTAIHHU
oduIMjaTHKY U3BEINTad U HayUHU MYOIMKAIU 00jaBeHn
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1o 2026 ropuna. VcrpakyBameTo i ondaka ClieJHUTe
TOKa3aTesu:

MHIIM/IEHIIa Ha KapIIMHOMOT Ha TP/IOTO Ha MaTKaTa;
MOPTAaJIUTET;

BO3pacTa-craHgapausupanu cranku (ASR);
BaKIMHaJIeH omndar npotus HPV;

TPEH0BU Ha OPTraHU3MPaH CKPUHUHT;

criopesioa co 3emjure ofi 3anajieH bajnkax;
cropesioa co EBpornckara YHuja;

criopefba €o 3eMji CO BHCOKO VCIELIHM MpPOrpamu 3a
enuMuHanuja (ABcrpanuja, IlBemcka m ObemuHeTOTO
Kpasctso).

[lomarorure Oea oOpaboTeHM cO MpUMeHa Ha
TeCKPUTITUBHU CTAaTUCTUUKKU MeTofu. KoHTHHyMpaHuTe
BapHjad/M ce TIPUKaKaHW KaKO arcONMYTHU BPETHOCTH,
NpoLeHTH ¥ cTraHfapausupanu cranku Ha 100.000
xuTenu, cornacHo MetoponorujaTa Ha [IARC u WHO.
KommapaTuBHaTa aHa/m3a ce 0asuparie Ha:

criopesioa Ha o(hUIIMjaIHY CTAIIKY;
aHa/IM3a Ha BPEeMEHCKUTe TPeH/I0BH;
criope/ba Ha HaIMOHATHKATE TIPOrpaMH 3a BaKIMHALW]a;

aHa/IN3a Ha UCIIONHYBambeTo Ha uHpukatopure Ha WHO
90-70-90.

[Topagu orpaHuMueHarta JIOCTAITHOCT Ha KOHTMHYMPAHU
HallMOHAJTHU FOJULIHY IOJ]aTOLH 3a 1ieuoT nepuog 2009-
2026 romuHa, He Oea IpuUMeHeTH Joinpoint perpecwuja,
APC/AAPC aHamu3y WM Ipyr¥ MOJEIM 3a MpOLeHa Ha
BpeMeHCKU TpeHsioBH. OBOj MpHCTan e BO COTIaCHOCT
CO MPHUHIIMIKTE Ha HayyHaTa MeTOJOJIOTHja, CO IieN fla
He ce M3BeyBaaT CTAaTUCTMYKU 3aKIyJolld BP3 OCHOBA
Ha HeNoTIOMHU CepuM Ha mofarol. McTpakyBameTo
KOPMCTH WCK/IYUMBO jaBHO [IOCTAllHM arperupaHu
THI0/IaTOIM ¥ He 00paboTyBa JIMUHM WIM UYBCTBUTETHU
3mpaBcTBeHn uH(opmanuu. CornacHo HalMOHATHUTE
1 MelyHapOJHUTe eTUUKM Tperopaku 3a CeKyHJapHa
aHa/IN3a Ha jaBHO JI0CTAITHY TIOJIaTOLH, He Oeliie MoTpeOHo
o7100pyBatbe 0f] €THIKA KOMUCH]a.

PE3Y/ITATU!

KapiuHoMoT Ha TplnoTo Ha MaTkaTa M IIOHaTaMy
THPeTCTaByBa eJIHO O] Haj3HAUajHUTe MaJIUTHU 3a00/TyBamba
Kaj JKeHCKaTa momynanuja Bo Penyonuka CeBepHa
Makegonuja. Mako Bo mocjiefHaTa JielieHja ce Oeneku
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TOfI00pYBame Ha MPEBEHTHBHUTE AKTMBHOCTU TIPEKY
BoBeflyBathe Ha HPV BakiuHalljaTa ¥ OpraHU3MpaHu
TMporpaMu 3a CKPUHUHT, TOBApOT off OojecTa ocTaHyBa
TIOBKCOK BO criopefiba co MoBeKeTo 3eMju ofi EBporickaTa
Yuuja. Criopen odurmjanuute mopatony Ha CBeTcKaTa
smpaBcTBeHa opranu3aiuja u ICO/TARC HPV Information
Centre, Bo Pemybnuka CeBepHa MakegoHWja TOJUIIHO
ce peructpupaaT npubmmkHo 113-150 HOBM ciyuam
Ha KaplWHOM Ha TPJIOTO Ha MaTKara, fofieka OpojoT
Ha CMPTHM CJIy4ad ce [IBWKU Mery 62 u 68 romguiiHo.
Bo3pacra-cTanjjapiusupaHaTa MHIWJEHI[a W3HECyBa
75 cnyyaun Ha 100.000 eHu, a cypoBaTa WMHIMjeHIa
10,9 cnyuan Ha 100.000 >keHu. KymynaTMBHMOT pPU3MK
3a pa3Boj Ha KapiuHoM Jio 74-roguinHa Bospact e 0,8 %,
7lofieKa OfIHOCOT MOPTaJIUTeT/MHIUeH A u3HecyBa 0,55,
IIITO YKayKyBa JIeKa TOBapOT Of] 0Ba 3a00/TyBare OCTaHyBa
3HauaeH jaBHO-3/]paBCTBEH MPoOIeM BO 3eMjaTa.

Hogu ciiyyau rouuiso 113 ICO/IARC HPV
(mporieHKa) Information Centre
[IpoceueH rofuiieH 6poj Ha ICO/IARC,

P A po) ~113-150 MuHHICTEpCTBO 32
cyJan

37paBCTBO

CMpTHM CJTyJau TOJUIITHO 62-68 WHO / ICO-IARC
Bo3pacHo crangapausupana 7,5/100.000 WHO
nHiuzenna (ASR) ’ ’
CypoBa MHIM/IeHI[a 10,9/100.000 | WHO
Kymynatusen pusuk jjo 74 0.8 % WHO
TroIMHY on
Onsoc MopramuTeT/uHImaeHna | 0,55 WHO
HarmoHaneH perucrap 3a lla WHO
MaJIUTHY HeOTIa3Mu
Haionanua HPV Bakiunanuja | [la WHO
['oiHa Ha BOBefyBambe 2009 WHO
[lenHa Bo3pact 12 roguHK WHO
Omdar co mpBa fo3a (2020) 45 % WHO
Kommerna Bakuunanmja (2020) | 30 % WHO

Tabena 1. OduimjamHy MoKasaTeNnu 3a KapIMHOMOT Ha
TpI0TO Ha MaTKaTa Bo Penyoynnka CeBepHa MakejoHuja

Hanpmonannata mporpama 3a HPV BakuuHaimja Geme
BoBefleHaB02009roHaKaKo esI0f peJOBHUOTKaleHiap
3a MMYHM3aIMja. Bo TeKOT Ha aHAIM3UPAHUOT MEPHO], Ce
3abesieKyBaaT 3HAUMTETHU TIPOMEHM BO OpraHM3alyjaTa
Ha IIporpamara, J0CTallHOCTa Ha BaKIWHUTE, CTPaTernuTe
3a MH(GOPMUpame Ha jaBHOCTA U Om(aTOT Ha IeJTHUTE
rpynu. Bo moyeTHUTe roJjuHK IporpaMaTta ce coodypalie
CO OrpaHMYeH BaKIMHaJeH omdar, mTo Oelle MOBP3aHO
CO HelOBOMHA MH(OPMUPAHOCT HA HAaCEJIEHUETO,
pe3epBUPAHOCT KOH HOBaTa BaKIMHA U JIOTUCTUYKU
npenu3Buny. Bo ToHOBUTE TofuMHM ce 3albesexyBa
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TIoCTerneHo TofI00pyBare Ha OpraHu3aliujaTa, 3rojieMeHa
eflyKal[ija Ha POJIUTEIUTE U 37PABCTBEHUTE PAOOTHUIIN
W TOToleMa JIOCTAllHOCT Ha BaKIWHaTa. Pesynratute
VKa)KyBaaT JieKa BMCOK M KOHTMHYMPAH BaKIMHAJIeH
ondar e TpPeAycIoB 3a 3HAUMTETHO HaMajyBaibe Ha
ToBapoT o HPV-acorupanuTe 3a00/myBarba Bo HapeHUTe
neuenun. BoBemyBamero Ha HPV Bakimuamujata Bo
Penyormuka CeBepHa Makenonuja Bo 2009 ropmHa
MpeTCTaByBalle 3HAuaeH MCYEKOP BO TpUMapHaTa
TpeBeHIMja Ha KapIMHOMOT Ha TPJIOTO Ha MaTKara. Bo
TEeKOT Ha aHAM3MPAHUOT Tepuof, Mmporpamara MoMUHa
HU3 HEKOJIKY (ha3u Ha Pa3Boj, KOU ce KapaKTepH3upaar co
OpraHU3aIMCKU TPOMEHH, YHATIPeTyBakhe Ha IOTMCTUKATA,
To7100pyBatbe Ha JI0CTAITHOCTA Ha BAKI[MHUTE U IIOCTETIEHO
3rojieMyBaie Ha jaBHaTa MH(oOpPMUpaHOCT. Bo mpBuTe
TOIMHM OfI MMIUIeMEeHTallfjaTa, BAaKIMHATHUOT ordat
Oenre orpaHUYeH MOPaji HeJIOBOMHA MH(OPMUpPAHOCT,
pe3epBUPaHOCT Ha [iell Off POUTENNTe W HEeJOBOTHO
pa3BUeHM KOMYHMKAIIUCKU cTpaTterud. Bo criemHuTe
TOIMHUA ce 3a0eiekyBa IIOCTENEHO IIOfI00pYBame Ha
opraHu3aljjaTa Ha WMMYHH3allyjaTa, BOBelyBame Ha
TOTIONHUTETHA  e[[YKaTHBHU aKTUBHOCTM ¥ TOrosieMa
BKJIYUEHOCT Ha TpUMapHaTa 37IpaBCTBEHA 3allTUTA.
OcobeHo 3HAuajHO e IITO HAIMOHAJTHATA Mporpama
TOCTENeHO ce  ycoIylacyBallle Cco MperopakuTe Ha
CBeTcKaTta 3[paBCTBeHa OpraHusanuja U EBpONCKUOT
IIeHTap 3a NpeBeHI[Mja U KOHTPO/MA Ha OONecTH, IITO
co3fajie YCIOBM 3a TOIOOpYBame Ha I0ATOpOYHaTa
TIpeBeHIyja.

2009- BoBefyBame Ha BaKI[MHAaIFjaTa BO PeJJOBHUOT
2012 KaJieH/ap 3a MIMyHK3a1[1ja
2013- [omobpyBarbe Ha opraHu3alyjaTa i JOCTAHOCTA Ha
2016 BaKI[MHUTE
2017- NHTeH3MBMpame Ha 3[[paBCTBEHATa elyKalyja u
2019 MPOMOTHUBHUTE aKTUBHOCTH
2020- OpnpxyBame Ha mporpamata Bo yeioBu Ha COVID-19
2022 HaHeMuja
2003- YcornacyBare co cOBpeMeHHUTe eBPOIICKU
2026 TIPeNopaKy U MPOLIMPYBarhe Ha MPEBEHTUBHUTE
AKTUBHOCTH
Tabena 2. Pa3Boj Ha HarmonamHaTa HPV mporpama Bo

Penryonuka CeBepHa Makegonuja (2009-2026)

KommapariBHaTa aHajM3a MOKAKyBa 3HAUAjHU PasUKH
moMery 3eMjute of bajKkaHOT Bo 0fiHOC Ha opraHu3allijaTa
Ha HPV BakuuHaiujaTa, HaIlMOHAJHMOT CKPUHUHT U
TOBAPOT Off KApIIMHOMOT Ha IPI0To Ha MaTKaTa. CJIoBeHuja
1 XpBaTcKa MMaaT Hajpa3BUeHU OpraHU3UPaHy TPOrpaMu
3a IpeBeHIIrja, CO BUCOKO HMBO Ha MHTETpaliija MmoMery
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BaKIMHAI[jaTa ¥ OPraHM3MPaHUOT CKpuHMHT. CpoOuja
1 byrapuja Bo mocsejHUTe TOAUHU OeflekaT HaIpeJoK
NpPeKy TpOIIMpYBame Ha HalMOHAJHUTE TIPOTPaMHu.
Penryonuka CeBepHa Makeqonuja, Anbanuja u Kocoso ce
CO0YYBaaT CO MpeJU3BUIM TIOBP3aHU CO HeEpaMHOMEepeH
BaKI[iHa/IeH orat, orpaHHYeHH Pecypcy U moTpeda of
TOTIOJIHUTENTHO jaKHeHe Ha CKPMHUHT-TIPOrpaMuTe

c [lonobpyBate Ha
eBepHa .
M . Jla Bo pa3Boj BaKLMHAJTHUOT
aKeJIoHUja
orcar
Cpbuja Tla JlenymHo Peruonanuu
OpraHu3upaH | pasnuku
OpnpiKyBatbe Ha
Xpearcka fla fla BHCOK or)aT
CroBeHuja Jla Jla Kormrynparo
royobpyBame
Hu3ok BakiuHaeH
byrapuja Jla Hemymro orart Bo ofiIe/HI
OpraHu3KMpaH
peruoHu
TTopo6pyBame
['pruja Jla Jla Ha ordaroT Kaj
aJloNeclieHTUTe
Pa3Boj Ha
Anbannja Nla OrpaHuueH HaIMoHaNeH
CKPHHIHT
[IpoumpyBate Ha
Kocogo Bo pasBoj OrpaHuueH MIpeBeHTUBHUTE
nporpamu

Tabena 3. Ciopegba Ha HanoHaHuTe HPV mporpamu Ha
3emjute off bankanor

Bo cmopenba co mpocekoT Ha EBpomckata YHuja,
Penyormika CeBepHa MakeJioHMja cé yIITe MMa MOBHUCOK
TOBap OfI KAPIIMHOMOT Ha TP/IOTO Ha MaTKara. [7laBHUTe
TIPUUKHY Ce:

IIOHU30K BaKIMHaJIeH Ol'Id)aT BO cnope,u6a co 3EMjI/ITe co
JOJITOPOYHO YCIIELIHU ITPpOrpaMu;

orpaHuueH opranusupa HPV-6a3upaH cKkpuHUHT;
HepaMHOMEPHA JIOCTAITHOCT Ha IIPeBeHTUBHUTE YCIIYTH;

pasnuueH CTeleH Ha 3[paBCTBeHA MHCMEHOCT BO
Tonysalujara.

On mpyra cTpaHa, BOCIOCTABYBAaWeTO Ha HAI[MOHATHA
Tporpama 3a BaKI[MHAIIWja 1 TTOf[00pPYBAmETO Ha CUCTEMOT
3a eMUIEeMHUONONIKY HAJ30p MpeTCTaByBaaT 3HauajHa
0CHOBA 3a MTOHATAMOIITHO HAMa/TyBambe Ha MHI[UIeHIIaTa.
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Tabena 4. KommapaTuBeH NpuKa3
Iporpamu

Ha IIPpeBeHTUBHUTE

NnycTpaTBeH MHAEKC Ha 3penocT Ha nporpamuTe*

MHoOry BUCOKO |

Bucoko 1

CpefiHo 4

Hucko

MHOTY HUCKO

MK CPB XP CNO TP Br

POM AN ur  BuxX KC

I'paduron 10. UnycrpaTMBeH WMHIEKC Ha 3peioCT Ha
HaIMOHATHUTE MPOrPaMH 3a MpeBeHIja Ha KapLUHOMOT
Ha rpJIoTo Ha MaTKaTa Bo Perryormika CeBepHa Make/ioH1ja
1 M30paHu 3eMju of bakaHoT.

Cronbector rpauK THpPUKaKYBa  KOMIIApaTHBEH,
KBQJIUTaTUBEH HHJEKC Ha 3peoCT Ha Hal[OHAJHWUTe
nporpaMu 3a HPV BakiuHalnuja M mpeBeHILWja Ha
KapIIMHOMOTHAaTp/IoTo HaMaTKata. [IpoiieHKara ce Temenu
Ha KJIYUHU KOMIIOHEHTH Ha MpOrpaMuTe, BKIYIYBajKH ja
uMIUIeMeHTalljaTa Ha HalmoHaaHaTa HPV BakuuHalyja,
BOBEJIYBAeTO Ha [ieBeTBaJIeHTHATa BAKIMHA, POJOBO
HeyTpajHaTa BaKIMHAIWja, opraHm3upaHuor HPV-
0asuMpaH CKPUHHMHT, PA3BHEHOCTa Ha HaIMOHATHUTE
PerucTpy U CUCTEMMTe 3a eNujieMUOIOIIKY Haj30p,
KaKko M ycorjaceHocTa co mpenopakute Ha (BeTckara
3ppaBctBeHa opranusanuja (WHO). Bo unyerpaTtuBHHOT
Mmojfien, XpBaTckau ClioBeHUja ce MPUKayKaH! KaKo 3eMj1 CO
MHOTY BHCOKa 3p€JIOCT Ha ITPporpamMurte, fofieka Pemyoika
Cesepna Makenonuja, Cpouja u ['pija ce npuKaskaHu co
BHMCOKO HMBO Ha pa3BueHoCT. byrapuja, Pomanuja u [[pHa
['opa ce mo3uiMoHMpaHu BO KaTeropujaTa CpesiHO HUBO,
nomeka Anoanuja, bocHa u Xepuerosuna u KocoBo ce
MPUKaKaHU CO TOHMCKO HUBO Ha Pa3BUEHOCT, IIITO IJIaBHO
ce JIOJKU Ha Pa3/IMUHUOT CTelleH Ha MMIUIeMeHTalija Ha
pOIOBO HeyTpajiHaTa BaKIMHAIMja, OPraHU3MPAHUOT
CKPMHUHT U HallUOHAJIHUTE PETUCTPU.

HPV Bakiunaiuja o 15

Haronanna HPV v v TOJVHI Bo Hanpezok
BaKIIHAnma CxpunuHr 10 35 rogudu | JlennymHO ucnionHeT
OpranusupaH B . Bo noBekeTo 3emju

0 pa3Boj [TOBTOPEH CKPUHKUHT [0 .
CKPUHUHT BOCIIOCTaBeH 45 ropumt Bo pasBoj
HPV [IHK tectupame Egggggggge Inpoko focramHo HaBpemeHo fiekyBatbe | KOHTHHYHPaHO MOI00pyBatbe
Yeornmacenoct co WHO Bucoka Bo moBeke Tabena 5. VcnionHyBame Ha nHaukaTopute Ha WHO
90-70-90 flemymta semju Y AHKaTop

SWOT ananu3a Ha HallMOHa/THAaTa IIporpama

Hanmonanua nporpama
3a HPV BakiuHaiuja

HeoBorneH BaKiMHajIeH omdaTt Bo
OJIJIeJTHU TeHepaluu

HcKyceH Kajiap BO
jABHOTO 37IpaBCTBO

Heuenocen opranusupan HPV
CKPUHUHT

3aKoHCKa paMKa

Orpanuueny (h)MHAHCUCKU PeCYpCu

MoxHoCTH

3akaHn

YcornacyBare co
eBPOIICKUTE CTaHfapH

JlesundopMaliy 3a BaKIUHKUTE

Bosenysawe HPV [IHK .
TecTHpame HamarneH uHTepec 3a Baki[MHaIHja
[lomoOpa gurutanHa CollyjaiHK ¥ PeruOHATHU
eBuUjleHIInja HeeJJHaKBOCTH

Tabena 6. SWOT ananusa

PesynTaTute off O0Ba MCTpaKyBame YKakKyBaaT [eKa
Penyomuka CeBepHa MakefioHMja BO M3MHHATUTE
ceflyMHaeceT TOJIUHU BOCIIOCTaBH cTabuHa
MHCTUTYIIMOHA/THA PaMKa 3a TpeBeHIrja Ha KapIuHOMOT
Ha TpIOTO Ha MaTkaTa. BoBemgyBamero Ha HPV
BAKI[MHAIIMjaTa, 3ae[JHO CO TIOCTENEeHOTO TOf[00pyBatbe
Ha CKPMHUHT-IPOTpaMKTe, TIPETCTaByBa 3HauajHa OCHOBA
3a HaMayBame Ha WHUOT ToBap off Oonecta. Bo mcro
BpeMe, KoMIIapaTUBHATA aHa/IM3a TOKaKyBa JIeKa 3eMjuTe
KOM PaHO TIOCTUTHAJe BUCOK M CTabWieH BaKI[WHaeH
oncar, Kako C0oBeHHja ¥ HEKOJKY 3araiHOeBPOIICKH
IpKaBM, BeKe Oeje)kaT 3HAUMTENHO HaMajTyBambe Ha
TIpeKaHIlepPO3HUTe €31 ¥ MHIW/leHI[aTa Ha UHBa3UBHUOT
KapirHoM. OBa yKaKyBa Jieka 1 Bo PerryOmika CeBepHa
Makenionnja MOKe [ia ce O4eKyBa CJIMYeH TpPeHJ BO
HapefIHUTe TOJIUHH, TOKOJKY ce 00e30e/[1 KOHTMHYHPAHO
BHCOKA NMOKPUEHOCT CO BaKI[MHalluja, opraHusupad HPV-
0a3upaH CKPUHUHT U PEJIOBHO eMUIeMUONIONIKO CTIefIetbe.
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HPV BakuMHaneH ondat Bo Penybanka CesepHa MakeaoHuja
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I'pacuron 2. Tpenp Ha ondatot co HPV BakijuHaimja Bo
Penryonuka CeBepra Makegonuja (2010-2026 rogua).

Jlunuckuor rpaduK Tro NpHKaKyBa TPEHIOT Ha
BakUuHaaHKOT omndar co HPV BakuuHaiujata BO
Penyormuka CeBepHa Makemonuja Bo mepuomor 2010-
2026 ropmuna. IIpukakaHa e IocTelleHa TeH/leHIIUja
Ha 3rojieMyBame Ha omdaroT, of mpubmukHo 20% BO
TOUETHUOT Mepuof, /o0 okomy 55% Bo 2026 romuHa.
Hajuspasen nopact e 3abenexan no 2021 roguHa, 1ITO
KOPEeCIoH/pa CO UHTEeH3UBUPAbeTO Ha MPOMOTUBHUTE
aKTUBHOCTH, MOJ00PYBalmeT0 Ha [OCTalHOCTa Ha
BaKIMHUTE, BOBENYBAleTO HAa  JIeBeTBaJieHTHaTa
HPV Bakumna (Gardasil® 9) u mpommpyBameTo Ha
OecraTHaTa BaKIMHAIM]a ¥ 3a MOMUKIbA BO PAMKUTE Ha
POIOBO HeyTpajHaTa MMYHM3alja. 3ro/ieMyBameTo Ha
BAKIMHAJIHKOT OM(aT IpeTcTaByBa efieH 0] HajBaKHUTE
WHIMKATOPM 3a  yCIellHOCTa Ha  HalMOHaJHaTa
nporpaMa 3a HPV BakiuHaiMja ¥ co3faBa MpemycioBH
3a HamajlyBame Ha IMpPKy/aljaTa Ha BUCOKOPU3MUYHKTE
HPV reHoTumnoBW, HamaqyBame Ha 3auecTeHOCTa
Ha BHCOKOCTENEHHTe II€PBUKAHU WHTPACIIUTETHA
Heorasuu (CIN2+ u CIN3+) 1, Ha JONT POK, HaMaJlyBambe
Ha MHLUEHIaTa U MOPTAJIUTETOT Off KapIMHOMOT Ha
IPII0TO Ha MaTKaTa.
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KoHuenTyaneH Mofen Ha HaManyBare Ha TOBapoT
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HIE’V CIN|2+ CINI3+ KapLLII/IHOM
I'pacdukon 3. KoHienTyaieH Mojien Ha HaMajyBatbe
Ha ToBapoT op HPV-moBp3aHuTe 3abonyBama IO

uMnieMedTanyja Ha HPV BakiuHaiujara.

Bo npBuTe rofuHM Ofi MMIUIeMeHTal[{jaTa Iporpamara
Oelle HacoueHa KOH JIeBOjuMHbaTa off HperopayaHaTa
BO3pacHa rpyma, a BO C/IEJJHUOT Mepuoj, KOHTUHYUPAHO
ce YHampejyBaile MpeKy Ioi00pyBabe Ha JIOTMCTHKATA,
JIOCTAITHOCTa Ha BaKI[MHUTE U 3/[paBCTBeHATa efiyKaliyja.
3navajHa mpecBpTHULA mpercraByBa 2024 ropuHa,
Kora Hal[MOHa/HaTa IIporpama Oellle IMpPONIMPEHa CO
BOBe[lyBatbe Ha JeBeTBajieHTHaTa HPV BakiuHa u
OecrlaTHa BAKIMHAI[Mja 3a MOMYMIbAa ¥ [IeBOjuMiba
mo 19-rogumnza Bospact. Co oBa Penyomuka CeBepHa
Makenionuja ce MPUKIYUM KOH COBPEMEHUOT eBPOIICKH
KOHLIENIT Ha pofoBo HeyTpanHa HPV BakiuHaiuja, unja
el e HamajyBame Ha IMPKyIaljkjaTa Ha BUPYCOT U
00e30e/yBarme MOMIMPOKa MOMy/alycKa 3amTuTa. Mako
nmporpaMara Oefie)kM  KOHTMHYMpPAH —OpPraHU3aI[UCKH
pa3Boj, [OCTalHUTe U3BeIITaM TIOKAKyBaaT [eKa
BAKIMHAJIHUOT omdat 0CTaHyBa IOHM30K Of CTpaTellKaTa
1ie1 Ha CBeTCKaTa 37[paBCTBeHA OpraHu3aliuja, Criopey] Koja
Hajmanky 90% off JeBojunibaTa Tpeba ja OMIAT 1eJI0OCHO
BakIMHUpaHu [0 15-roguimHa BospacT. JIMHMCKMOT
rpadMK ja TpUKa)kyBa OYeKyBaHAaTa  IOCTeleHa
peqyKiMja Ha pellaTUBHUOT TOBAp Ha 3a00/TyBambaTa 0K
npupofHUOT Tek Ha HPV-uHdekiujaTa - on nHdexiumja co
XyMaH mamuioma Bupyc (HPV), mpeky BucoKocTeneHuTe
LepBUKalHA UHTpaenutenHd Heomnasun (CIN2+ u
CIN3+), ;o MHBa3MBEH KapIMHOM Ha TPJIOTO Ha MaTKarTa.
[IpvKa)kaHMOT ~KOHIIeNTyajleH MoOfieNl ja  WIyCTpupa
BucOKaTa eduracHoct Ha HPV BakuuHammjata BO
NpeKUHYBale Ha Mporpecujata of mepsucteHtHa HPV
nH(eKIyja KOH MpPeKaHIePO3HU Jie3ud U WHBa3WMBeH
KapiuHoM. HamanyBameTo Ha pelaTUBHMOT UHJIEKC ja
Oflpa3yBa OUEKyBaHaTa aKyMy/aljija Ha MPeBEHTUBHUOT
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eekT co TEKOT Ha BpeMeTo, TPU IITO HajroNeMo
HaMmajlyBale ce OUeKyBa Kaj IojaBaTa Ha WHBA3WUBHHOT
KaplMHOM. BakBMOT TpeHJi e BO COIJIACHOCT CO
pesyiTaTuTe  Off  JIOATOTOAMIIHMTE  TIOMY/IAl[CKU
CTY/IMU, KOW TIOKa)KyBaaT 3HAUMTEJTHO HaMmajyBaibe Ha
uHpekuuTe co BUcOKopusmuHM HPV  reHOTHMIIOBH,
uHuupennaTa Ha CIN2+, CIN3+ 1 KapI[IHOMOT Ha IpJIoTO
Ha MaTKaTa Kaj ToIy/Iallii CO BHCOK BaKIMHaJIeH orndar
u opranu3upan HPV-0asupaH CKpUHUHT.

FfoavweH ToBap Ha KAapUMHOM Ha rpaoOTO Ha MaTKaTe

100 1

HoBu cnyvawn

CMpPTHU cnyvam

I'pacdukon 4. FopuieH ToBap Ha KapIiHOMOT Ha IPJIOTO
Ha MaTKaTa.

CropeqoeH mprKa3 Ha npodunaktuukute HPV BakiuHu
criope; HUBHHOT Tull, omndarenute HPV renortumosw,
TrOJ[HAaTa Ha IIPBOTO PEryIaTOPHO 07I00PYBatbe U ITTaBHUTE
MHMKAIMK 3a npumeHa. Co pas3BojoT off OMBaJIeHTHATa
KOH [leBeTBajJieHTHaTa  BaKIMHA  3HAUMTENHO e
MPOIIMPeH CHeKTapoT Ha 3allTUTa Off BUCOKOPU3UUHU
u Huckopusnynu HPV renotumosu. [leBeTBaneHTHaTa
BakiyHa (Gardasil® 9) obe30emyBa HajuIMpoOKa 3allITHTA
U Cce CMeTa 3a CTaHjapj, BO COBpeMeHUTe Hal[MOHAJTHU
mporpaMM 3a MMYHHM3aluja, Oujejku mokpuBa HPV
TeHOTUIIOBH OfITOBOpHU 3a mpubmmkHo 90% of
c/lyyanTe Ha KapIMHOM Ha TPJIOTO Ha MaTKara, Kako U
3HauMTesieH fmen op papyrute HPV-moBp3anu ManurHu
3a00/yBama M reHUTaTHUTe KOHmuIoMH. CTOnOecTHoT
rpaguK TO TPUKaKyBa OJHOCOT MOMery OpojoT Ha
HOBOJIMjarHOCTUIIMPAHK CJTy4au (MHIMeHIa) U OpojoT
Ha CMPTHH C/TyJau (MOPTaIUTET) Off KapI[MHOM Ha T'P/IOTO
Ha MaTrKaTa BO TeKOT Ha efHa rofuHa. IIpukasor ja
WIYCTPUpa 3HaYajHATa pa3/iMKa Mmomery 6pojoT Ha HOBH
3a0071eHM ¥ OpojOT Ha TMOYMHATH, HAIACYBajKM [ieKa
KapIMHOMOT Ha I'PJIOTO Ha MaTKaTa cé VIITe MpeTcTaByBa
3HauMTe/leH jaBHO-37IpaBCTBeH ToBap. OIHOCOT MoOMery
WHIUIEHIlaTa ¥ MOPTAJMTETOT € BakeH WHMKATOp
3a eduWKacHOCTa Ha TIPeBEHTHMBHMTE IIPOTPaMH,

Profesional paper I

PaHOTO OTKpHWBawe, OCTAlHOCTa Ha COBpeMeHaTa
IMjarHOCTMKAa ¥ HaBPEMEHOTO JieKyBame. PemyOimnka
CeBepHa Makenonuja ja BoBeme HPV BakiuHaiujaTa BO
PemOBHUOT KajleHAap 3a umyHu3auuja Bo 2009 roguHa,
CO IITO 3arl0YHa OPraHu3MpaHa NpUMapHa peBeHIuja Ha
KapLMHOMOT Ha IPJI0TO Ha MaTKaTa.

JUCKYCHJA

KapiuHOMOT Ha rp/ioTo Ha MaTKaTa MpeTcTaByBa eJlHo O
PETKMTE MAJIUTHU 3200/TyBakha KajKoe € MOKHO 3HaUUTEeJTHO
HaMa/lyBale Ha UHIUJEHI|aTa U MOPTAJUTETOT TMpPeKy
KOMOMHMpaHa TpUMeHa Ha MpPUMapHa U CeKyHJapHa
npeBeHIdja. MHdeKIMjaTa co BACOKOPH3UYHM TUTIOBU Ha
xyMaH mamunoma Bupyc (HPV) e HeomxofieH eTHOMOMKK
(hakTop 3a pa3BojOT Ha moBeke of 95% of clydyauTe Ha
oBa 3abomyBame, mTo ja mpaBu HPV BakiuHarujata
ellHa of] Haje)MKACHUTE WHTEPBEHIMU BO COBPEMEHOTO
jaBHO 37paBje. PesynraTuTe oOf HallaTa aHasM3a
NoKakyBaaT Jeka Penyoimmka CeBepHa MaxkeoHuja
HarlpaBWiIa 3HAUMTe/leH MHCTUTYL[MOHATIEH HalpeioK
0 BOBE/yBabeTO Ha HallMoHajHaTa mporpama 3a HPV
BakiuHaiuja Bo 2009 roguna. Cemak, Bo cropenba co
3eMjuTe IITO PaHO MOCTUTHAA BUCOK BaKI[MHAJIEH omdart
W OpraHu3MpaH CKPUHUHT, TOBAPOT Ofi KApIMHOMOT Ha
rpl0TOHAMaTKaTauIOHATaMy OCTaHyBa pe/laTUBHO BUCOK.
OBa yKakKyBa JleKa BOBe[[yBalbeTO Ha BaKIMHAllWjaTa,
MaKo TPeTCTaByBa HEONXO/IeH MPeJyCiIoB, He e I0BOJTHO
caMo 110 cebe. HajmoOpu pesynTaTi ce HOCTUTHYBaaT Kora
BaKIMHAI[jaTa ce KoMOMHMpa co opranmsupaH HPV-
0a3upaH CKPUHKHT, HaBpeMeHa JIUjarHoCTHKa M e(puKaceH
TpeTMaH. ABCTpajiuja e TpBaTa JpKaBa IITO Ce CMeTa 3a
peajsieH KaHZUJAT 3a elMMMHAIMja Ha KapIMHOMOT Ha
TP/IOTO HA MaTKaTa Kako jaBHO-3[[paBCTBEH IIPOOJIEM.
BucokuoT  BakiuHameH omndar, OpraHU3UPaHUOT
HallMOHaJleH CKPUHUHT U INMpOKaTa mpuMeHa Ha HPV
[IHK TecTupameTo /joBefioa 0 JpaMaTMYHO HaMasTyBatbhe
Ha HPV wuHbekiuute, aHOreHUTAaTHUTe OpajjaBUIIH,
BHCOKOCTETIEHUTE 1IePBUKAJTHU VHTPAeNuTeHUA
HeoIIa3ui U WHBA3MBHUOT KApIUHOM. ABCTPaTUCKOTO
HCKYCTBO MOKa’KyBa JleKa KOHTUHYUTETOT Ha IIporpaMara,
a He CaMo Hej3MHOTO BOBeJlyBakbe, € KITyueH 3a JJ0IropoueH
yerex. CmaHM pe3ynTaTh ce 3abenekyBaart Bo IlIBeficka,
Kajle Hal[MOHAJIHMOT Perucrap 3a BaKIMHAIK]a,
VHTETPUPAHUOT CKPUHUHT M BMCOKATa 37IpaBCTBEHA
MUCMEHOCT OBO3MOMMja 3HAuUMTeTHO HamalyBame Ha
WHIMJIeHIlaTa Kaj momiaauTe reHeparuu. [lopaToiure
on  OOemuHeroTo  KpajcTBo — TOKaKyBaaT — [ieKa
BaKI[MHUPAHUTe TreHepalii MMaaT 3HAUUTETHO TIOHU30K
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PU3HK 32 Pa3Boj Ha [lepBUKaJIeH KapIIMHOM BO cIiopejida co
HeBaKI[MHUPaHWUTe KOXOPTH, 0COOEHO Kora BaKI[MHAI[jaTa
e CIIpoBeJIeHa IpeJ] OYeTOKOT Ha CeKCyaHaTa akTUBHOCT.
OBHe MCKYCTBa TOTBPYBaaT JieKa JJOTOPOUHUOT eheKT
Ha HPV BakiuHamujata ce MaHudecTHpa MO TOBeKe
TOJIMHH, IIITO € BO COTTIACHOCT CO TIPUPOJIHUOT TeK Ha HPV
nHQeKIMjaTa M KaplHOreHe3aTa. 3aToa, MOMEHTATHUOT
ToBap of Oonecta Bo CeBepHa MakemjoHuja He Tpeba
Jla ce TONKYBa KaKo Heycliex Ha Mporpamara, TYKY
KaKo ofpa3 Ha (aKTOT /IeKa IIeJIOCHUOT eqeKT of
BaKIMHaILljaTa Ke Ouje BUIUIMB Kaj reHepaluuTe KOU
Owie MMYHU3MPAHU BO TIperopayaHaTa BO3pacT M KOM
TonpBa Ke Bjie3aT BO MepUOJOT CO HajrojieM pU3MK 3a
pa3Boj Ha MHBa3MBeH KapIuHoM. Bo criopesiba co 3emjute
on 3amasieH bankan, Peryonuka CeBepHa MaremoHuja
ce Haora BO Tpymara JpKaBuU INTO BOCIOCTaBUIE
HanuoHanHa mnporpama 3a HPV BakuuHaigja, HO ce
VIITe ce CO0UyBaaT CO MpeU3BUIM BO TIOCTUTHYBAKETO
BHMCOK U PAMHOMEpPHO pacrpejieieH BaKI[MHAJIeH omdar.
CroBeHMja MpeTCTaBYBa TMpUMep 3a J00pO MHTerpupaH
MoJiesT Ha BaKIIMHAIIMja ¥ OpraHU3MpaH CKPMHUHT, Jlofleka
XpBaTcka Oesiesku MocTerneHo Mofo0pyBame Ha ongaroT
THPEKY 3aCH/IeHH jaBHO3paBCTBeHH Kammamu. Cpouja u
Byrapuja, cmmuno kako CeBepHa MakegoHuja, paborar
Ha TOHATaMOINHO VHampeflyBalkbe Ha IpOrpaMuTe U
To7100pyBatbe Ha JOCTAITHOCTA Ha PEeBEHTUBHUTE YCITYTH.
OBue pa3/MKy He ce I0/KAT caMo Ha opraHu3alijata Ha
37IpaBCTBEHUOT CHCTEM, TYKY U Ha COL[IOEKOHOMCKHUTE
YC/IOBH, HUBOTO Ha 3[[paBCTBEHa MUCMEHOCT, JloBepOaTa
BO BaKIlMHAal[1jaTa U KOHTUHYUTETOT Ha TIPeBEHTUBHUTE
TIOTUTUKU. 3eMjUTe CO CTAOMTHU HAIIMOHAIHY PETUCTPH,
1100po pa3BUEHM CHCTEMHM 3a MOBHKYBabe Ha CKPUHUHT
M BHCOKA J0Bepba BO 37IpaBCTBEHUTE WHCTUTYIIIN
reHepayiHo Oene;kat mopobpu pesynratd. Haomure of
OBa MUCTpaKyBame MMaaT 3HAYajHU MMIUIMKALMU 32
HalMOHA/THATa 37IpaBcTBeHa NonuTHKa. [IpBo, HeonmxoaHO
e T[OHATaMOIIHO 3ToJieMyBame Ha BaKIMHATHUOT
ondar MpeKy CUCTeMaTcKa eflyKaljuja Ha POJUTENTHTe,
aJlofiecileHTUTe U 37paBCcTBeHUTe paboTHUIM. Bropo,
TIOTPeOHO e [IeIOCHO IIPeMIHYBake KOH opranu3upat HPV-
0a3upaH CKPMHUHT, KOj UMa TIOTojieMa UyBCTBUTETHOCT
0] TPA/IUI[OHAJIHATA IIUTONOTHja ¥ OBO3MOKYBA MOPaHO
OTKpUBame Ha [peKaHl[epo3HUTe TpoMeHU. TpeTo,
HEeOIXO/JHO € KOHTUHYMPAHO jakHewe Ha HaipoHanHuoT
perucrap 3a MajJMTHU HeoITasMd WM TOJo0pyBame Ha
KBQJIUTETOT U KOMIUIETHOCTA HA eNujieMUOTIOIIKUTe
nofartoly. JoTMOMHUTENTHO, COBpPEMEHUTe MpPOrpaMu
3a KOHTpOZa Ha KapIMHOMOT Ha TPJ0OTO Ha MaTKaTa
cé ToBeKe ce TOTMMpaaT Ha AUTMTAIHU PETUCTPU 3a
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MMYHU3a1[1ja, aBTOMATU3UPAHU CUCTEMH 32 TIOBUKYBatbhe
Ha CKPMHUHT M MHTErpupaHd MH(MOPMAIMCKU CHCTEMH.
BakBHOT mpucTanm OBO3MOKYBA HaBPeMEHO Cliefiethe
Ha BaKIMHAIHUOT omdar, nomobpa upeHTH(pUKAIMja
Ha PU3MYHHUTE TPYIM U TONMpPEelU3HO IUIaHMpame Ha
TNIPpeBEeHTUBHUTE AKTUBHOCTU. [7laBHAa MpeJHOCT Ha
0Ba NCTpa)kyBame € KOPHCTeHeTo Ha OoQUIMjanTHu
HAIMOHA/THU ¥ MeI'YHApO[JHU M3BOPU Ha MOJATOLH, IITO
OBO3MOKYBa BHCOKa BEepOJIOCTOJHOCT Ha aHajM3ara.
JloTIONTHUTEITHO, TPYIOT 00€30e/IyBa MHTErPUPAH TIperie]]
Ha coctojbaTa Bo CeBepHa MakeioHMja BO KOHTEKCT Ha
semjute opf bankaHot, EBporickata YHuja u rmobanHuTe
npenopaku Ha WHO. Co Toa ce [o0KMBa HOIIMPOKa
TepcrieKTHBa 3a MO3MIMjaTa Ha 3eMjaTa v 32 MOKHOCTUTE
3a TOHATAMONIHO VHampeayBake Ha HaI[MOHAIHATa
nporpama. cTpakyBameTo MMa HEKOJIKY OTpaHUJyBarba.
AHarm3aTa ce 3acHOBa Ha arperupaHv OQUIMjaTHA
TIOZIATOIIH, MOPAZIM IITO He Oellle MOKHO 7la Ce M3BPIIA
WHIUBU/IYaTHO TIOBp3yBame TIOMery BaKIMHATHUOT
CTaTyc, pe3ylTaTuTe Off CKPUHUHIOT W T[0jaBaTa Ha
KapiHoM. VcTo Taka, 3a et off aHa/IM3MPaHUOT MePUO],
He ce JI0CTalTHA KOHTMHYMPaHW TOAWIIHU HAl[MOHATHU
MOJATOLM 3a CUTe WHMKATOPH, IITO ja OrpaHMYyBa
npUMeHaTa Ha HampeJHW CTAaTUCTUUKU MOJieNd 3a
aHa/MM3a Ha BPeMEeHCKUTe TpPeHIOBU. J|OTOTHUTENTHO,
pa3IMKuUTe BO METOJO/NOTHjaTa HA  HAl[MOHAJHUTE
PEerucTpu ¥ MeryHapoJHuTe 0a3u Ha MOATOIM MOJKe Jla
TloBeJiaT /10 MaJii Bapujallii BO MPOIIEHETUTe CTAlKU Ha
VHIIU/IeHIIa U MopTanuTeT. U oKpaj oBUe orpaHnvyBama,
KOPUCTEHETO Ha IoBeKe 0(hHIIMjaTHU M3BOPY OBO3MOKYBa
KOH3MCTEHTHA U PejieBaHTHA MPOIIeHKa Ha cocTojoaTa. Bo
WJIHAHA e TOTPeOHO BOCIOCTaBYBalbe Ha WHTETPUpPAHH
AHAJIUTUUKKA CHCTEMHM KOM Ke OBO3MOKAT IMOBP3YBaibe
Ha pPerucTpuTe 3a MMYHU3AIMja, CKPMHUHT M MaJMrHUA
HeoriasmMu. TakBUOT TpuUCTan Ke 0BO3MOKH TIOfIeTalHa
MpoIieHKa Ha JonropouHaTta edektuBHocT Ha HPV
BaKIMHAI[WjaTa, UeHTH(UKalKja Ha (haKTOpUTe IITO
BJIMjaat BP3 BaKL[MHAIHUOT ondar 1 mogodpa eBajyaruja
Ha HaloHajHUTe Tporpamu. OcoOeHO 3HAYajHU Ke
OMIaT CTYOMMTe INTO Ke TM CJieflaT BaKI[MHUPAHUTE
reHepaluy Bo HapeJHWTe [iBe 10 TPU JelleHuH, Kora ce
OueKyBa I1eI0CHO 71a ce MaHU(ecTHpa 3alITUTHAOT e(heKT
Ha BaKIMHAIWjaTa BP3 MHIUJEHI[aTa HA WHBA3UBHUOT
KapLMHOM.

3AK/IYYOK

Pesynratute of oBaa CTyauja [OTBPAYBAaT JieKa
BoBenmyBatbeTo Ha HPV BakiuHata BO pPelIOBHUOT
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KajleHjjap 3a MMYHU3allija TpPeTCTaByBa eHa Off
HAj3HAUYajHUTE jaBHO-3[PaBCTBEHM WHTEPBEHIUU BO
NpeBeHIjaTa Ha KapIiMHOMOT Ha TPlIOTO HAa MaTKaTa.
AHanu3aTa Ha JIOCTAITHUTE eMUIeMUONONIKU MOJaTOLH
3a Penyonmuka CeBepHa Make[joHHja, CIOpeIEHH CO
noflaToluTe off 3emjute Ha bankanot, EBpoma u cBeToT,
VKaKyBa JieKa 3eMjiTe KOM HaBpeMeHO BOCIIOCTaBuUJie
OpraHM3MpaHy TPOTPAMH CO BUCOK BaKI[UHAJIEH ordart
Oefe)kaT 3HAUMTENHO HaMayBame Ha WH(eKIuuTe
co BucokopusuuHute HPV TumoBu, mnpekaHieposHute
nesun of Bucok crened (CIN2+) ¥ uHIMfeHIIaTa Ha
MHBA3UBHUOT KapIlMHOM Ha TPJOTO Ha MaTkaTta. Bo
Penryonuka CeBepHa Make[joHuja e 3a0ejie;kaH MO3UTUBEH
TPEHJ Ha TIOCTEIIeHO Tof[00pyBame Ha omdaroT co
BaKI[MHAI[}ja BO TIOC/IEJIHUTE TOJIUHHU, HO UCTUOT CE YIITe
He e JIOBOJIEH 3a TOCTUTHYBabe Ha Le/uTe TehMHUpaHn
BO obamHara crpaTerja Ha CBeTcKaTa 37paBCTBeHa
opraHus3aliyja 3a elMMUHAIMja Ha KapIIMHOMOT Ha TPJIoTo
Ha MaTKaTa Kako jaBHO-37paBCTBeH Tpobnem. Ilocrojar
3HauajHU PErMOHAIHY Pa3/IMKU BO BAKIIMHAIHKUOT ordar,
KaKo ¥ TIPOCTOp 3a Mofo0pyBame Ha OpraHM3MPAHUOT
CKPUHUHT ¥ CJIellelheTo Ha BaKIMHUPAHUTE KOXOPTH.
EnuieMUOOIIKITe aHATM3H OKa)KYBaaT feKa epekrute
0] BaKIMHallMjaTa Ce Haju3paseHd Kaj reHepaluuTe
BaKL[MHMPaHU TIpeJl 3allouHyBame Ha CeKcyalHaTa
AKTUBHOCT, TPU INTO ce 3abe/iekyBa [PaMaTUUHO
HaMajyBame Ha HupKynanujata Ha HPV 16 m HPV 18, kako
n110jaBa Ha KojiekTuBeH (herd) MMyHUTET BO MOIy/IalijaTa.
OBue pe3ylTaTd Ce KOH3UCTEHTHU CO MCKYCTBaTa oOf
MoBeKe eBPOTICKY JIP;KaBy U TPETCTaBYBaaT CHJIHA HayuHa
TI0TBpJIa 3a I0/ITOPOYHaTa e(hMKaCHOCT Ha HAIIMOHATHUTE
nporpamu 3a HPV Bakuunanuja. CryyujaTa ykaxysa feka
yCIeX0oT BO KOHTpOJAaTa Ha KapIMHOMOT Ha TPJIOTO Ha
MaTKaTa He 3aBMCH MCKIYUMBO Off BaKIMHAIIMjaTa, TYKY
OJ MUHTErPUpaH IPUCTAI Koj I'M 00eJMHYBa MpUMapHaTa
NpeBeHIMja TIPeKy  MMYHHM3alMja,  CeKyHJapHaTa
HpeBeHIdja mpeKy opranusupad HPV-06asupaH cKpUHUHT
Y HaBPeMEHOTO JIeKyBawe Ha MpeKaHI[ePO3HUTe JIe3HH.
CaMo CMHXPOHM3MPAHOTO (DYHKIMOHMpame Ha OBUE
TPU CTON0A OBO3MOKYBa 3HAUMTETHO HAaMalyBame Ha
MOPOMAUTETOT M MOpTaauTeToT. Off acreKT Ha jaBHOTO
37IpaBje, HEOMXO/HO e MOHATAMOIIHO 3rofieMyBame Ha
BAKIMHALIMCKUOT OMdar Kaj IeBOjuribaTa, KOHTHHYMPAHO
VHampe[yBalke Ha [pOrpaMuTe 3a  3[paBCTBEHa
eflyKallja, aKTMBHO HaMmajyBalme Ha BaKIMHA/THATa
HeOJIIYYHOCT, KaKo U MPOIIKMpyBatbe Ha OpraHu3MPaHUuoT
CKpuHUHr co coBpemenn HPV TecToBM cormacHo
eBPOIICKUTE Tpernopaku. KoHeuHo, pesynratuTe ofi oBa
HCTpa)kKyBame MOTBPAyBaaT jeka Penyonuka CeBepHa
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MakefoHuja pacronara co peajiHd  MOMKHOCTH BO
CJIeflHaTa JlelleHrja 3HAUUTEITHO Jla TO HaMald TOBapoT
07l KaplMHOMOT Ha TpJOTO Ha MarKara, JIOKONKY ce
00e30eI BMCOK BaKIMHajaeH orndaT, KOHTUHYHPAHO
crefiere Ha MHJMKATOPUTE U 11eJIOCHA UMIIeMEeHTaluja
Ha crparervjata 90-70-90 na CBeTckaTa 3/paBCTBeHa
opraHu3alyja.
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KARAKTERISTIKAT EPIDEMIOLOG]IKE TE PACIENTEVE ME
KONJUKTIVIT: STUDIM RETROSPEKTIV

Nadi Rustemi'?, Muhamedin Rushiti'?, [lir Osmani?

Spitali klinik Tetové, Reparti i oftalmologjisé
Universiteti i Tetovés, Tetové

Medicus 2026, Vol. 31 (2): 185-187

ABSTRAKT

Konjuktiviti éshté patologjia okulare mé e shpesht dhe pérbén njé shkak té réndésishém té paragitjes sé pacientéve
né ambulantat oftalmologjike. Simptomat kryesore té konjuktivitit jané: skugje e syrit, kruarje, djegie, dhimbije,
rjiedhje e sekretit dhe né raste té rénda mjegullim i pamjes.

Analiza epidemiologjike e rasteve ndihmon né identifikimin e shpérndarjes sé sémundjes dhe karakteristikave
demografike té pacientéve qé mé tutje do té ndihmoj né diagnostikimin dhe trajtimin adekuat té konjuktivitit.

Ne realizuam njé studim retrospektiv i bazuar né analizén e té dhénave té pacientéve té diagnostikuar me
konjuktivit né periudhén kohore Janar-Qershor té vitit 2026 né repartin e sémundjeve té syrit né Spitalin klinik
né Tetové.

Nga rezultatet gé fituam té cilat pérputhen kryesisht edhe me studime té realizuara né gendra té ndryshme né
bote mund té konkludojmé se shkaktaré mé té shpeshté té paragitjes sé konjuktiviteve jané ato infektiv si p.sh
viruset dhe bakteret. Konkretisht nga 450 raste té analizuara tek mbi 40% shkaktari ishte infektiv dhe paraqitje
mé té larté kishte tek gjinia femérore mbi 60% kundér gjinisé mashkullore.

Fjalé kyce: konjuktiviti, viruse, baktere.

HYRJE Bazuar né etiologjiné, konjuktiviti klasifikohet né forma
infektive dhe jo-infektive. Format infektive shkaktohen
kryesisht nga viruset dhe bakteret, ndérsa format jo-
infektive lidhen me reaksionet alergjike, irrituesit kimikeé,
traumat ose faktoré té ndryshém mjedisoré. Konjuktiviti
viral konsiderohet forma mé e shpeshté tek té rriturit
dhe karakterizohet nga transmetueshméri e larté, ndérsa
konjuktiviti bakterial éshté mé i zakonshém tek fémijét.
Konjuktiviti alergjik paragitet shpesh né individét me
histori atopike dhe lidhet ngushté me ekspozimin ndaj
alergjenéve sezonalé ose té pérhershém.(1,2)

Konjuktiviti éshté inflamacioni i konjuktivés, membranés
sé hollé transparente qé mbulon sipérfagen e pérparme té
sklerés dhe pjesén e brendshme té gepallave. Ai pérfagéson
njé nga patologjité okulare mé té shpeshta né praktikén
klinike dhe éshté njé nga arsyet kryesore té paraqitjes sé
pacientéve né shérbimet e oftalmologjisé dhe té kujdesit
parésor shéndetésor. Megjithése né shumicén e rasteve
ka ecuri beninje dhe vetékufizuese, konjuktiviti mund
té ndikojé ndjeshém né cilésiné e jetés sé pacientéve, té
shkaktojé mungesa né shkollé ose né vendin e punés dhe,
né raste té vecanta, té cojé né komplikacione okulare nése Studimet epidemiologjike gé analizojné shpérndarjen
nuk diagnostikohet dhe trajtohet né ményré té duhur. e konjuktivitit sipas karakteristikave demografike, si
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gjinia dhe mosha, jané té réndésishme pér té kuptuar
mé miré modelet e paraqitjes sé késaj patologjie dhe
pér té mbéshtetur vendimmarrjen né praktikén klinike.
Té dhénat e mbledhura nga institucionet shéndetésore
mund té shérbejné si bazé pér pérmirésimin e kujdesit
ndaj pacientéve dhe pér zhvillimin e programeve
parandaluese.

Qéllimi i kétij punimi éshté té paragesé njé analizé
epidemiologjike té rasteve me konjuktivit té regjistruara
né institucionin shéndetésor gjaté periudhés sé studimit,
duke analizuar numrin e pérgjithshém té pacientéve
dhe shpérndarjen e tyre sipas gjinisé. Rezultatet e
kétij studimi synojné té kontribuojné né njohjen e
karakteristikave epidemiologjike té konjuktivitit né
popullatén e studiuar dhe té ofrojné informacion té
dobishém pér praktikén klinike dhe studimet e ardhshme
né fushén e oftalmologjisé.(3,4)

MATERIALI DHE METODA

Né studimin toné kemi pérfshiré 450 pacient prej moshés
1-70 vjec. Studimi bazohet né té dhénat e pacientéve né
repartit té syve prané Spitalit Kliniké té Tetovés, né librin
e shénimeve té kontrolleve té pacientéve dhe dokumenta
tjera ekzistuese né kété repart gjaté viti kalendarik Janar
- Qershor 2026, gjithashtu jané pérdorur dhe materiale
nga mjekésia e bazuar né fakte dhe databaza té ndryshme
pér hulumtime shkencore si Pubmed, Google scholar dhe
National library of medicne.

REZULTATET

Né periudhén nga janaré deri né gershor 2026 né
shérbimin ambalantor té reparitit té syve prané Spitalit
Klinik téTetovés jané regjistruar 450 raste me konjuktivit.

Konjuktivitet sipas llojit

Nga numri i pérgjithshém i konjuktiviteve
200 - i kané takuar konjuktiviteve akute

70 - i kané takuar konjuktiviteve kronike

80 - i kané takuar konjuktiviteve alegjike

65 - i kané takuar konjuktiviteve traumatike
15 - i kané takuar blefaro-konjuktiviteve

20 - i kané takuar konjkuktiviteve elektrike.
Konjuktivitet sipas gjinisé

Nga numri i pérgjithshém i konjuktiviteve :
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270 i kané takuar gjinisé femrore

180 i kané takuar gjinisé mashkullore (tabela .1.)

180 (40%) 270 (60%)
Giithésej 450 (100%)
Tabela nr.1 Konjuktivitet sipas gjinisé

Gjinia

W Meshkuj

®Femra

Diagrami 1. Struktura sipas gjinisé
Konjktivitet sipas grupmoshés dhe gjinisé

Né grupmoshén 0-15 vjet ka pasur gjithésej 107
konjuktivite nga té cilat 43 kané gené meshkuj dhe 64
kané gené femra.

Né grupmoshén 16-40 vjet ka pasur gjithésej 103
konjuktivite nga té cilat 41 kané gené meshkuj dhe 62
kané gené femra.

Né grupmoshén 41-60 vjet ka pasur gjithésej 158
konjuktivite nga té cilat 63 kané gené meshkujt dhe 95
kané gené femra.

Né grupmoshén > 60 vjet ka pasur gjithésej 82 konjuktivite
nga té cilat 33 kané gené meshkuj dhe 49 kané gené femra
. (tabela.2.)

0-15vj. 43 64 107 24%
16-40v;j. | 62 103 23%
41-60v;j. 63 95 158 35%
>61vj. 33 49 82 18%
Gjithésej | 180 270 450 100%

Tabela nr.2 Konjuktivitet sipas grupmoshave dhe gjinisé
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W 0-15 vj.

= 16-40 vj.
41-60 vj.
>60 vj.

Digrami 2.Struktura e pacientéve sipas grupmoshés

DISKUTIMI

Konjkuktivitet pérbéjné bindshém patologjiné mé té
shpeshté té sémundjeve té syrit. Kjo vjen nga veté fakti
se konjuktiva si mbéshtjellés i jashtém i syrit éshté e
ekspozuar nén ndikimin e faktoréve té jashtém qofshin
ato biologjik, fizik dhe kimik. Konjktiva si mbéshtjellés i
jashtém i syrit ka mekanizmat e saja natyrore mbrojtés
filmi i lotit qé gjihtmoné bén lagien dhe pastrimin e
konjuktivave, lizozima qé éshté njé ndér substancat mé
efikase me veprim antimikrobial etj.(6,7,8).

Rezultatet e kétij studimi jané né pérputhje me gjetjet
e Ramirez et al., té cilét, né njé analizé té té dhénave
nga urgjencat e Shteteve té Bashkuara, evidentuan njé
shpérndarje bimodale té rasteve té konjuktivitit sipas
moshés, me frekuencén mé té larté te fémijét dhe njé
rritje té dyté né moshén e hershme té rritur. Gjithashtu,
autorét raportuan njé frekuencé mé té larté te femrat e
rritura dhe njé model té dallueshém sezonal té sémundijes.

Né ményré té ngjashme, njé studim multicentrik i kryer
né SHBA dhe Izrael tregoi se konjuktiviti akut infektiv
ishte mé shpesh i lidhur me patogjené viralé sesa me
ata bakterialé. Né kété studim, 60% e pacientéve ishin
femra dhe né 60% té rasteve ishin té pérfshiré té dy
syté. Kéto té dhéna mbéshtesin réndésiné e analizimit té
karakteristikave demografike dhe klinike té pacientéve
me konjuktivit né vlerésimin e profilit epidemiologjik té
sémundjes.(11,12).

Pér té béré diagnostifikimin e drejté etiologjik té
konjuktiviteve oftalmologét udhéheqin né bazé té
pasqyrés klinike dhe simptomave.

Né shumicén e rasteve duhet béré edhe egzaminime
plotésusese si strisho pér analizé mikrobiologjike dhe
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antibiogram, teste alergogjike, imunoflurosecence etj.

PERFUNDIMI

Né bazé té rezultateve té fituara kemi ardhur né pérfundim
se: lloji mé i shpeshté i konjuktiviteve jané konjuktivitet
akute me 200 raste ose 44.4%, gjinia mé e prekur nga
konjuktivitet éshté gjinia femrore me 270 raste ose 60%,
grupmosha mé e prekur nga keratokonjuktivitet éshté ajo
41-60 vjet me 158 raste ose 35%.

Diagnostikimi dhe trajtimi i sakté i konjuktiviteve ndikon
drejtpérsédrejti né kualitetin e jetés sé pacientéve prandaj
detektimi i shkaktaréve dhe analizat epidemiologjike té
késaj sémundje jané shum té réndésishme né praktikén
klinike oftalmologjike. Format e kétyre studimeve jané
mé se té domosdoshme né praktikat klinike.
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ABSTRACT

Medicus 2026, Vol. 31 (2): 188-193

Thyroid hormones are extremely important for the growth and development of the nervous system during the
newborn period and childhood. A number of studies point to the fact that, unlike term infants, preterm infants are
more likely to have thyroid status abnormalities due to their immaturity, immature hypothalamic-pituitary-thyroid
axis, and associated comorbidities. One of the common occurrences in preterm infants is transient hypothyroidism
which is defined as a condition of low serum thyroid hormone levels with normal / slightly decreased TSH values.
This phenomenon is directly proportional to the degree of immaturity of the newborn, and gestational week.

In North Macedonia, despite the numerous published analyses of thyroid screening, no specific analysis has been
made of the findings in preterm infants. Taking into account the debate and controversy discussed on this issue in
scientific circles, the aim of this paper is to analyse the thyroid status of preterm infants.

Keywords : transient hypothyroidism, preterm infants, screening program

INTRODUCTION

According to the World Health Organization, premature
babies are all babies born before the 37 weeks of gestation.
These newhorns are classified into three categories
depending on the gestational week, namely: extremely
premature (less than 28 weeks), very premature (28 to
32 weeks), and moderately to late premature (32 to 37
weeks). According to the same institution, approximately
15,000,000 premature babies are born each vyear, of
which over one million die from complications related to
prematurity itself. Accordingly, prematurity ranks as the
most common cause of mortality in children under five
years of age, although at least % of them can be avoided
as a result of advanced neonatal care.

Preterm infants have a relativelyimmature hypothalamic-
pituitary-thyroid axis, as well as a high prevalence of
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neonatal comorbidities, including respiratory distress,
hypoxia, malnutrition, gastrointestinal and cardiac
dysfunction, sepsis, and cerebral pathology. As a result,
they are more likely to develop transient primary
hypothyroidism and transient hypothyroxinemia
syndrome of prematurity, which is likely to represent
transient hypothalamic-pituitary hypothyroidism and/or
nonthyroidal illness (NTI, low T3 syndrome). [1]

Thyroid function in premature infants reflects the
relative immaturity of the hypothalamic-pituitary-
thyroid axis compared with term infants. Cord blood
samples taken from the umbilical cord (cordocentesis)
show a progressive increase in the concentration of
TSH, TBG, T4 and T3 in fetuses, directly proportional to
their degree of maturity. Immediately after birth, term
infants show a marked increase in TSH and T4 , but this
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increase is less pronounced in preterm infants, in whom
a dramatic decrease in T4 concentration occurs over the
next one to two weeks [2] .

In order to detect congenital hypothyroidism in newborns
early, mandatory screening is carried out within the first
48 hours after birth. ESPE ( European Society for Pediatric
Endocrinology ) also in 2014 it was recommended to be
implemented worldwide in addition to the first screening
after birth, and a second screening after the second
week of life for certain categories of newborns, including
premature infants. This is recommended because of the
possibility of congenital hypothyroidism with delayed
TSH elevation, a condition that would not be detected
or overlooked at the initial screening in premature
infants precisely because of this immature axis and the
associated numerous comorbidities such as respiratory
distress syndrome, intensive care unit admission, sepsis,
drug administration, administration of total parenteral
nutrition, and other factors that affect thyroid status.

Given the crucial importance of screening for the
detection of congenital hypothyroidism, a large number
of studies have been conducted to determine the best
strategy for screening premature infants, studies that
still result in controversy on this issue in the scientific
and professional community. A strategy for quickly and
efficiently distinguishing physiological hypothyroxinemia
from true hypothyroidism, which requires treatment,
has not vet been fully elaborated. However, TSH and
T4 screening are the two most commonly used forms
of screening worldwide. With this in mind, several
strategies are available for conducting screening for
congenital hypothyroidism, as follows [3]:

Primary T4 and secondary TSH strategy. According to this
strategy, all newborns are screened for total thyroxine
concentration, and TSH analysis is also performed for
newborns with the lowest thyroxine concentration (
T4 <13 pg/dL). This approach allows for the detection
of central and peripheral hypothyroidism. However, it
should be borne in mind that this combination of high
thyroxine concentration but low TSH concentration is
normal in premature babies and in sick newborns, as
well as in newborns with TBG deficiency, or deficiency of
other binding proteins.

Primary TSH with or without T4. The main advantage
of this strategy is the increased detection of partially
compensated hypothyroidism.

Duality of T4 and TSH . This strategy allows for increased
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detection of central hypothyroidism.

Free T4 strategy. Although quite sensitive, this strategy is
not in common use.

Although dozens of arguments can be made for the
benefits of TSH or T4 as primary markers for congenital
hypothyroidism, both are accompanied by a number of
weaknesses. The following are the major disadvantages of
the TSH approach: failure to detect secondary and tertiary
hypothyroidism; failure to detect thyroxine binding
globulin ( TBG ) deficiency ; failure to detect delayed
growth in TSH levels ; increased false-positive values in
infants less than three days old. The main disadvantages
of using T4 as a primary marker for the detection of
congenital hypothyroidism are: failure to detect infants
with elevated TSH but normal T4 concentrations; and
increased need for repeat analyses due to low T4 levels
with normal TSH concentrations [4].

A mandatory screening program for congenital
hypothyroidism is implemented in the Republic of North
Macedonia, using the TSH marker as the primary marker
for the detection of congenital hypothyroidism. A study of
TSH values in the period 2002-2017 has shown the results
presented in the following table (Table 1).

Table 1. Number of screened newborns and percentage of
newborns with tsh>5 miu/l in the period 2002 - 2017 [5]

42002 | 7225 6.73£1.72 4.26
2003 9855 6.32+1.31 5.88
2004 10225 58208 274
2005 9678 5.77+0.76 1.34
2006 9152 5.92+0.91 175
2007 21770 5.86 +1.48 248
2008 21973 6.49 =148 3.18
2009 22826 63112 2.95
2010 23558 6.38 +1.33 2.88
2011 21967 6.3+1.26 3.29
2012 23101 6.29 +1.14 3.31
2013 22807 6.16 £ 1.11 2.85
2014 23518 6.72 171 3.12
2015 22742 6.88 £ 1.51 3.6

2016 22591 723 +1.72 3.8

2017 21604 6.76  1.11 4.06
Total 294592 6.37+1.25 3.22

A literature review indicates hundreds of analyses of
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thyroid status in premature infants in different parts of
the world. Despite the large number of studies conducted
worldwide, there is still no consensus on the best way to
detect hypothyroidism in premature infants, including
several aspects such as the most appropriate time for
sampling, the method of interpreting the results, cut-off
values in this category of children, views on the need to
administer therapy in terms of its benefits, etc.

Zung and co-authors indicate that additional risk factors
that affect thyroid status (delayed elevation of TSH )
include associated comorbidities ( DAP, pneumothorax),
mechanical ventilation, transfusion, and antibiotic
therapy [6] Cavarzere and coauthors suggest that a second
screening should be performed in newborns under 2500
g, asit allows detection of congenital hypothyroidism that
would otherwise be overlooked at the first screening [7].

An analysis of 24 premature infants detected by TSH
screening with cut-off values >=10 mlU/L, out of a total of
299,204 screenedinfantsin Lombardy(Italy), demonstrates
a high incidence of transient hypothyroidism, and that it
is extremely important to conduct a re-evaluation for a
definitive diagnosis. Namely, in the specific study only
21% of cases were detected by the first screening, while as
many as 73.9% were detected by the second screening and
about 5% by the third screening [8].

METHODS AND MATERIALS

To determine the thyroid status of premature infants
in the Republic of North Macedonia, an analysis of
approximately 16,000 newborns was conducted. Data on
newborns and TSH screening results were taken from
the screening program for congenital hypothyroidism
regularly performed at the Clinic for Children’s Diseases
in Skopje. The data were processed with eview. The
analysis enabled the identification of 946 premature
infants, i.e. approximately 5.9% of the total newhorns
in the given period fall into the category of premature
babies. A first screening was conducted for all of them.
However, according to the results of the regular first
screening, the need for a second and third screening was
observed in only 0.4% of premature babies.

RESULTS

The conducted research shows an almost equal gender
structure of premature babies. Namely, about 46% of
them are male and the rest female. However, it is worth
noting that due to omissions in filling in the data, the
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gender of around 8% could not be determined, as can be
noted from chart.1

80 (8%)

432 (46%)
434 (46%)

B Male

o N/A

W Female

Chart 1. Gender structure of premature infants

Quite expectedly, the largest number of premature
newborns were born at the University Clinic of Gynecology
and Obstetrics, with almost half of the total number of
premature newborns born in the entire territory of the
Republic of North Macedonia being born within this
institution (Table 2).

Table 2. Premature infants by place of birth

Public Health Institution University Clinic for

Gynecology and Obstetrics 453|475
Acibadem Sistina Primary Health Center 107 11.28
Public Health Institution Mother Teresa 69 727
Public Health Unit Clinical Hospital Tetovo 40 421
Public Health Unit General Hospital with 36 379
Extended Activities - Prilep :
Private Health Institution. ReMedica 35 3.69
Public Health Unit Clinical Hospital Bitola 33 348
Primary Health Care Special Hospital

“Fertility” 26 2.74
Public Health Institution Strumica General %3 247
Hospital :
Public Health Institution General Hospital “Dr. 15 158
Ferid Murad”-Gostivar :
Public Health Institution Struga General

Hospital 15 158
Public Health Institution Kumanovo General 15 158
Hospital :
Public Health Institution Ohrid General 14 148
Hospital :
Public Health Unit Clinical Hospital Shtip 9 0.95
Other 59 6.22

In terms of birth weight, almost 2/3 of preterm infants
belonged to the category of up to 2499 grams, with the
majority of them having a birth weight between 1500-
2499 grams (Chart 2.)
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Chart 2. Premature infants by birth weight

Viewed by gestational week, the number of extremely
premature infants in the structure of preterm infants is
small. Namely, as can be seen from the data presented in
chart 3, about 2/3 of the total number of preterm infants
were born between 34 and 36 gestational weeks, and
only 18, or 1.9%, were born between 24 and 27 gestational

weeks.
(1,9%)

n wo%)

31-34 272

(3.2%)

35-36 556

(2.7%)

Chart 3. Premature infants by gestational week

24-27

28-30

(28.7%)

34/35

35/36

The results of regular screening showed a very small
number of cases with elevated TSH , according to
established standards. As can be seen from the data
presented in Chart no. 4, in 4/5 of the total number
of premature newborns the TSH concentration was
between 0.01 and 2.99 mlU/L . Only four newhorns, or
0.4% of their total number, showed an elevation of the
TSH concentration , or above 10 mlU/L .
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(A% 70%) - 4(04%)

= 0.01-2.99

m 3.0-4.99

" 5,0-6.99
7.0-9.99

" Over 10

Chart 4. Results of the first screening

According to the results of the first screening, the need
for a second screening was noted in four patients. In three
of them, the first drop was taken on time according to the
protocol, while in one patient it was taken prematurely,
i.e. only 45 minutes after birth. Therefore, the initial
value in this patient is higher, i.e. 28.9 mlU/L . In all
four patients, a second and third drop were taken, but
the results were within the acceptable reference values,
tah.3.

Table 3. Second and third screening in premature infants

Date M/F | Time \]?/ieritg}ilt ‘(;Ztl; Date Time | Result | Result | Result
10012020 | F 10:40 | 1730 32 19.012020 [ 11:00 | 10.60 | 0.40 0.35
20.01.2020 | F 09:34 | 2530 36 21.01.2020 | 09:20 | 10.09 | 776 718
10.03.2020 | M 13:55 | 2430 36 10.03.2020 | 14:40 | 2890 | 550 5.40
15.042020 | F 08:50 | 2030 36 18.04.2020 | 05:00 | 11.20 8.81 849

The results of the study show that the concentration
of TSH varies depending on the gestational week. For
example: in newborns born at 24 weeks of gestation, the
average concentration of TSH is 0.7 mlU/L , in newborns
born at 25 weeks of gestation, the average concentration
of TSH is 0.522 mlU/L , in newborns born at 26 weeks of
gestation, the average concentration of TSH is 1.194 mIU/L
, in newborns born at 27 weeks of gestation, the average
concentration of TSH is 0.845 mlU/L, etc. In addition, the
minimum and maximum values of TSH concentration
differ depending on the gestational week, which can be
clearly seen from the data presented in the following
table (Table 4).
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Table 4.TSH variations depending on gestational age

24 0.70 093 |05 0.19 0.80 4
25 0.52 158 | 0.06 0.61 053 5
26 1,19 230 |0.23 0.96 0.73 5
27 0.84 129 | 044 0.36 0.87 4
28 0.96 449 | 0.03 1.37 0.02 1
29 1.01 379 | 0.05 1.08 0.02 14
30 1.68 827 1013 1.98 0 19
31 178 5.50 | 0.04 141 0.04 32
32 1.98 10.60 | 0.01 1.98 0 32
33 1.80 445 | 0.03 3.42 0 87
34 191 707 1 0.01 1.64 0 121
35 214 9.65 | 0.01 171 0 201
36 2.03 289 1001 212 0 354
33/34 138 349 | 0.05 147 0.75 4
34/35 213 6.48 | 0.02 1.68 0.19 26
35/36 169 575 | 0.05 145 0.09 22
36/37 2.70 344 | 134 118 0.76 3

The following table presents summarized data on
variations in TSH concentration , depending on the
category of prematurity, according to the World Health
Organization classification (Table 5).

Table 5.TSH variations depending on the category of
prematurity according to WHO

Average 0.82 149 1.96
Maximum 230 827 2890
Minimum 0.06 0.03 0.01
Standard dev. | 0.64 1.53 1.81
Observations | 18 76 851

As can be seen, according to the research, extremely
premature infants are characterized by a lower TSH
concentration compared to the other two categories. In
this category of infants, the average TSH concentration
is 0.82 mlU/L with the minimum and maximum values
varying from 0.06 mlU/L to 2.3 mlU/L . In the category of
very premature infants, the average TSH concentration
is 1.5 mlU/L with the minimum and maximum values
varying from 0.03 mlU/L to 8.2 mlU/L . In the category of
late premature infants, the average TSH concentration is
almost 2 mlU/L with the minimum and maximum values
varying from 0.01 mIU/L to 28.9 mIU/L.
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DISCUSSION

The research conducted clearly indicates that the
first screening, if carried out according to established
protocols, detects a small number of cases of premature
infants with congenital hypothyroidism. In this particular
case, only 0.4% of premature infants were detected
through the first screening.

There is a possibility that premature infants with primary
hypothyroidism and delayed TSH elevation may not have
been detected at the first screening. Namely, results
indicating low TSH levels may have been false negatives.
These omissions should be detected at the repeat test. In
addition, in infants with transient hypothyroxinemia and
transient physiologic TSH elevation, the second screening
may often indicate normal thyroid function instead of the
initial false positive result [9].

Accordingly, it is possible that all four cases in which the
first screening indicated the need for a second screening
were false positives, given that in all of these cases
the second screening showed results that were within
acceptable reference values. On the other hand, given
that it is not a mandatory practice to conduct a second
screening, it is possible that the remaining 99.6% of
preterm infants had a series of false negative results.

In the case of the conducted research, this possibility is
also confirmed by the results of the statistical processing
of the data. First of all, the statistical analysis of the data
shows lower levels of TSH concentration in extremely
premature newborns, although from a theoretical
point of view the trend should be the opposite. Second,
the statistical processing of the data clearly confirms
that in late premature newborns it is very unlikely that
an increased TSH concentration will manifest itself.
However, in our case, out of the four identified cases
with an increased TSH concentration according to the
first screening, as many as three were born at 36 weeks
of gestation.

Hence, it is quite logical that the request of the relevant
international organizations, and a series of studies
worldwide, clearly indicate that the first screening is not
sufficient, due to the possibility of delayed evaluation of
TSH concentration , especially in premature newborns.
For example, Hemmati [10] and co-authors, through
an analysis of 320,886 newhorns, of which 15,381 were
detected preterm, have come to the conclusion that re-
screening should be performed in premature newborns
because, according to their results, about 31.3% (out of
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a total of 355 premature newborns with increased TSH
levels) of patients with increased TSH were detected
during the first screening, and an additional 43.9% during
the second screening (performed two weeks later).

So the second screening is suggested for congenital
hypothyroidism with delayed TSH elevation , a condition
that would be overlooked in the initial screening in
premature babies precisely because of that immature
axis and the numerous associated comorbidities.

In order to increase the efficiency of the entire screening
process, it is worth emphasizing the medical and
economic significance of timely blood sampling. In the
specific case, as was pointed out in one of the four re-
screened patients, a drop of blood was taken too early in
the first screening, but, from a purely mathematical point
of view, this is 25% of the total number of detected cases.
In addition, it was observed in the category of premature
newborns who did not have an increased concentration
of TSH dozens of cases of not taking the first sample on
time. This means that in several cases the reliability of
the results themselves might have been compromised,
and at the same time unnecessary expenses have incurred
because the first screening itself did not result in reliable
results.
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ABSTRACT

Tinnitus is the perception of sound without external acoustic stimulus. It is a common auditory symptom that can
substantially affect quality of life. Although frequently associated with hearing loss, its underlying mechanisms
are complex and remain incompletely understood. This review summarizes current evidence on the epidemiology,
clinical characteristics, pathophysiology, risk factors, assessment, and management of tinnitus, with emphasis
on recent developments. Current evidence suggests that tinnitus results from complex interactions between
peripheral auditory abnormalities, central neural plasticity, abnormal neural activity, and non-auditory networks
involved in attention, cognition, emotion, and autonomic regulation. Biological, audiological, psychological,
lifestyle, and environmental factors may further modulate the perception and impact of tinnitus. Comprehensive
assessment should include otological and audiological evaluation, psychoacoustic testing, and validated patient-
reported outcome measures. Management should be individualized and may include pharmacotherapy, auditory
rehabilitation, sound-based interventions, tinnitus retraining therapy, cognitive behavioral therapy, and selected
neuromodulatory approaches. Despite substantial advances in understanding tinnitus, no universally effective
treatment is currently available. A multidimensional and individualized approach to assessment and management
is therefore essential.

Keywords: tinnitus, pathophysiology, tinnitus assessment; tinnitus treatment

INTRODUCTION in the ear in the absence of appropriate corresponding

Tinnitus is the perception of sound without external external stimuli and in the absence of what the examiner

acoustic stimulus [1]. The term “tinnitus” is derived
from the Latin word tinnire, meaning “to ring” [2]. Many
people may experience transient ear noises, also called
brief spontaneous tinnitus, which are often described
as a whistling sound, accompanied by the perception of
hearing loss. The event is unilateral and generally resolve
within a few minutes [3]. It is necessary to distinguish
these noises from pathological tinnitus. Pathologic
tinnitus is defined as head noise that lasts at least five
minutes and occurs more than once a week. In the
International Classification of Diseases,11th revision
(ICD-11), tinnitus is described as “A nonspecific symptom
of hearing disorder characterized by the sensation of
buzzing, ringing, clicking, pulsations, and other noises
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can hear with a stethoscope” [4].

There is a recent international multidisciplinary proposal
that the tinnitus without and with associated suffering
should be differentiated by distinct terms. The following
definitions are proposed: “Tinnitus is the conscious
awareness of a tonal or composite noise for which there
is no identifiable corresponding external acoustic source,
which becomes Tinnitus disorder “when associated
with emotional distress, cognitive dysfunction, and/or
autonomic arousal, leading to behavioral changes and
functional disability” [5].

Tinnitus is one of the most common otological symptoms
encountered in clinical practice and represents a
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significant public health challenge. Chronic tinnitus
can substantially impair quality of life, affecting
sleep, concentration, emotional well-being, and work
productivity. Despite decades of research, its underlying
mechanisms remain incompletely understood, and no
universally effective cure is currently available. The
aim of this review is to summarize current knowledge
on the epidemiology, pathophysiology, diagnosis, and
management of tinnitus, with particular emphasis on
recent advances in therapeutic approaches.

PREVALENCE OF TINNITUS

The meta-analysis of the global prevalence and incidence
of tinnitus, including published articles in the period
1972-2021, showed pooled prevalence of tinnitus among
adults 14.4% (ranging from 4.1% to 37.2%), 14.1% in men and
13.1% in women. The increased prevalence was associated
with the age: 9.7% in adults aged 18-44 years, 13.7% among
those aged 45-64 years, and 23.6% among those aged > 65
years. The pooled prevalence of severe tinnitus was 2.3%
(ranging from 0.5% to 12.6%), and the pooled prevalence
of chronic tinnitus was 9.8% [6].

In the United States, the overall prevalence of tinnitus in
2014 was 11.2% among people aged 18 to 85 years which
is higher than 9.6% prevalence of tinnitus estimated in
2007 [7]. Shargorodsky et al. (2010) reported a higher
prevalence of tinnitus 25.3%, 26.1% in men and 24.6% in
women. The prevalence of frequent tinnitus increases
with age, reaches a peak in the age group 60-69 years, and
then decreases. At age < 30 years it was 2.6%; 30-39 years
4.1%; 40-49 years 6.6%; 50-59 vears 12.5%; 60-69 years
14.3%; 70-79 years 13.8% and at age > 80 years 12.5% [8].

In Europe, the prevalence of tinnitus in adults was 14.7%
(ranging from 8.7% to 28.3%),14% in men and 15.2% in
women. A cross-sectional European Tinnitus Survey
(ETS) was conducted in 12 European Union countries in
the period 2017-2018. Tinnitus prevalence significantly
increased with increasing age and worsening of hearing
status. The prevalence of any tinnitus in different age
groups was as follows: 18-34 years 7.2%, 35-44 years 10%,
45-54 years 13.3%, 55-64 years 18.1%, 65-74 years 26.3% and
> 75 years 30.4%. The prevalence of bothersome tinnitus
was 6%, 5% in men and 6.6% in women, and the prevalence
of severe tinnitus was 1.2%, 1% in men and 1.4% in women
[9].

Types of tinnitus and characteristics

Tinnitus is commonly classified as objective or subjective
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according to whether the sound can be heard by others.
Objective tinnitus is usually rhythmic or pulsatile and,
rarely, can be detected by auscultation. Pulsatile tinnitus
may be synchronous with the heartbeat, suggesting a
vascular origin, or asynchronous, suggesting middle-
ear or palatal myoclonus [2]. Objective tinnitus may also
occur with a patulous Eustachian tube [10].

In approximately 99% of all cases tinnitus is subjective
and audible only to the patient. Perceived sounds
include ringing, buzzing, clicking, hissing, and other
noises [11]. Tinnitus may be tonal or noise-like, constant
or intermittent, and localized to one or both ears or
the head [2]. Bilateral tinnitus is more prevalent than
the unilateral and left ear unilateral tinnitus is more
common than right ear tinnitus [12]. Unilateral tinnitus,
particularly with asymmetric hearing loss, requires
careful evaluation because of possible retrocochlear
pathology, including vestibular schwannoma, although it
may also occur in Méniére’s disease and idiopathic acute
sensorineural hearing loss [13,14]. Tinnitus is generally
classified as acute or chronic. Although the 2014 Clinical
Practice Guideline defined persistent tinnitus as lasting
> 6 months [3], a more recent international consensus
proposed a 3-month cut-off between acute and chronic
tinnitus [5]. Tinnitus is usually high-pitched, particularly
in noise-induced hearing loss and presbycusis [15,16],
whereas Méniére’s disease and otosclerosis are more
often associated with lower-pitched tinnitus [17,18].
Tinnitus loudness expressed in dB sensation level (SL)
is typically lower when the comparison frequencies are
inside (2-3 dB) rather than outside (10-15 dB) the tinnitus
region [19].

Theories of tinnitus generation

Tinnitus is thought to result from abnormal neural
activity at some point or points in the auditory pathway
which is erroneously interpreted by the brain as sound
[20], although no single theory explains all clinical
presentations. The theory related to the edge frequency
of the audiogram proposes that reduced spontaneous
or low-level stimulus-induced activity in auditory nerve
fibres corresponding to hearing loss decreases lateral
inhibition in central auditory structures. This may
produce hypersensitivity and hyperactivity in neurons
near the audiometric edge [21].

Peripheral auditory damage from noise exposure,
aging, otological or neurological disease, infection, or
ototoxic drugs may reduce auditory input and induce
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central changes. According to the theory of homeostatic
plasticity, the reduction in auditory input and neuronal
inhibition is compensated by increased neuronal
excitation in an attempt to maintain a stable mean firing
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rate. This increased neuronal excitability may amplify
spontaneous neural activity or “neural noise”, resulting
in the perception of tinnitus. Figure 1illustrates proposed
mechanisms of tinnitus generation.

o |/ o || @ |[| © |[ © 6]
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Tinnitus likely arises from the combined effects of peripheral damage,
reduced auditory input, central neuroplastic changes, and involvement of
non-auditory brain networks.

Figure 1. Proposed mechanisms of tinnitus generation

Peripheral damage may also induce changes in tonotopic
organization, with increased neural activity in cortical
regions corresponding to the transition between normal
and impaired hearing [22]. Recent evidence indicates that
macroscopic tonotopic reorganization is not essential for
tinnitus, particularly in people with normal hearing or
mild hearing loss [23]. Neuroimaging further indicates
that tinnitus involves non-auditory networks related to
attention, memory, and emotion[24]. Functional magnetic
resonance imaging (fMRI) scans from patients living
with tinnitus showed areas of the brain with abnormal
increases in neural activity in the brainstem, thalamus,
limbic and hippocampal regions, with decreased activity
in frontal and precuneus areas [25].

No single pathophysiological model, including
peripheral, central, gating, somatosensory,
inflammatory, psychological, and perception-based

models, comprehensively explains tinnitus, supporting a
multifactorial understanding of its mechanisms [26].

Risk factors for development and experience of tinnitus
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The main risk factor for developing tinnitus is hearing
loss [27]. Approximately 90% of tinnitus patients had
some degree of hearing impairment. Relevant otological
factors include noise-induced hearing loss, presbycusis,
otosclerosis, ototoxic medications, cerumen impaction,
otitis media, Méniére’s disease, labyrinthitis, mastoiditis,
and vestibular schwannoma [28,29]. Chronic tinnitus is
most often associated with NIHL and presbycusis. NIHL
is one of the most prevalent occupational diseases in the
world [30].

A positive causal association has been found between
tinnitus and some non-otological risk factors, i.e.,
chronic obstructive pulmonary disease, hyperlipidemia,
and depression [28]. Tinnitus is increasingly viewed as a
condition influenced by systemic and vascular factors [31],
somatization, smoking, anxiety, poor speech recognition
ability in noise, post-traumatic stress disorder and
insomnia [32,33].

Normal hearing thresholds has long been considered
an indicator of the absence of cochlear damage. More
recent studies have shown that even if hearing is normal
at standard audiometric frequencies (125-8000 Hz),
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hearing impairment may still be present. Noise exposure
and aging may cause “hidden hearing loss” or cochlear
synaptopathy, characterized by loss of synapses between
inner hair cells and auditory nerve fibres despite preserved
hair cells. In tinnitus patients with normal audiograms,
reduced auditory brainstem response wave I (generated
by primary auditory nerve fibers) with preserved more
centrally generated wave V has been reported [34].

In some patients with tinnitus and normal hearing at
standard audiometric frequencies, hearinglossis detected
at frequencies above 8000 Hz [35,36]. Extended high-
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frequency (EHF) audiometry including the frequencies
from 9000 to 16000 or 20000 Hz may therefore provide
additional information.

The perception and impact of tinnitus are shaped by
interacting biological, audiological, psychological,
lifestyle, and environmental factors. These factors
may influence tinnitus intensity, salience, emotional
significance, and persistence, contributing to individual
differences in distress. Figure 2 illustrates these
interactions.
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The tinnitus experience is the result of dynamic interactions between multiple dimensions,
shaped by modulating factors, leading to variable distress and impact across individuals and over time.

Figure 2. Interaction between different factors for tinnitus perception

Biological factors such as genetic predisposition, age,
hormonal and metabolic influences, and comorbidities
may affect vulnerability, while audiological factors,
including  hearing loss, hyperacusis, cochlear
synaptopathy, and tinnitus duration, may influence its
auditory representation. Psychological, lifestyle, and
environmental factors can further affect interpretation,
attention, symptom severity, and distress. Their
interaction across auditory, cognitive, emotional,
autonomic, behavioral, and social dimensions determines

the overall impact of tinnitus.
Tinnitus and hyperacusis

Hyperacusis, or decreased sound tolerance, is
characterized by discomfort or distress in response
to sounds that most people consider tolerable. Unlike
misophonia, which involves specific sounds, hyperacusis
may affect a broad range of everyday sounds, from distant
traffic to household appliances [37]. Individuals may
experience irritation, stress, fatigue, pain, or fear, with
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consequences for social, occupational, and academic
functioning. Approximately 40% of patients with tinnitus
report some degree of hyperacusis, while up to 86% of
individuals with hyperacusis report tinnitus. However,
worsening of tinnitus in response to loud sounds alone
should not be classified as hyperacusis [2].

Tinnitus in children

Estimating pediatric tinnitus prevalence is difficult
because children may not spontaneously report symptoms
and some studies rely on parental observations. In one
large study of 7-year-old children, 13.6% had tinnitus,
while 33% reported ringing when directly asked; more
than 75% had not spontaneously complained to their
parents [38].

Auditory deprivation followed by auditory stimulation in
children with cochlear implants may involve cross-modal
neuroplasticity and reorganization of sensory networks,
mechanisms that may also influence tinnitus in children
with severe hearing loss [39].

Tinnitus assessment

Comprehensive tinnitus assessment includes
otorhinolaryngologic examination, hearing assessment,
validated questionnaires, and psychoacoustic testing,
including pitch and loudness matching, masking, and
residual inhibition (Figure 3). Additional investigations
may be indicated in selected cases [40].

Investigations of the psychoacoustic characteristics
of tinnitus showed that tinnitus pitch generally falls
within the range of hearing impairment, although
correspondence with the audiometric edge occurs in
only approximately 15% of patients. Majority of patients
had tinnitus pitch in the range from 3000 to 8000 Hz,
corresponding to the range of hearing loss. Tinnitus is
usually masked by ipsilateral noise in most patients, and
70-85% may experience residual inhibition [41,42].
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Figure 3. Steps in tinnitus evaluation

Tinnitus Handicap Inventory (THI) and Tinnitus
Functional Index (TFI) are widely used questionnaires
for subjective assessment of tinnitus severity. The THI
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Laboratory tests, vascular assessment ‘

contains 25 items covering functional, emotional, and
catastrophic domains and uses a three-point response
scale: Yes (4 points), Sometimes (2 points), and No (0
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points). The original English version demonstrated
excellent internal consistency (Cronbach’s o = 0.93) [43].

The TFI also contains 25 items and evaluates eight
domains, including annoyance, sense of control, cognitive
interference, sleep disturbance, auditory difficulties,
relaxation, quality of life, and emotional distress.
Responses are scored on a 10-point scale, producing
a total score from 0 to 100. The internal consistency is
excellent (Cronbach’s a = 0.97) [44].

A visual analog scale (VAS) may be used to assess tinnitus
loudness, annoyance, and overall impact. Most patients
rate loudness as moderate, while annoyance may differ
according to tinnitus quality. In one study, mean VAS-
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annoyance was 5.47 for tonal and 6.67 for noise-like
tinnitus [45].

Treatment of tinnitus

Tinnitus treatment remains challenging and should be
individualized. Figure 4 illustrates tinnitus treatment
options.  Pharmacological  approaches  include
antidepressants, anticonvulsants, benzodiazepines,
glutamatergic agents, muscle relaxants, and medications
for vertigo, while herbal and dietary supplements, such
as extract of Ginkgo biloba, zinc, magnesium, melatonin,
vitamin B3 and vitamin BI12 are also commonly used,
although their evidence varies [46].
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Figure 4. Tinnitus treatment options

Tinnitus Retraining Therapy (TRT) combines counselling
and sound therapy based on a neurophysiological model
and has been associated with improved subjective tinnitus
outcomes, although the independent contribution of
sound therapy remains debated [47].

Cognitive behavioral therapy (CBT) is a structured
psychological intervention that addresses unhelpful
thoughts and behaviours associated with tinnitus and
aims to reduce distress by modifying maladaptive
interpretations and responses [48]. CBT is based on the
idea that the way we perceive situations affects how we
feel and that we have the ability to change our thinking
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patterns to feel better by changing our perceptions.

Auditory interventions can be divided into four
categories: devices for improving hearing, sound
generators for tinnitus masking, auditory stimulation
to induce specific neuroplastic changes in the central
auditory system and auditory training. Hearing aids are
recommended for patients with hearing loss and tinnitus
because they improve speech audibility and increase
access to ambient sound, which may reduce tinnitus
prominence. Sound therapy uses external sound for
masking or other therapeutic purposes, while auditory
training targets skills such as frequency discrimination,

199 | Medical Journal - MEDICUS

AN



I Review

sound localization, or speech-in-noise perception [46].
The Heidelberg music therapy model is one extensively
investigated approach. Music therapy is also one of the
treatment options. Extensively investigated model is
the Heidelberg model consisting of nine individualized
therapy sessions.

Non-invasive brain stimulation includes transcranial
direct current stimulation (tDCS) and repetitive
transcranial magnetic stimulation (rTMS). They consist
of delivering a weak direct current to the head electrodes
and using devices that generate short magnetic pulses.
These approaches have shown potential benefits,
although their clinical effectiveness remains under
investigation.

Neurofeedback is a non-invasive neuromodulation
technique that records neuronal activity, extracts
relevant aspects of brain processes through real-time
signal processing, and returns feedback to the individual
as visual or auditory stimuli. The goal of neurofeedback is
to change behavior or medical conditions associated with
altered neuronal activity, such as chronic tinnitus. This is
generally done through operant conditioning.

Invasive brain stimulation represents a highly
experimental treatment requiring surgical insertion of
electrodes under the skull. Epidural, subdural and deep
brain stimulation has shown potential benefit mainly in
case series [46)].

Bimodal stimulation combines auditory stimulation
with somatosensory or other electrical stimulation to
promote neuroplastic changes and has been investigated
in several forms. One involves the presentation of tones
in combination with vagal nerve stimulation via an
implanted vagus nerve stimulation device. There is also
an auditory stimulation in the form of short “notched
noise” bursts customized to each participant’s tinnitus
percept. Simultaneous pulsed electrical stimulation,
intended to facilitate neuroplasticity, was delivered via
hydrogel electrodes placed in opposite ears [49].

Low-level laser therapy (LLLT) has been investigated
as a biostimulation approach for tinnitus, although its
clinical role remains uncertain.

Acupuncture is a therapeutic method that involves
the insertion of needles into the acupuncture points
on the body. Scalp acupuncture is widely used in Asian
countries. There is not enough evidence to recommend
or reject this treatment [50].
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DISCUSSION

Tinnitus is a heterogeneous condition involving
interactions between peripheral auditory abnormalities,
central neural plasticity, and networks related to
attention, cognition, emotion, and autonomic regulation.
Although hearing loss is the most consistently recognized
associated factor, tinnitus may also occur with normal
conventional thresholds, reflecting the limitations of
routine audiometry and the possible contribution of
cochlear synaptopathy or other subclinical abnormalities.

No single pathophysiological theory adequately explains
all clinical presentations. Current evidence supports
a network-based, multidimensional model in which
abnormal auditory activity interacts with cognitive,
emotional, autonomic, behavioral, and environmental
factors, helping explain individual differences in
perception, distress, and functional impact.

Consequently, tinnitus assessment should extend beyond
identifying an auditory abnormality to include tinnitus
characteristics, hearing function, psychological impact,
sleep, and daily functioning. Management should be
individualized; auditory rehabilitation, sound-based
interventions, TRT, and CBT remain important, while
neuromodulatory and other emerging approaches require
further evidence regarding long-term clinical value.

CONCLUSION

Tinnitus is a common and clinically heterogeneous
condition arising from interactions between auditory
and non-auditory systems. Its perception and impact
are influenced by biological, audiological, psychological,
lifestyle, and environmental factors. Comprehensive
assessment and individualized, multidisciplinary
management are therefore essential. Although no
universal treatment exists, advances in understanding
tinnitus mechanisms and its multidimensional nature
provide a basis for increasingly approaches to treatment.
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ABSTRACT

Medicus 2026, Vol. 31 (2): 203-205

Cecal diverticulitis is an uncommon condition that may closely mimic acute appendicitis due to similar clinical
presentation. We report the case of a 39-year-old female presenting with right lower quadrant abdominal pain,
nausea, and elevated inflammatory markers. Computed tomography revealed cecal wall thickening, pericecal fat
stranding, and an inflamed diverticulum, along with a mildly dilated appendix, without evidence of perforation
or abscess. Given the absence of complications and stable clinical condition, conservative management with
antibiotics and supportive care was initiated. The patient showed favorable clinical evolution and was discharged
without surgical intervention. This case highlights the diagnostic challenge posed by cecal diverticulitis and
supports the role of imaging in guiding appropriate, nonoperative management.

Key words : diverticulosis, cecal diverticulitis, appendicitis.

INTRODUCTION

Diverticulosis is characterized by the development of
mucosal outpouchings within the colonic wall, which
may become inflamed, resulting in diverticulitis.
Cecal diverticulitis represents an uncommon clinical
entity and may closely mimic acute appendicitis due
to overlapping clinical and radiological features. The
optimal management strategy remains a matter of
debate, ranging from conservative medical therapy to
surgical intervention. We herein report a case of cecal
diverticulitis successfully managed with a nonoperative
approach.

AIM

The aim of this report is to contribute to the existing
clinical evidence on cecal diverticulitis by describing
its presentation as a diagnostic challenge due to its
resemblance to Acute appendicitis, and to illustrate
the clinical decision-making process in selecting an
appropriate management strategy.

CASE REPORT

A39-year-old female was admitted with a three-day history
of lower abdominal pain accompanied by nausea and
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tachycardia. The patient was subfebrile and denied any
alterations in bowel habits. Physical examination revealed
rebound tenderness localized to the right lower quadrant,
with concomitant elevation of inflammatory markers.
Computed tomography of the abdomen demonstrated
focal thickening of the cecal wall, associated with
pericecal fat stranding and localized edema, as well as a
possible small fluid collection. A hyperdense diverticulum
within the cecum and multiple non-inflamed diverticula
in the ascending colon were identified. The appendix
was noted to be mildly dilated (8mm) with surrounding
fat stranding. No radiological evidence of perforation or
abscess formation was observed.

WBC |12 4.0-11.0 x10°/L,
HGB [125  [120-160(9)/130-180 (3) oL,
CRP  |196 <5 mg/L
PLT  |378 150-400 x10°/L.
RBC [45 4.2-5.4(9)/ 47-6.1(3) x102/L,

In the absence of complications and given the patient’s
stable clinical status, a conservative management
strategy was pursued, consisting of antibiotic therapy,
intravenous hydration, analgesia, and close clinical
observation. A cardiologist was also consulted. The
patient demonstrated favorable clinical evolution and was
discharged without the need for surgical intervention.
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Cecal diverticulitis may present with clinical and imaging
findings indistinguishable from acute appendicitis,
thereby posing a diagnostic challenge. This case
emphasizes the importance of meticulous diagnostic
evaluation in order to establish an accurate diagnosis and
guide appropriate management.

DISCUSSION

Cecal diverticulitis represents a relatively uncommon
form of right-sidled colonic diverticular disease,
particularly in Western populations, where diverticulitis
more frequently involves the sigmoid colon. Its clinical
significance lies in its frequent misdiagnosis as acute
appendicitis, owing to the similarity in presentation,
including right lower quadrant abdominal pain, fever,
and leukocytosis. As demonstrated in the present case,
this overlap may lead to diagnostic uncertainty and
potentially unnecessary surgical intervention.

The pathogenesis of cecal diverticula differs from that
of left-sided diverticula. Right-sided diverticula are often
considered congenital and true diverticula, involving all
layers of the bowel wall, whereas left-sided diverticula
are typically acquired pseudodiverticula. Although
frequently asymptomatic, inflammation of a cecal
diverticulum can result in localized peritonism, further
mimicking appendicitis. In the absence of advanced
imaging, the distinction between these entities based
solely on clinical evaluation remains challenging.

In this context, computed tomography has emerged as
the diagnostic modality of choice. CT imaging not only
facilitates differentiation between cecal diverticulitis and
acute appendicitis but also allows for the assessment of
disease severity and the identification of complications
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such as perforation, abscess formation, or phlegmon. REFERENCES

Typical CT findings of cecal diverticulitis include focal 1

cecal wall thickening, pericecal fat stranding, and
the presence of an inflamed diverticulum, whereas
visualization of a normal or only mildly reactive appendix
supports the diagnosis. In the present case, CT imaging
played a pivotal role in establishing the diagnosis and
guiding management.

The optimal management of cecal diverticulitis
remains a subject of ongoing debate. Historically,
surgical intervention, including appendectomy or
right hemicolectomy, was commonly performed due
to diagnostic uncertainty and concern for malignancy.
However, increasing evidence supports conservative
management in uncomplicated cases. Nonoperative
treatment, consisting of antibiotic therapy, bowel rest,
and supportive care, has been shown to be both safe and
effective in carefully selected patients without signs of
generalized peritonitis or sepsis.

The present case supports this evolving paradigm, as the
patient was successfully managed with a conservative
approach, resulting in complete clinical resolution
without the need for surgical intervention. This approach
not only reduces the risks associated with surgery but also
shortens hospital stay and recovery time. Nevertheless,
careful patient selection and close clinical monitoring
remain essential, as delayed recognition of complications
may adversely affect outcomes.

Furthermore, follow-up evaluation is recommended after
resolution of the acute episode to exclude underlying
malignancy or other colonic pathology, particularly
in cases with atypical imaging findings or incomplete
clinical resolution. Colonoscopic assessment is often
advised once the acute inflammation has subsided.

CONCLUSION

In conclusion, cecal diverticulitis should be considered
in the differential diagnosis of right lower quadrant
abdominal pain. Accurate diagnosis, primarily through
CT imaging, is crucial in order to distinguish it from acute
appendicitis and to guide appropriate management. In
the absence of complications, conservative treatment
represents a safe and effective therapeutic option, as
illustrated by the present case.
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ABSTRACT

Background: Endobronchial anthracosis is characterized by black pigmentation of the bronchial mucosa
due to the deposition of carbon particles. It may clinically and radiologically resemble malignancy,
especially in elderly patients presenting with obstructive features and persistent consolidations.
Case Presentation: We report a case of a 76-year-old non-smoking male from the Pollog region who presented with
progressive dyspnea and productive cough. Laboratory findings showed elevated inflammatory markers (CRP 81.8
mg/L; ESR65mm/h). Contrast-enhanced chest CT revealed extensive bilateral interstitial and alveolar consolidations
(right > left), with partial right-sided atelectasis. Bronchoscopydemonstrated edematous mucosa, abundant purulent
secretions, and a pigmented endobronchial lesion. Bronchial aspirate grew Streptococcus beta-hemolyticus, which
was sensitive to multiple antibiotics. Histopathological analysis of bronchial biopsies confirmed anthracotic pigment
deposition without malignancy. Clinical and radiological improvement was observed following antibiotic therapy.

Conclusion: This case highlights the diagnostic challenge of  differentiating severe
pneumonia  from  endobronchial = malignancy in  elderly  patients and  emphasizes  the
importance of histopathological confirmation in suspected anthracotic lesions. Early use of
bronchoscopy and biopsy is essential to avoid misdiagnosis and inappropriate management.
Keywords: Endobronchial anthracosis; Bilateral pneumonia; Atelectasis; Bronchoscopy; Pollog region; Biomass
exposure

INTRODUCTION Balkans, chronic inflammatory changes in the airways

Anthracosis is characterized by the deposition of carbon "¢ often underrecognized [7).

pigment in the bronchial mucosa, typically as a result
of chronic exposure to biomass smoke, air pollution,
or occupational inhalants [1,2]. When associated with
bronchial narrowing and fibrosis, it is referred to as
anthracofibrosis [3]. Although often considered benign,
anthracosis can present with a variety of symptoms,
including cough, dyspnea, radiologic consolidations,
atelectasis, and endobronchial lesions, which may mimic
lung cancer [4-6]. In areas with significant environmental
pollution and high biomass exposure, such as parts of the
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The challenge of differentiating infectious consolidation
from obstructive or neoplastic pathology remains
particularly difficult in elderly patients. Notably, the
diagnosis of anthracosis is usually first suspected
through bronchoscopy, with confirmation made
by histopathological examination via biopsy. This
emphasizes the crucial role of invasive diagnostic
procedures in achieving a definitive diagnosis. Despite
its importance, there remains a limited number of
reports that combine severe bilateral pneumonia with
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endobronchial anthracosis that mimics malignancy in
the literature.

In this report, we present a case of histologically
confirmed endobronchial anthracosis in a 76-year-old
patient who presented with severe bilateral pneumonia
and radiologic findings suspicious for malignancy in a
city of approximately 250,000 inhabitants. This case
is noteworthy as it is documented as the first such
occurrence in the clinical records of the Tetovo Clinical
Hospital, marking a significant contribution to the
understanding of anthracosis in the region.

Case Presentation: A 76-year-old male from the Pollog
region was admitted with progressive dyspnea, a
persistent productive cough with thick sputum, and
clinical deterioration over several weeks. He denied
smoking, alcohol consumption, and illicit drug use. He
had worked for approximately 40 years in the hospitality
sector and reported long-term exposure to hiomass fuel
and indoor smoke earlier in life. No significant family
history of pulmonary malignancy was noted. Upon
admission, vital parameters were stable: Blood pressure:
129/66 mmHg , Heart rate: 96/min, Oxygen saturation:
99% ,Afebrile. Auscultation revealed bilateral crackles,
more pronounced on the right side.

Laboratory Findings: Initial laboratory analysis showed:
CRP: 81.8 mg/L ,ESR: 65 mm/h,Follow-up testing (9 days
later) demonstrated: CRP: 704 mg/L, ESR: 66 mm/h
.These findings were consistent with an active but
partially regressing inflammatory process.

Radiological Findings: Contrast-enhanced chest CT
(13.01.2026) demonstrated:

Multiple small nodular opacities in the right lung

Apical and middle lobe solid parenchymal consolidations
with air bronchogram

Bilateral interstitial and alveolar consolidations (right
side more extensive)

Partial right-sided atelectasis with mild mediastinal shift
No pleural effusion

No significant
lymphadenopathy

mediastinal, hilar, or axillary

Mild cardiomegaly

Follow-up CT (22.01.2026) showed mild-to-moderate
regression of consolidations but persistent significant
parenchymal abnormalities. These findings raised

Case report

suspicion of severe bilateral pneumonia with a possible
underlying obstructive or neoplastic process.

FIGURE 1 - INSERT HERE (CT IMAGES)

16-Nov-
Klinicka Bolnica

CT - axial

Figure 1: Contrast-enhanced chest CT showing bilateral
alveolar and interstitial consolidations (predominantly
right side) with partial right-sided atelectasis and air
bronchogram.

m Bronchoscopy  and Flexible

bronchoscopy revealed:

Microbiology.

m Edematous trachea with nodular changes

m Right bronchus filled with thick whitish purulent
secretions

m  Mucosal discoloration and fragility at the entrance of
the lower medial bronchus

m Black pigmented endobronchial plaques partially
covering the lesion

m No active bleeding
Bronchial lavage was performed bilaterally.
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FIGURE 2 - INSERT HERE (BRONCHOSCOPY IMAGE)

Figure 2: Bronchoscopic view demonstrating black
pigmented endobronchial lesions consistent with
anthracosis, associated with mucosal edema and
purulent secretions.

Microbiological analysis of the bronchial aspirate
identified  Streptococcus beta-hemolyticus, which
was sensitive to: Ampicillin, Amoxicillin, Amoxicillin-
clavulanic acid, Ceftriaxone, Macrolides, Clindamycin

Histopathology: ~ Bronchial  biopsy

demonstrated:

specimens

m Carbon pigment deposition within the bronchial
mucosa and submucosa

m Chronic inflammatory infiltrate
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m  Absence of dysplasia or malignant cells
These findings were diagnostic for endobronchial
anthracosis.

FIGURE 3 - INSERT HERE (HISTOPATHOLOGY IMAGE)

Figure 3: Histopathological examination showing carbon
pigment deposition within the bronchial mucosa and
submucosa with chronic inflammatory infiltrate (H&E
stain, magnification x100/x200).

Treatment and Outcome

The patient was treated with intravenous
ceftriaxone (2 g twice daily). Vancomycin was
initially ~ administered  empirically and later

reconsidered based on microbiological sensitivity.
Clinical improvement was observed with a gradual
reduction in inflammatory markers and partial
radiologic regression of consolidations. Given the
histological confirmation of anthracosis and the absence
of malignancy, no oncologic treatment was required. The
patient was discharged with a pulmonology follow-up and
a recommendation for repeat imaging after 6-8 weeks.

DISCUSSION

Anthracosis is increasingly recognized as a
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benign but diagnostically challenging condition
(1,4]. It may present with bronchial narrowing,
atelectasis, and persistent consolidations,

which can raise suspicion of malignancy [5,8].
Several studies report a strong association between
anthracosis and biomass smoke exposure, even
in non-smokers [29]. Chronic environmental
pollution may contribute to carbon deposition
and bronchial inflammation [7,10]. Radiologically,
anthracosis may manifest as segmental atelectasis,
lymphadenopathy, or parenchymal consolidation [6,11].
Bronchoscopy typically reveals black pigmentation,
while  histopathology =~ confirms  carbon-laden
macrophages without malignant transformation [3,12].
Animportant considerationisthatanthracosismaycoexist
with infectious processes, further complicating clinical
andradiologicinterpretation, asdemonstratedinthiscase.
In this case, severe bilateral pneumonia coexisted
with anthracotic bronchial changes. The partial
atelectasis was likely the result of inflammatory
obstruction rather than a tumor. Histopathological
confirmation was crucial in excluding lung cancer.
Differentiating anthracosis from malignancy remains
essential, particularly in elderly patients with persistent
radiologic abnormalities [13-15].

CONCLUSION

Endobronchial anthracosis should be considered in
elderly patients presenting with suspicious bronchial
lesions and persistent consolidations, particularly
in regions with environmental pollution exposure.
Histopathological examination remains mandatory
to exclude malignancy and guide management.
This case underscores the importance of comprehensive
diagnostic evaluation integrating imaging,
bronchoscopy, microbiology, and histopathology. Early
use of bronchoscopy and biopsy is essential to avoid
misdiagnosis and inappropriate management.
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ABSTRACT

Adenoid cystic carcinoma (AdCC) is a rare carcinoma of unknown etiology, originating from the secretory glands.
[t is one of the most dominant malignant salivary tumors. It occurs across all age groups, but is more prevalent
between the ages of 50 and 70, and is more common in women than in men. It is a slowly growing aggressive tumor,
characterized by perineural invasion and late metastases. The symptoms of AACC are generally nonspecific, and
the clinical diagnosis of AdCC can be challenging, partly due to its heterogeneous histopathology and its indolent
growth. Due to its rarity, it is difficult to predict which therapeutic methods are most optimal, especially given
the occurrence of many late recurrences. In this paper, we present our clinical experience in the treatment of this
carcinoma, accompanied by a case presentation. The case order encompasses preoperative planning, the surgical
intervention, and postoperative monitoring and oncological treatment.

Keywords : salivary gland; adenoid cystic carcinoma;case report

INTRODUCTION

Adenoid cystic carcinoma (AdCC) is a rare type of
malignancy with an as yet unknown etiology that
originates from the secretory glands (1). Specifically, it
is one of the most common malignant salivary tumors,
accounting for approximately 10% of all tumors in
the major salivary glands and 30% of all tumors in the
minor salivary glands (2). However, its occurrence is not
limited solely to the salivary glands, but also extends to
other locations in the head and neck region, as well as in
secretory glands outside of the head and neck area, such
as in the esophagus, chest, and lungs. It can manifest at
all ages, but is most prevalent in the fifth or sixth decade
of life, with approximately 60-70% of patients being
women (3).
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AdCC manifests with nonspecific symptoms, making
clinical differentiation from benign tumors challenging.
Itis characterized by slow growth and perineural invasion,
and in many cases, it poses a difficult differential diagnosis
due to the lack of reliable diagnostic markers (4).

(linically, AdCC typically manifests as a painless, slowly
growing tumor mass and may often remain asymptomatic
until it induces neurological deficits due to perineural
spread. These factors contribute to its late diagnosis,
and its biological characteristics complicate long-term
management (5,6). Even with extensive surgical resection
and adjuvant radiotherapy, recurrences are a frequent
occurrence. This phenomenon is largely attributed to the
subclinical dissemination of the tumor within the nerve
sheaths and vascular pathways, which undermines the
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efficacy of standard local therapies (7).

The primary treatment consists of radical surgical
intervention, oftenaccompaniedbyadjuvantradiotherapy.
However, despite the aggressive treatment regimen, late
recurrences (15-85%) and distant metastases (25-55%)
are common, particularly manifesting late, beyond five
years or even more than ten to fifteen years after the
completion of the primary treatment. It is presumed
that this phenomenon arises from perineural invasion
beyond surgical margins and microscopic hematogenous
dissemination during the early phase of the disease. Due
to the slow growth and indolent clinical course of AdCC,
the five-year survival rates are 80-85%; however, the ten-
and fifteen-year survival rates decline to 50-60%.

In this paper, we present our clinical experience in the
treatment of this carcinoma, accompanied by a case
presentation. In accordance with the ethical principles
of research involving human subjects and the Helsinki
Declaration, written informed consent for the case study
was obtained from the patient.

CASE PRESENTATION
History of the patient and clinical findings

A 68-year-old female patient presented for examination
at the Department of Maxillofacial Surgery, Clinical
Hospital Stip, in December 2024, having been referred
by her primary care physician due to paresis of the right
facial nerve. Several months prior, the patient had been
referred by a neurologist for physical therapy and treated
by a physiotherapist due to suspicion of a cerebral stroke,
which resulted in left-sided facial paresis.

Diagnostic Assessment

During the initial clinical examination, left-sided facial
paresis was detected, characterized by an inability to
wrinkle the forehead, an inability to close the left eye, and
a depressed left corner of the mouth. In the left parotid
region, a tumor formation was palpated, immobile,
painless, and approximately the size of a mandarin.

Case report I

Figure 3
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Figure 1, 2, 3, - The preoperative condition of the patient

The ultrasound sonography conducted has revealed the
presence of a tumor mass in the left parotid gland. A fine
needle aspiration biopsy (FNAB) was performed, resulting
in a diagnosis of adenoid cystic carcinoma. A CT scan of
the head with contrast was carried out, during which the
tumor formation was visualized, yet no focal lesions were
noted within the cerebral structures.

Surgical Intervention

An indication for surgical treatment was established.
The operation was performed in the operating room.
A radical excision of the tumor was conducted, along
with the complete removal of the parotid gland (total
parotidectomy), with identification and preservation of Figure 6

the intact portion of the facial nerve. An active Redon Figure 4,56  Surgical Intervention and Intraoperative
drain was placed. Findings

Figure 4 Figure 7 Branches facialis
Postoperative course and outcomes

Postoperatively, the patient was treated at the Oncology
Clinic with radiotherapy. Regular follow-up examinations
were conducted one month postoperatively (during the
first six months) and every three months thereafter. At six
and twelve months postoperatively and post-radiation, a
CT scan of the head was performed. No recurrences or
regional metastases were observed. During the follow-up
examinations, moderate left-sided facial paresis remains
present. Following the last examination in June 2026,
the patient was referred to the Department of Physical
Medicine and Rehabilitation for treatment of the residual
facial paresis.

Figure 5
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CONCLUSIONS

AdCC represents rare carcinomas, and the limited
number of studies with larger cohorts complicates the
extraction of general conclusions. AdCC is an uncommon
disease, primarily affecting the middle-aged population,
and is more prevalent among women than men. In the
region of the head and neck, it affects both the minor
and major salivary glands. Its diagnosis is not always
straightforward, and distinguishing it from benign
tumors or other types of tumors presents a clinical
challenge. According to some studies (8,9,10,11,12) among
patients with AdCC in the head and neck region, the
prognosis has been better for those with tumors arising
from major salivary glands compared to those with
tumors originating from minor salivary glands. Patients
with stage I-II of the disease generally exhibited better
outcomes than those with stage III-IV, while gender,
smoking, and age typically did not influence the results.
Multimodal therapy proved superior to monotherapy,
regardless of radical surgery or perineural invasion.
However, there is no plateau in the survival curves, and
therefore, a longer follow-up period for these patients
is recommended. Consequently, based on current data,
we propose that AdCC receive multimodal treatment,
and the follow-up should extend beyond 5 years, as no
plateau in the survival curves is observed after 15 years
of monitoring.
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ABSTRACT

Latent autoimmune diabetes in adults (LADA) is a slow progressive autoimmune destruction of pancreatic beta
cells. This condition tends to manifest during adulthood, often around 30 years of age. While LADA can initially
be managed by oral medications, eventually the patient will require insulin. LADA is frequently misdiagnosed
as Type 2 Diabetes due to its gradual onset and initial response to oral therapy. Early recognition is critical
to optimize glycemic control and prevent long term complications.

We present a 58-year-old female patient with a 10-year history of diabetes treated with oral therapy including
Metformin and Sulfonylurea. Despite therapy, the patient exhibited persistently poor glycemic control. The patient
also has been diagnosed with autoimmune thyroiditis for which she was in therapy with levothyroxine a 100mcg.
Anthropometry and laboratory tests were as follows: low body mass index (BMI), basal and postprandial glycemia
=12. 8mmol.L, and 19mmol/L respectively, glycated, HbA1C above 10%. Immunological tests showed significantly
elevated levels of Glutamic Acid Decarboxylase Antibody (GAD) at 1288 1U/ml and positive Islet Cell Antibody at
52.4 1U/ml, confirming the diagnosis of LADA. While Insulin Autoantibody and IA-2 Antibody were negative. Family
history revealed a first-degree relative (mother and father) with type 2 diabetes mellitus.

During hospitalization, the patient was transitioned to an intensive insulin with basal-bolus therapy, resulting in
significant improvement in glycemic control.

Keywords: Latent autoimmune diabetes mellitus in adults, Type land 2 Diabetes Mellitus, Anti-glutamic acid
decarboxylase autoantibody (anti-GAD), Non-insulin requiring autoimmune diabetes, Slowly-progressing type 1
diabetes.

INTRODUCTION According to the Immunology of Diabetes Society’s
criteria to diagnose LADA,5 the patient should be: (a) aged
> 30 years; (b) positive for at least one of the four antibodies
commonly seen in T1DM, namely islet cell antibodies,
anti-glutamic acid decarboxylase (GAD) autoantibodies,
insulinoma associated-2 autoantibodies, and insulin
autoantibodies; and (c) free of insulin treatment for the

Latent autoimmune diabetes in adults (LADA) is
estimated to account for 2-14% of all cases of diabetes in
adults.1.2 Often misdiagnosed as type 2 diabetes mellitus
(T2DM), it causes inefficient and delayed glycemic control
leading to enhanced diabetes-related mortality and
morbidity.3
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first six months after the initial diagnosis.

On initial presentation, especially in young adults, it is
important to consider the possibility of LADA and know
how to distinguish its symptoms and history from those
of TIDM and T2DM [Table 1].

Table 1. Comparative characteristics of type 1 diabetes
mellitus (T1DM), latent autoimmune diabetes in adults
(LADA), and type 2 diabetes mellitus (T2DM).6

Age of onset gggﬁ}ﬁ%%% o | Adulthood Adulthood

Metabolic Similar to the Similar to the PI‘ESEIolt m
general . 80-90%

syndrome population general population of cases

Ketoacidosis Frequent Infrequent Late

Present Present

Autoimmunity | (ICA (anti-GAD Absent

predominates) | predominates)
. Since the Not required for
Insulin therapy diagnosis about six months Late

ICA : islet cell autoantibodies; GAD: glutamic acid
decarboxylase.

However, the above criteria turned out to be insufficient
to diagnose LADA. This is because LADA is a multiplex
disorder with a few patients manifesting high antibody
titers, lower body mass index (BMI), and progressing
rapidly to insulin requirement, while others have low
antibody titers with features of insulin resistance such
as higher BMI and progress more slowly to insulin
requirement.3 LADA with high BMI is also referred to
as ‘double diabetes’, and these patients are also likely to
have a family history of T2DM with or without the clinical
features of insulin resistance.7

In a retrospective study, Fourlanos et al,8 proposed a
five-point LADA clinical screening tool consisting of (a)
age at onset < 50 years; (b) acute symptoms; (c) BMI <
25 kg/m2; (d) a history of autoimmune disease; and (e) a
family history of diabetes. This tool had a sensitivity of
90% and specificity of 71% in identifying LADA patients if
they had at least two of the five clinical features. In cases
where only one or none of these features were present, a
negative predictive value of 99% was given.8

This case report presents a 58 year old female patient
initially treated as Type 2 Diabetes Mellitus, whose
persistent hyperglycemia and positive autoantibody

Case report I

profile led to the diagnosis of LADA, highlighting the
importance of considering autoimmune diabetes in adult
patients with poor metabolic control.

CASE PRESENTATION

A 58-year-old female presented to the University Clinic
of Endocrinology unit for glycemic regulation and
further diagnostic evaluation, due to long-standing
poorly controlled diabetes mellitus. At presentation,
capillary and plasma glucose measurements revealed
marked postprandial hyperglycemia of up to 27 mmol/L,
accompanied by positive urinary ketones, indicating
significant metabolic instability and evolving insulin
deficiency. The patient reported a prolonged history of
classical hyperglycemic symptoms, including progressive
polyuria, polydipsia, generalized fatigue, and unintended
weight loss, which had been present for several years
but had markedly worsened in the months preceding
admission. There was no history of acute infection,
corticosteroid exposure, or other secondary causes of
hyperglycemia. The indication for hospitalization was
severe hyperglycemia refractory to oral antidiabetic
therapy, with documented HbAlc values persistently
exceeding 10%.

The patient had been diagnosed in 2017, with diabetes
mellitus, classified at that time as type 2 diabetes
mellitus, based on adult age at onset and absence of
ketoacidosis. At diagnosis, HbAlc was 9.0%, indicating
chronic hyperglycemia. Concomitantly, during the same
endocrine evaluation, the patient was diagnosed with
primary hypothyroidism. This diagnosis was established
based on: elevated serum TSH levels, abnormal free
and thyroxine (fT4) concentrations and characteristic
findings on thyroid ultrasonography. Both conditions
were identified concurrently during the initial endocrine
evaluation.

Initial pharmacological management included: Metformin
500mg twice daily, Levothyroxine 50mcg once daily.

By 2020, owing to persistent hyperglycemia (HbAlc 10%),
the metformin dosage was escalated to 1000mg twice
daily.

In 2022, ambulatory follow-up revealed further
deterioration of glycemic control (HbA1c 11.6%), prompting
intensification of therapy with: Metformin 850mg twice
daily, Glimepiride (Amaryl) 1mg once daily. Over the
subsequent four years, the patent resided abroad and
adhered inconsistently to therapy, without structured
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medical follow-up or laboratory monitoring. The most insulin deficiency, poor glycemic control, preserved renal
frequently used regimen consisted of glimepiride 1mg function and active autoimmune hypothyroidism.

and metformin 1000mg, Hospitalization and Management

Family and Personal History The patient was hospitalized for six day at the University

The patient reported a positive family history of diabetes Clinic of Endocrinology, Skopje, due to marked
mellitus, with both parents diagnosed with type 2 diabetes  hyperglycemia and metabolic decompensation. All oral
and treated with oral antidiabetic agents. Additionally, antidiabetic agents were discontinued, and intensive
she had a known diagnosis of autoimmune thyroid insulin therapy was initiated using a basal-bolus regimen:
dlsegse, sFrgngthenlng the suspicion of an autoimmune Insulin glargine (Lantus) 14 TU s.c at bedtime
predisposition.

] ) ) Insulin glulisine (Apidra) 6+6+6 IU s.c before meals
She was an active smoker, with an estimated tobacco

exposure of approximately 20 cigarettes per day. There During hospitalization, serial glycemic profiling was

was no history of alcohol abuse or illicit drug use. performed (table 3), and insulin doses were titrated
. L. accordingly (Ins. Lantus 28 IU s.c, Ins. Apidra 12+12+12 [U
Physical Examination 5.0)

On adm1§51on, Fhe patient was (;onscmus, oriented and Table 3. Daily glycemic profile during early hospitalization
cooperative, lying comfortably ind bed. She appeared

Body weight: 45kg Day 1: 15.5 mmol/L | 10.2 mmol/L | 18 mmol/L
Height: 155cm Day 2: 12.8 mmol/L | 19.6 mmol/L | 14.8 mmol/L | 9 mmol/L
BMI: 18.75 kg /m2 Day 3: 11.4 mmol/L | 6.3 mmol/L | 177 mmol/L | 6.3 mmol/L

Blood pressure and heart rate were within normal limits. | "% 90 mmol/L. | 71 mmol/L | 119 mmol/L. |94 mmol/L

No clinical signs of diabetic neuropathy or macrovascular | Day5: 88 mmol/L | 79 mmol/L | 123 mmol/L | 8.6 mmol/L
complications were noted at presentation.

Day 6: 8.6 mmol/L. | 75 mmol/L. | 11.3 mmol/L | 8.0 mmol/L

Laboratory Findings These profiles demonstrated marked glycemic variability,

Table 2. Laboratory parameters during hospitalization: ~ with significant postprandial excursions, supporting the

T a— e B

HbAlc 14% <57% Imaging and Additional Investigations
gf‘iﬁti% plasma 24 mmol/L. 3.80-6.11 mmol/L

Insulin 0.5 mIU/L 3-17 mIU/L

C-peptide 1.38 ng/ml 1.1-4.4 ng/mL

TSH 55 mIU/L 0.4-4.0 mIU/L

fT4 Decreased 9.5-25pmol/L

Anti-TPO 403 IU/mL <351U/mL

Creatinine (s) 60 umol/L 45-90 umol/L

Urea 4.87 mmol/L 2.9-8.2 mmol/L

Total cholesterol 5.45 mmol/L <5.2 mmol/L

LDL cholesterol 3.3 mmol/L 2-3.1 mmol/L

HDL cholesterol 1.71 mmol/L 0.70-1.70 mmol/L

Triglycerides 1.26 mmol/L <1.7 mmol/L

CRP 0.2 mg/L <3mg/L (Fig.l)

Proteinuria <0.1 g/day <0.15 g/L

GFR 101mL/min/1.73m2 590 Thyroid ultrasonography: revealed a hypotrophic thyroid

gland, with preserved shape, heterogeneous parenchyma,

Findings were consistent with significant endogenous and anechogenic areas consistent with lymphocytic
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infiltration, without focal nodular lesions- findings Autoimmune Evaluation
diagnostic of Hashimoto thyroiditis. (fig. 1,2)

om

Outpatient testing for type 1 diabetes mellitus- associated
autoantibodies yielded the following results (table 4).

Table 4. Autoantibodies

Anti- GAD65 antibodies | 1288 IU/mL gg%‘j]ﬁ‘{ﬁ;h

Neg. <28 IU/mL
Poz . >=28 IU/mL

Islet cell antibodies (ICA) 52.40 IU/mL

Insu)lin autoantibodies 704 TU/mL. Neg. <20 IU/mL

(IAA Poz. .>=20 IU/mL
1A-2 antibodies 4991U/mL | N¢E ?%‘{{}?&ﬂ
(Fig) The high-titer positivity of multiple autoantibodies

confirmed the diagnosis of LADA.
Dual- energy X-ray absorptiometry (DEXA): demonstrated

osteopenia, likely secondary to low BMI and chronic Follow-Up at 3 Months
metabolic imbalance (fig.3). At three- month follow-up, the patient demonstrated
- substantial improvement in metabolic control, with
N o™ e ot % wet wosew  fasting blood glucose of 8.5mmol/L and HbAlc reduced
| Wz % @ 8 to 796%. The patient also presented self-monitored
j 90 m glycemic profiles (table 5), which were reviewed during
i m & % & the consultation and revealed recurrent hypoglycemic
i episodes occurring predominantly in the evening.
wogt " o [ ot % e w e Consequently, insulin doses were appropriately reduced:
- goea e © 0% Ins. Lantus 24 IU s.c at bedtime, Ins. Apidra 8+10+10 IU

Scaes e e 0 s.c before meals.

20 4 50 60 70 8 %0

Thyroid function normalized (TSH-2.2mIU.L, fT4-20)
under adjusted levothyroxine therapy (Euthyrox 125mcg

Age (years) 1
USA (Combined NHANES/Lunar);

Region (g/em?) (%) T-scor
Neck Right 0756 7
UpperNeck Right 0,438 53
Lower NeckRight 1,083 -
Wards Right 0586 6
Troch Right 0583 6

once daily).
Shat Right 1,105

s Table 5. Five-Day Glycemic Profile (mmol/L)

5 ; -2
steoporosis
Age (years) :
USA (Combined NHANES/Lunar)

Dayl | 8.6 9.8 11.2 4.1 6.8
(Fig.3)
o Day2 |83 9.1 109 3.8 74
Suspicion of LADA
Day3 |8 10.2 10.7 43 76

m Based on the following clinical and biochemical

features: Day4 |81 |94 14 8 69
Low BMI and progressive weight loss

Day5 |7 10 95 6.7 6.5

Profound and persistent hyperglycemia

Marked endogenous insulin deficiency

Coexisting autoimmune thyroid disease
m Inadequate response to oral antidiabetic therapy

A strong suspicion for Latent Autoimmune Diabetes in
Adults (LADA) was raised.
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DISCUSSION

The prevalence of T2DM is almost 90-95% in patients
with diabetes, while the prevalence of LADA can be 10%
in patients with a phenotypic of T2DM, thus indicating
a much larger representation than in patients with
TIDM.9 Diagnosis of LADA consists of testing for
autoantibodies, usually positive for at least one of the four
antibodies commonly seen in TIDM. Anti-GAD might not
be detectable in early stages but can present over a period
of time; hence undetectable anti-GAD level alone cannot
rule out LADA. A family history of diabetes is usually
present. Management of LADA includes diet, lifestyle,
and insulin. Obese LADA (double diabetes) patients may
require an individualized regimen of calorie-restricted
diet and physical activity. It is also recommended to avoid
insulin secretagogues such as glipizide. This isbecause the
stimulation of insulin by these drugs promotes increased
autoantigen expression, which accentuates the ongoing
autoimmune process.11 Metformin can be used in obese
LADA patients, but insulin remains the treatment of
choice. Clinicians should also be aware that all diabetic
patients including those with LADA have a similar
risk of developing cardiovascular and cerebrovascular
diseases.12 In addition, LADA patients have a higher risk
than T2DM patients for certain autoimmune conditions
such as thyroid disease.13

This case illustrates several key features of LADA:

Adult-onset diabetes initially misdiagnosed as Type 2.
LADA frequently presents in adulthood and may mimic
Type 2 diabetes.

Poor response to oral hypoglycemic therapy. Despite
treatment, patients often exhibit suboptimal glycemic
control.

Presence of pancreatic autoantibodies. The markedly
elevated GAD antibody titer strongly supports an
autoimmune etiology.

Gradual progression toward insulin dependence. Insulin
therapy becomes necessary as endogenous beta-cell
function declines.

CONCLUSION

Definitive guidelines in the management of LADA are not
vet available, but early diagnosis of LADA helps patients
achieve better glycemic control and avoid the long-term
complications of diabetes. Timely adoption of insulin
therapy also appears to benefit these patients.
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This case illustrates a patient initially misclassified
as having type 2 diabetes mellitus, who subsequently
demonstrated a progressive autoimmune-mediated
K-cell failure, culminating in overt insulin dependence.
The presence of low BMI, severe insulin deficiency, high
titers of pancreatic autoantibodies, poor response to
oral antidiabetic agents, and concomitant autoimmune
disease unequivocally supports the diagnosis of Latent
Autoimmune Diabetes in Adults (LADA).

The case underscores the critical importance of
maintaining a high index of clinical suspicion for LADA,
particularly in lean adults with rapidly progressive
hyperglycemia, early insulin requirement, and coexisting
autoimmune disorders, to ensure timely diagnosis and
appropriate therapeutic intervention.
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ABSTRACT

Introduction: Skin and soft tissue infections (SSTIs) are common clinical conditions, but their presentation may
become diagnostically challenging when infection occurs in an anatomically unusual region. Differentiation
between non-purulent cellulitis and a localized purulent collection is particularly important because their
principal therapeutic approaches differ. Supraclavicular infection may mimic musculoskeletal or vascular disease
and may therefore delay definitive treatment.

Case Presentation: A 52-year-old woman presented with progressive erythema, swelling, pain, local warmth, and
restricted movement of the right shoulder. Initial orthopedic assessment suggested tendosynovitis. Laboratory
evaluation showed leukocytosis and elevated CRP, ESR, and D-dimer, and upper-extremity deep vein thrombosis
was considered in the differential diagnosis. Aspiration of the affected area yielded purulent material, with
culture demonstrating methicillin-resistant Staphylococcus aureus (MRSA). Empirical clindamycin was initiated
and subsequently adjusted to vancomycin plus clindamycin according to the antibiogram. Despite antimicrobial
therapy, persistent induration and lack of significant clinical improvement prompted surgical consultation.
Surgical exploration confirmed a supraclavicular abscess, and incision, evacuation, lavage, and drainage were
performed. The postoperative course was favorable, with rapid clinical improvement and progressive normalization
of inflammatory markers.

Conclusion: This case highlights the importance of repeated clinical reassessment in atypical SSTIs. A purulent
collection should be distinguished from uncomplicated cellulitis because source control by drainage is central to
abscess management. In supraclavicular presentations with shoulder dysfunction, clinicians should maintain a
broad differential diagnosis that includes musculoskeletal, vascular, and infectious pathology.

Keywords: MRSA; skin and soft tissue infection; supraclavicular abscess; cellulitis; musculoskeletal mimic; surgical
drainage

INTRODUCTION

Skin and soft tissue infections comprise a broad spectrum
of disorders involving the skin and subcutaneous tissues
and, in more extensive disease, fascia or muscle. They
range from uncomplicated superficial infections to deep
and potentially life-threatening infections. Their clinical
burden is substantial, and early recognition of the extent
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and nature of infection is essential for appropriate
treatment.[1,4]

Cellulitis is a diffuse infection of the dermis and
subcutaneous tissue, typically characterized by erythema,
warmth, swelling, tenderness, and poorly demarcated
inflammatory borders. B-hemolytic streptococci and
Staphylococcus aureus are among the principal bacterial
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pathogens implicated in SSTIs.[2] In contrast, an abscess
represents alocalized collection of purulent material. This
distinction is clinically important because antimicrobial
therapy is the principal treatment for uncomplicated
non-purulent cellulitis, whereas drainage is the key
intervention when a drainable purulent collection has
formed.[1]

The epidemiology of SSTIs has also been influenced by
the emergence and spread of community-associated
MRSA. S. aureus is a major cause of skin and soft tissue
infection, and MRSA may be associated with abscess
formation and more complicated clinical presentations.
[3] Consequently, microbiological confirmation and
susceptibility testing are particularly useful when
purulent material is obtained.

Although the extremities are common sites of cellulitis
and abscesses, infection in the supraclavicular region is
less frequently encountered and may initially resemble
pathology of the shoulder girdle, tendons, muscles,
lymph nodes, or regional vessels. This overlap can
lead to diagnostic delay. The present case describes a
supraclavicular MRSA abscess initially interpreted as
a musculoskeletal condition, with elevated D-dimer

additionally raising concern for upper-extremity
thrombosis.
CASE PRESENTATION

A 52-year-old woman presented with progressive
erythema, swelling, pain, and restricted movement of the
right shoulder over several days. She had previously been
evaluated for suspected tendosynovitis.

Physical examination revealed erythema and induration
involving the supraclavicular and shoulder region, with
significant tenderness and functional limitation of the
right upper limb.

Laboratory investigations demonstrated leukocytosis
and elevated C-reactive protein (CRP), erythrocyte
sedimentation rate (ESR), and D-dimer. Because of the
elevated D-dimer and symptoms involving the upper limb,
upper-extremity deep vein thrombosis was included in
the differential diagnosis.

Aspiration of the affected area yielded purulent material.
Microbiological culture identified MRSA.

Empirical therapy with clindamycin was initiated and
subsequently adjusted to vancomycin plus clindamycin
according to the antibiogram. Anticoagulation

Case report I

prophylaxis with enoxaparin was administered.

Despite antimicrobial therapy, persistent induration
and insufficient clinical improvement prompted
surgical consultation. The patient was transferred to
the surgical ward with the diagnosis: “Abscessus regio
supraclavicularis et oedema regio omaris et tricipitis
brachii lateralis dextrae.”

Surgical treatment consisted of incision, evacuation
of purulent material, lavage, and drain placement.
Following the procedure, the patient demonstrated
rapid symptomatic improvement, with progressive
normalization of inflammatory markers. Functional
recovery was gradual and complete.

DISCUSSION

The principal diagnostic challenge in this case was the
anatomical location of the infection and its clinical
overlap with musculoskeletal and vascular disorders.
Shoulder pain with restricted movement may lead
clinicians toward diagnoses such as tendosynovitis or
other periarticular pathology, while swelling of the
upper limb accompanied by an elevated D-dimer may
raise concern for venous thrombosis. In this setting,
the presence of erythema, warmth, induration, and
progressive local inflammatory findings should prompt
careful consideration of an SSTI.

An important distinction is that cellulitis and abscess are
not interchangeable clinical entities. Cellulitis is a diffuse
infection without a localized collection of pus, whereas an
abscess is a purulent collection requiring source control.
Current infectious-disease guidance recommends
incision and drainage as the primary treatment for
cutaneous abscesses and emphasizes that antimicrobial
therapy does not substitute for adequate drainage when
a drainable collection is present.[1] The present case
illustrates this principle: despite antimicrobial therapy
directed against the isolated MRSA, the patient continued
to demonstrate persistent induration and inadequate
clinical improvement until surgical exploration and
drainage were performed.

The microbiological finding of MRSA is clinically relevant.
S. aureus is a major pathogen in skin and soft tissue
infections, and the increasing importance of community-
associated MRSA has altered the microbiological profile
and therapeutic considerations of these infections.[3] In
purulent infections, obtaining a specimen for culture and
susceptibility testing can guide antimicrobial selection,
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particularly when initial treatment is unsuccessful or the
infection is clinically significant.[1,3]

The elevated D-dimer in this patient contributed to the
consideration of upper-extremity deep vein thrombosis.
However, D-dimer is a marker of activation of
coagulation and fibrinolysis and is not specific for venous
thromboembolism. Significant infection and systemic
inflammation can also be associated with coagulation
activation. Therefore, an elevated D-dimer should be
interpreted within the complete clinical context and
should not divert attention from local infectious findings.
In the present case, the combination of local erythema,
induration, purulent aspirate, and positive MRSA culture
provided direct evidence of a soft tissue infection.

The supraclavicular location deserves particular
attention. Infection in this region may have consequences
beyond a superficial local process because of its
anatomical relationship with the deep spaces of the neck
and upper thorax. The clinical objective is therefore
not only to identify the causative organism but also to
determine whether the infection has developed into an
organized collection requiring surgical source control.
Consensus recommendations for SSTIs emphasize prompt
recognition, appropriate antimicrobial treatment, and
timely drainage or debridement when indicated.[4]

Another important lesson is the value of dynamic
reassessment. The initial clinical impression of
tendosynovitis was reasonable given the shoulder
dysfunction, but the subsequent evolution of erythema,
induration, inflammatory markers, purulent aspiration,
and microbiological confirmation required diagnostic
re-evaluation. Failure to improve despite appropriate
antimicrobial therapy should prompt reassessment of
the diagnosis, the extent of infection, the presence of a
drainable collection, and the adequacy of source control.
[1,4]

The case also illustrates the value of multidisciplinary
collaboration. Orthopedic, medical/infectious-disease,
radiological, and surgical perspectives may be required
when infection presents with prominent musculoskeletal
or vascular features. Early recognition of an abscess
and timely surgical drainage can prevent progression to
deeper infection and other complications.

The main limitation of this case report is that the
available case documentation contains qualitative
laboratory descriptions rather than the exact numerical
values of leukocytes, CRP, ESR, and D-dimer. No
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additional imaging findings should be inferred beyond
those documented in the case. Nevertheless, the clinical
course, purulent aspiration, MRSA culture, failure of
antimicrobial therapy alone, and favorable response after
surgical drainage provide a coherent clinical sequence
supporting the diagnosis and the main learning points.

CONCLUSION

Supraclavicular SSTI may present with clinical features
that mimic musculoskeletal or vascular pathology. In a
patient with erythema, swelling, tenderness, restricted
shoulder movement, and inflammatory laboratory
abnormalities, an infectious cause should remain in the
differential diagnosis even when the initial presentation
suggests tendosynovitis or thrombosis. Differentiation
between cellulitis and an organized abscess is essential
because a purulent collection requires effective
source control. This case emphasizes the importance
of microbiological confirmation, continuous clinical
reassessment, multidisciplinary collaboration, and
timely surgical drainage when an abscess is identified.
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ABSTRACT
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Objective: To present the effect of physical rehabilitation in a patient with burns of the upper limb.

Methods: Case report of a 30-year-old patient with surgically treated burns of IIA-IIB degree of the left hand
and forearm, suffered in a fire in Kocani. Physical rehabilitation was carried out with kinesitherapy, manual
massage, occupational therapy and ultrasound therapy. The assessment of the functional status was performed
by measuring the mobility of the joints and the DASH index at several time intervals.

Results: A gradual improvement in the mobility of the wrist and fingers was noted. The DASH index decreased
from 55 points two months after the injury to 5 points after 12 months, indicating significant functional recovery.

Conclusion: Early, continuous and individualized rehabilitation significantly contributes to better functional
outcomes, prevention of contractures and improvement of quality of life in burn patients.

Keywords: burns, physical therapy, kinesitherapy

INTRODUCTION

Burns are a type of injury to the skin or other organic
tissues that is primarily caused by exposure to heat or
other agents such as electricity, radiation, chemicals,
etc., but most of them are the result of contact with
hot liquids, solids, and flames. According to the World
Health Organization (WHO, 2023), burns represent a
global public health problem accounting for an estimated
180,000 deaths annually, with non-fatal burn injuries
remaining a leading cause of long-term morbidity and
functional impairment [10]

Burns are often underestimated as a type of trauma,
which besides skin damage, cause complex disorders
of other tissues, organs and organ systems. In the case
of a burn injury, an assessment is performed with the
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most important goal of determining its severity, and
the four-degree classification allows for a differentiated
approach to treatment and interventions. Rehabilitation
begins from the moment of injury and continues until
the return to everyday activities and is necessary for
all patients with superficial or deep burns. Failure to
provide adequate rehabilitation results in functional
deficits such as reduced mobility, difficulty or inability to
perform activities of daily living and return to the work
environment.

Rehabilitation procedures include edema reduction,
breathing exercises, patient positioning, range-of-motion
exercises, and muscle strengthening exercises, which
require a multidisciplinary approach and collaboration
between the patient, physiotherapist, physicians, nurses,
occupational therapists, dietitians, psychologists, and
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plastic surgeons.

Recently, the importance of physical rehabilitation is
additionaly confirmed through the analysis of cases from
the mass accident at the Pulse disco in Kocani, where
people suffered burns of varying degrees.

Objective: to demonstrate the effect of physical
rehabilitation, including kinesitherapy, manual massage
and ultrasound therapy, on improving the mobility and
functionality of the upper limb in a patient with surgically
treated burns of IIA-1IB degree.

Case report: Patient A.M., aged 30, was admitted to
the Department of Plastic and Reconstructive Surgery
on 16.03.2025 after burns sustained in a fire in a disco
in Kocani. Upon admission, a burn of the right upper
arm, left hand and dorsum was diagnosed, with an
extension of 15% TBSA and a depth of Ila/b degree.
Surgical treatment with debridement and local wound
treatment was performed, but due to the severity of the
injuries she was referred to Zagreb. After completing
hospital treatment in Zagreb, she was again registered
at the Plastic Surgery Department with a diagnosis of
post-combustio of the head, chest, right upper arm, left
forearm and hand, with an assessment of the remaining
surface area of approximately 10% TBSA, with IIA-1IB
degree. The advanced phase of healing was recorded,
with a granulating base and superficial epithelialization.

Profesional paper I

Figure 1. Thermal burns on the left hand on admission

With a stabilized local and general status and without
active complications, the patient was discharged from
Plastic Surgery and began a rehabilitation process at
the Department of Physical Medicine in the PHI OB
with extended activity - Kocani, where she was treated
several times for 21 days. Measurements of the mobility
of the injured left arm were made (Table 1, Table 2 and
Table 3) and a DASH index was performed, at the first
examination (2 months after the injury), at 4 months after
the injury, and 11 months after the injury (Table 4). At the
first examination, the local finding showed the presence
of scars in the neck area, both shoulders, right upper
arm and left wrist and hand. Wrist movements were
severely limited in palmar flexion, with slight limitation
in dorsiflexion, and various limitations were registered
in the fingers: in the base joint, impossible movements,
PIP of the first finger with limited flexion, the second
finger limited or impossible, and the remaining fingers
moved within a normal range. Opposition of the thumb
was possible to normal, while abduction was limited.
Kinesitherapy was started, which includes active,
corrective and actively assisted exercises, occupational
therapy and manual massage.
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fingers and thumb. With continued treatment 11 months
after the injury, the patient showed almost normal

RN I SR | B

"

Figure 3. Left hand 11 months after injury

Table 1. Table 1. Mobility of the left hand wrist during
physical treatment

Figure 2. Left hand 4 months after thermal injury Wrist

During follow-up examinations, the local finding gradually Flexion Extension
improved in terms of movements in the wrist and fingers, [ " 2 - N

with extension from possible to normal, except in the PIP | months after injury)
of the second finger, while the remaining fingers showed
a gradual increase in flexibility, so that in the following
period the movements in the wrist became almost | 11 months after injury N N
normal, with additional progress in the flexibility of the

4 months after injury N 60

Table 2. Flexion of left gand fingers during physical treatment

MCF DIP | MCF | DIP PIP MCF | DIP pIP MCF DIP PIP MCF DIP | PIP

2m after injury 30 34 95 51 60 95 65 60 100 45 40 100 | 80
4m after injury 35 50 60 70 20 60 65 40 60 65 40 55 45 50
11m after injury 55 80 80 95 60 80 95 75 80 95 70 65 95 70

Revisté mjekésore - MEDICUS | 226

IS ISP



ANy

Profesional paper I

Table 3. Extension of left hand fingers during physical treatment

MCF |DIP |MCF ([DIP |PIP |MCF |DIP |[PIP |MCF |DIP |PIP |MCF DIP [ PIP
2m after injury | N N 30 45 |N N N N N N N N N N
4m after injury | N N N N N N N N N N N N N N
11m after injury | N N N N N N N N N N N N N N

Table 4. DASH index during physical treatment

2 months after injury 55
4 months after injury 50
12 months after injury 5

Chart 1. DASH index during physical treatment
DASH index

50

2 months after injury 4 months after injury 12 months after injury

Conclusion: Early, continuous and individually tailored
physical rehabilitation is an important and necessary
part of the treatment of burn patients, especially when
the upper extremities are affected and there is a risk of
developing contractures, limited mobility and functional
deficit. The application of physical therapy contributes
to improving the range of motion, reducing scarring and
improving the functional ability and quality of life of
patients.

The presented case confirms that a multidisciplinary
approach and regular rehabilitation treatment enable
significant functional recovery and an easier return to
daily activities. The obtained results demonstrate the
importance for clearly defined and clinically applicable
rehabilitation protocols in burn patients, in order to
achieve optimal functional outcomes and prevent long-
term complications.

Discussion: The therapeutic protocol initiated at the PHI
OB Kocani—comprising active-assisted and corrective

exercises, manual scar massage, occupational therapy,
and ultrasound therapy—directly contributed to
reversing initial severe ROM restrictions. At the initial
evaluation (2 months post-injury), the patient exhibited
severe limitation in wrist palmar flexion (85°) and
dorsiflexion (50°), alongside complete immobility in the
metacarpophalangeal (MCP)joints of the second digit and
constrained proximal interphalangeal (PIP) joint flexion.
This clinical presentation aligns with findings by Dunpath
et al. (2016), who reported that post-burn immobilization
primarily impairs complex multi-joint hand mechanics.

By implementing structured kinesitherapy and manual
massage, mechanical stress was systematically applied
to the remodeling connective tissue. As demonstrated
in the literature by Procter (2010) and Edgar (2009),
early dynamic mobilization prevents pathologically rigid
collagen cross-linking during scar maturation. Over the
11-month rehabilitation period, patient A.M. achieved
near-normal range of motion across all wrist and digital
segments, with full recovery of wrist flexion/extension
and resolution of digital extension deficits (from -45° at 2
months to normal at 11 months).

Quantitative  functional assessment using the
DASH (Disabilities of the Arm, Shoulder and Hand)
outcome measure further confirms the success of this
comprehensive approach. The patient’s DASH score
declined dramatically from 55 points (indicating severe
upper extremity disability) at 2 months post-injury to
50 points at 4 months, ultimately reaching 5 points at
12 months, which represents near-complete restoration
of functional independence in activities of daily living.
These numerical gains mirror the outcomes described by
Gomez et al. (2017) and Rrecajet al. (2015), who highlighted
that continuous, long-term physical rehabilitation is
directly correlated with significant improvements in
upper extremity functional indexes and overall patient
quality of life.
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Furthermore, the  multidisciplinary
combining acute surgical management (debridement
and graft site care) with tailored outpatient physical
therapy—was essential in managing both the primary
skin injury and secondary musculoskeletal sequelae. As
noted by Jeschke et al. (2020) and Mudawarima et al.
(2017), holistic rehabilitation strategies that combine
joint mobilization, scar management, and functional
retraining are mandatory to achieve complete physical
and psychological recovery in severe burn survivors.

In summary, the substantial functional recovery
demonstrated in this case report highlights that early,
individualized, and sustained physical rehabilitation is
vital to preventing contractures, restoring joint range of
motion, and ensuring complete functional reintegration
following deep dermal hand burns.
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ABSTRACT

Introduction: Congenital malformations of the female reproductive organs can occur in the vagina, cervix, uterus,
and fallopian tubes. They are most common in the uterus, and bicornuate uterus is a malformation caused by
abnormal Mullerian fusion. Very often this result in recurrent miscarriages, fetal growth retardation, premature
births, and malpresentations in pregnancy.

Case report: Two pregnancies achieved with IVF will be presented, in a patient with a bicornuate uterus with
a single cervix and total occlusion of both tubes. The patient came in hospital at the age of 26 and had never
conceived before. As a young girl at age of 15, she was operated from hematometra as a result of inperforated
hymen and at the same time there was an unsuccessful attempt to perform a Strassmann operation- a classic but
complicated operation to join the two horns of the uterus, as an idea for a possible future successful pregnancy.

After several investigations and medical interventions from our side, the patient achieved two successful
pregnancies with IVF, which ended as premature births at 32 and 34 weeks of gestation, with a interval between
the two pregnancies of six years. Both pregnancies were without major complications, but due to the smaller
capacity of the left horn of the uterus, both ended with premature birth and cesarean section.

Conclusion: Today there are many ways with assisted fertilization and careful management of pregnancy, to realize
conception and pregnancy in women with congenital genital anomalies.

Key words: bicornuate uterus, mullerian anomaly, pregnancy, preterm delivery, single cervix.

INTRODUCTION pregnancy and occurs with a prevalence of 0.4% [3]. The
bicornuate uterus is classified as a class IV Miillerian duct
anomaly and has two subtypes in relation to the cervix.
A bicornuate uterus with one cervical canal in which
central myometrium extends to the internal cervical os
and a bicornuate uterus with two cervical canals where
central myometrium extends to the external cervical os
(2] [3]. The septum that forms between the two horns
of the uterus sometimes extends to the vagina and
completely divides the uterus and vagina into two parts
in 25% of cases. Often these anomalies are accompanied

Congenital malformations of the female reproductive
organs can occur in the vagina, cervix, uterus and
fallopian tubes [1]. Congenital uterine malformations are
present in about 5% of women and are the cause of 10% of
recurrent miscarriages and about 25% of late miscarriages
and premature births [2]. They are most common in the
uterus and bicornuate uterus is a malformation caused
by abnormal partial failure in fusion of the Mullerian
ducts, resulting in a uterus divided into two horns, that is
often accompanied by obstetric complications during the
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by anomalies of the kidneys and renal ducts [4].

Achieving pregnancy in congenital anomalies of the
uterus and cervix is always more difficult than achieving
conception in normal uterus and cervix [4]. They are
often associated with infertility, repeated miscarriages,
abnormal presentation of the fetus during pregnancy and
most often cesarean delivery, premature births, low birth
weight and IUGR- intrauterine growth retardation, or
inadequate contractions, increased perinatal mortality
[5]. Uterine anomalies are most often detected with
imaging techniques such as 3D ultrasound, HSG or MRI
and with surgical techniques such as hysteroscopy and
laparoscopy [6] [7]. This paper show that pregnancy
is possible even with uterine anomalies and reduced
capacity of the uterine cavity, only if the entire situation
is managed well and if the patient has faith that it can
happen.

CASE PRESENTATION

A case of two pregnancies achieved with IVF will be
presented, in a patient with a bicornuate uterus and
single cervix, divided into two horns to the internal
cervical os, which completely separates the uterus into
two horns without communication between them. The
cervix which began with a single cervical canal then
divided higher into two canals towards the two horns of
the uterus. The patient came to us at the age of 26, after
being told in Kosovo that all attempts to get pregnant
would be unsuccessful, due to a uterine anomaly, a
smaller capacity of uterine horns, and blocked tubes.

The patient had never conceived before and was 26
vears old, with a regular menstrual bleedings. As a
15-year-old girl, she underwent emergency surgery for an
inperforated hymen and hematometra, during which and
infraumbilical incision was made in order to attempt a
Strassmann operation, but it was not performed and only
the problem with the imperforate hymen was resolved.
Since then, she has started menstruating regularly
and and she had no further investigations until she got
married.

During the first ultrasound examination with 3D
ultrasound, we diagnosed that it was a bicornuate
uterus, divided up to the cervix. The uterine horns
were widely divergent, with big angle between them
to the top and symmetric uterine horns, with an
anteroposterior diameter of 30 mm and with an equally
swollen endometrium. Ovaries with normal placement,
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morphology and size were detected and sausage-shaped
uterine tubes filled with fluid, during the same ultrasound
examination. In a vaginal examination with speculum, it
was seen that there was no vaginal septum and that only
one cervix was involved. Further diagnostic procedures
with hysterosalpingography-HSG and then hysteroscopy-
HSC and laparoscopy-LPSC procedures were indicated, to
assess the capacity of the uterus horns and for possible
correction, as well as definitive determination of the
fluidity of both tubes.

Diagnostic procedures before pregnancy:

- After the first menstrual cycle, an HSG was performed
and the injected contrast showed that there was a single
cervix that branches at the top into two channels that
lead to both uterine horns. The left horn was clearly
shown to be filling with contrast, while the right horn
showed a filling defect. Both tubes were shown to be
hydrosalpingitic without free outflow of contrast into the
abdominal cavity (figure 1).

Figure 1. HSG in bicornuate uterus with single cervix and
total occlusion of both tubes

It was decided not to do an MRI, but to go for a laparoscopy
and hysteroscopy, to assess the capacity of both uterine
horns, for possible correction and management of the
hydrosalpingitic tubes.

- Laparoscopy and hysteroscopic surgical interventions
were performed and there was one cervical canal
continues to the left and right horns of the uterus, in the
upper part of the cervix. The hysteroscopic evaluation
showed a free uterine left horn with good capacity. During
the hysteroscopic evaluation of the right uterine horn, it
was seen that it had a smaller capacity and adhesions
in the uterine cavity, especially in the upper part of the
right horn.

With laparoscopy, a camera was inserted into the
abdomen and the uterus was shown with concave or
heart-shaped external uterine contour, and the uterine
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horns were widely divergent. The fundal cleft was deep
and descended to the lower third between the two
horns. The ovaries were shown with normal position,
morphology and size. Due to the visible bilateral
hydrosalpinx, hydrosalpingitics tubes were removed and
there was no any operative corrections of both uterine
horns. With that, the patient was ready and prepared for
IVF, as the only chance to get pregnant.

Stimulation protocol and IVF procedure:

A stimulation protocol was started and after the
stimulation was performed, a follicle puncture was
scheduled, during which 6 good oocytes were obtained, 4
of which were fertilized and one blastocyst was returned
to the left uterine horn, which was with better capacity
and without adhesions.

Two weeks after the embryo transfer - ET in the left
horn, a pregnancy test was done which was positive and
ultrasound showed a gestational sac ( figure 2). At the next
examination in the fifth week of gestation, an ultrasound
detected a yolk sac and an embryo.

Figure 2. Gestational sac in the left horn of bicornuate
uterus

Vitamin therapy with folates, gestagens locally and bed
rest were prescribed to the start of the pregnancy. The
pregnancy was monitored as all pregnancies, with all
screenings recommended for normal pregnancy and
regular measurement of the length of the cervix.

During each ultrasound examination, the growth and
development of the fetus and the length of the cervix were
monitored, the placenta was on the anterior wall of the
left horn, placed high above the isthmic part in the same
uterine horn. The fetus developed and grew normally
for the gestational age, during all examinations and the
patient had no uterine activity utill 29 gestational week
of pregnancy, due to the lower capacity of the uterine
cavum in the uterine horn.

Profesional paper I

The first uterine activity appeared in 29 week and tocolysis
and fetal maturation with corticosteroids were indicated
and given. Uterine activity calmed down, with continued
therapy with gestagens, magnesium and bed rest. After
two weeks contractions were repeated and intensified.
Contractions this time caused rupture of the amniotic
fluid at 31.5 weeks of gestation and again tocolysis and
maturation with corticosteroids for the fetal lungs were
indicated, as more than two weeks had passed since the
previous maturation with corticosteroids. The repeated
contractions did not stop and since there was no progress
in the cervical findings, it was decided to complete the
delivery by cesarean section at 32.4 weeks of gestation.

The cesarean section was performed with dorsoposterior
presentation of the fetus and live female fetus was born
with weight 1620 grams and 43 cm. length, with Apgar-
score AS 8/9. No communication with the right uterine
horn was found during the cesarian section. The patient
was treated postoperatively with antibiotic, uterotonic
and antithrombotic therapy and left the hospital on the
4-th day after the cesarean section.

The newborn was kept in the neonatal intensive care unit-
NICU, without respiratory support and was released 18
days after birth with a weight of 2120 grams and a length
of 45 cm. Due to the timely maturation and the maximum
delay of delivery until the full 32nd week of gestation, due
to the smaller capacity in the uterine horn, there were
no complications for the mother and fetus, caused by
pregnancy and delivery.

Six years later, when the patient was 33 years old, she
decided to have a second pregnancy. The same procedure
with stimulation and IVF and one embryo was returned
again in the left uterine horn as before.

The entire pregnancy was without complications and
the first uterine activity appeared later this time, at
32 gestational week and were managed with tocolysis.
They recurred at 34 weeks of gestation and tocolysis
and corticosteroid maturation of the fetal lungs were
administered. One day after completion of corticosteroid
maturation, due to intense uterine contractions, the
patient delivered by cesarean section at 34.3 weeks.
The pregnancy ended with a Caesarean section and a
live female fetus weighing 1820 grams and a length of
45 cm. with Apgar- score AS 8/9 was born. Again there
were no complications for the fetus and the mother. The
mother left the hospital 4 days after the surgery, and the
newborn, who was without respiratory support, weighing
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2200 grams, was discharged from the neonatal intensive
care unit ten days after delivery in good condition.

With this, the patient became a mother twice, with good
management of conception, pregnancy and childbirth.

DISCUSSION

This case describes a clinically interesting and rare case
of high- risk uterine anomaly and two successful IVF
pregnancies in a patient with bicornuate uterus and
bilateral tubal occlusion. With detailed reproductive and
obstetrics management, both pregnancies were achieved
with IVF, were managed similarly and ended with
cesarean deliveries, with the delivery of live and healthy
neonates.

Pregnancy in women with uterine anomalies is possible
and if the anomaly is not detected before pregnancy,
very often result in recurrent miscarriages, fetal growth
retardation, premature births, and malpresentations [4].
These pregnancies are less successful than pregnancies
carried in a normal uterus [5]. Imaging techniques are very
important in detecting anomalies of the female genital
tract and as a result of their use some of the anomalies
can be diagnosed and successfully corrected [6][7]. Some
of them are uncorrectable but still, all options should be
tried in such cases to get pregnant [8].

are detected with 3D
MRI,

Most uterine anomalies
ultrasound,than hysterosalpingography,
hysteroscopy, and laparoscopy [6] [8].

By ASRM classification this is a bicornuate uterus in class
IV a, malformation caused by abnormal partial failure
in fusion of the Mullerian ducts, resulting in a uterus
divided into two horns, which should be differentiated
from septate uterus and uterus didelphys [9]. Surgical
intervention is usually not indicated in this case, unlike
a septated uterus where hysteroscopic resection of the
septum is usually recommended [10].

A bicornuate uterus increases the risk for miscarriage,
preterm delivery, fetal malpresentations which increase
the risk for cesarean section delivery and cervical
insufficiency. Despite these elevated risks, many women
still achieve successful, viable full-term deliveries [4].

Pregnancy with bicornuate uterus with single cervix can
cause various perinatal outcomes including miscarriage
(21%), prematurity (24%), ectopic pregnancy (2%), [IUGR
(11%) and increased incidence of caesarean section (84%)
[11].
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The use of progestogens and bed rest has been shown not
to increase the success rate of these pregnancies [12].

Patients should not be discouraged when such anomalies
are discovered, but rather should be encouraged to use
all save medical options to become pregnant. All possible
ways to achieve this goal should be used.

Although we were not completely confident from the first
moment that everything would end in success, we took
the risk and step by step, together with the patient, we
reached the ultimate goal, achieving two pregnancies
and giving birth of two premature but healthy newborns.

Both pregnancies were achieved with IVF, were managed
similarly and ended with cesarean deliveries in 32 and 34
weeks of pregnancy.

CONCLUSION

A bicornuate uterus with a single cervix is one of the rare
uterine anomalies. Early diagnosis and preparation of
these patients for pregnancy and good antenatal care lead
to success in pregnancy and childbirth. There are no strict
clinical protocols for managing such pregnancies and
each case is individual and different in the management
of pregnancy. The method of deliveryin these pregnancies
is different, but most often due to the smaller capacity of
the uterine horns and malpresentations, the births end
with a cesarean section.
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ABSTRACT

Background: Drug-coated balloon (DCB) angioplasty is an established treatment option for selected de novo
coronary lesions, particularly in small-vessel disease. In patients at high bleeding risk (HBR), individualized
revascularization strategies based on bleeding risk assessment may exabse abbreviated dual antiplatelet therapy
(DAPT) and simplify the management of subsequent bleeding events.

Case Summary: A 59-year-old woman with hypertension, hyperlipidemia, active smoking, recurrent nephrolithiasis,
previous spontaneous hematuria, and iron-deficiency anemia presented with non-ST-elevation myocardial
infarction (NSTEMI). Bleeding risk assessment according to the Academic Research Consortium for High Bleeding
Risk (ARC-HBR) criteria identified two major HBR criteria. Coronary angiography demonstrated a 95-99% subtotal
stenosis of the distal right coronary artery. Following successful lesion preparation, percutaneous coronary
intervention was performed using a 2.75 x 20 mm paclitaxel-coated DCB without stent implantation. One month
later, the patient developed recurrent gross hematuria with a hemoglobin decrease from 109 to 97 g/L, requiring
urological intervention. After completion of one month of DAPT, antiplatelet therapy was de-escalated without
recurrent ischemic events. At six-month follow-up, the patient remained asymptomatic, with no evidence of
myocardial ischemia and complete recovery following laser lithotripsy.

Discussion: This case demonstrates that DCB-only angioplasty may represent a valuable revascularization strategy
in carefully selected HBR patients with suitable coronary anatomy. Systematic bleeding risk assessment before PCI
can guide device selection, allow flexible DAPT duration, and facilitate management of subsequent non-cardiac
interventions without compromising short-term clinical outcomes.

INTRODUCTION because of higher rates of restenosis and the need for
prolonged dual antiplatelet therapy following metallic
stent implantation. Drug-coated balloons have emerged
as an effective “leave-nothing-behind” strategy by
delivering an antiproliferative drug without permanent
scaffold implantation. During the past decade, several

Percutaneous coronary intervention (PCI) with drug-
eluting stent implantation remains the standard
treatment for most patients undergoing coronary
revascularization. Nevertheless, treatment of small
coronary vessels continues to represent a challenge
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randomized studies have demonstrated non-inferiority
of DCB compared with contemporary DES in selected de
novo small-vessel lesions. (1,2,3,4)

The evolution of percutaneous coronary intervention
(PCI) over the vyears has facilitated treatment of
increasingly complex patient populations like patients
at high bleeding risk (HBR). The challenges in defining
the optimal management of patients undergoing PCI
at HBR include a shortage of relevant clinical data
and the use of heterogeneous definitions of HBR that
limit interpretation and generalization in this group of
patients. (5) So, besides anatomical considerations, in this
group of patients, increasing attention has been directed
toward individualized PCI planning according to bleeding
risk. Patients with previous bleeding episodes, chronic
anemia, or anticipated need for surgical intervention
represent a subgroup in whom abbreviated DAPT may
become particularly important. (6)

Contemporary PCI planning extends beyond coronary
anatomy alone. Current ESC guidelines yecommend
routine bleeding risk assessment before coronary
intervention to guide antithrombotic treatment and
optimize patient outcomes. The Academic Research
Consortium for High Bleeding Risk (ARC-HBR) (5) criteria
have become the reference standard for identifying
patients at increased bleeding risk undergoing PClI,
while the PRECISE-DAPT (7) score may further assist in
determining the appropriate duration of dual antiplatelet
therapy. Although these tools provide objective risk
stratification, they should complement rather than
replace individualized clinical decision making,
particularly when additional patient-specific factors
suggest a high probability of future bleeding or the need
for non-cardiac surgical intervention.

We present a patient with NSTEMI successfully treated
with DCB angioplasty in whom the anticipated bleeding
risk became clinically relevant only one month after PCI,
confirming the rationale behind the initial treatment
strategy.

CASE PRESENTATION

A 59-year-old woman with a history of hypertension,
hyperlipidemia, active smoking, and a positive family
history of premature coronary artery disease was
admitted with a chest pain of two days. The patient’s
medical history included recurrent nephrolithiasis
complicated by episodes of hematuria and iron-deficiency
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anemia, with last hospitalization and implantation of
double-J catheter 5 months earlier and recommendation
for laser lithotripsy by the attending urologist, which was
not performed until the admission.

The electrocardiogram showed no significant ischemic
changes, while high-sensitivity cardiac troponin I was
markedly elevated (890 ng/L), consistent with a diagnosis
of non-ST-elevation myocardial infarction (NSTEMI). The
admission hemoglobin was 109 g/L (10.9 g/dL), reflecting
mild anemia. Transthoracic echocardiography revealed
mildly reduced left ventricular systolic function (left
ventricular ejection fraction [LVEF] 50%) with newly
developed inferior wall hypokinesia and no significant
structural abnormalities (LVEDD 52 mm, LVESD 23 mm,
LA 38 mm, IVSd 10 mm).

High bleeding risk assesment

Due to the history of anemia and according to the 2023 ESC
Guidelines for Acute Coronary Syndromes (8), bleeding
risk was assessed before coronary intervention according
to the Academic Research Consortium for High Bleeding
Risk (ARC-HBR) criteria (5) (Figure 1). The patient fulfilled
two major criteria - spontaneous bleeding requiring
hospitalization or transfusion in the past 6 months or
any time, if recurrent and Hemoglobin <11 g/dL which
classified this patient at high bleeding risk.

Major HBR criteria

* Anticipated long-term oral anticoagulation

Minor HBR criteria
« Age275y

* Severe/End-stage CKD (eGFR <30ml/min) + Moderate CKD (eGFR 30-59 ml/min)
*  Hb<1ig/dl * Hb11-12.9g/dl for men and 11 - 11.9 g/dl for women

bleeding requiring hospitalization or transfusion
within the past 12 mo not meeting the major criterion

* Spontaneous bleeding requiring
the past 6 mo or any time, if recurrent

baseline ia (<100x107L)

* Long-term use of oral NSAIDs or steroids

*  Chronic bleeding diathesis * Anyischemic stroke at any time not meeting the major criterion

«  Liver cirrhosis with portal hypertension

+ Active malignancy (excluding nonmelanoma skin cancer) within According to ARC HBR definition -
the past 12 months) . = : .
~ Previous spontaneous ICH (at any time)/ traumatic ICH (within the patients are considered to be at HBR if
past 12 months)/ presence of a bAVM/ moderate or severe
ischemic stroke within the past 6 mo

at least 1 major and 2 minor criteria
are met

* Nondeferrable major surgery on DAPT

*+ Recent major surgery or major trauma within 30 d before PCI

Figure 1. Academic Research Consortium for High
Bleeding Risk (ARC-HBR) criteria (5)

Coronary angiography demonstrated a 95-99% subtotal
stenosis of the distal segment of the right coronary
artery. Following successful lesion preparation with
balloon predilatation and an optimal angiographic result
without flow-limiting dissection or significant residual
stenosis, the lesion was considered suitable for a drug-
coated balloon (DCB)-only strategy. Considering both
the favourable lesion characteristics and the patient’s
increased bleeding risk with a foreseeable need for future
urological intervention, PCI was completed using a 2.75
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x 20 mm paclitaxel-coated balloon inflated at 12 atm for
60 seconds, without stent implantation. An excellent
immediate angiographic result was achieved, with
restoration of TIMI 3 flow. The postprocedural period
was uneventful, and the patient was discharged after
three days on dual antiplatelet therapy with aspirin and
clopidogrel.

At the follow-up at one month after PCI, the patient
reported one week of recurrent haematuria, laboratory
evaluation demonstrated low hemoglobin concentration
of 97 g/L. (9.7 g/dL). Urological assessment confirmed
active nephrolithiasis, with recommendation for
cardiology consultation for therapy modification and
laser lithotripsy recommended following correction of
the anemia. The patient reported no angina symptoms
and denied dyspnea or exercise intolerance. Given
the planned risk of bleeding events, followed by DCB
angioplasty, we discontinued the P2Y12 inhibitor and
lowered the dose of aspirin to 75mg. Previously planned
urological intervention was performed two weeks after
without ischemic events or symptoms reported. During
the 6 months follow-up, the patient remained free of
angina, and exercise stress testing showed no evidence
of myocardial ischemia, with complete recovery from the
urology intervention and normal hemoglobin of 134 g/L
(13.4 g/dL). (Figure 2)

o NSTEMI [

Chest pain for 2 days
hs-cTnl 890 ng/L, no ECG changes

Diagnosed as non-ST-elevation
myocardial infarction.

Coronary angiography
95-99% subtotal stenosis 0 ®  Severe de novo lesion in RCA.
of the right coronary artery (RCA)

o @F/
e // % Preprocedural assessment
( ‘ ?’ | The patient fulfilled two major criteria:
N7 Bleeding risk assessment influenced
= revascularization strategy and
antiplatelet plan.

« Spontaneous bleeding requiring hospitalization
or transfusion in the past 6 months or any time

« Hemoglobin <11 g/dL

ARC-HBR: High bleeding risk

Decision for DCB angioplasty
After successful predilatation with optimal result
(no flow-limiting dissection, minimal resdual stenoss) | o pi

———

DCB paclitaxel 2.75 x 20 mm |
12 atm for 60 seconds

Discharge

3 days after PCI

DAPT: Aspirin + Clopidogrel
(Planned for 1 month)

Guideline-directed medical therapy
initiated.

1 month later

Bleeding episode occurred as
anticipated.

leficiency anemia
insed from 109 to 97 g/l

|
Urological management
lanne rips)
after cor I

Cardiology consultation
Patient asymptomatic
No angina, no dyspnea

o Active nephrolithiasis requiring
urological intervention.

Clinical reassessment t after 1 month
of DAPT.

DAPT discontinued

After 1 month of DAPT

Given bleeding risk and need for
urological procedure

Multidisciplinary decision based on
completed DAPT course and high
bleeding risk.

Follow-up
No

Favorable clinical outcome during

No
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DISCUSSION

Contemporary PCI planning extends beyond achieving
an optimal angiographic result. Current ESC guidelines
recommend routine assessment of both ischemic
and bleeding risk before coronary intervention to
personalized revascularization and antithrombotic
treatment.(9, 10) The ARC-HBR criteria have become the
standard tool for identifying patients at increased risk of
major bleeding after PCI (5). In our patient, although the
need for urological intervention was not immediate, the
combination of recurrent hematuria, chronic anemia,
and untreated nephrolithiasis suggested a high likelihood
of future bleeding events, supporting the selection of a
strategy that would permit shorter DAPT if necessary.

Patients at high bleeding risk (HBR) represent an
increasingly common population undergoing PClI,
prompting a paradigm shift towards individualized
antithrombotic strategies that balance protection from
ischemic events against the risk of major bleeding.
Several randomized trials have demonstrated that
shortening DAPT in carefully selected HBR patients
reduces bleeding without a significant increase in major
adverse cardiovascular events. In the MASTER DAPT
trial (11), discontinuation of DAPT after one month in
ARC-HBR patients who had undergone implantation of
a biodegradable-polymer sirolimus-eluting stent was
non-inferior to standard-duration therapy with respect
to net adverse clinical events and major adverse cardiac
or cerebral events, while significantly reducing major
or clinically relevant non-major bleeding. Similarly, the
XIENCE 28 and XIENCE 90 (12) studies demonstrated
that one month of DAPT followed by single antiplatelet
therapy in HBR patients treated with contemporary drug-
eluting stents resulted in low rates of ischemic events
and significantly less bleeding compared with longer
DAPT regimens. These findings have been reinforced
by subsequent meta-analyses showing that abbreviated
DAPT, particularly when limited to one to three months,
is associated with a substantial reduction in bleeding
without compromising cardiovascular outcomes in
appropriately selected HBR patients (13).

These data have been incorporated into contemporary
ESC guidelines, which recommend routine bleeding
risk assessment before PCI using validated tools such
as the ARC-HBR criteria and acknowledge abbreviated
DAPT as an appropriate strategy in patients in whom
bleeding risk outweighs ischemic risk. While most
evidence supporting short DAPT originates from studies
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of contemporary drug-eluting stents, the rationale for
abbreviated antiplatelet therapy may be even stronger
after drug-coated balloon (DCB)-only angioplasty, where
no permanent intracoronary scaffold remains and the risk
of stent thrombosis is eliminated. Consequently, DCB has
emerged as an attractive revascularization strategy for
selected HBR patients, particularly when we anticipated
the need for early interruption of antiplatelet therapy
due to bleeding or non-cardiac surgery. Elimination of
the permanent implant may reduce chronic vascular
inflammation, facilitate restoration of normal vasomotor
function, and eliminate late complications related to
metallic stents, including late stent thrombosis and
neoatherosclerosis, with consequently a greater flexibility
regarding the duration of DAPT. (Table 1)

Relevance
Consideration | DES DCB in this
patient

Permanent Favoured
metallic Yes No
. DCB
implant
Small-vessel Acceptable Evidence- Favoured
disease P supported DCB

Generally longer | May be
Expected DAPT | in many ACS abbreviated in Favoured
duration settings (12 selected patients | DCB

months) (4 weeks

Potentially
Future complicates - Favoured
urological inlatel Greater flexibility DCB
intervention antiplatelet

management
History of Requires careful Supports Favoured
bleeding DAPT planning individualized DCB

DCB strategy

Table 1. Clinical Rationale for Drug-Eluting Balloon
Selection Over Drug-Eluting Stent Implantation

Several randomized clinical trials and subsequent meta-
analyses have demonstrated that DCB angioplasty is
non-inferior to contemporary DES for selected de novo
small-vessel coronary lesions. Studies including BASKET-
SMALL 2 (1), RESTORE SVD China (3), PICCOLETO II, (2)
and other contemporary trials have shown comparable
rates of target lesion failure, myocardial infarction, and
cardiac death, while maintaining acceptable rates of
target lesion revascularization and confirmed the use
of DCB as an established treatment option, particularly
when adequate lesion preparation can be achieved and
significant residual stenosis or flow-limiting dissection
are absent.

This case also highlights the importance of
multidisciplinary management. Close collaboration
between interventional cardiologists and urologists
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allowed appropriate balancing of bleeding and thrombotic
risks while avoiding unnecessary delays in definitive
treatment of the underlying urological disease. Such
collaboration is particularly relevant in HBR patients, in
whom competing clinical priorities frequently require
individualized treatment decisions beyond standard
guideline recommendations.

The results of this case supports the concept that
bleeding risk assessment should influence PCI strategy
before rather than after coronary intervention. In this
particular patient if treatment option was use of DES,
the management of following recurrent hematuria
would have been considerably more challenging because
interruption of DAPT during the early post-PCI period
with a greater risk of stent thrombosis. In contrast,
the DCB-only strategy provided sufficient flexibility to
shorten antiplatelet therapy when clinically required,
while maintaining an excellent clinical outcome.

CONCLUSION

This case demonstrates that a DCB-only PCI strategy
may represent a valuable revascularization option in
carefully selected HBR patients with suitable coronary
anatomy. Systematic bleeding risk assessment before
PCI, combined with precise lesion preparation and
appropriate patient selection, may allow successful
coronary revascularization while preserving flexibility
for abbreviated antiplatelet therapy and future non-
cardiac interventions. As evidence supporting DCB
use continues to expand, this approach may become
increasingly relevant in the growing population of
patients in whom bleeding risk is a major determinant of
therapeutic decision-making.
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Case report

MYITHIUTH BA3OLETYTAPHI KAPLTTHOMU HA JTUIIETO:
TIPEN3BUIITN BO XHPYPIIIKATA EKCLIU3HJA H PEROHCTPYRITHJA -
[TPUKA3 HA CJTYUAJ

A. bpanko, Becna 'omuk- Mapkoscka, O. Ecaty, Jleapta Acanu Benuny

Medicus 2026, Vol. 31(2): 239-244
AIICTPAKT

BasouenynapauoT KapunHoM (BCC) e HajuecTMOT MajureH Tymop Ha Koykara (80% 3acTarieHOCT,Kora CTaHyBa 300p
38 HEMEJITAHOMCKUTE KO’KHU KaplMHOMU). MaKo ce KapakTepusupa Cco CIiop PacT U HU30K METACTATCKU TOTeHIUjarl,
OflpeieHu XUCTOJIOUIKK TIOJITUTIOBH,
oJIHeCyBarbe, NMOBHUCOK PU3MK 3a PELIUIMB U [IPeTCTaByBaaTr 3HauaeH [PeU3BUK BO XUPYPUIKHMOT TPETMaH.

ocobeHo UMHOUITPATUBHUTE (DOPMHU, IIOKa)KyBaaT arpecuBHO JIOKAJIHO

[Tpuka3s Ha ciydaj: IlpeseHTupame cjydaj Ha MHQUWITpATUBEH Oa3oLesy/iapeH KapLUHOM JIOKAIU3UpPaH BO
LeHTpaHaTa JiuieBa peruja, Koj ru 3adaka JJOp3yMOT HA HOCOT, MeJIWjaJTHUOT KaHTyCh Oa3o1iesyJiapeH KapiuHOM
Ha aypuKynata. TymMopoT Oelile TpeTHpaH co ABodaszeH XUPYPIIKA MPUCTATT CO Iie/l TIOCTUTHYBAake Ha KOMITJIeTHa
eKCIM3H1ja CO XMUCTOJIONIKM YUCTH MapryuHu. [lopann obeMHocTa Ha fecheKToT, peKOHCTpyKIIMjaTa Oellle peanu3npaHa
co KoMbuHMpaHa nmpuMeHa Ha Paramedian forehead dpman, Mustardé dmar, Buccal advancement dnamn n Antia-
Buch crnan 3a pekoHcTpyKiuja Ha aypuKyiara.

Pesynraru: KoMOMHUPAHUOT XUPYPIIKM U PEKOHCTPYKTUBEH IPUCTANl OBO3MOXKM KOMITIETHO OTCTpaHyBarbe Ha
TYMOPOT CO XWUCTOJIONIKY YUCTU MapruHu, 63 paHu rocTorepaTiBHI KOMITTMKAIUU. [TocTurHar Oeliie 3a710BO/IUTeIeH
(byHKLIMOHAIEH 1 eCTeTCKU UCXO]I, CO 3auyBYBathe Ha KOHTYPUTE U CUMeTpUjaTa Ha JINLIETO.

Knyunu 36opoBu: basoenynaper kapunaoM (BCC); Paramedian forehead cnarm; Mustardé dnar; Antia-Buch dan

BOBE]] upuTalija Ha KoKaTa M TpayMaTu3alldjaTa Ha HeBYCH
: TNpeTCTaByBaaT 3HauyajHu pusuk-pakropu. Bo mocnenHo
Hajuecty ManurHd HeorlasMM Ha  Kojkata ce p ¥ JHH P (bakrop ng)
BpeMe, 3rojieMeHaTa U3/10KeHOCT Ha YITPaBUOIETOBO
0a30IeNyNapHUOT ~ KapiUHOM,  IUIAHOIeTy/TAPHHOT PEME, yITp

3payere, KakKo MPUPOHO TaKa M BEIITAuKo, 0COOEHO Kaj
TIOMJTafIaTa MOMYy/Ialyja, To 3rojieMyBa PU3UKOT 3a Pa3Boj
Ha KOJKHU KapIiMHOMY BO oofIMUHaTa Bospacr (11-13).

Basorenymapuuor  KapuuHoM (BCC) e  HajuecTHoT

KapLMHOM 1 MaJIMrHHOT MejtaHoM (1-3). Basowuenynapanor
KapILMHOM € CIIOPO PACTEUKM TYMOP KOj PETKO MeTacTasupa
(4,5), 3a pasnuKa off IUIAHOLENYIAPHUOT KapIMHOM U
MaJIMTHUOT MeNAaHOM, KOM KMaaT [0arpeciBeH TeK,

TIOTeHIIMjaJl 32 MeTACTa3UPabe BO pernoHaIHuTe TMM(HHA
jas/m, a MeJTAaHOMOT ¥ BO JIaJIeUHK OpraHu (MO30K, KOCKH
1 6yopesu) (6-9).

[IpupomHUOT TpolleCc Ha CTapeewme U TIPeKyMepHaTa
U3JI0}KEHOCT Ha COHYEBA CBET/IMHA Ce TECHO MOBP3aHU
CO T0jaBaTa Ha KOXKHU Jie3uM, KOU Ce TI0YeCTH Kaj
rocrapata monynanuja (10). JlormonHuTeNHO, XPOHNYHATA

TUII Ha KOJKeH KapIluHOM ¥ couuHyBa okomy 80% of
HeMe/laHOMCKHUTe KapIMHOMU Ha Koyka. HajuecTo ce jaByBa
Ha JIMIETO, 0COOEHO Ha AHATOMCKM MPOMHUHEHTHHTE
pervoHu u3nokeHu Ha YB 3pauetbe. XUPYpPUIKUOT TPeTMaH
TIPeTCTaByBa MpeIU3BUK MOPajii HeroBaTa JoKanIu3aruja
(14).

CpenHara juiieBa peruja (Hoc, MefmujajieH KaHTYC W
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YCHH) MMa HajBMCOKA MHIIMJIEHIIA HA KOKHKM KaplMHOMHU
(15). MnBasuBHUTE (hOpMM MOKAT J1a MH(MUITPUPAAT BO
TIO/Ia00KUTE CTPYKTYPH, BKITYUYBAjKU MYCKYJI, PCKaBUIA
u Kocka (16,17).

Ekcim3ujaTa Ha KOMKHE KapLIMHOMHU YeCTO e orpaHnuyeHa
Mopajii HelOCTaTOK Ha TKUBO 3a PEKOHCTPYKIHM]a,
IITO MOMKe fa f[oBefle [0 HeCOOABETHHM XUPYPUIKU
MapruHu 1 1ocnenoBatened peruaus (18). lopagu Toa,
MOCTUTHYBakeTO Ha XMCTOJMOIIKM YMCTM MApruHd e off
CYLITHHCKO 3Hauerhe, OU/iejKi PUCYCTBOTO Ha TYMOPCKH
KIeTKH 3HAUMTEIHO TO 3rojieMyBa PU3MKOT Off IIOBTOPHA
Ti0jaBa Ha KapiuHoMoT (19).

Bo r1aBHO ce KOpHMCTaT TpM MeTO[M 3a 00e30elyBarbe
Ha aJIeKBaTHU XMPYPIIKA MapriHU: MUKporpadcka
Mohs xupypruja, frozen section xucTonomka aHamusa
U CTejil XUpypruja co IepmaHeHTHa maTtonoruja. Mako
Mohs xupyprujata 00e30eqyBa HajmgoOpu pe3yiTaTH,
He e ceKorall JIOCTaIiHa MOpajii MmoTpebaTa off BUCOKO
crelyjanu3upad Kajap. Frozen section MeTojara
0BO3MOJKYBa MHTpaoIiepaTUBHA MIPOIIEHKA, HO e TIOBp3aHa
CO peNaTUBHO BMCOK MPOLEHT Ha TO3UTUBHU WU
omickn mapruau (11-15%) (20-22). Creju xupyprujata
CO TIepMaHEeHTHa TaTO/OTKMja OBO3MOMKYBA Tpelu3Ha
aHajM3a ¥ MOKHOCT 3a JIOTIO/THUTEHA eKCIU3uja Tpef
KOHEUHaTa PeKOHCTPYKIHja.

Mako  0a3olenynapHUOT  KapiUHOM  TeHepasHo
WMa HU30K METacTaTCKM TOTeHIWjal, OfpefieHN
XMCTOJIONIKK TOJTUIIOBY, KAKO MHKPOHOJYIapHUOT U
MH(UITPATUBHIOT, TIOKAKYBAAT T0ArpeCHBHO JIOKATHO
OJTHECYBatbe 1 MOroieM PU3KK 3a peruuB. CoBpeMeHUTe
IMjarHOCTUYKY METOJIM, KaKo JIePMOCKOIIMja U ONTHYKA
KOXepeHTHa ToMorpacduja, OBO3MOMKYBAaT —MOpPaHO
OTKpUBaHbe U TOMPEIU3HO IIAHUPakbe Ha TPETMAHOT (23).

TpermMaHoT Ha 0a30IEMYIAPHUOT KAapIMHOM Ce€ COCTOU
BO XMPYPIIKa eKCIU3uja CO XUCTOOIIKY YUCTH MapPIUHU,
CO el MUHUMM3Mpame Ha PU3MKOT Of pernuaus (24).
[IpernopauanuTe XUPYpIIKKY MapruHy H3HecyBaar 4-5 mm
3a HUCKOPU3MYHU TYMOPU U OKOMYy 6 mm 3a arpecMBHU
copmu (25).

ITPUKA3 HA CJIYYAJ

64 romumeH manuMeHT Joara Ha Hamara KiumHHMKa co
OasolenymapeH KaplMHOM Ha HOCOT,0HOCHO JiBa
OasoLeyIapHd KaplUUHOMM Ha KOKaTa Ha HOCOT, CO
IMMEH3UH off 2 cm, Off KOM €JHAOT HeIoCpPeIHO TIOf
TeCHUOT MeJiujasieH KaHTYC U lecHaTa CTpaHa Ha HOCOT, a
TPYTHOT Ha JJOP3YMOT Ha HOCOT, HETIOCPETHO HaJ| alleKCOT
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Ha HOCOT, Kako ¥ 0a3olleTy/lapeH KapIMHOM Ha jieBaTa
aypuKy/ia. AHaMHeCTUUKH, JlaBa M0JlaToK 3a eKCI[131ja Ha
0as3o11e/Ty/IapHUOT KapIMHOM, Ha JIeCHaTa CTpaHa Ha HoCOT
BO JIpyra MHCTUTYIIMja, TIpe]t 2 TOIMHH, HO He MPUIIOKYBa
TICMeH JJOKYMEHT 3a MCTaTa, HUTY TTaK TaTOXUCTOMOIIKH
Hao. Co oryief; Ha Toa JieKa aHATOMMjaTa Ha JIMIIETO
BeKe Oellle BUIHO M3MeHeTa, MAl[UeHTOT Ce COITlack Ha
xupypiuku 3acat. Bo Bropara ¢asa Ha 3acarot, Oerre
eKcIMMpaH e 0a3olleylapeH KaplMHOM Ha JieBaTa
aypukyna u JedeKToT Oellle peKOHCTpyMpaH co Antia
Buch flap.

2




ANy

Profesional paper I

CocTojOa Ha MAILUEHTOT MPeJ] orepalyja

XupypiiKa TeXHMKa

JlebexTrTe Ha MOP3YMOT Ha HOCOT, JTaTepayHaTa CTpaHa
Ha HOCOT, OJHOCHO J[IeCHHOT Me3HjalieH KaHTyc, Oea
pekoHcTpyupanu co: Paramedian forehead flap, Buccal
advancemet flap u Mustardé flap mocnegoBarenHo.
JlebekTOT Ha NIeBaTa aypHKYy/Ia € PEKOHCTPYMpaH co Antia
buch flap.

TpeT ieH MOCT omepaTUBHO

TR e
;ﬁ; ~

Tpet nen nocT onepaTuBHO
Tpu HemeM OCT OTePaTUBHO
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TpI/I Mecenu II0CT onepaTuBHO

JUCKYCHJA

OBoj MpHKa3 Ha C/y4aj ja OTCIMKYBa KOMIUIEKCHOCTA BO
MEHaMpPamkeTo Ha WHQWITPATUBHUOT OasolenymapeH
KapIMHOM Ha KoKaTa Ha JIMIIeTo, KOj uecTo 6apa TpeTMaH
BO /[BA W/IM TIOBEKe CTa/[AYMH.

Bichakjian et al. (26) u Cameron et al. (27) ucraknyBaart
lleKa BHMCOKOPU3MUHUOT 0a3olie/yIapeH KapIMHOM CO
MHBA3UBHU KapaKTEPUCTHKM MMa 3rojieMeHa CKIOHOCT
KOH pelujuB ¥ Oapa arpecMBeH XMPYPIIKM MPUCTAIl,
KOMOMHHpaH CO HAmpefHH PeKOHCTPYKTUBHU TEXHUKIL.
Kaj pekypeHTHMTe Cclyyad, HajIoOpH pe3ylaTaTH ce
HOCTUTHYBAaaT CO MYATHMOJaJieH IPHCTamM, KOj Moke
7la BK/IU4yBa M CHCTEMCKa Tepaluja Kako XeMoTeparyja
WM uMyHoTepanuja (28). OBa ja HarjacyBa BajkHOCTa
Ha MYITHAMCIUIUIMHAPEH IPUCTaN BO KOj yUecTBYBaaT
JIepMAaTOoIo31, OHKOIO3U 1 XHPYP3H.

Bo  pekoHcTpyKiMjaTa Ha  HasaiHU  JleheKTH,
napamequjaHior ueneH ¢an (Paramedian forehead
flap) mpercraByBa 3mateH crangapg (29). OBoj dmam
00e30emyBa CUT'YpHa BacKylapusaluja u  f1o0ap
ecTeTcku W (pyHKIMOHameH pesyntar. Cramkata Ha
Heycliex e peJlaTMBHO HHUCKA, OKoly 6%, a Hajuecta
MpUYMHA e HapylleHaTa BacKylapu3allija, 0CO0eHO
NPy KOMIIPOMUTKMpPAHA BEHCKa J[peHaka, IITO MOXe Ja
IoBefie 710 KoHrecTHja M Hekpo3a Ha (mamor (30,31). Kaj
PEKOHCTPYKIIMja Ha ameKcoT Ha HOCOT ce TpernopadyyBa
COOJIBETHO MCTEHUyBalbe Ha (IaroT U KOpHUCTEHhe Ha
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(pcKaBMYeH rpadr 3a mogobpa MoTMopa.

,[[OHOHHI/ITGHHO, IpuMeHaTa Ha IPAUHIUIIOT Ha aHATOMCKHA
nofieJMHUIIM OBO3MOKYBa OIITUMaJIeH eCTeTCKU pe3yiITar,
CO II0OCTaBYBambe Ha JIY3HUTE BO IIPUPOJHUTE KOHTYPU U
HaMaJlyBabe Ha pU3UKOT O[] KOHTPAKTYPU 1 ﬂEXMCHEHHHia
(32).

Mustardé ¢nmanot, mpBMYHO OMUILIAH 38 PEKOHCTPYKIHja
Ha [IOMHMOT OYeH Kalak, JeHeC ce KOPUCTH 3a
PEKOHCTPYKIMja Ha JedeKTH Ha JIMIETO CO IOJMHA
nebenmuHa (33). HeroBute mpeaHocT ce jobpara
BacKy/apusaliija, coofBeTHara 00ja ¥ TEKCTYpa, Kako u
peflyKIjjaTa Ha TKMBHATA TeH3Mja, Co WITO Ce HaMajyBa
pusuKoT off ekrponuja (34). Co cooBeTHI MOg(UKAIH,
MOXKEe VCIIeNIHO Jia ce TpUMeHH U Kaj jedeKTH Ha
JNaTepaIHAOT SUJ, Ha HOCOT.

Bo mnpukaxkaHuor ciyyaj, co Mustardé dman Oemre
TMIOCTUTHATO VCIIEITHO 3aTBOpame Ha JedeKToT BO
perujaTa Ha MeIUjaTHUOT JIeCeH KaHTYC 1 IeCHaTa CTpaHa
Ha HOCOT, JIofieKa JieheKTOT Ha OP3YMOT Ha HOCOT Oetire
PEKOHCTPYMPaH CO MapamefivjajieH ueieH hiam Bo JiBe
(asu. Tlopagu obemHocTa Ha medeKToT U moTpedbaTa 3a
eKCIM3Mja BO 37IpaBO TKMBO, Oemie mpumeHet u Buccal
advancement canm Ha KoHTpajaTepajHaTa CTpaHa Ha
JIUIIETO.

PeKoHCTpyKIMjaTa ~ Ha  aypuKylaTa  MpeTCTaByBa
TOTIONHUTEIEH  XMPYPIIKM ~ TPeU3BUK  TIOpaju
TIPUCYCTBOTO HA ‘PCKABUI[A M TEHKA KOJKa, IITO ja 3ro/ieMyBa
CKJIOHOCTa KOH iepopMaliyu M Hekpo3a. Masure fiecheKTu
(<1-1.5 cm) Mo3Ke ia ce 3aTBOpAT CO MPUMapHa eKCIU3Kja,
TlofieKa roroyieMuTe 6apaat peKOHCTPYKIHja co dmam uim
rpadr (35). Bo oBoj ciyuaj, medeKToT Ha JIeBaTta aypuKyia
(2cm) Oeme ycmemHo pekoHcTpyupaH co Antia-Buch
nari, co ofi/TUeH TOCTOMePATUBEH Pe3yITar.

ObeMHaTa PEKOHCTPYKIIMja pe3yaTHpalle CO 3HAUUTEeTHO
T0/100pyBatbe Ha KOHTYPUTE Ha JIUIIETO, CO epeKT CiTmueH
Ha facelift. ®unanHUOT ecTeTCKU U PYHKIMOHATIEH HCXO
Oellie ofTMYEH, KAaKo Off epCreKTHBA Ha MAI[UeHTOT, TaKa
¥ 32 [[eJINOT XUPYPUIKK TUM.

3AK/IYUK

NHunTpatuBHHOT — OasomenyrapeH  KapidHOM — Ha
JIMIIETO MPETCTaByBa 3HAYAeH XMPYPLUIKA U OHKOJTOLIKH
Tpeu3BHK, 0C00EHO Kaj pEKYPeHTHUTEe POPMH U JIE3UUTE
o BUCOK pu3uk. HaBpemeHaTa [jijarHosa u aJeKBaTHHOT
XUPYPIIKK TPeTMaH CO MOCTUTHYBambe Ha XUCTOTOLIKH
YKMCTH MApPTUHU Ce KITYYHHU 3a HaMaJTyBarbe Ha PU3HMKOT Off
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PelLu/IuB.

[TapamegujanHuoT uenmeH  dpam

OCTaHyBa 3JjIaTeH

CTaHJAp[, 32 PEeKOHCTPYKIUja HAa KOMIUIEKCHU Ha3ayHu
nederrH, noeka Mustardé danoT u apyrute JTOKaIHA
(banoBy 0BO3MOKYBAaaT CHTYPHO 3aTBOpame co 7100ap
eCcTeTCKU M (DYHKIMOHAIeH UCXO]T,
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SHTATZENIA E NJE PACIENTES ME UREMI E TRAJTUAR ME
HEMODIALIZE (HD) KRONIKE

Zamira Bexheti Zulbeari, Gazmend Zulbeari

ISouth East European University - Fakulteti i Shkencave Shéndetésore
Medical Univertsity of Tetovo North Macedonia

ABSTRACT

Graté me insuficience renale kronike terminale (IRKT-uremi) ge trajtohen me hemodialize (HD) konike intermitente
kan gjasa minimale té mbeten shtatzéna dhe jané mé té ndjeshme ndaj komplikacioneve gravidare krahasuar
me grate me funksion normal té veshkave,prandaj shtatzanite pacientet me IRKT konsiderohen shtatzéni me
rrezik tejet té larté, si pér nénés ashtu edhe té fetusit dhe pér kété arsye menaxhimi i tyre kérkon nje angazhim
tepérbashkéta té nefrologéve, gjinekologéve-obstetrikrik,nonatologeve, infermieréve dhe nutricionistéve.
Shtatzénia né pacientet me IRKT dhe né trajtim me HD jane tepeEr te rralla dhe sfiduese. Menaxhimi i ketyre
shtatzanive konsiston né: rritja e frekuences dhe kohés né dializé, perdorimi i mbranave biokompatibili High
Flux sipas mundesive te mbershtjellura me tokoferol, ajtja e niveleve té uléta té uresé para dializés, kontrollimin
e presionit te gjakut,anemise ekuilibrimin e elektrolitetve,respektim dietetikc dhe mirembijtje te pesehs se thate
trupore, kujdes ndaj infeksioneve te fistules arterio-venoze apo traktit urinar, monitorimi adekuat i fetusit etj.
Frekuenca e shtatzénisé tek graté né dializé éshté jashtézakonisht e ulét, po me kalimin e viteve, ka pasur njé
rritje té incidenceés sé shtatzénive tek pacientét me HD dhe njé pérmirésim né rezultatet e nénés dhe té fetusit
[1,2].Qellimi i punimit: Raportohet njé rast i njé gruaje me IRKT (stadin e V), né trajtim me hemodializé pér 2 vijet,
qé mbeti shtatzéné dhe solli njé foshnje té shéndetshme me peshé 2.5 kg pérmes sectio caesarea. Né kété punim,
ne propozojmeé njé rishikim té literaturés aktuale rreth késaj teme, duke paraqitur edhe pérvojén toné.Ne punim
[ kemi pérfshir edhe analizat labotratorike dhénat laboratorike para dhe pas dializés,menaxhimin e anemisé me
ESA dhe strategjité multidisciplinare gé ndikojne ne mirembajtjen e shtatzanise.

HYRJE

Shtatzénia tek graté me sémundje kronike té veshkave
gjiithmone éshté konsideruar  si njé ngjarje sfiduese
si pér nénén,pér fetusin por edhe per nefrologet. Me

kohezgjatjes se séances si dhe intenzifilimi i seancave
te HD.Per her te pare ne vitin 1971 nga Confortini et al.
u pershkrua shtazania e sukseshme e nje pacientes me
ERSD e trajtura me hemodialize[3,4].

permiresimin e modaliteteve te trajtimit me HD kalimin
e viteve, jané arritur disa pérmirésime né rezultatin e
pacientéve shtatzéna me IRKT te trajtura me rritje té
shkallés sé lindjeve té suksesshme.Nje numer i studimeve
mbi kete dukuri sugjerojen se mundésia e suksesit té
shtatzénisé varet nga strategjité e menaxhimit adekuate
te seancave te HD,llojit te membranes, tretjes dialitke,

Prej kohesh rezultatet e shtatzénisé tek pacientét me IRKT
te trajturaa me HD jané konsideruar jashtézakonisht si
te pafavorshme , dhe literatura né lidhje me shtatzéniné
gjaté dializés deri mé sot ofron vetém disa studime ose
seri rastesh. Sipas njohurive tona, nuk ekzistojne studime
apo prova klinike dhe rekomandime apo udhezime te
publikuar mbi kete dukuri. Shogata Italiane e Nefrologeve
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sebashku meshoqatene e Gjinekologjisé dhe Obstetrikés
kan dhene disa rekomandime té bazuara né ekpseriencen
e tyre mbi menaxhimin edhe komplikmet e shtazanise
te grate me IRKT te trajtuara me HD.[5,6,7]. Sémundja
kronike renale (SKR) prek aférsisht 3% té grave né moshé
riprodhuese dhe éshté njé faktor pér shtatzéni me rrezik
té larté. Me uljen Né shkallén e filtrimit glomerular ,
ka njé ulje progresive té pjellorisé dhe njé rritje té
rrezikut té rezultateve té pafavorshme té shtatzénisé. Ne
literature bashkekohore ka pak punime mbi shtazanine
te pacietet me ESRD si dhe mbi menaxhimin e tyre [8,9]
Hiperprolaktinemia dhe nivelet e uléta té estradiolit né
serum té vérejtura né pacientét me dializé jané té lidhura
me ndryshimet né hormonin clirues té gonadotropinés
dhe boshtin hipotalamik-hipofizar-gonadal, dhe mund té
shpjegojné véshtirésité né ovulim. Shtatzénia né grate me
ESRD éshté e lidhur me rrezik té larté pér komplikacione
obstetrike dhe fetale. Megjithaté, intensifikimi i
dializés dhe monitorimi frekuent i laboratoréve rrit
mundésiné pér lindje té suksesshme [10,11]. Fatmiresisht
pérgindja e shtatzénive té suksesshme viteve te
fundit éshté rritur vazhdimisht(me permiresimine e
modaliteteve,membranat me  tokoferol,kohezgjatja
e dializes,intenzifikimi javor I dijalizes) , por ende
ekziston njé shkallé shumé e larté e vdekshmeérisé dhe
morbiditetit té nénés/fetusit krahasura me popullatén
normale. Pér té arritur njé lindje té suksesshme, kjo
situaté kérkon angazhiom te vegante te nefrologéve,
gjinekologéve, dhe nutricionistéve. Edhe pse nuk kemi
fakte té dokumentuara miré, besohet se frekuenca e
shtatzénive te graté né HD éshté né rritje, nga 1% né 7%,
sipas botimeve mé té fundit, me norma té ndryshme né
vende té ndryshme.[12,13,14].

Qellimi i punimit: Raportohet njé rast i njé gruaje me
IRKT (stadin e V), né trajtim me hemodializé pér 2 vjet, qé
mbeti shtatzéné dhe solli njé foshnje té shéndetshme me
peshé 2.5 kg pérmes sectio caesarea. Né kété punim, ne
propozojmé njé rishikim té literaturés aktuale rreth késaj
teme, duke paragitur edhe pérvojén toné.Ne punim I kemi
pérfshir edhe analizat labotratorike dhénat laboratorike
para dhe pas dializés,menaxhimin e anemisé me ESA dhe
strategjité multidisciplinare gé ndikojne ne mirembajtjen
e shtatzanise.

Prezantim i rastit: Gruaja, 28 vjecare me uremi e trajtur
me HD bikrbonate me membrane bhiokompathile High
Flux mbi mbi 26 muaj ne Spitalin Klinik te Tetoves,Reprti
i Nefrologjise dhe Hemodializes me frekuence prej
3x ne jave nga 4 ore. Me ge pacientja disa jave shfagte
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manifestime te shpeshta gastrointestinale-nauze,fryerje
te stomakut (dukuri te zakonshme te kjo grupe e
pecienteve) na preferuam kontrolle te gjinekologu ku
me ane te ultratingullit u verifikua se pacientja eshte
shtatzane (jave e 6-7) dhe na u detyruam ge te pergadisim
protokol (duke konsultuar edhe literature mbi keto raste)
te vegant per menaxhimin e kesaj shtazanie.Filluam me
ekzaminmet e paragitura ne tabelenl,2,3 dhe duke e
shpeshtuar frekuencen dhe kohezgjatjen e dializes

Tabela numer 1: Vlerat laboratorike te pasqyres se gjakut
para dhe pas Hemodializés(HD)

Eritrocitet 1012 /L(V.R=4.2-5.5 | 3420 | 3.70
Hemoglobina (VR=776-10.60

mmolﬁ 6.00 | 6.50
Hematokriti(VR=0.37-0.53) 0.30 | 0.34
Hekuri ((VR=7.3-28 pmol/1) 520 | 5.6
Trombocitet 109/L (VR=140- 94| 120
340)

Leukocitet 109 /L(4-9) 14.01 11.0 ¢

Nga vete tabela verehet nje anemi, trombocitopeni
(ulje e trombociteve) dhe leukociteoze e lehte si pasoje
e infeksionit(ge eshte shume e zakont te pacientet me
ESRD te trajtur me Hemodialize).

Para hemadializés (Para HD)
Eritrocitet

Hemoglobina
Hematokriti

Leukocitet

Hekuri

Trombocitet
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g ez RS HD) Glikemia (VR=35-6.5 mmol/ 58 50

i Urea(s),VR=2.0-6.3 mmol/ 4560 28.0
Kreatinina(s),VR=71-125 pmol/l 620.0 390.0
Ac.urik(s),VR=155-357 pmol/1 370.0 360.0
Kaliumi,VR=3.8-5.6 mmol/1 6.80 5.80
Kalciumi,VR=2.1-2.6 mmol/1 1.80 1.90
Magnesiumi,VR=0.7-1.0 mmol/1 0.98 1.00
;Ofrfgghik,vm0.8=1.58mmol/1 120 110

Nga vete tabela numer 2 verehet se vlerat para HD
tregojné per uremi ndérsa pas HD verehet njé ulje té
nivelit té ures,kreatinines dhe ekuilibrim te lehte te
elektrolitteve(K,Ca,Mg dhe fosforit).

Trombocitet

Tabela numer 2: Vlerat laboratorike (para dhe pas
hemodializes)te:glikemise, Ureseneserum(Us) keratinines
ne serum(Crs) acidit urik, kaliumit, kalciumit, fosforit
joorganik dhe Magneziumit

Parametrat biokimiké para dhe pas

= para HD
= pas HD

o i o
@ @ e

1 45.0 690.0 340 [6.50 [035 | 3x4(12 ore ne jave) 3x2000 IE-Epo +Fe+Vit.C
2 48.0 580.0 340 [6.30 [032 | 3x4(12 ore ne jave) 3x2000 IE Epo +Fe +Vit.C
3 48.0 600.0 380 |670 |0.38 | 3x4.5(13.5 ore ne jave 3x2000 IE Epo

4 42.0 540.0 370 [6.50 [036 | 3x4.5 (14 ore ne jave 3x2000 IE Epo+Fe

5 36.0 420.0 390 | 720 |0.40 | 3x5(15 ore ne jave) 3x2000 IE Epo +Vit.c

6 35.0 470.0 400 (800 [040 | 4x4(16 ore ne jave) 3x2000 IE Epo

7 320 450.0 420 [840 [040 | 5x3.5 (175 ore ne jave) 3x2000 IE Epo

8 30.0 440.0 420 1870 |[042 5x4( 20 ore ne jave) 3x2000 IE Epo +Fe+Vit.C
9 30.0 400.0 450 [860 [045 |5x4(20 ore nejave) 3x2000 IE Epo+Fe+Vit.C

Tabela numer 3: Tregon vlerat laboratorike,frekuencen javore te seancave te HD,trajtimi i anemies ¢ gjaté shtatzénisé
(muaj pas muaji)
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me hemodializé

Muaji i shtatzenise

Me kalimin e muajeve te graviditetit na filluam ne
menyre graduale te intenzifikojme frekuencen dhe oret e
trajtimit te HD pér té ulur pergendrimet e parametrave
degraduese te azotit ndersa aplikimi i terpaise me
ESA(Erythropoiesis Stimulating Agens) dhe preprate te
hekurit e ndihmuam rritjen e niveleve te Er(Eritrocitev
e),Hb(Hemoglobines) dhe Htc(Hematokritit).Pacienten ne
javet e fundit e hospitalizuam,konsulltuam gjinekolog
edhe neonatologun dhe anesteziologun per planifikim te
lindjes me sektio cesarea,ne diten ge nuk ishte ne diajlize
dhe pas nje menaxhimi multidisciplinar (me mjeke
nefrolog,obstetric,pedijater-neonatolog) , mundesuam
nje lindje te sigurt te nje foshnje te gjinise mashkullore
prej 2.4 kg pa komplikme neonatale. Gjate seancave te
HD si antikogulant na kemi perdor heparinen sepse
nuk eshte terratogjen dhe nuk e kalon placneten ndersa
kumarina nuk jepete dhe eshte e kunderindikuar.

DISKUTIMI

Nje numer me i madh e pacientéve me IRKT te trajtuara
me HD kronike kané mosfunksionim seksual si rezultat
i problemeve fizike dhe/ose emocionale /endokrine.
Fertiliteti te keto paciente kryesisht bie mosfunksionimit
hipotalamik/hipofizar i cili rezulton me mosfunksionim
ovarial dhe cikle te nderprera mandej per shkak té an
emisé, hiperprolaktinemisé,humbken e deshires per
seks,depresionit  etj.[15,16].Mirepo me permiresimin
e efikasitetit dhe modaliteteve te dializés(perdorimi
i membranave dialitike me tokoferol,HighFlux,intenz
ifikimi i frekuences dhe kohezgjatjes se HD(5 here ne
jave nga 5x4..5x3,5 ore ne javet )dhe ndikoi dukshem
ne uljen e urese kreatinines ,korrigjimet e anemisé me
ESA dukshem ndikojne ne mirembajtjene e shtatzanise
duke e rrite pergendrimin e Er.Hb dhe Htc. [17,18].
Hemodializa intensive (>17.5-20 oré/javé) pérmiréson
ecurine e shtatzanise duke ulur toksinat uremike dhe
stabilizuar elektrolitet.Terapia me ESA éshté e sigurt
dhe efektive gjaté shtatzénisé pér aneminé né CKD, duke
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reduktuar nevojén pér transfuzione te gjakut. Menaxhimi
multidisiplinar éshté me se [ nevojshem pér optimizimin
e shéndetit té nénés dhe fetusit.Rasti jone tregon se
shtatzénia e suksesshme éshté e mundur edhe né grate
me IRKT te trajtura me HD kronike me nje angazhim
professional dhe dhe monitorim intensive [19,20].Né vitin
1980, njé seri rastesh u botuana né regjistrin e Shoqatés
Evropiane té Dializés dhe Transplantit (European Dialysis
and Transplant Association-EDTA) gé pérfshinte 1300
gra né moshé riprodhuese, duke raportuar njé shkallé
incidence prej 0.9% té shtatzénive te pacientét né HD
intermitente kronike. Né vitin 1994, Hou botoi njé seri
tjetér rastesh nga 206 njési dialize té Amerikés sé Veriut.
Pérgindja e abortit spontan ishte 70% para vitit 1990 dhe
nén 40% né vitet né vijim.Nga viti 2000 filloi te rritete
numrii i grave shtatzane me IRKT te trajtura me HD dhe
u raportua nje numer i madh i shtatzanive te suksesshme
> 70%. [21,22,23,24].Sipas literaturés sé disponueshme
mbi kété temé, masat qé duhen marré pér té arritur
shtatzéni té suksesshme tek kéto paciente pérfshijné:
gasje multidisiplinare, kohézgjatje té shtuar né dializé,
mbajtjen e niveleve té uléta té uresé para dializés,
parandalimin e lindjes sé parakohshme, kontroll té
rrepté té presionit té gjakut dhe niveleve té elektroliteve,
parandalimin e infeksioneve urinare dhe monitorim
adekuat té fetusit.Ushqyerja e paciente shtazane duhet
te jete me konzumimin e kalorive me 30-35 kcal/dité ose
konsumimin e 1-1.5 g/kg peshé (hemodializé) proteina
shtesé cdo dité pér té siguruar zhvillimin e fetusit,acid
folik 1 mg/dité duke filluar nga tremujori i pare dhe
konsumimin e 1500 mg/dité kalciumdhe konsumimin
e vitaminave,Gjate periudhes se shtatzanise grate me
dilize shtimin ne peshe duhet ta rregullojne konfrom
pershes se fetusit peshen ashtu ge né tremujorin e paré,
néna duhet té shtojé té paktén 1-1.5kg duke u rritur deri
ne 045 kg. Véllimii gjakut té nénés dhe shtimi né peshé
duhet té jené ne proporcion me fazén e shtatzénisé.Dozat
e ultrafiltrimit duhet té rregullohete individualishte né
ményré é té evitohet hypovolemia, hipotensioni arterial,
hipovolemisé dhe aritmisé. Humbja e tepert e peshés sé
nénés pér shkak té ultrafiltrimit té shpejté dhe té tepért
mund té zvogélojé perfuzionin e gjakut fetal-placentar e
cila mund té jeté shumé e démshme pér fetusin.Nivelet
e kaliumit né tertejen dialitike dializat duhet té jene
prej 3-3.5 mmol/l pér té shmangur hipokaleminé, ndersa
pergendrimet e Kalciumit ne tretjen dialitike gjate HD
ditore pérgendrim kalciumi né dializat duhet preferohet
te jete 2.5mEg/l.3, ndersa nivelet e bikarbonatit, duhet
rregulluar me pérgendrime té uléta prej 25 mEq/l). [25].



ANy

Te grate me uremi te trajtuara me HD si komplikime me
te shpeshta jané: hipertensioni arterial,abort spontan,
shképutje placen-tare,anemia,infeksionet, képutje té
parakohshme té membranave, polihidramnion, lindje
té parakohshme, preeklampsia/eklampsia, hemorragji,
nevojé pér prerje cezariane dhe vdekje té nénés.
Komplikacionet mé té shepshte té fetusit te grate
shtatzane te trajtura me HD jané: lindja e parakohshme,
rritja e kufizuar intrauterine,vuajtja akute dhe kronike
e fetusit,véshtirésia né frymémarrije tek i porsalinduri,
vdekja mitrale ose neonatale. [26]. Aférsisht 80% e grave
shtatzane me ESRD dhe HD kané hipertension arterial
ose kérkojné trajtim medikamnetoz antihipertensiv por
trajtimi fillestra konsistom me rregullimin e véllimit duke
pérdorur ultrafiltrimin adekuat ,duke patur parasysh qe
nxjerrja e léngjeve gjate HD mos jete e tepert ge mos shfage
hipoperfuzionin né organe té ndryshme.Pacientja jone ne
fillim te trimestrit te trete filloi te shfage hypertension
prej160/90 mg dhe na filluam trajtimin me Methyldopa
(Aldomet ) me dozim prej 3x250 mg ne ditet dhe Nifedipine
me dozim 2x10 mg/dite.Pasi u konstatua shtazania na
filluam te zgjasim edhe kohen e trajtimit me HD ne 6 dite
ne javet por me kohzghjatje prej 4.5 oreve pasi pacientja
e respektont peshen trupore midis seancave te HD.Cdo
muaj (ndonjehre edhe dy here ne muajt) te pacientja
kryheshin edhe analizat me protokol nefrologjik dhe
hemogrami (Er,Hb,HtcThr,Le)) me gellim ge te ndiget
pasqyra e gjakut dhe nieveli i kreatinines, urese,acidit
urik,elektrolitet(Na,K,Ca,fosfori joorganik (inP)hekuri
ne serum.Presioni i gjakut ne fillim te HD ishte 180/100
mmHg pas hemodializes ishte 140/90..130/90 mmHG.
ACE frenuesit jané té kundérindikuar gjaté shtatzénisé
(pér shkak té rrezikut té larté té fetotoksicitetit, duke
pérfshiré edhe keqformimet kongjenitale).[27].

PERFUNDIMI

Shtatzénia tek graté me ESRD te trajtura me HD eshte
tejet e veshtire per menaxhim dhe perfundim te lindjes se
se sukseshme sepse kerkon nje angazhim multidisciplinar.
Ne perfundim na mund te konkludojme se  edhe grate
me ESRD te trajturaa me HD mund té kené shtatzéni
té suksesshme si qge ishte rasti jone.Shpreojme se rasti
dhe prvoja jone do te kontribuon né literaturén mbi
menaxhimin e suksesshem te shtatzanise te grate me
ESRD te trajtuara me HD kronke intermitente.
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té jené edhe né gjuhé tjera). Autoréve u kérkohet té
lektorojné dhe té redaktojné punimin e tyre veté, né
gjuhén pérkatése.

Ju lutemi pérdoreni madhésiné standarde té punimit né
format: Word pér Windows, Times New Roman 12.

Doréshkrimet dérgohen né format elektronik, qofté me

CD ose pérmes e-mailit tek Kryeredaktori,
Prof. Dr. Nevzat Elezi,

Zyra e Redaksisé, rr. Mehmed Pashé Deralla
nr.16, 1200 Tetové, apo né

e-mail: shmshm@live.com

Revista pér njé numér pranon jo mé shumé se njé artikull
nga njé autor, dhe jo mé shumé se dy si ko-autor.

Autorét duhet té deklarojné se kontributiityre nuk &shté
publikuarapo pranuar pér publikim diku tjetér, pérderisa
nuk pérfundon procedura vlerésuese ne Revistén toné.

Autorét gjaté aplikimit duhet té pérmbushin formen e
kerkuar nga Komiteti Ndérkombétar i Redaktoréve té
Revistave Mjekésore (ICMJE) pér kriteret e autorésisé,
respektivisht “Kérkesave uniforme pér Doréshkrimet e
Pranuara né Revistat Biomjekésore”, cilén mund ta gjeni
né www.icmje.org .

Revista do té njoftojé pranimin e artikullit tuaj brenda
shtaté ditésh dhe do t'ju béjé me dije se kur do té
informoheni pér vendimin e késhillit redaktues.

Artikujt pér t'u botuar né Medicus do té recensohen.
Késhilli redaktues do té marré parasysh komentet
e recensuesit dhe pastaj mund té kérkojé nga autori
ndryshime apo plotésim té punimit.
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INFORMATION FOR AUTHORS

These guidelines are in accordance with the
“Uniform Requirements for Manuscripts Submitted
to Biomedical Journals”

(The complete document appears at www.icmje.org)

Medicus is an international journal of that publishes
papers from all areas of medical research. Furthermore,
the journalindends to bring educational material of high
quality toits 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«.

Thelanguage of publication is Albanian and English (the
editorial board may decide whether other language will
be used for publications). Authors are requested to have
their paper proof-readed and edited for the respective
language.

Please use standard-sized paper and submit your article
in the following formate: Word for Windows, Times New
Roman 12.

Manuscripts should be submitted in electronic format,
either on disc or by e-mail to the Editor-in-Chief,

Nevzat Elezi, MD. PhD

Editorial Office, Str. Mehmed Pashe Deralla,
No 16, 1200 Tetovo,

Email: shmshm@live.com

The Journal allows submission of no more than one
article as an author, and at most two, being a co-author
per issuance.

The authors attest that their contribution has neither
beenpublished norsubmittedforpublicationelsewhere,
untill the editorial procedure is over.

AuthorsshouldadheretotheInternational 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.

Articlestobe publishedin Medicuswillbe peer-reviewed.
The editorial board will take into account the reviewer’s
commentsand maythen promttheauthorforchangesor
further work.

251 | Medical Journal - MEDICUS

AN



I Information for authors

Numri i fageve (pérfshiré tabelat dhe/ose figurat/
ilustrimet) varet nga lloji i artikullit:

punim origjinal hulumtues —deri ne12 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 béré
punimi; institucioni ku punon ( pér secilin autor); si dhe
emri dhe adresa e autorit té cilit do ti adresohen kérkesat
ngaanaeRedaksisé (shihnilnformacionetplotésuese 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 &shté kryer studimi, rezultatet e
fituara, dhe perfundimi.

Tabelat, figurat dhe legjendat (shihni Informacionet
plotésuese pér autorét)

Fjalét kyqge -Tri deri pesé flaje apo fraza te shkurtéra
duhett'i shtohen pjesés sé fundme té faqes sé abstraktit.

Citatet e referencave né tekst duhet fillimisht té jené nga
revistat e indeksuara né PubMed. Stili i referencave qé
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 sgaruar me fjalén bazé bashkangjitur.

Pér té gjitha barnat duhet té pérdoren emrat gjenerik
ndérkombétar. Nése né hulumtim jané té pérdorura
brendete patentuara, pérfshiniemrin e brendit né kllapa
né paragrafin e Metodave.

Doréshkrimiidérguartek botuesiduhetté shénohetnga
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;andthe nameandaddress of the authortowhom
reprint requests should be addressed. (see Additional
Information for Authors)

Provide anabstract 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 tofive key words or short phrases should be added
to the bottom of the abstract page.

Quotations of references in the text should primarily be
fromjournalsindexedinPubMedwhichhaveproventheir
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
authorswhethertheyare meantforthe“original research
papers” section or the rest of the journal’s content.

The authors receive two copies of the relevant issue.
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Informacione plotésuese pér autorét

|. Fagja e paré - ballina: Duhet té pérmbajé: (a) titullin e punimit,
té shkurtér, porinformativ; (b) emri, inicialet e emrit t& mesém dhe
mbiemrit té secilit autor; (c) institucioni; (d) emri i departamentit
géiatribuohet 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.

Il. Fagja e dyté — abstrakti dhe flalét kyge: Abstrakti duhet
té shkruhet me maksimum prej 150 fjalésh pér abstraktet e
pastrukturuara, dhe me 250 fjalé pér abstraktet e strukturuara
(pjesét pérmbajtésore: objekti/ete studimit ose hulumtimit,
procedurat bazé, si¢ éshté pérzgjedhja e subjekteve apo kafshét
laboratorike, metodat vrojtuese dhe analitike, pastaj, rezultatet/
gjetjet pérfundimtare (t& 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 kyge: 3-5 fjalé
apo fraza té shkurtéra gé 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 nukkatermté pérshtatshémnéMeSH pérdisaterme
té reja, mund té pérdorni termet e dhéna.

lll. Fagja e treté dhe té tjerat - teksti i ploté i artikullit: Teksti
i ploté i artikujve hulumtues ose vrojtues normalisht, por jo
domosdoshmérisht, duhet té jeté i ndaré né paragraf me kéta
néntituj: hyrja, metodat dhe materialet, rezultatet dhe diskutimi.

1. Hyrja: Krijoni njé kontekst apo prapavijé (trualli) té studimit
(qé né fakt éshté natyra e problemit dhe réndésia e tij). Pér té béré
kété duhet té béni njé hulumtim té literaturés — duke kérkuar,
gjeturdhelexuar punimet pérkatése, qé duhet té jené sireferencé
né doréshkrimin tuaj. Sqaroni hipotezat tuaja dhe planifikoni t'i
testoni ato, si dhe pérshkruani géllimet tuaja. Kini géndrim té
gartéseckaprisnitégjenidhearsyetqéjuudhéhogéntekhipotezat
gé 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 gé 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 pérfshirékriterete pérshtatshme (inkluzive)
dhe pérjashtuese (ekskluzive).

Parimi udhéheqés duhet té jeté i garté se si dhe pse studimi
&shté 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.

Nésenjémetodéecaktuargééshtépérdoruréshtéenjohur,atéheré
nuk éshté e nevojshme té jepet pérshkrim komplet i saj. Mund t'i
referoheni punimit né té cilin sé pari heré éshté pérshkruar dhe té
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Additional Information for Authors

I. First page - front page: It should contain: (a) title of paper, a
short, but informative; (b) the first name, initials of middle name
and lastname of each author; (c) the institution; (d) the name of the
departmentthatis 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.

1. 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)ofstudyorresearch,basicprocedures,suchasselection
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 assistin indexing the paper and publication
of the abstract.

Usetermsfrom 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.

IIl. 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 donein
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. Jepniarsyet
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 rishqgyrtuara duhet té pérfshijné
njé paragraf qé pérshkruajné metodat qé kané pérdorur pér
lokalizimin, pérzgjedhjen, ekstrahimin dhe sintetizimin e té
dhénave. Pérdorni formén joveprore té foljes, né vetén e treté, kur
dokumentonimetodat,gjégédotéfokusontevémendjenelexuesit
tek puna qé éshté béré e jo tek hulumtuesi (P.sh. Jané marré, jané
realizuar, jané prezantuar etj.)

2. a) Statistikat: Pérshkruani metodat statistikore me detaje
té mjaftueshme pér t'ia mundésuar njé lexuesi me njohje né até
fushé t'i gaset 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 besueshmeérisé). Evitoni
mbéshtetjen vetém né testet statistikore té hipotezave, si¢ jané
vleratp,qédéshtojnététransmetojnéinformacion téréndésishém
mbi madhésiné e efektit. Jepni detaje rreth pérzgjedhjes sé
rasteve (randomizimi) dhe pérshkruani metodat dhe sukseset e
vrojtimit gjaté realizimit té studimeve té verbuara. Definonitermet
statistikore, shkurtesat dhe mé sé shumti simbolet. Specifikoni
programin kompjuterik gé éshté pérdorur.

3. Rezultatet: Ky paragraf duhet t'i b&jé gjetjet tuaja té garta.
Prezantoni rezultatet tuaja né rend logjik né tekst, tabela dhe
ilustrime, duke dhéné sé pari rezultatet kryesore ose mé té
réndésishme. Mos i pérsérisni té gjitha té dhénat né tabela apo
ilustrime, nétekst.Nénvizoniose pérmbledhnishkurtimishtvetém
vrojtimet mé té réndésishme.

Kur té dhénat pérmblidhen né paragrafin e Rezultateve, jepni
rezultate numerike jo vetém si derivate (pér shembull, pérgindja)
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
sgaruar 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
elexuesit. Mosidyfishonité dhénatné grafikonedhetabela.Duhet
té jeni té qarté se cili lloj i grafikoneve éshté i pérshtatshém pér
informacionet tuaja. Pér shembull, pér té reprezentuar korelimin
mes dy ndryshoreve, preferohet grafiku vijézor, krahasuar me
grafikun rrethor apo né formé shtyllash.

Sa i pérket té gjitha paragrafeve, qartésia dhe té génit i thukté
éshté kyce. Mos prezantoni té njéjtat té dhéna mé shumé se njé
heré. Kufizojeni veten né té dhénat gé ndihmojné né adresimin
e hipotezave tuaja. Kjo éshté e réndésishme edhe nése té dhénat
i aprovojné ose nuk i pranojné ato. Nése keni béré analiza
statistikore, duhet té jepnivlerén e probabilitetit (p) dhe té tregoni
se éshté shprehés (sinjifikant né nivelin gé ju po testoni. Varésisht
nga analizat e pérdorura, gjithashtu mund té jeté e réndésishme
té jepni intervalet e besueshmérisé sé rezultateve (Confidence
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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
describingthemethodsusedforlocating,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 aknowledgeable reader with access to the original data to
verify the reported results. When possible, quantify findings and
presentthem with appropriateindicators of measurementerror or
uncertainty (such as confidence intervals). Avoid relying solely on
statistical hypothesis testing, such as p values, which fail to convey
importantinformationabouteffectsize. Give detailsabouttheran-
domizationanddescribethe methodsandsuccessof 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
yourresultsinlogical sequenceinthetext, tables,andillustrations,
giving the main or mostimportant 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
resultsnotonlyasderivatives(forexample, percentages)butalsoas
the absolute numbers from which the derivatives were calculated,
and specify the statistical methods used to analyze them.

Restricttablesandfigurestothose neededtoexplaintheargument
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 graphsiis 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 clearwithoutreferencetothe maintext, butdontdiscuss
the results. Let the readers decide for themselves what they think
of the data. Your chance to say what you think comes next, in the
discussion.

3. Tables: Each table should be inserted at the point of the text
where they have to be placed logically, typed by the same rules
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Interval — Cl), ose parametrat statistikoré si proporcionet e rastit
(odds ratio). Béni pérshkrimin tek secila figuré duke béré té qarté
domethénien e pérgjithshme pareferencé nétekstin kryesoré, por
mos diskutoni rezultatet né té. Léreni lexuesin té vendoseé veté se
¢faré mendon pér té dhénat. Mundésia juaj pér té théné se ¢faré
mendoni, &shté 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
tekstiiploté. 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 sgarim shtesg,
legjendéosesqarimishkurtesavejostan—darde,duhettévendoset
menjéheré poshté tabelés.

4. Diskutimi: Ky paragraf éshté pjesa ku ju mund té interpretoni
té dhé-nat tuaja dhe té diskutoni duke ballafaquar dhe krahasuar
gjetjet tuaja me ato té hulumtuesve té méparshém. Rishikoni
referencat e literaturés dhe shihni nése mund té pérfundoni se si
té dhénat tuaja pérkojné me até gé keni gjetur.

Ju gjithashtu duhet té llogarisni rezultatet, duke u fokusuar né
mekaniz—mat né prapavij té vrojtimit. Diskutoni nése rezultatet
tuaja mbéshtesin hipotezat tuaja origjinale. Gjetjet negative jané
aq té réndésishme né zhvillimin e ideve té ardhshme sikur gjetjet
pozitive.

E réndésishme éshté se, nuk ka rezultate té kéqija. Shkenca nuk
té béjé me té drejtén dhe té gabuarén, por merret me zgjerimin e
njohjeve té reja.

Diskutoni si jané paragitur gabimet né studimin tuaj dhe c¢faré
hapa keni ndérmarré pér té€ minimizuar ato, késhtu duke treguar
se ju ¢moni ku—fizimet e punés tuaj dhe fuginé e pérfundimeve
tuaja. Duhet gjithashtu té& merrni né konsideraté ndérlikimet e
gjetjeve pér hulumtimet né té ardhmen dhe pér praktikén klinike.
Lidhni pérfundimet me géllimet e studimit, por evitoni géndrimet
dhe pérfundimet e pakualifikuara, 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 numérohen njé nga njé, sikur
gé shfagen né tekst dhe identifikohen me numra né bibliografi..

Njé punim mund té keté mé sé shumti njé autor dhe 4 koautor.
Koautori i fundit duhet té jeté mentori ose koautori mé i aféért
me punimin. Pas emrave té autoréve shkruhet titulli i artikullit;
emri i revistés i shkurtuar sipas ményrés sé Index Medicus; viti i
botimit; numri i véllimit; dhe numri i fages sé paré dhe té fundit.

Referencat e librave duhet té jepen sipas emrit té autorit, titulli i
librit (mund té citohet edhe titulli i kapitullit para titullit), vendi
i botimit, botuesi dhe viti.

Information for authors I

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 bein sequence with references cited in the text. Provide a brief
explanationofthetablebelowthetitle.Anyadditionalexplanations,
legendsorexplanationsofnon-standardabbreviations,shouldbe
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
mechanismsbe-hindtheobservation.Discusswhetherornotyour
resultssupportyouroriginalhypotheses.Negativefindingsarejust
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
statementsand conclusionsnotadequately supported by thedata.
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
asthey appearin the text and are identified in the bibliography by
numerals.

One article can have one author and 4 co-author. Last co-author
is the mentor of the article or closest co-author of the paper”
The authors’ namer are fol-lowed by the title of the article; the
title of the journal abbreviated ac-cording to the style of Index
Medicus; the year of publication; the volume number; and the

first and last page numbers.

References to books should give the names of any editors, place
of publication, editor, and year.

In the text, reference numbers are given in superscript. Notice
that issue number is omitted if there is continuous pagination
through—outavolume,thereisspacebetweenvolumenumberand
page numbers, page numbers are in elided form (51-4 rather than
51-54) and the name of journal or bookis in italics.The following is
a sample reference:
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Nétekst,numratereferencave jepen meindeks té sipérm.Vérenise
¢éshtjaenumrave neglizhohetnése kanumértimté vazhdueshém
pérg—jaté gjithé véllimit, ka hapésiré mes numrit té véllimit dhe
numrittéfages,numratefagevejanénékétéformé:51-4névendté
51-54,dhe emriirevistés ose librit éshté néitalic. Né vazhdim éshté
njé shembull i referencés:

Artikujt e revistave:

1. LahitaR,KlugerJ,DrayerDE,Koffler D,Reidenberg MM. Antibod-
iestonuclearantigensin patients treated with procainamide or
acetylpro—cainamide. N Engl J Med 1979;301:1382-5.

2. NantulyaV, 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. ColsonJH,Tamour NJJ.Sportsinjuries and their treatment.2nd
ed. London: S. Paul, 2006.

5. DepartmentofHealth.National serviceframeworkforcoronary
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
ShogatésShqiptaretéKardiologjisépérparandalimineSémundjes
AterosklerotikeKardiovaskularenépraktikénklinike, Tirané, 2006

7. AzemiM,ShalaM,dhebp.Pediatriasocialedhembrojtjashénde-
tésore e fémijéve dhe nénave. Pediatria, Prishtiné 2010; 9-25

Shmangni pérdorimin e abstrakteve si referenca; “té dhéna
té papublikuara” 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 qé ju kané
késhilluar deri né bérjen e doréshkrimit final.

7. Formati i fajllit té t&€ dhénave périlustrimet (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 llustrimet (Figurat)

Legjenda e tabelés duhet té vendoset mbi tabelé. Referenca e njé
tabeleje, e cila &shté 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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Journal articles:

1. LahitaR,KlugerJ,DrayerDE,Koffler D,Reidenberg MM. Antibod-
iestonuclearantigensin patients treated with procainamide or

acetylpro—cainamide. N Engl J Med 1979;301:1382-5.

2. NantulyaV, Reich M. The neglected epidemic: road traffic inju-
ries in developing countries. BMJ 2002;324: 1139.

3. Murray C, Lopez A. Alternative projections of mortality and dis-
ability by cause 1990-2020: global burden of disease study.Lan-
cet 1997;349: 1498-504.

Books and other monographs:

4. ColsonJH,Tamour NJJ.Sportsinjuriesand their treatment. 2nd
ed. London: S. Paul, 2006.

5. DepartmentofHealth.Nationalservice frameworkforcoronary
heart disease. London: DoH, 2000.

www.doh.gov.uk/nsf/coronary.htm (accessed 6 Jun 2003).

6. OslerAG.Complement:mechanismsandfunctions.Englewood
Cliffs: Prentice-Hall, 1976.

Avoid using as references abstracts; “unpublished data” and
“personal communications”. References to accepted but yet
unpublished articles are allowed to be made, only if you note “in
press”.
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withexper—imentaltechniquestothosewhoreadorofferedadvice
on your final manuscript.

7. Data file format for illustrations (figures): JPG

If photographs of patients are used, either the subjects should not
be identifiable or their pictures must be accompanied by written
permis-sion to use the figure. Permission forms are available from
the Editor.

If data files are too big for transmission as an Email attachment
submis—sion of a CD to our address is recommended.

8. Legends for lllustrations (Figures)

Thelegendofatablehastobeplacedabovethetable. Thereference
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.)Figurelegendsaretobeplacedattheendofthepaper.
The reference of a figure taken from another publication stands
at the end of the legend. (Permission of reproduction must be
obtained from the publishers of this publication).
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