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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.
Profesionin tim do ta ushtroj me ndérgjegje e me dinjitet. Shéndeti i
pacientit tim do té jeté brenga ime mé e madhe. Do t'i respektoj e do
t'i ruaj fshehtésité e atij qé do té mé rréfehet. Do ta ruaj me té gjitha
forcat e mia nderin e tradités fisnike té profesionit té mjekésisé.

-’-:. Kolegét e mi do t'i konsideroj si véllezér té mi.

Né ushtrimin e profesionit ndaj té sémurit tek uné nuk do té ndikojé
2 pérkatésia e besimit, e nacionalitetit, e racés, e politikés, apo pérkatésia
klasore. Qé nga fillimi do ta ruaj jetén e njeriut né ményré apsolute. As
né kushtet e kércénimit nuk do té lejoj té keqpérdoren njohurité e mia
; mjekésore qé do té ishin né kundérshtim me ligjet e humanitetit. Kété
premtim po e jap né ményré solemne e té liré, duke u mbéshtetur né
i : nderin tim personal.

X The Oath of Hippocrates

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

" entering medical practice, I do solemnly pledge myself to consecrate

7 my life to the service of humanity. I will give my teachers the respect
E. and gratitude which is their due. I will practice my profession with

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

* consideration. I will respect the secrets which are confided in me, even
& after the patient has died. I will maintain by all the means in my
power, the honor and the noble traditions of the medical profession.

My colleagues will be my brothers.

A R T
F

[ will not permit considerations of religion, nationality,
race, party politics or social standing to intervene
between my duty and my patient. I will maintain the
utmost respect for human life from its beginning even
under threat and I will not use my medical knowledge . fa"&
contrapy to the laws of humanity. I make these :
pron;-i;s,és solemnly, freely and upon my honor
e

......
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COBPEMEHM ITPUCTAITH BO KOPOHAPHATA
AHTHOTPA®UJA:K/TMHUYKU 1 BE3BEJTHOCHU ACIIEKTU HA
JTUCTATHUOT TPAHCPAJTUJAJIEH ITPUCTAI

Brnagumup PrcToBCKu

Onpenenne 3a Kapauonoruja, ['pajicka ominra 6omnxuna ,8-mu Cenrempu”, Ckomje, Penyonuka CeBepHa
Makenonuja

Medicus 2025, Vol. 30 (1): 7-17
ABCTPAKT

Boen: Tpancpanujanauot mipucrarn (TPA) mpectaByBa cTaHzapjieH MPUCTAIl TIpY CplieBa KaTeTepusalpja Mopajun
HeroBara ITPUCTAITHOCT U Oe30edHOCT 3a MYHKIIMja, MaJMoT Opoj Ha KOMIUIMKALIUKA U ToleMaTa yIoOHOCT M paHaTa
MoOMIM3alIyja IITO ja UMAaT MaleHTUTe. BacKynapHUTe KOMIUIMKALIMY MAaKO Ce PETKU CEYILTE ITOCTOjaT KAKO Off TUTIOT
Ha MOBpeJia Ha paAuja/iHaTa apTepuja, Hej3MHUOT Cria3aM, OKJIy3Huja Ha paaujanHa aprepuja (PAO), mceBmoaHeBpU3Ma,
apTepruoBeHCKa GUCTY/Ia U OLITETYBakhe Ha HEPBUTE.

Ilen: I'maBHa 1les1 HAa OBaa CTynWja e fla ja olleHUMe W3BOJJIMBOCTA, Oe3bemHocTa U epUKACHOCTA HA JUCTATHUOT
TpaHcpaaujasieH rpucrar (1TPA) Kako cTaHZapAeH MaT 3a KopoHaporpaduja U IepKyTaHa KOpoHapHa MHTepPBEHLIMja.

Marepujanu u Mertomu: Bo crymujata npukaskyBame cepuja on 104 panmomusupanu naupeHT (1:1) Kame ImTo
KopoHaporpadujara Oelle n3BefleHa MPEKy CTaHMApAeH WX NUCTalieH pajujasieH TIPUCTaIl Mpy IITO ja ciefleBMe
acolyjaldjaTa Mery TUIIOT Ha IPUCTAIiOT U HaCTaHYBameTO pajijasiHa apTepucKa OKJy3uja, MoBp3aHOCTa Ha
XeMOparmuHuTe KOMIUIMKALlMM Ha MEeCTOTO Ha IYHKILMja BO 3aBMCHOCT OJf BaCKyJIapHMOT IIPUCTarl, [ajy MOCTOU
3HayajHa pas3/iMKa BO BpeMeTO Ha XeMOoCTas3a BO 3aBMCHOCT Of} ITPUCTAIIOT, pa3jiMKaTa BO BpeMeTo Ha KaHyjalujara 1
YCITeIIHOCTa Ha BMETHYBAWHEeTO Ha UIUTOT BO 3@BUCHOCT O] BACKY/IapHUOT IPUCTAIl, 1aJi TIOCTOM 3HauajHa pas3/nuka

BO (byHKIIMjaTa HA pakara (MOTOpHA U CEH3UTUBHA) BO 3aBUCHOCT O] TTPUCTATIOT.

Pesynratu: CpegHa Bo3pact Ha natueHTute Bo 4 TPA u TPA 6emte 69,86+10, 95 rogunu 1 64,15+10,93 rogunu, (p=0,005).
PapmyjanHa apTeprcKa OK/Ty3uja Oellle pertopTyUpaHa Kaj 4 mauneHTH (7.3%) o BKYITHO 55 rmareHTH co TPA v Kaj HuemeH
namueHT ol BKynHo 49 co JJTPA p>0,05(p=0,120). be3 3HauajHM KOMIUIMKALMM Ha MECTOTO Ha IYHKLUja BO ABETe
I'PYIIM, HO CO 3HAUYUTEJIHO [TOKPATKO BpeMe Ha xemocTas3a Bo ATPA rpymna 7,05+2,96 munytuHacriporu 189,82+30,03 Bo
rpyra Ha TPA, Ho co mogonro BpeMe Ha IyHKIMja U Mo0TexKHaTa KaHyalivja BO OHOC Ha CTaHAAPIHWUOT MPUCTarl,
2,16+1,14 munyTtr Boa TPA nHacriporu 1,64+1,29 Mmunytu Kaj TPA.

3akiyuok: Kopucremero Ha dTRA Kako craHAapAeH IPUCTAll 3a KopoHaporpaduu M IepKyTaHU KOpPOHAPHU
WMHTEePBEHIIMU U3BeleH 0J1 UCKYCHU TPaHCpajidjasiHU OllepaTopy ce UMHU JleKa e be36ejieH U U3BO/JIMB U OBO3MOKYBa
rofieMy KJIMHWYKKY MPUIOOMBKY U 3a MalMeHTOT 1 3a OMepaToporT.

Knyunu 300poBU: AMCTa/IHa pajdjajHa apTepuja, NepKyTaHa KOPOHAapHa MHTepBEeHLWja, OKJ/Iy3Wja Ha pajdjaaHa
aprepuja, XeMaToM, [ceBA0aHeBpU3Ma.

BOBE]] MHOKapfieH MH(apKT 1 1jepeOpoBacKylIapHd 00ecTH).
[ToBeke o 4 off 5 CMPTHU C/Tydau Ha IiepeOpoBacKyIapHu
OomecT ce JIO/KAT Ha CPIIEB yaap ¥ MO30YeH yaap, a
eHa TPeTHHa Ol OBHe CMPTHHU C/Iy4ad Ce jaByBaaT Kaj
natyeHTy 1oy 70- ropuinHa Bospact (1-7).

KappuoBackynapHuTe 3a00/1yBamba ce BofjedKka MPUUYHUHA
3a MOpPOMIUTETOT W MOPTAIUTETOT BO cBeToT. [loBeke
of 179 mun. maiyeHTH TONUIIHO BO CBETOT yMHUpaaT
KaKo MOC/Ieuiia Ha KapJuoBacKyIapHu 00/IeCTH (aKyTeH
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KopoHapHata aHrmorpadmja  ceKako IIpecTaByBa
3/1aTeH CTaH[apf, 3a JOKaKyBame M JIeKyBame Ha
KOpOHapHa apTepucka Ooect. Moke Jia ce U3Befie MPeKy
OpaxujaHuTe, (heMopasIHUTe U pajiijaIHUTe apTepuu (8).

[IpBaTa aHruorpacduja MmpeKy pajujajaeH MpUCcTain Oemre
u3BefeHa of ctpaHa Ha Campeau Bo 1989 romuHa,
a HEKOIKy TofuHM mofjolHaBo 1993 rogmHa Oemie
peanu3upaH U IpBaTa 0alloH [guWiIaTalldja OfICTpaHa Ha
KiemeneijF, (9).

Tpancpagujanuuor  mpucran  (TRA)  mpecraByBa
cTaHflapfieH M300p BO cplleBaTa KaTeTepusalyja BO
ce TorosieM 0Opoj 3eMju Tpe ce TOpajj HamasieHUTe
KOMIUIMKAI[MM HAa MeCTOTO Ha MYHKIWja, 3rolieMeHaTa
VI00HOCT ¥ 3a/10BOJICTBOTO Ha MAIMeHTUTe, HUBHATA paHa
MOOWIM3aIMja Moc/ie MHTePBeHIUjaTa U KpaTKOTO Bpeme
Ha oropaByBame (8). OBa ce ofiHeceyBa Ha Mal[UeHTH KOU
OuIe MHAUIMpPaHH 3a eJIeKTUBHA KopoHaporpaduja HO 1
3a MalMeHTy CO aKyTeH KOpOHapeH CUHJIPOM.

[IBojHOTO CHabmyBame Ha KpB Ha pakaTa IpeKy
pajijasHaTa M yTHapHaTa apTepuja ro HaManyBa PU3UKOT
ofl UCTaIHAa MCXeMHUja IPM TPOMOO3a WM OKIy3Mja Ha
eJlHa Of] apTepUMUTe.

Bo cmopemba co  ¢demopanHMOT  mpucTanm,
TpaHCPa/iijaJIHUOT TPUCTAll MMa CJIMYHA CTanka Ha
npoLeaypaieH ycreX W e TMOBp3aH CO 3HAYUTESTHO
MOMaJl PU3MK 32 CMPTHOCT Off CUTe NPUYMHU U TOIEMU
HecaKaHM KapauoBacKynaphu Hactanu (14). [lopau oBue
npuo6uBkU Bo 2018 roguHa, Toj Oelre mperopayaH off
ynarctBata ESC/EACT kako mpeTmouWTtaH MPHUCTam BO
TpolleflypuTe 3a peBacKyaapu3aliyja Ha MUOKap/oT.

BackynapHuTe KOMIUIMKAIIUM KOM TPOUW3JIeryBaaT IIpu
KOpHCTekbe Ha pajiijaTHAOT MPUCTaIl KaKo e PeTKH Cerak
CeyITe OCTaHYBAaT KAKO IITO Ce JIOKA/THU XeMaTOMH,
cria3aM Ha pajjjajiHaTa apTepuja, MOBpeia ¥ OKJTy3uja Ha
papujanHata aprepuja (PAO) Koja ITo 01 pa3sIMUHU CTYIUK
ce nBwxu of 1 mo 33 %, pa3Boj Ha IceyloaHeBpPU3Ma,
apTepuoBeHCKa (DUCTYIa, perMOHaJIeH CUH/IPOM Ha 0oJIKa
KaKo pe3yaTaT Ha olTeTyBame Ha HepBuTe (10-13). Kako
aJITepHAaTHBeH TPUCTANl CeKaKo e ¥ TPaHCYTHAPHUOT
MIPUCTAIl HO CeTlaK Toj He ce MpernopavyyBa KaKko pe3ynTaT
Ha HEeKOj HeroBU HeJIOCTaTOIM KaKo IITO e MperoyieMara
poTallja Ha pakaTa Ha MalMeHTOT BO HErOBUOT payeH
317100, a CO TOa ¥ 3roJieMeHa HelmpyjaTHOCT Ha MaIdeHTOT
KaKo M Hej3MHaTa TI0flab0Ka TOCTaBEHOCT, OTeKHATa
NVHKIMja ¥ TOMHTeH3WBHa OO/NKa KOj INTO ja MMaaT
HaIUeHTUTe TIPU MYHKIK]A.

[Ipu pajujanHa apTepyrcKa OKIy3uja HajuecTo MaleHTOT
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€ acHMITTOMATCKM, He ce TI0jaByBa JIMCTaHa MCXeMUja
mopajy JIBOJHOTO CHabOyBame Ha KpB, HO CelaKk OBaa
cocTojba TPUOHECYBA Jla Cé OHEBO3MOXKHM YIOTpebaTa
Ha pajujajiHaTa apTepuja KaKo IPUCTAlHO MECTO 3a
IIOBTOPHM HMHTEPBEHTHU MPOLEAYPH KAaKo W Hej3uHa
yroTpeba 3a BacKynapeH rpadT mpy KapgUOMPYPLIKKTE
nporenypu (CABG) unu 3a ducyTia Kaj naiueHTUTe Koj
1ITO Ce Ha xemopujanu3a (17,18,19,20).

[Topazu oBKe HeOCTATOIM OC/IEJJHUTE TOJJMHM Ce TI0BEeKe
ce KOPUCTH JUCTaJIHUOT TpaHcpaaujaneH npucrar (dTRA)
KaKo a/ITepHaTHBeH MPUCTAIl 32 CpLieBa KaTeTepu3aliyja
OJTHOCHO 32 eJIeKTUBHUTE KOPOHAPHU MPOLelyPU KaKo U
IIPU aKyTeH KopoHapeH cuHapoM (15-16). IIpegHoct Ha
IUCTAJTHUOT pajidjajieH IPUCTarce TMoroiemMa ygo0HOCT
3a TIAI[UEHTOT, TIOMaJI PU3MK Off KOMIUIMKAL[MUK 1 OP30
aMOY/TaHTHO 3aKpeITHYBakbe.

IEJIH

I'maBHaTa 1le1 Ha oOBaa CTyAWja e 7a ja oOLleHUMe
M3BOJIMBOCTA, Oe30egHocTa M eMKacHOCTa Ha
JUCTaMHUOT TpaHcpagujaneH mpuctan (GTPA ) Kako
craHfapjeH maT 3a KopoHapHa aHruorpaduja (CAG) u
TMepKyTaHa KopoHapHa uHTepBeHImja (PCI), omgHOCHO Ke
ja ucrMTame acolyjanyjaTa Mery TMIOT Ha TPUCTAIOT
M HacTaHyBalkeTO pajijajiHa apTepucka OKIy3uja,
TMI0BP3aHOCTaHAXeMOParuyHUTe KOMIUTUKAIL[ HA MECTOTO
Ha NYHKIMja BO 3aBUCHOCT O} BaCKY/IapHUOT TPUCTaIl,
JlaJIv IOCTOM 3HAYajHa pasjiMKa BO BpeMEeTO Ha XeMOCTa3a
BO 3aBHMCHOCT Off TIPUCTAIIOT, pa3/iMKkaTa BO BpeMeTo Ha
KaHy/alyjaTa 1 yCIelHOCTa Ha BMETHYBAWeTO Ha IIUTOT
BO 3aBUCHOCT Off BAaCKYJIaDHUOT TIPUCTAI U JI/Ii OCTOU
3HauajHa pa3/MKa BO (DYHKI[MjaTa Ha pakaTta (MOTOpHA U
CeH3UTHBHA) BO 3aBUCHOCT Off IIPUCTAIIOT.

MATEPHJAJIN U METOH

I[IpemMer Ha eBanyaluja Oea IAlMEHTH CO KIMHUYKH
1 JIMjarHOCTHYKYM 3HAIM 3a II0CTOeHe Ha KOpOHApHa
aprepucka  OonmecT(aHTMHa  IIeKTOpMC,  HecTadmIa
aHTMHa, aKkyTeH MUOKapfieH uHpapkr 6e3 CT-cermeHT
efleBalja) Ha Bo3pacT IoromemMa of 18 ropuHH,
IPETXOJJHO aMOYIaHTCKU MCIeleHd W PerypTupaHy, a
1I0T0A U XOCITUTATMM3PaHK Ha ofielioT Ha Kapauornoruja
u OnpenoT 3a MHTEH3UBHO JieKyBame Bo J3Y I'Ob 8-
mu CenremBpu” Bo Ckomje. EKCKTy3uOHUM KpUTepUyMH
Oea Bo3pacT momana of 18 roguHu, akKyTeH MHOKapjeH
nHpapkr co CT eneBaluja WM  XeMOJWHAMMCKU
HecTaOuJIeH MaleHT, MHTo/IepaHIvja Ha jofieH KOHTpPacT,
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OpeMeHOCT ¥ JIaKTallyja, HemainaOuiHa IeCHa pajujaiHa
aprepuja (TPeTXojHO KOPUCTEHA KaKo rpadr), aHaTOMCKH
pecTpuKimn (ucTyma, OpTOIMECKA aHOMAIHOCTH) W
HEMOKHOCT MM OfI0KMBa [ja MOTIHIIE WH(POPMHUpPAHA
COTTIACHOCT.

[lanenTruTe Kou Oea MHAMIMpaHU3a KopoHaporpadwuja
WIM TIepKyTaHa KOPOHapHa WHTepBeHIMja MO CJTyJaeH
1300p Oea mofie/ieH! BO JIBe IPYIIM 3a CTaHAapfieH Wi
IECTajieH TpaHcpajijajieH MPUCTar OfJHOCHO TofienbaTa
Oemre HarpaBeHa co TIapeH U HemapeH 0poj. [TarueHTuTe
KOj ITO Oea co HemapeH Opoj, MHTepBeHLWjaTa Oelie
M3BefleHa MPeKy AMCTajieH TpaHCpajinjajieH MpHCTarl.

CuTe malyeHTH IpeJ MHTepBeHLMjaTa Oea IOArOTBEHU
3a pajiujajieH U heMopasieH MpUCTall.

BasuyHoTO criefierse orndaxarie:

JleTanHa aHaMHe3a Ha MAIMEHTOT (MHTEPBjy) Koja Ke
BKJIYUyBa COLMO - ZieMorpadCKu MOfaToL| Ha MaL[eHTOT,
TEKOT Ha OosecTa, MUHATH OOIECTH (aKLIEHT Ha aKTYeTHN
WIM MUHATH KOMODPOMTHM COCTOjOM), MUHATH XMPYPIIKU
MHTEPBEHIIMM ¥ THI Ha MHTEPBEHIMM Ha JIOJHUTE
eKcTpeMuTeTH. Ke ce wW3MepM BUTAIHM IapaMeTpu
(TemecHa TemmepaTypa, Myiic, KpBeH HPUTUCOK).

12 xananen enexkrpokapauorpam (EKT),

JlabopaTopicKo ~ OMOXeMHCKO  MpOCTIefyBame  Ha
HanyeHToT - JlabopaTopucKo - OMOXeMHCKM aHaJIu3H,
KpBaH C/IMKa, [TMKeMHja, Ypefia KpeaTHHIH, XeraTalHi |
KapauocenuuuIHN eH3MMHU.

MuiimHr MeTonu - Ke ce HampaBu Exo - moruiep Ha
pajujanHaTta apTepuja efieH Mecell 10CJie UHTepBeHIjaTa
Kaj MaleHTH Koj IITo HeMaaT TaJIadKieH MyJIc Co I fia
ce TIPOCyIeI MPOOJIHOCTA.

CeKoj MaLeHT OTKAaKO Ke T'M WUCIONHKM HHKIY3HOHUTE
KPUTEPUYMHU, MCTPAKYBAuyOT Ke I'0 3all03Hae Co CTyIujaTa
1 co MH(OpPMUpaHaTa COIACHOCT.

Cure nopaToi 6ea BHECEHU BO CIIEL[WjaJTHO TIPETXOHO
n3paboTeHa TeCT JUcTa ¥ 00paboTeHH TabelapHO M BO
rpaMKOHM CO CTATUCTHYKA aHAJTH3A.

PE3YJITATU!

Bo ananu3sara Bkiayuenu ce 104 manuenTu, 33(31,7%) xeHu
n 71(68,3%) masku.

Bospacra Ha malueHTATe Bapupa BO HHTEPBANOT
66,84+11,26 romunu, £95,00% CI: 64,65-69,03; meaujaHaTa
u3HecyBa 67 rofH, MUHMMaHaTa BO3pacT M3HecyBa 39
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rOfIMHM, @ MAKCMaJTHaTa BO3PACT U3HecyBa 85 rofuHu.

Pesynratute npuKakaHu Ha Tabena 1. u rpadukoH 1. ce
OJIHeCyBaart Ha AUCTPUOYIUjaTa Ha ALJHEHTHTE 110 IT07T BO
JIBeTe IPYIINL.

Op BkymHOo 49 manmentu Bo JITPA rpyma, 18(36,7%) ce
skeny, a 31(63,3%) ce Maxku.

Op BrymHO 55 marmenTy Bo TPA rpyma, 15(27,3%) ce xenu,
a40(72,7%) ce Masku.

3a PearsonChi-Square = 1,071 u p>0,05(p=0,301) Hema
3HayajHa pa3/nKa BO IUCTPUOVIMjaTa Ha MaleHTUTe 1o
TI0J1 [TOMeT'y IBeTe IPYIIN.

Tabena 1. I'pyma * ITon / Crosstabulation

Count |18 31 49
JITPA
% 36,7% | 63,3% |100,0%
['pyma
Count |15 40 55
TPA
% 273% | 72,7% |100,0%
Total Count |33 71 104
% 3,7% | 683% |100,0%

LR
L

I'pachukon 1

Ha tabena 2. v rpauKoH 2. IpUKaKaHa e JeCKpUITHBHA
CTaTUCTHMKA Ha BO3PACTa Kaj MaljueHTUTe BO JIBETE TPYIIN.

Bo [JITPA rpynma Bo3pacTa Ha MallieHTUTe Bapupa BO
uHTepBanoT 69,86+10,95 rogunu, £95,00% CI: 66,71-73,00;
Me[jaHaTa u3HecyBa 72 TofjMHU, MMHAMAJTHATa BO3PacT
u3HecyBa 39 rofiuHU a MaKCUMAaJiHaTa BO3pacT U3HECyBa
85 roguHm.

Bo TPA rpyma Bo3pacTa Ha TalMeHTHTe Bapupa BO
unrepsanotT 64,15+10,93 rogunu, £95,00% CI: 61,19-67,10;
Me/1jaHaTa u3HecyBa 65 rofilHu, MUHUMATHATa BO3PacT
u3HecyBa 39 rofyHM a MaKCMMajiHaTa BO3pacT U3HecyBa
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85 roguHm.

Tabena 2. JlecKpunTHBHA CTAaTUCTAKA Ha BO3pAcTa Kaj
THalUeHTUTe

JITPA 49 69,86 | 66,71 73,00 7 39 85 10,95
TPA 55 64,15 61,19 67,10 65 39 85 10,93
ST BE TIEE T
T g1 ]
L
T
N |
. ]
T L] | |
r
- | |
= -
| S Ao
L | ] a0
- - - = - L b1 it S0
-y 1 - Y
I'pacpukon 2

3a Z = 2,83 up<0,01(p=0,005) mamuenture Bo JITPA
rpyla MMaaT 3HayajHO IMOrojieMa BO3PacT BO OJJHOC Ha
naruenTute o TPA rpyma (tabena 2.1).

Tabena 2.1. Pa3nuka Bo Bo3pacT

Bospacr 3007,00 2453,00 913,00 2,83 0,005 49 55

[la ce victivra aconujanyjata Mery TUIOT HA IPUCTAIOT U
HacTaHyBameTo pajijaiHa apTeprcka oknysuja (PAO)

Pesynratute mprKaskaHu Ha Tabesa 3. 1 rpadMKoH 3. ce
OJIHECYBaaT Ha acollujallijaTa (MOBP3aHOCT) Mer'y THIIOT
Ha MPUCTANOT ¥ HACTaHYBaWbeTO pajidjaiHa apTepucKa
okny3uja (PAO).

Op BkymHo 49 manumentd Bo JITPA rpyma, Kaj cute
49(100,0%) Hemaso pagujaiHa apTepucka okiysuja (PAO).

Opn BKymHO 55 manmenTty Bo TPA rpyma, 51(92,7%) Hemane
pajujanHa aprepucka okmysuja (PAO) a 4(7,3%) umane
pajijanHa apreprcka okaysuja (PAO).

3a Fisher Exact Test / Exact Sig.(2-sided) / p>0,05(p=0,120)
HeMa 3HauajHa acollujallyjaTta Mer'y TUTIOT Ha MPUCTAINOT
1 HaCTaHYBambeTO pajidjajiHa apTepucka okiysuja (PAO).
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Tabena 3.I'pyma * Pagujanta aprepucka oxnysuja (PAO) /
Crosstabulation

Count 49 0 49
JITPA
% 100,0% 0,0% 100,0%
T'pyna
Count 51 4 55
TPA
% 92,7% 7.3% 100,0%
Total Count 100 4 104
o 96,2% 3,8% 100,0%
%
rAL
e -

I'pachukon 3

Jla ce yTBpOM TIOBp3aHOCTA HA XeMOPArMuyHUTE
KOMIUTMKAI[M{ Ha MeCTOTO Ha MYHKIIMja BO 3aBUCHOCT Off
BACKY/TAPHUOT TIPUCTAI

Pesynratute mpuKaskaHu Ha Tabena 4. u rpaduKoH 4. ce
OJiHeCyBaaT Ha acolujarijjaTa (OBP3aHOCT) MEFY THIIOT
Ha MPUCTAIIOT ¥ HACTAHYBAHETO Ha XeMaTOM.

On BkynHO 49 manuenTu Bo [ITPA rpyma, Ha MecToTO Ha
nyHKIuja Kaj 47(95,5%) Hemano xemaToM, a Kaj 2(4,1%)
MIMaJio XeMaTOoM.

Op BkynHo 55 maiienTd Bo TPA rpyma, Ha MecTOTO Ha
nyHKiuja Kaj 50(90,9%) Hemano xemaTtoM, a Kaj 5(9,1%)
MIMAJI0 XeMaToM.

3a Fisher Exact Test / Exact Sig.(2-sided) / p>0,05(p=0,443)
HeMa 3HayajHa acoLyjalijaTa Mel'y TUIIOT Ha IPUCTAIIOT U
HACTAHYBAETO HA XeMaTOM.
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Tab6ena 4. I'pyna * XemaTom / Crosstabulation

Count | 47 2 49
JITPA
% 959% | 4,1% 100,0%
['pyma
Count |50 5 55
TPA
% 90,9% |{91% 100,0%
Total Count |97 7 104
% 933% |67% |100,0%
1 =
i : e TFE
I'pacpuron 4

PesynTaTuTte mpuKakaHU Ha Tabena 5. ¥ rpauKoH 5. ce
OJTHECYBaaT Ha acollyjarjaTa (MOBP3aHOCT) Mery THIIOT
Ha IPUCTAINOT U HACTAHYBaKkeTO Ha TICeBI0aHeBPHU3MA.

Opn BxkynHo 49 manumentu Bo JITPA rpyma, Ha MecToTO
Ha nyHKumja Kaj 49(100,0%) Hemano mceBgoaHeBpU3Ma.
Op BkymHo 55 maiuentu Bo TPA rpyma, Ha MecToTo Ha
nyHKImja Kaj 55(100,0%) Hemasio nceBjoaHeBpU3Ma

Tabena 5.'pyna * [IceBnoaneBpusma / Crosstabulation

Count 49 49
IITPA
; % 100,0% 100,0%
a
PYe Count |55 55
TPA
% 100,0% 100,0%
Total Count 104 104
% 100,0% | 100,0%
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I'pacpuroH 5

[TocTon 3HB‘IaiHa Ppa3jiiKa BO BpeMeTO Ha XeMOCTa3a BO
3aBHACHOCT O] ITIPACTAIIOT

Ha tabena 6. u rpacukoH 6. MpuKakaHa e JeCKpUITHBHA
CTaTHCTMKA Ha BpeMeTo Ha XeMocTa3a (MaHyaHa
Kommpecuja 1 TP 6aHj1) BO 3aBUCHOCT Off IIPUCTAIIOT.

Bo JITPA rpyma BpemeTo Ha XeMocTasa (MaHyaJHa
KOMITpecHja) Bapupa Bo MHTepBanoT 7,05+2,96 MUHYTH,
+95,00% CI: 6,20-7,90; MmequjaHaTta u3HecyBa 6,30 MUHYTH,
MMHMMAQJIHOTO BpeMe Ha XeMocTa3a W3HecyBa 3,25
MUHYTH, @ MAaKCUMAaJTHOTO BpeMe Ha XeMOCTa3a U3HecyBa
18,00 munyTu. Bo TPA rpyna Bpemeto Ha xemocra3a (TP
Oany ) Bapupa Bo uHTepBanoT 189,82+30,03 MuHYyTH,
+95,00% CI: 181,70-197,94; memujanaTta usHecyBa 180,00
MUHYTH, MAHMUMAJHOTO BpeMe Ha XeMocTa3a M3HecyBa
180,00 MuHYyTH, a MakCMMaJHOTO BpeMe Ha XeMOCTa3a
u3HecyBa 300,00 MUHYTH.

Tabema 6. JlecKkpunTHBHA CTaTHCTHMKA Ha BpeMe Ha
XeMoCTa3a

(MaHya/THa KOMIIpecHja)

JITPA 49 7,05 6,20 790 6,30 3,25 18,00
TPA 55 189,82 300,00

181,70 197,94 180,00 | 180,00
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3a Z = - 9,27 up<0,001(p=0,000) manmenTtute Bo TPA rpyma
1IMaaT 3HayajHO MOroJIeMo BpeMe Ha XeMOCTa3a BO OJIHOC
Ha nanyenTtute o JJTPA rpyna (rabena 6.1).

Tabena 6.1. Pasnuka Bo BpeMe Ha XeMOCTa3a

I'pacpuron 7

3a Z = 3,04 up<0,01(p=0,002) marmenture Bo JJTPA rpyma
¥IMaaT 3HayajHo II0roIeMo BpeMe Ha KaHy/Ialuja Bo 0JHOC
Ha naruenTute of, TPA rpyma (tabena 7.1).

Taberna 7.1. Pa3nuka Bo BpeMe Ha KaHy/Ialija

Bpeme Ha
XeMocTasa

1225,00 423500 | 0,00 |-927 (0,000 |49 55

Bpenme Ha

3038,50
XeMocTasa

2421,50 | 881,50 | 3,04 | 0,002 |49 55

[TocTou 3HauajHa pa3/vKa Bo BpeMeTo Ha KaHy/alujaTa u
YCIeNHOCTa Ha BMETHYBabeTO Ha LIMTOT BO 3aBUCHOCT Off
BACKY/TAPHUOT TIPUCTATl

Ha Tabena 7. u rpadmKoH/. pUKakaHa € IeCKPUITHBHA
CTATHCTHKA HAa BPEMETO HA KaHy/IalujaTa BO 3aBHCHOCT
oI IPKCTATIOT.

Bo JITPA rpyma BpeMeTo Ha KaHynalldja Bapupa BO
unrepBaior 2,16+1,14 munyt, +95,00% CI: 1,84-2,49;
Me[ijaHaTa u3HecyBa 2,15 MUHYTH, MUHUMAJTHOTO BpeMme
Ha KaHynanuja usHecyBa 0,35 MUHYTH a MaKCUMAaTHOTO
BpeMe Ha KaHyaluja usHecysa 6,10 MUHyTH.

Bo TPA rpyma BpemeTo Ha KaHy/lalldja Bapupa BO
unrepBaior 1,64+1,29 munaytu, +95,00% CI: 1,29-1,99;
Me[jaHaTa u3HecyBa 1,25 MUHYTH, MUHUMAJTHOTO BpeMme
Ha KaHynanuja usHecyBa 0,20 MMHYTH a MAKCUMAaJTHOTO
BpeMe Ha KaHy/aluja u3HecyBa 7,30 MUHYTH.

Tabena 7. JlecKkpunTHBHA CTAaTHCTMKAa Ha BpeMe Ha
KaHy/anuja

JITPA 49 2,16 1,84 249 215 035 610 | 114
TPA 55 1,64 129 199 1,25 020 | 730 1,29
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PesynratuTe mpuKajkaHd Ha Tabema 8. u rpadukoH 8.
ce OJHeCyBaaT Ha YVCIIEIHOCTA Ha KaHy/lalgjata BO
3aBUCHOCT Of BACKY/IapHUOT TIPUCTAIL.

On BkynHo 49 narmentu Bo JTPA rpyma, Kaj 47(95,5%)
KaHy/aljaTa Ouma ycrenHa, a Kaj 2(4,1%) xanynarujata
OM1a HeyCIenHa.

On BKymHO 55 mammentH Bo TPA rpyma,kaj 54(98,2%)
KaHy/aldjaTa Ouma ycrenida, a Kaj 1(1,8%) kanynarujara
0O11a HeyCIelHa.

3a Fisher Exact Test / Exact Sig.(2-sided) / p>0,05(p=0,600)
HeMa 3HayajHa pa3/MKa BO VCIENIHOCTa KaHy/lalujaTa
(BMETHYBambeTO Ha IIMTOT) BO 3aBMCHOCT Off BaCKY/IAPHUOT
TIPYCTAIL

Tabema 8. TI'pyma * YcmemHocT Ha KaHynmainuja |
Crosstabulation

Count 2 47 49
IITPA
% 4,1% 95,9% 100,0%
I'pyna
Count 1 54 55
TPA
% 1,8% 98,2% 100,0%
Total Count 3 101 104
y 2,9% 97,1% 100,0%
0
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I'pacdhukon 8

PesynraTuTte mpuKakaHu Ha Tabena 9. u rpacukoH 9. ce
OJJHeCyBaaT Ha YCIeNIHOCTa Ha MYHKIIXja BO 3aBUCHOCT O
BaCKY/IapHUOT TPUCTAIL.

On BrynHO 49 mamuenTu Bo JTPA rpyma, kaj 48(98,0%)
TNVHKIMjaTa Oua ycreliHa, a Kaj 1(2,0%) nyHkiujata ouna
HeyCIIelHa.

On BkymHO 55 mammeHtd Bo TPA rpyma,kaj 54(98,2%)
TNYHKIMjaTa Oua ycrelnHa, a Kaj 1(1,8%) nyHkuujara ouna
HeyCIIelHa.

3a Fisher Exact Test / Exact Sig.(2-sided) / p>0,05(p=1,000)
HeMa 3HauajHa pas/iKa BO YCIENIHOCTa IYHKIjaTa BO
3aBUCHOCT Of] BaCKY/IapHUOT MPUCTAII.

Tabena9.I'pyna* YenemnoctHanyHKmja /Crosstabulation

Count |1 48 49
IITPA
. % 20% | 98,0% 100,0%
a
byt Count |1 54 5
TPA
% 18% | 982% 100,0%
Total Count |2 102 104
% 19% |981% |100,0%
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I'pachukon 9

[TocTon 3HaqajHa pa3/ivKa BO BKOUaHYBabeTO Ha I1aJIelioT
BO 3aBUCHOCT OJf IIPACTAIIOT

Pesynratute nmpukaskaHu Ha tabena 10. u rpaduron 10. ce
OJTHECYBaaT Ha pa3/iKa BO BKOUAHYBAbETO HA TAeroT
BO 3aBHCHOCT O] BaCKY/IapHMOT MPUCTAIL.

On BrymHo 49 mnammentu Bo [ITPA rpyma, 3(6,1%)
MMajie BKOuUaHVBame Ha manenjoT, a 46(93,9%) Hemane
BKOUaHYBatbe Ha IMaJIel[oT.

Opn BrynHO 55 mammentd Bo TPA rpyma,1(1,8%) uman
BKOUaHyBame Ha maneror, a 54(98,2%) Hemarne
BKOUAHYBambe Ha MajieloT.

3a Fisher Exact Test / Exact Sig.(2-sided) / p>0,05(p=0,341)
HeMa 3HauajHa pa3/iviKa BO BKOUAHYBAHETO Ha MajerioT BO
3aBKMCHOCT Off BAaCKY/TapHUOT MPHUCTAIL

Tabema 10. TIpyma * BkouaHyBame Ha manel |/
Crosstabulation

Count 46 3 49
JTPA
% 93,9% 6,1% 100,0%
I'pyna
Count 54 1 55
TPA
% 98,2% 1,8% 100,0%
Total Count 100 4 104
% 96,2% 3,8% 100,0%
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- o 5 4 49 7,27 89,09
B= 6 5 54 9,09 98,18
| 9 1 55 1,82 100,00
- Missing | 0 55 0,00 100,00
]
I'pacpuron 10 ]
[lepuenmuja Ha OonKa -
n'j',ﬂ-: 1

Ha tabena 12. v rpacdukoH 12. mpUKakaHUTe Pe3yITaTh ce i

OJJHECYBaaT Ha TepleMiijaTa Ha O0/Ka Kaj TalieHTUTe

Bo /ITPA rpynara. I'pacpuron 12

Jlomunupaat 32(65,31%) manuenTu kou HeMaie 6onka (0),
a HajBUCOKO HKBO (7) Ha Oonka umarn 1(2,04%) nammeHr.

3a Fisher Exact tect / Monte Carlo Sig.(2-sided) = 15,571
1 p<0,05(p=0,024) / 0,020-0,028 / mepueniujaTa Ha OONKa

Tabera 12. 11 a6 TPA 3HayajHo e ro3acTarneHa Kaj nareHtute Bo TPA rpymara
avena epuermja Ha bonka / JITPA rpyna (Tabesna 13. u rpacdukon 12.)

_ — - -

Hempwe s e 56 Soem TR

0 kY] k) 65,31 65,31 =

1 1 33 2,04 67,35 ¥

2 4 37 8,16 75,51 o

3 4 4 8,16 83,67 p ;

4 4 45 8,16 91,84 i

5 2 47 4,08 95,92 '

6 1 48 2,04 97,96 -

7 1 49 2,04 100,00 o

Missing | 0 49 000 | 100,00 T T ——
Ha Tabena 13. v rpacmkoH 12. npuKaKkaHKUTe Pe3y/ITaTH ce Comgery
O[[HeCyBaaT Ha IepIielijaTa Ha 00NKa Kaj MalMeHTUTe R
Bo TPA rpynara. » e smereen . SESlEE

Jlomunupaat 17(30,91%) manmenTy Kou Hemase 6onka (0), a
HajBICOKO HUBO (9) Ha Oonka uMar 1(1,82%) marueHt.

Tab6ena 13. [lepuemniuja Ha 0onka / TPA

. e
i §F i
I e =
e
i
S

0 17 17 30,91 30,91 | E - - :
1 21 7,27 38,18 : :_ o s ﬂ-: : ’.m ...... : JRs— : .ﬂ:.
2 29 14,55 52,73 o - 1 =
3 1 40 20,00 72,73 ’ : i ! < d
Comsgocy
4 5 45 9,09 81,82
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KomopougureTn

Hajromem Opoj mauuwentu 22(21,15%) wumane Angina
nectoris & Hypertensio arterialis, 12(11,54%) umane
Angina nectoris & Dyslipidaemia, 10(9,62%) umasne Angina
nectoris & Diabetes mellitus & Hypertensio arterialis,
8(7,69%) umane Angina mectoris & Hypertensio arterialis &
Dyslipidaemia, ocraHaTiTe KOMOPOUMTETH CE 3aCTaIIeHN
BO TTOMaJI ITPOLIEHT.

JUCKYCHJA

JlucTanHUOT  pafujaleH MPHUCTall Cce  U37BOjyBa
KaKo pelaTUBHO HOBAa TeXHWKA BO WHTePBEHTHATa
Kapuosioruja co 3HAUMTETHU MPeJHOCTH BO OHOC Ha
TPaJMIMOHATHUOT PajifjajieH MpucTarl.

Cropenbarta momery gTPA u TPA Bo oBaa cTyauja Hu
OBO3MO3KYBa 3HauajHU CO3HAHHMja 32 HUBHUTE IPEeJHOCTH
¥ OrpaHMYyBama BO KOpOHapHaTa aHrHorpaduja u
MHTepBeHIMH. MaKo cTamKkuTe Ha YCMeImHOCT Oea CIIMYHI
sa aTPA u TPA, Oea 3alene;kaHM KIYUHH PasjIUKH
BO KapaKTepUCTUKWTEe Ha TIYHKIMjaTa, CTAlKUTe Ha
KOMIUTUKAI[MY ¥ Pe3y/ITaThTe Kaj Mal[eHTuTe.

nTPA mokaka M3BOHPeIOHHU Pe3yATaTH Kaj MallieHTH Ha
aHTHKoarynaHTHa Tepanuja (Radial Access for Coronary
Angiography in Anticoagulated Patients). HamanyBameTo
Ha PU3UKOT Off CepHO3HO KpBapeme 3a 60% e orpomeH
Ha mpefiok. OBa ja MOTBP/IyBa HeroBara CYIepPUOPHOCT,
0C00EHO Kaj BHCOKO pu3MuHM momynamuu. CTyaujaTa
Snuffbox Approach Trial (2020)mokaska ieKka malieHTUTe
YYBCTBYBAaT TOMAJKY JUCKOM(OPT CO OBOjIPUCTAIL
Bp30To MOCTHTHYBame XeMocTasa M MOMKHOCTAa 3a
MOOWIM3aIiMja BO POK OfI HEKOJIKY Jaca ja TO3MIMOHIpa
nTPA Kako ujeaneH u3060p 3a aMOyIaHTHU IIPoLieaypH (4).

Bo Hamara cryguja 6e3 panpomusupanu BKymHO 104
MalMeHTH €O IOCTOeHhe Ha KIMHWYKM U [IUjarHOCTHUKH
3HaIM 3a KopoHapHa OomecT Bo coopHoc 1:1 Ha gTPA vs
TPAop kom 33 (31,7%) sxenu u 71 (68,3%) maxu. CpenHa
Bo3pacT Ha manenTute Bo 4TPA u TPA 6Gemre 69,86+10,95
romuHy 1 64,15+10,93 romunu, (p=0,005).

Acolgjaijata Mer'y TAIIOT HA TPUCTANOT M HACTAHYBAkeTO
Ha pajiujasiHaTa apTepucKa OKJy3uja TMpUKaKa JeKa off
BKYMHO 49 manueHTH Bo rpymaTa 3a ATPA, kaj cute 49
(100%) nemano PAO, mopeKa off BKYIIHO 55 HallMeHTH CO
TPA, 51 (92.7) Hemane pajujajiHa apTepucKa OKIy3uja,
nozexa Kaj 4 (7.3%) umane PAO, p>0,05(p=0,120).

Bo naiata ctyauja Bo o TPA rpyma BpemeTo Ha KaHy/alluja
Bapupa Bo UHTepBaioT 2,16+1,14 MUHYTH 3a pa3siiKa of
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TPA rpyma Kajie miTo BpeMeTo Ha KaHy/Iallija Bapupa BO
unTepBanoT 1,64+1,29 MUHYTH, IITO VKaKyBa Ha (haKkTOT
TleKa BpeMeTo 3a MYHKI[Wja U KaHy/al1ja Ha pajjjaHaTa
aprepuja e mnomonro kKaj ATPA mro ce coBmara co
TpeTXofiHaTa CTyAMja o cTpaHa Ha Koutouzis M et al.
Kagie omHocoT Ha ATPA Hacmpotu TPA 269 + 251 s vs 140
+161s, p <0.001, (3).

CeBKyITHO, He Oea 3a0eie;kaHu 1 Pa3/MKK BO KPBapPeHheTo
Ha MecToTo Ha mpucramnoT (4.1% nacrpotu 9.1 % 3a gfTPA
HacripoTu TPA, p = 0,443), HuTy Oea perucTipaHy 3HaUYajHU
Pa3/IMKY O] 110jaBaTa Ha IPYrv KOMIUTUKALIUY Off TUTIOT Ha
TceB/l0aHeBpM3Ma WM apTepHOBeHCKa (ucyra.

OcobeHo Oelre 3HauajHO Toa INTO ManueHTHTe Bo TPA
rpyna ¥MaaT 3HauajHO MOJIONITO BpeMe Ha XeMoCTa3a BO
opHoc Ha nauueHTtuTe ofi ATPA rpyma. Bo aTPA rpyna
BPeMeTOo Ha XeMOCTa3a e co uHTepBa off 7,05+2,96 MuHyTH,
a Bo TPA rpyrma BpeMeTo Ha XeMOCTa3a (CO KOpUCTethe Ha
TP 6anp ) Bapupa Bo untepBanor 189,82+30,03 MUHYTH.
WnTepecho e mro Gupta M, Kumar V uRahman MW,
TpUjaBKja MOJOT0 BpeMe 3a XeMOCTa3a Kaj Mal[ueHTUuTe
co nTPA 28 + 786 muHyTH HacupoTu 24 + 6.23 MUHYTH
kaj TPA, mTo yKaxkyBa JieKa pesyiaTaTuTe MOKaT [ja
BapupaaT BO 3aBUCHOCT Of UCKYCTBOTO Ha OMEpPaTOpPUTe
1 npuMmeHetute mpouenypu (23). Cnopen Koutouzis M
et al.,manmenture co ATPA mmaar mobOp3o BpeMe Ha
XeMOCTa3a BO OJJHOC Ha THe CO KOHBeHI[MoHATHUOT TPA
(568 + 462 s vs 841 + 574 s, p = 0.002) (3).

JITPA moKaska 11oJio0pu pe3y/ITaTi BO OJJHOC HaHaMajleHa
TIOCT-TIPOLe/lypajiHa 00/IKa M HECHPeTHOCT Ha pakara,
Pe3yaTaTH IITo ce Bo cormacHocT co Sharma AK et al (22).
Jlomunupaat 32(65,31%) nanuentu kou HeMase oonka (0),
a HajBMCOKO HUBO (7) Ha Oonka uman 1(2,04%) maiueHt.
Kaj manmenrtute Bo TPA rpymata momuxupaat 17(30,91%)
malyeHTH Kou HeMaje Oonmka (0), a HajBUCOKO HUBO (9)
Ha Oonka uman 1(1,82%) marmuent, p<0,05(p=0,024) wrro
VKa)KyBa Ha Toa JieKa IeplieliyjaTa Ha 00/IKa 3HauajHo e
rio3acTarneHa Kaj nanueHrtute Bo TPA rpymara.

OBue momoOpyBama BO VyAOOHOCTa Ha TAIMEHTUTE
MOKAT Jla To HarpaBaT J1PA 1omoBosieH 3a aMOy/TaHTCKH
Mporefilypd ¥ 7la TO 3rojeMar 3a/j0BOJICTBOTO Ha
naruenTute. Bo aucKycujaTa 3a oBaa TeXHMKA BayKHO e Jla
ce pasriiefiaat mpeHOCTHTE, MPeU3BUIIUTE, KITMHUUKUTE
Pe3yATaTH 1 MOTeHI[ja/IHUTe OrPaHNIYBamba.

UctpakyBamata of ctpaHa Ha Kiemeneij et al.,2017
MOKa)KyBaaT jfieKa ATPA e BMCOKO VCIellleH cOCTarKa
of 95% 3a MHUIIMjaJHa TYHKIIMja co orjie] Ha Toa JeKa
TeXHHKaTa e HoBa M uecTo Oapa Ioroema Iperu3HoCT
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o onepatopure (26). Mcto Taka pajujanHaTta OKiy3Huja,
e/lHa O HajueCTUTe KOMIUTMKAIUY Kaj TPaIULIMOHATHUOT
pajujaeH MPUCTAII e cBeleHa Ha <1%.

JlucTanHUOT pajujasieH MpUCTAaN MpecTaByBa 3HauaeH
Hampellok BO BacKY/IApHUTE WHTEPBEHLUM OUJiejKu
OBO3MOKYBa Mofodpa 0e30egHOCT M VIOOHOCT 3a
MalyeHTHTe. YCIenHaTa MpUMeHa 3aBMCH of oOyKaTa
Ha [IePCOHAJIOT M HETOBOTO MCKYCTBO CO TpaHCpajyjaieH
NpUCTaM, COOJIBETHATA CeJeKIja Ha MaleHTH |
CIIPaBYBaIbe CO TEXHMUKUTE ITPeI3BHIIIL

[Tatment co akyTeH MuokapieH wuHpapkr co CT
efeBalyja ¥ XeMOTMHAMUCKM HEeCTAOWIHY MAI[UeHTH He
0ea BKJIYUeHH BO MCTPa)KyBameTo BO OBaa CTyauja. Mako
TEKOBHUTE CTY/IMH IIOKaKyBaaT 0XpabpPYBauKu pe3y/iTaTi,
MIOTPeOHH ce TIoBeKe CTpasKyBama 3a Jja ce feuHupaar
ONTUMAJTHUTE VHJVKAIIMM U KOHTPaMHWKAI[MM 3a 0Baa
TEeXHUKA.
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INTRAHOSPITAL OUTCOME IN CASE SERIES OF PATIENTS WITH
AORTIC PATHOLOGIES TREATED WITH THE FROZEN ELEPHANT
TRUNK PROCEDURE

Shokarovski M, Grazhdani S, Mehmedovic N, Papestiev V

University Clinic for State Cardiac Surgery, Faculty of Medicine, Ss. Cyril and Methodius University of Skopje,
1000 Skopje, North Macedonia
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ABSTRACT

Introduction. The Frozen Elephant Trunk (FET) procedure is a hybrid surgical technique utilized in the management
of complex aortic pathologies, including degenerative aneurysms and chronic aortic dissections. This approach
integrates conventional open surgical replacement of the ascending aorta and aortic arch using a synthetic graft
with endovascular stent graft deployment in the descending thoracic aorta. The objective of this study is to assess
early postoperative outcomes and in-hospital prognosis following FET in patients with these conditions.

Methods. A retrospective analysis was performed on 15 patients who underwent FET at the University Clinic
for Cardiac Surgery in Skopje between 2018 and 2023. Preoperative evaluation included comprehensive medical
history assessment, physical examination, diagnostic imaging, and risk stratification using EuroSCORE II.
Standardized intraoperative techniques were employed, incorporating trilateral cerebral perfusion to optimize
cerebral protection.

Results. The overall survival rate following the procedure was 80%. However, notable complications were observed,
including postoperative bleeding (46.7%), acute kidney injury (20%), and in-hospital mortality (20%). Statistical
analysis identified atrial fibrillation and acute kidney injury as significant predictors of mortality, with respective
risk increases of 8.5-fold and 1.4-fold. The mean hospitalization duration was 29 days, with an intensive care unit
(ICU) stay averaging 12 days. Additionally, prolonged mechanical ventilation and cardiopulmonary resuscitation
(CPR) were required in 33.3% and 26.7% of patients, respectively. These findings underscore the necessity of rigorous
perioperative monitoring and enhanced intraoperative and postoperative management strategies to improve
clinical outcomes.

Conclusion. The FET procedure demonstrates efficacy in the treatment of complex aortic diseases, contributing
to significant symptom relief and improved patient quality of life. However, despite a relatively high survival rate,
the prevalence of major complications highlights the need for continued advancements in surgical techniques and
postoperative care to optimize patient outcomes.

Key words: frozen elephant trunk, thoracic aortic aneurysm, chronic aortic dissection, 30-days mortality, prognosis

INTRODUCTION dimension, other factors, particularly in the ascending
aorta, influence when dilation is considered pathological
and requires treatment (1). These aneurysms most
commonly occur in the ascending part of the aorta
(~60%), around 10% occur in the aortic arch, while in
20% of patients, aneurysms can be multifocal, affecting

Various pathological conditions can affect the aorta,
leading to serious and life-threatening consequences.
Although an aortic aneurysm is defined as an increase
in diameter by at least 50% or 15 times the normal
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multiple segments of the aorta (1). Aortic dissection is
another serious condition that occurs when the intima
of the aortic wall tears, leading to the creation of a false
lumen and duplication of the aortic wall (1,2).

Epidemiologically, thoracic aortic aneurysms (TAA) occur
with an incidence of 6 to 10 cases per 100,000 people per
year, most commonly in men, with a male-to-female ratio
ranging from 2:1 to 4:1. In women, symptoms are often
atypical, leading to poorer treatment outcomes (2-7).

Pathogenetically, aortic aneurysms involve inflammation,
medial degeneration, and loss of elasticity of the aortic
wall, resulting in structural weakness, which increases
the likelihood of rupture or other complications (8,9).

The traditional approach to treating these pathological
conditions is the surgical replacement of the affected
segment of the aorta with a synthetic graft. In patients
with pathology affecting the aortic arch and descending
part, the hybrid “Frozen Elephant Trunk” (FET) procedure
provides an effective and stable intervention. The
procedure combines the replacement of the ascending
part and the arch of the aorta with a synthetic graft,
while a stent graft is placed in the descending part to
ensure normal blood flow and lumen stabilization (3-5).

The aim of this study was to present the initial results
of the application of the FET method in the treatment
of aortic dissections and their short-term in-hospital
prognosis.

2.1 Patients Included in the Study and Monitored
Parameters

This study is an observational retrospective analysis
of a case series conducted on 15 patients of both sexes
who underwent cardiac surgery at the University Clinic
for Cardiac Surgery in Skopje between 2018 and 2023.
The study was approved by the Ethics Committee of the
Medical Faculty at UKIM and the Ethics Commission
of the Clinic for Cardiac Surgery, which approved the
protocol, data usage, and determined that the benefits of
the results outweighed individual risks.

The patients had degenerative aneurysms or chronic
dissections of the aortic arch and/or were undergoing
reintervention due to residual degenerative dissection
or post-dissection aneurysm of the aortic arch and
descending thoracic aorta, following previous surgery for
aortic pathology.

Patients with acute aortic syndrome, preoperative
acute neurological disorders, preoperative renal failure
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requiring dialysis, and uncooperative mental disorders
were excluded. All patients were treated according to the
recommendations of relevant professional associations.

A detailed medical history was taken for each patient,
along with a physical examination, laboratory
analyses,  electrocardiography,  echocardiographic
imaging, coronary angiography, computed tomography
angiography of the entire aorta, computed tomography
of the head, chest, and abdomen, respiratory function
tests such as spirometry and gas analyses, and Doppler
ultrasound of peripheral blood vessels and carotid
arteries.

All patients underwent preoperative optimization of
medication therapy, and the European System for Cardiac
Operative Risk Evaluation (EuroSCORE) II was calculated
for each patient to predict 30-day mortality in cardiac
surgery patients (10,11).

2.2 Surgical Technique

The surgical treatment is performed under general
endotracheal anesthesia. First, the right axillary artery
is prepared, and after heparinization, it is cannulated
with an appropriate arterial cannula. This is followed by
a median sternotomy and hemostasis. A two-stage venous
cannula is placed in the right atrium, and in cases of
reoperation, peripheral cannulation via the femoral vein
is often used for safety. After preparing the supra-aortic
blood vessels, cardiopulmonary bypass (CPB) is initiated.
The left subclavian artery is resected, and a Dacron graft
is sewn onto it to allow perfusion of the left subclavian
artery, improving spinal cord perfusion. The patient is
cooled to a moderate level of hypothermia (28°C), and
the left heart is emptied via a catheter placed in the left
ventricle through the right superior pulmonary vein. This
is followed by the opening and resection of the ascending
aorta, after which trilateral antegrade cerebral perfusion
with reduced flow begins. Cardioplegia is administered
directly into the coronary ostia. The ostia of the supra-
coronary blood vessels are resected for reinsertion,
either individually or together in an island technique.
The placement of the stent graft is usually in zone 3, less
commonly in zones 2 or 4. The stent graft is then fixed
to the native or distal aorta using Prolene 3.0 sutures,
after which a proximal anastomosis is created. Once the
heart is fully de-aerated, the patient is weaned off CPB,
followed by decannulation and removal of the arterial
and venous cannulas. After achieving hemostasis and
placing drainage tubes, the surgical wound is closed.
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Postoperatively, the patient is transferred to the
Intensive Care Unit (ICU) for monitoring of vital signs and
laboratory parameters.

2.3. Statistical Analysis

Continuous numerical variables are expressed as mean
standard deviation (SD), while categorical variables
are presented as counts and percentages. Correlation
analysis was conducted using the Spearman rank
correlation method. Logistic regression analysis was
performed to identify predictors of 30-day mortality,
incorporating variables that demonstrated a statistically
significant correlation with mortality. To evaluate the
discriminative ability of the predictive model, receiver
operating characteristic (ROC) curve analysis was
conducted to determine its sensitivity and specificity. All
statistical analyses were performed using SPSS software,
version 25.0 (SPSS, Inc., Chicago, IL). A p-value <0.05 was
considered statistically significant.

RESULTS
3.1 Preoperative patient characteristics

We present dataon 15 consecutive patients whounderwent
surgery for complex thoracic aortic pathologies using
the Frozen Elephant Trunk (FET) technique. Out of 15
patients, 11 (73.3%) had degenerative aneurysms and/or
chronic dissections without prior surgical intervention,
while 4(26.7%) had previously undergone surgery for aortic
pathology. The mean age was 62.0 + 7.5 years, with 80% of
patients being male and a mean body mass index (BMI)
of 30.49 + 4.56. The majority of patients were classified
as NYHA functional class II, with a mean EuroSCORE II
of 4.84 + 5.42. Regarding cardiovascular risk factors, the
most prevalent were hypertension (93.3%), dyslipidemia
(60.0%), and smoking (66.7%). Coronary artery disease
(CAD), including a history of myocardial infarction, was
present in 7 patients (46.7%), with single-vessel disease
identified in 4 patients (26.7%) and two- or multi-vessel
disease in 3 patients (13.3%). Additionally, peripheral
arterial disease was documented in 3 patients (20.0%).
The distribution of comorbidities is illustrated in Figure
1.

All preoperative laboratory blood tests were within
reference limits, as was the preoperative lung function
assessment. Computed tomography (CT) angiography was
performed in all patients, with the findings summarized
in Table 1.The most prevalent aortic pathology was
aortic aneurysm, detected in 87% of patients. Regarding
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aortic dissection localization, 20% of cases were situated
proximal to the aortic arch, while the remaining 80%
were located distal to the arch. The mean aortic aneurysm
diameter was 59.73 + 12.55 mm, with a maximum recorded
enlargement of 78 mm.

Figure 1. Percentage of comorbidities in the cohort.

BMI=body mass index;

NYHA=New TAA=thoracic aortic aneurysm;
AA=abdominal aneurysm;
CABG=coronary bypass surgery.
Table 1. Preoperative data.
Aortic aneurysm (n/%) 13/86.7
Penetrating ulcer of aorta (n/%) 5/33.3
Post-Dissection aneurysm (n/%) 4/26.7
Diameter of aorta
Ascending (mm) 41.21+9.14
minimum-maximum 30-67
Aortic arch (mm) 52.85+16.49
minimum-maximum 29-78
Descending (mm) 48.46+16.32
minimum-maximum 25-74
Abdominal (mm) 36.8610.37
minimum-maximum 20-59
Diameter of aneurysm (mm) 59.73+12.55
minimum-maximum 35-78

Echocardiographic evaluation revealed that all patients
had a preserved left ventricular ejection fraction (LVEF)
of 59.33 + 7.20%. Aortic regurgitation was present in 8
patients (53.3%), while 1 patient had a bioprosthetic valve
in the aortic position. All patients were receiving standard
medical therapy for comorbidities and cardiovascular
risk factors.

3.2 Intraoperative characteristics

The right subclavian artery was used as the cannulation
site in all 15 patients, with trilateral cerebral protection
employed throughout the cohort. Intraoperative
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characteristics are summarized in Table 2. The mean
cardiopulmonary bypass (CPB) time was 185.53 minutes,
which is marginally above the standard threshold (<180
min). The mean myocardial ischemia time was 83.67
minutes, falling within the reference range (30-90 min).
Similarly, the mean selective antegrade cerebral perfusion
(SACP) time was 42.46 minutes, which is slightly above
the recommended limit (<40 min). The mean intubation
duration was approximately 73 hours. Inotropic support
was required upon admission to the ward in 12 patients
(80.0%), while vasopressors were administered in the
intensive care unit (ICU) in 11 patients (73.3%). The mean
serum lactate level upon discharge from the ward was
3.69 mmol/L. On average, 2.53 units of blood products
were transfused per patient. Concomitant procedures
were performed in 7 patients (46.7%), including: Aortic
valve replacement in 2 patients (28.4%), Aortic valve
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complications were observed. Re-exploration for bleeding
was required in 7 patients (46.7%), while pericardial
effusion requiring drainage and pulmonary infection
were each documented in 3 patients (20.0%). Acute
kidney injury (AKI) requiring hemodialysis was observed
in 3 patients (20.0%), and cerebrovascular accident (CVA)
occurred in 1 patient (6.7%), who also developed permanent
neurological deficits with paraplegia. Additionally,
postoperative cardiopulmonary resuscitation (CPR) was
necessary in 4 patients (26.7%), and prolonged intubation
exceeding 72 hours was required in 5 patients (33.3%),
with tracheostomy performed in 3 of them (20.0%).
Postoperative atrial fibrillation (AF) was recorded in 7
patients (46.7%). The 30-day mortality rate for the entire
cohort was 20.0%.

Table 3. Intrahospital complications.

reconstruction in 1 patient (14.2%), Bentall procedure in | Return to operating room (n/%) 7/46.7
1 patient (14.2%), Coronary artery bypass grafting (CABG) | Pericardial effusion requiring drainage 31200
in 3 patients (42.8%). (n/%)
_ Pulmonary infection (n/%) 3/20.0
Table 2. Intraoperative data. AKI requiring hemodialysis (n/%) 3/20.0
CPB time (min) 185.53:40.99 CVA (n/%) 1/67
mimmum-maximum 118-262 Spinal cord injury/paraplegia (n/%) 1/6.7
Total ischemic time (min) 83.67+34.51 Permanent CVA (n/%) 1/67
minimum-maximum 29-157 : 2 :
SACP time (min) 1246+13.39 Postoperative CPR (n/%) 4267
minimum-maximum 29-75 Intubation > 72h (n/%) 5/33.3
Time of intubation (min) 438.00+66.89 Tracheostomy (n/%) 3/20.0
I m1n1mum—max1mu;nh . 360-570 AFF (/%) 71467
rgggf’@gg /%t) entrance ol the operating | 1580, Intensive Care Unit LOS 11.67+11.40
v — - - minimum-maximum 3-4
(Y%SS(/)OI/Z{E}SSOFS 1n Intensive care unit 11/733 In—hospital LOS 29.27+25.80
S l ove] o - minimum-maximum 5-99
rgglrlnn%nicrtlt;t/ﬁ)eve atexit of operating 3.69:1.40 30-days mortality (n/%) 3/20,0
Total blood products (U) 2.53+2.35 AKI= acute kidney injury; CVA=cerebrovascular accident;
Concomitant procedures (ves/%) AFF=atrial fibrillation; LOS=length of stay.
Aortic val 1 t 2/28.4 .. . . . .
Ror (VA _reP afce;nenl 1/ " A significant correlation was identified between in-
econstruction of the valve f1a. hospital mortality (30-day mortality) and several
Bentall procedure 1142 variables, including age (r=0.552; p=0.033), occurrence
CABG 3/428 of atrial fibrillation (AF) (r=0.784; p=0.001), blood urea
CPB=cardiopulmonary ~ bypass  time; SACP nitrogen (BUN) level (r=0.670; p=0.006), prior aortic
=selective  antegrade cerebral perfusion time; surgery (r=0.535; p=0.040), cardiopulmonary bypass

CABG= coronary artery bypass grafting.
3.3 Intrahospital complications

Postoperative complications are summarized in Table
3. Notably, there were no cases of postoperative wound
infection, myocardial infarction (MI), mesenteric
ischemia, or hepatic failure. However, significant

(CPB) time in minutes (r=0.540; p=0.038), duration of
intubation in minutes (r=0.557; p=0.031), and acute kidney
injury (AKI) as a complication (r=0.583; p=0.022). These
parameters were included as independent variables in
a logistic regression analysis, with 30-day mortality as
the dependent variable. The results demonstrated that
the risk of in-hospital mortality was 8.5 times higher
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(OR=8.537) in patients who developed postoperative atrial
fibrillation (AF) and 1.4 times higher (OR=1.421) in those
who experienced AKI.

To assess the sensitivity and specificity of the predictive
model, a receiver operating characteristic (ROC) curve
was constructed, as shown in Figure 2. The area under
the curve (AUC) was 0.986 (95% CI: 0.934-1.000), with a
statistically significant p-value of 0.012, indicating that
the model correctly predicts in-hospital mortality in
98.6% of all possible patient pairs. The optimal sensitivity
of the model for predicting in-hospital mortality was
100%, while its specificity was 95%.
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Figure 2. ROC curve of predictive power of model for an
occurrence of the 30-days mortality.

DISCUSSION

The Frozen Elephant Trunk (FET) method has proven to
be highly effective in treating complex aortic pathologies.
According to the latest recommendations from the
European Association for Cardio-Thoracic Surgery
(EACTS), published in February 2024, the FET procedure is
recommended for the treatment of complex pathologies
of the aortic arch and descending aorta (2).
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Our study, conducted on 15 patients operated on at the
University Clinic for Cardiac Surgery in Skopje, confirms
the advantages of this method, especially in patients
with degenerative aneurysms or chronic dissections
of the aortic arch and descending aorta. The results
showed a significant survival rate, although certain
complications were recorded, such as revision surgery
due to bleeding (46.7%), in-hospital mortality (20%), and
other postoperative conditions. Atrial fibrillation (AF)
and acute kidney injury (AKI) emerged as significant
predictors of in-hospital mortality. The risk of mortality
was 8.5 times higher in patients with AF, highlighting
the need for careful preoperative assessment. Despite
these complications, the FET procedure resulted in a
significant reduction of symptoms and improvement in
the quality of life of patients. The average hospital stay
of 29 days and a survival rate of 80% indicate the high
effectiveness of this technique. Additionally, advances in
surgical techniques, such as trilateral cerebral perfusion,
have significantly reduced the risk of neurological and
hemodynamic complications.

The latest guidelines emphasize that the FET procedure
enables a one-stage treatment for complex aortic diseases,
reducing the need for multiple surgeries and their
associated risks (2). They also highlight the importance
of careful patient selection and preoperative evaluation
for optimal results. The French Society of Anesthesia and
Intensive Care has proposed 33 recommendations for
adequate postoperative care in FET patients to achieve
the best possible outcomes. In our study, postoperative
management fully aligned with these consensus
recommendations for ideal postoperative care (12).
According to Moula et al. (13), the conventional Elephant
Trunk (ET) technique is associated with higher early
mortality but a lower incidence of spinal cord ischemia
(SCI) compared to the FET procedure. On the other
hand, Cekmecelioglu et al. (14) do not provide a clear
recommendation on whether the conventional ET or FET
is superior. However, they highlight the advantage of FET
in achieving a single-stage resolution of complex aortic
conditions, potentially reducing overall treatment time.

CONCLUSION
Advancements in surgical techniques and a
multidisciplinary approach remain essential for

improving patient outcomes. Surgical methods for
treating aortic pathology, specifically targeting the aortic
arch, have evolved significantly in recent years. However,
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the Frozen Elephant Trunk (FET) method continues to
be the gold standard for treating pathological processes
of the aortic arch. Although our findings align with
current recommendations regarding the effectiveness
of the procedure, the observed complications highlight
the need for further refinement of the technique and
improvement in postoperative care. This is essential to
reduce complication rates and enhance patient outcomes.
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ABSTRACT

Parkinson’s disease (PD) involves the degeneration of dopaminergic neurons into substantia nigra pars compacta
leading to clinical manifestations of limb tremor in tranquility, bradykinesia, postural instability and stiffness.
Alzheimer’s disease is a progressive neurodegenerative disorder of the central nervous system (CNS) that leads
to mental deterioration and destruction, and ultimately a fatal outcome. The aim of the study is to analyze and
evaluate the frequency of comorbidity diagnoses in patients with Parkinson’s and Alzheimer’s disease. We have
opened the medical histories of patients and analyzed all the accompanying diseases of patients with Parkinson’s
and Alzheimer’s. The statistical processing is done with the SPSS 24 program. Analyzing the relation of these two
issues, it is found that the largest number of Parkinson’s, Alzheimer’s and combined patients is the least in the
number of comorbidities diagnosis, with a significant statistical significance (y2 = 27.88, p =0.006) and a 14% effect.
The most common comorbidities of Alzheimer’s disease are hypertension (55.1%), osteoarthritis (38.2%), depression
(32.3%), diabetes mellitus (DM) (25.7%), and cerebrovascular disease (CVD) (22.7%). The prediction of the risk of
Parkinson disease and Alzheimer’s disease based on comorbidities is high, meaning that on the basis of other
diseases we can predict and take preventive measures against these two diseases whose numbers are increasing.

Keywords: hypertension, anxiety and depression, type 2 diabetes, dementia.

INTRODUCTION Alzheimer’s disease is a progressive neurodegenerative
disorder of the central nervous system (CNS) that
leads to mental deterioration and destruction, and
ultimately a fatal outcome. The disease mainly affects
the elderly. Alzheimer’s disease is often accompanied by
hypercholesterolemia, hypertension, atherosclerosis and

diabetes mellitus, and these are important risk factors

Parkinson’s disease (PD) involves the degeneration
of dopaminergic neurons into substantia nigra pars
compacta leading to clinical manifestations of limb
tremor in tranquility, bradykinesia, postural instability
and stiffness. There is increasing evidence to suggest PD

is not just a pure motor disorder but rather a systemic
disease with various non-motor symptoms, such as
mood disorders. Depression is a widespread emotional
condition disorder in Parkinson’s disease, occurring in
about 2.7%-90% of patients and affecting quality of life.
(Wen MC et al., 2016) Parkinson’s disease (PD) affects 6
million people worldwide and its prevalence is expected
to increase in response to an ageing population. (GBD
2019)
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for the disease. (Maciejewska, K et al., 2021)

Neuropathological studies increasingly tell us that
Alzheimer’s disease (AD) is most often not the only
brain pathology and is most likely associated with
other neurodegenerative diseases and comorbidity
diagnoses. (Zekry D et al., 2003; Josephs KA et al., 2014)
Alzheimer’s disease is a multifactorial disorder with
great heterogeneity. Comorbidities such as hypertension,
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hypercholesterolemia and diabetes are known
contributors to the progression of the disease. (Daniilidou
Metal., 2023)

Subjects with Parkinson’s disease (PD) often develop
dementia with more than one-third meeting the
neuropathological diagnostic criteria for Alzheimer’s
disease (AD). (Sabbagh, M. N et al., 2009)

In the early stages of untreated Parkinson’s disease,
anxiety is common, implying that this mood disorder is
also part of a spectrum of ‘hypodopaminergy’ in the same
way as depression. (Aarsland D et al., 2009)

AIM OF THE STUDY

Given that the diagnosis of comorbidities in Parkinson’s
and Alzheimer’s disease is a complex challenge, due to
the similarity of several symptoms and the possibility
of developing different neurodegenerative diseases at
the same time, we decided to conduct an analysis on
the frequency of comorbidity diagnoses. The aim of
the study is to analyze and evaluate the frequency of
comorbidity diagnoses in patients with Parkinson’s
and Alzheimer’s disease. The study intends to provide
a deeper understanding on the spread and nature of
comorbidities, with the aim of improving diagnostics,
treatment and healthcare planning for patients affected
by these diseases.

MATERIAL AND METHODS

This is a transversal descriptive work, we have received
retrospectively collected data from the database in the
Neurology Department in Skopje, for a 10-year period,
from January 2014 to February 2024, for 772 hospitalized
patients. We have opened the medical histories of
patients and analyzed all the accompanying diseases of
patients with Parkinson’s and Alzheimer’s. The statistical
processing is done with the SPSS 24 program.

RESULTS
Patient data by comorbidity diagnosis

Patients who are included in this study differ depending
on their diagnosis, where in table 1 indicate the types
of diagnosis of patients participating in the study, of
which 331 patients or 42.88% of them are diagnosed,
with type 2 diabetes 101 patients, making up 13.08%
of the participants, with type 2 diabetes, 101 patients,
representing 13.08% of the participants, with type 2
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diabetes, 101 patients, 13.08% of the participants, 101
patients were diagnosed, and 13.08% of the participants
were diagnosed, With anxiety and depression, 57 or
7.38% of patients with dementia diagnosis are included 84
patients or 10.88%, the next diagnosis presented in this
table is hyperlipidemia where there are only 52 or 6.74%
of patients and with the diagnosis of cardiomyopathy
there are 42 patients or 5.44% of them, as a result of these
data shows that more patients included in this study are
with hypertension and type 2 diabetes, the diagnosis
is less commonly diagnosis of cardiomyopathy and
hyperlipidemia.

Table 1.Number of patients by comorbidity diagnosis

N %
No 441 5712%
Hypertention Yes 331 42.88%
Total | 772 100 %
No 671 86.92%
Diabet type 2 Yes 101 13.08%
Total | 772 100 %
No 715 92.62%
Depression and Yes 57 738%
aniety Total | 772 100%
No 688 89.12%
Dementia Yes 84 10.88%
Total | 772 100 %
No 720 93.26%
Hyperlipidemia Yes 52 6.74%
Total | 772 100 %
No 730 94.56%
Cardiomyopati Yes 4 5.44%
Total | 772 100 %

The diagnosis of patients has resulted in more diagnoses,
so the number of patients according to the amount of
diagnoses was analyzed, i.e. starting with those patients
who have not had a diagnosis determined until the highest
amount of diagnoses that have been determined in the
respective patients, where based on the values presented
in table 2 it is shown that 318 or 41.2% of patients have
not had any diagnosis, while only 1 diagnosis was 206
or 26.7% of patients, the following were shown that 144
patients or 18.7% of them resulted, while 77 patients or
10% of them were diagnosed with 3 alteration diagnoses,
while the number of patients with the greatest amount of
diagnosis decreases, showing that with 4 diagnoses there
were 21 or 2.7% of patients, Only 5 or 0.6% patients had
5 diagnoses, while 1 or 0.1% had 6 different diagnoses, of
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which results show that with fewer diagnoses, starting
from no diagnosis we have more patients or participants
in the study, while the number of diagnoses decreases
the number of participants or patients in the study.
These results are also shown in the following graphical
chart according to the participation of patients with the
amount of different diagnoses.

0 318 412 | 412 412
1 206 26.7 | 26.7 679

Valuable |2 144 187 | 187 86.5
3 77 10 10 96.5
4 21 27 |27 99.2
5 5 6 6 99.9
6 1 1 A 100
Total 772 100 | 100
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— —
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The following table shows a cross-bordering of the number
of patients with Parkinson’s, Alzheimer’s and combined
by number of comorbidities, where the largest number
of Patients with Parkinson’s disease of 304 patients are
classified with no comorbidities diagnosis, while in the
second row we have 185 patients with a diagnosis of
comorbidities, 127 patients with 2, 67 with 3 diagnoses,
while in the case of Alzheimer’s we have the greatest
number of comorbidities, such as hypertension, diabetes
I, anxiety and depression, dementia, hyperlipidemia
and cardiomyopathy. Analyzing the relation of these two
issues, it is found that the largest number of Parkinson’s,
Alzheimer’s and combined patients is the least in the
number of comorbidities diagnosis, with a significant
statistical significance (2 = 27.88, p =0.006) and a 14%
effect.
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Table 3. Comparison analysis of Parkinson’s and Alzheimer’s
patients by number of comorbidities
Diagnose |
. . Parkinson- |10t
Parkinson |Alzheimer Alzeimer
0 1304 3 11 318
1 ]185 7 14 206
Comorbidity % 57 g %1 %;M
diagnosis T T 5 0 il
5 15 0 0 5
6 |1 0 0 1
Total 708 26 38 772

x2 = 2788, p=0.006, Eta=14%

DISCUSSION AND CONCLUSION

Our study provides an important insight into the
frequency and nature of the comorbidities that
accompany Parkinson’s and Alzheimer’s disease.
Our results are consistent with previous findings of
this conducted study on the biological and clinical
implications of comorbidities in Parkinson’s disease,
we see that comorbidities have important implications
on the health outcomes and clinical management of PD
patients. The increase in evidence from epidemiological
studies suggests that diabetes and depression may appear
before the onset of PD thus highlighting the importance
of recognising these comorbidities as potential risk
factors for developing Parkinson’s disease. (Santiago, J. A
etal., 2017)

Alongitudinal study found that hypertension and diabetes
were the most common comorbidities in patients with
Parkinson’s disease. (Santos Garcia et al., 2017)

The most common comorbidities of Alzheimer’s disease
are hypertension (55.1%), depression (32.3%), diabetes
mellitus (DM) (25.7%), and cerebrovascular disease (CVD)
(22.7%). (Wang, JH et al., 2018)

In a prospective cohort study on lipids and Parkinson’s
disease risk founded a statistically significant association
between a higher level of TC, LDL-C, triglyceride, and
ApoB with a lower risk of PD, after adjusting for various
potential confounders. We also found that patients with
PD had persistently lower levels of TC, LDL-C, triglyceride,
and ApoB, during the 20 years before diagnosis, compared
with individuals that did not have PD. (Fang F et al., 2019)
Also reported participants with higher lipids have lower
risks for the development of Parkinson’s disease. (Fang F
et al., 2019) Where can we find that this data is consistent
with the results of our study.

The development of new therapeutic strategies for AD
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includes the repurposing of drugs currently used for the
treatment of comorbidities. A better understanding of
the influence of comorbidities on the pathogenesis of AD,
and the medications used in its treatment, might allow
better control of disease progression, and more effective
pharmacotherapy. (Maciejewska K et al., 2021)

The prediction of the risk of Parkinson disease and
Alzheimer’s disease based on comorbidities is high,
meaning that on the basis of other diseases we can
predict and take preventive measures against these two
diseases whose numbers are increasing. Recognizing and
treating comorbidities can significantly improve quality
of life and reduce the need for health care for people with
Parkinson’s and Alzheimer’s diseases. Further studies
are needed to explore the mechanisms linking these
comorbidities to disease progression and to assess their
impact on patients’ quality of life.
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KOPEJIAITMJA HA COLMOEMOTPA®CKI KAPAKTEPUCTHRU
CO ITO3UTUBEH CAPTURE TECT BO MIEHTUOUKYBAIbE HA
JIUIA CO HEAUJATHOCTHITHPAHA XPOHIYHA ObCTPYKTUBHA
bEJIO[JPOBHA bOJIECT BO IIPUMAPHA 3IPABCTBEHA 3AIITUTA
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Medicus 2025, Vol. 30 (1): 29-36
AIICTPAKT

BoBen: MakenoHuja nMa BrucoKa peBaseHiia Ha XOBE (7.16%) u npeBajeHLa Ha nyuiere 46%. HemocranHocT Ha
cnipomMeTpuja Bo 1133, orpaHuyeHur 3ppaBcTBeHM KaraiureTu Ha C33, pesynTtupa co HeaujarHoctuipana XObBB.
PasBureHm ce mpamiagHULM 3a UAeHTHUKyBambe Ha nauueHT co XOBD. IlemIToBp3aHocT HacoumogeMorpadCcKUTe
KapakTepucTtuky Ha nauueHTtuTe co no3utuBeH CAPTURE TecT Bo geTeKTupame Ha HeAWjarHOCTULIMpaHAa
XOBB Bo T133.Matepujan u metonu: Briydenu ce 50 nuiia Ha Bo3pacT > 40 roflvHU KOM HemaaT PecliMpaTopHU
cummromu. IlononnyBaa commoneMmorpadcku u CAPTUREmpamanuuk. Pesynrarure og CAPTURE ce criopemyBaa co
criupoMeTpuja Ha C33. Pesynratu:IlokanuBMme 89 nuila, of HUB 56% mpudaTuja yuecTBo. KOMIUIETHO TECTUPAHU Ce
36% op ucrmranuuute. CAPTURE TtectoT mokaxka ceHsutuBHocT 100% (95% Cl 2,50%-100%) u crierucdryHoct60%
(95% Cl 32,29- 83.66%) criopemeHo co crmpoMeTpuja.VIcIMTaHuLNTe Of »KeHCKU o1 Oea IOYecTo 3acTalleHd BO
IPyIMTe CO HeratMBeH U rosutrBeH Tect (p=0.56).ITpoceunara BO3pacT o MO3UTUBEH U HEraTUBeH TecT bellle c/iiyHa
(52.0 £ 8.7 vs 52.7 = 7.2 rogunn, p=0.75).Bo eTHNUKaTa CTPYKTypa BO [IBeTe Ipylu JoMuHupaa MakegoHu (72% 1 68%,
coopBeTHO, p=0.75)/cniutaHniinTe KOU MyLIaT, UMaaT W3/I0’KEHOCTHA XEMUKAJIMU U UeCTUUKU He MTOKaKaa MMOBP3aHOCT
co CAPTURE recrtor  3aknydok: CormacHo [OOMEHUTE PesysTaTH, COLMO-AeMorpadCKUTe KapaKTePUCTUKU Ha
HCIIUTAHULIUTE He Oea CUrHU(UKaHHTO acouupanu co nnosutuBeH CAPTURE Tecr.

Knyunu 360poBu:XODBDE, mpuMapHa 3/1paBCTBeHa 3allTUTa, MPalagTHUuLIN, CKPUHIHT
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Xponuunata OncrpykruBHa benogpoona Bonect (XOBb) e
eJIHa OJ] TPUTE HajueCTH ITPHUMHM 32 BKYITHHOT MOPTAJIUTET
Ha cBeTcko HuBO [1]. [ToBeke of 90% o cMpTHHUTE CITydan
TIOTEKHYBAAT Of HUCKO U CPeJTHO eKOHOMCKU Pa3BUEHUTe
semju.[2].ITpeBanentiata Ha XOBb u3HecyBa of 5%-10%,
rorosieMa e Kaj MajkKuTe BO Criopefiba cO JKeHHTe U ce
3rojieMyBa o Bo3pacra.[3]

Bo cBercku pamku, XOBD e HemujarHOCTUIMpPaHa.
Hajronemuor fen op mopjaToluTe MOTEKHYBaaT Of
pa3BMEHUTE 3eMjU BO CBETOT a MHOT'Y MaJIKy Off 3eMjuTe
BO pas3Boj. [4]

[IpmuuanTe 3a HemujarHocTuipate Ha XObBD ce
pa3IMuHKu MaKo HeIOCTAITHOCT Ha CITMPOMEeTpHUja e efHa
o] BOJIeUKHTe TpUUMHU. Bo pa3BojoT Ha oBa 3a00yBame
TOKpaj ofipefieHu (hakTOpM (TeHETCKH) Off CTpaHa Ha
MalMeHToT BiWjaaT U (HaKTOPHU Off KUBOTHATA CpeIMHA
KaKo MyIIayKMOT CTAaTyC, M3/I0}KeHOCT Ha aepo3arajiyBarbe,
ellVKal[ICKOTO HMBO Ha HacejleHWeTo, Bo3pacTa. Jlocta
YecTo ce HaBeJlyBa M HUCKATa CBECT M He3Hambe 3a 0ojecTa
Y Hej3UHUTe KOMIUIMKAL[UK Of] CTPaHa Ha Hace/leHUeTo, Ho
1 HeHaBpeMeHO Mpero3HaBabe Ha Mal[ieHTH CO PU3KK 3a
XOBb of cTpaHa Ha leKapuTe, OrpaHUYeHU 34paBCTBEHU
KaraluTeTy Ha IPUMapHO HUBO Ha 37IpaBCTBEHA 3allTUTa.
[5][6]Tlopagu ropenaBegeHoto, XOBb e kmacuduimpana
KaKo Ba)keH jaBeH 37]paBCTBEH MPeIu3BUK.

XObBb e mpeBeHTHOMTHO 3a00nMyBame M OONECT Koja
ce Tpetupa [7). MaTMuHMOT jeKap Tpeba fla MOCTaBH
comHeBabe 3a XOBD Kaj cekoj malmeHT Ha BoO3pacT
> 40 roguHM CO OMCIIHeja, XPOHMYHA KalIUAIA WK
eKCKpellyja Ha CIyTyM, a PUTOa MMa UCTOPHja Ha YecTH
IOJTHO-PeCITMPaTOPHH HMH(MEKLMU W/WIM WMCTOpHja 3a
eKCIo3UIlja Ha HEeKOM Off PU3UK (haKTopuTe KoM ce
TIOBP3yBaaT €O TI0jaBa HA OBa XPOHWUYHO 3a00JTyBambe.
JlecvHUTHBHA IUjarHo3a ce MOCTaByBa CO CIIMPOMETpHja,
Kajile CIMUPOMETPUCKUA KPUTEPUYMU 3a YTBpAyBambe
Ha OrpaHWYyBame Ha IIPOTOKOT HA BO3[YX TIOCTIe
OpOHXO[M/IATATOPEH TECT OCTaHYBa (DMKCHUOT COOIHOC
FEV1/FVC<0.70.[6](8]

Harara 3emja mpumnara Ha rpyraTa 3eMjy Co HU30K CpeieH
eKOHOMCKH Pa3B0j KOU Ce COOUYBaaT Co BUCOKMOPOMIAUTET
op XObb.IIpeBanenija Ha XObb Bo MakenoHuja e 7.16%.
[9] IIpeBaseHIIaTa Ha MyIIIeHbE, KOj € efleH Off HajBaKHUTe
pusuK (haktopu 3a 1mojaBa Ha XObb Bo MakenoHuja e 46%.
HcTo Taka pusMIUTe Off 3araJileHHOT BO3YX Ce 0COOEHO
BUMCOKM.XPOHMYHATA OOCTPYKTHBHA OeopipoOHa Oomect
e TpeTa HajuecTa MPUYKMHA 3a M0CeTa Ha aMOy/IaHTaTa Ha
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CeMejHHOT JIeKap, BTOpa HajuecTa MPUYKMHA 3a YIIaTyBabe
Ha CeKYHJapHO HMBO Ha 3[[paBCTBeHa 3allITUTa U € Ha
TPBO MeCTO M0 Opoj Ha XocTuTanu3upanu maruenT(10].

['opeHaBefieHKTe MOATOIM Oea MOTHB 3a CITPOBE/TYBAIbE
Ha WCTpaKyBame 3a YIoTpeba HA CKPUHHUHT TeECT,
npamaniuk CAPTUREKoj ce mpumenyBa 3a I[Iporienka
Ha XObb Bo mpuMapHa 3aiuTuTa 3a uieHTU(hHUKaIMja Ha
HeJIMjarHOCTUIIPaHa PecriMpaTopHa 00NecT W PU3HK
3a ersanepOaruu (COPD Assesment in Primary care to
identify Undiagnosed Respiratory Disease&Exacerbation
Risk)

Hempa  ce HCTPaKW  TOBp3aHOCTa  Ha
corozieMorpacKuTe KapaKTepUCTUKY Ha UCTIUTAHUI[UTE
co no3utuBed CAPTURE TecT Bo upeHTH(UKYBame Ha
HegujarHoctuipan XObb Bo mpumapHa 3mpaBcTBeHa
3allITUTa Kaj Bo3pacHu maiueHTH > 40 rofguinHa Bo3pacr.

MATEPHJAT 1 METOH

WcnutyBameTo e CIpoBefieHo BO Iepuoj, Ha 3 Mecelu
B0 2024 roguna. Ce ogBMBa BO OpAMHALIMjA 10 CeMejHa
MeMIMHA Ha TIpMMapHO HMBO Ha 3[IpaBCTBeHaA 3allTUTA
Bo Crorje.IlokaHarta 3a yaecTBO BO MCTPaKYBaIbeTO € IpH
moceta Ha aMOy/IaHTaTa 3a IIperyef] WM KOHCYITalluja,
COTJIaCHO IIOCTAaBEHUTe WHKIY3MOHM M eKCKIy3UOHU
KPUTEPUYMHU M TIOTHHMIIAa WH(pOpPMUpaHa cormacHoct. Ce
BKIyduja 50 marueHTy Ha Bo3pacT ofi > 40 1o 75 roguHu.

WuKny3uonu Kpurepuymu: nuna > 40 go 75 ropMinHa
BO3pacT KOM Ce jaByBaaT Ha Mpernes; 0e3 MPUCYCTBO
Ha  PecnMpaToOpHM Terodm, W JIMja KOM MOTIHIIAA
MH(pOpMUpaHa COTrTaCHOCT.

ERCKTY31OHN KpUTEPUYMH: JIMIA CO AWjarHOCTHLIPaHa
XObb, mamueHTH €O [JuWjarHOCTHIIMpaHa  acTMa,
HalyeHTH CO KOTHUTHBHU HapyllyBaitha ¥ HEeBPOJIOUIKK
JlereHepaTHBHU 3a007yBarba,TMIla KoM He MOKaT [ia
n3BefaT CIUPOMETPHja, NIMLA CO KOHTpaMHIWKAIMja 3a
CIIMPOMETPH]ja, MaIMeHTH CO aKYTHA JOJTHO PecIipaTopHa
nHpekuymja (AJIPM), OpemeHoCT/moere, NHMIa KOM Ce
NPeoCceTIMBA  Ha cajdyTaMoI,lIallieHTH KoM HeMma Jia
NOTIHIIAT MH(BOPMIPaHa COTTIaCHOCT.

WcTpakyBameTo e J13ajHUPaHo 10 CeJHUOT MPOTOKON
Ha cure yuecHuiy HajHarnpes um ce mepente TT, TB, UTM
, TIOTOA TIOTIOJIHYBAA COIMOieMOrpad)cKK TpanraTHuK
n CAPTURE mnpamannuk.  CouuomeMorpa)cKiuoT
TIPAILATIHUKCOZIPKI 3 Jena: nemorpaccku
KapaKTePUCTUKU (BO3pACT, MOJ, €THUYKA MPUIIAHOCT,
WTM, cTemen Ha 0Opa3oBaHKe, COLUOMOLIKA CTATYC) Il
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KOj Cce OffHecyBa Ha MyLIAYKNA HABUKU (BpeMeTpaere W
MHTEH3UTET Ha MyIIekbe), M370KEHOCT Ha PU3KK (DaKTopu
( mapeu Ha roTBetbe, FOPUBO 0Off OMOMACa, ITaper Off PasHi
MAaTepUH, FaCOBM 1 ITPAIlHa) BO IOMOT, MECTO Ha JKUBECHhE
/MM pabOTHOTO MECTO) 1 JIeJl 3a 3IpaBCTBEHATa COCTO0j0a
Ha MAIMeHTOT, 3a00/TyBarba i KOMOPOU/IUTETH.

CAPTURE npamasHUKOT e MpallajHUK 3a MpOLieHKa Ha
XObb Bo mpumapHa 3alITHTa 3a WAeHTH(UKAIMja Ha
HeJIMjarHOCTUIIMPaHa peclupaTopHa OO0NeCT W PU3MK
3a ersarepbanyu CoctaBeH e off 5 Tpailama KOU TO
MpoLleHyBaaT MPUCYCTBOTO UK OTCYCTBOTO HA CUMITTOMMU
(mpobneMu co [JUIIEHETO M JIECHO 3aMOpYBaibe),
U3JIOKEHOCT HAa PU3MK M HeoJaMHelllHa MCTOpHja Ha
aKyTHM pecnupaTopHu 3abonyBama.OfroBopute ce
CyMHpaay MoOJKellle Jia lafiaT pe3yiTaT Koj ce JBUKH Off
0 (axo ce oproBopu HE Ha cure 5 mpaiama) 1o 6 (ako ce
onroBopu JIAHa cuTe Mparliarma) uMMase 2 pPecrupaTopHU
HacTaHW BO TEKOT HAa M3MUHaTaTa ropuHa.llpernopauan
CKop 3a ujeHTH(hHKALMja Ha aLieHTH co pusKK 3a XObb
3a CAPTURE mpamanuukot e cut-off ckop >2; [11]koj
VKa)KyBaa Ha 1oTpeba 3a MOHATAMOIIHA JIUjarHOCTHYKa
nporieHka 3aXOBB. (Cruka 1).

Cure ucUTaHUIUTE Oea yIaTeHH Ha IOHATAaMOIIHA
TpOIieHKa Ha CeKYH/JapHO HUBO Ha 37IpaBCTBEeHA 3aIlTHTa
3a U3Befida Ha CIMPOMETpHjau ce ofjpeyBa (hopcupaH
eKCIMpaTopeH BOAYMeH Bo mpBa cekyHaa (FEV1),
dopcupan Butanen kamanuret (FVC) u coomtoc FEV1/
FVC.Kputepuymu 3a yTBpIyBaltbe Ha OrpaHMUyBaibe Ha
MPOTOKOT Ha BO3/IYX MOC/ie OPOHXOAWIATaTOPEH TecT
ocTaHyBa (ukcHHOT cooHoc FEV1/FVC<0.70.[7]

Cobupame Ha mnomartony: Cekoj MalMeHT ¥Ma CBOE
mocue co uaeHTH(UKAIMOHeH 0poj Koj Ke Oupie IoBp3aH
CO HEroBHOT oOpasel] 3a MH(OPMATUBHA COTTACHOCT.
[lpucTan [0 mocueTo /10 3aBpHIyBakbe HA CTY/UjaTa
MMale caMo HUBHHUOT Jiekap. [lofjatoiure Oea BHeceHH
BO €JIeKTPOHCKa 0a3a Ha moparoiy. [locse 3aBpuiyBambe
Ha HCTPaKyBameTo TMOJATOl[UTe ce TIperjefyBaa
nobpaboTyBaa off TTaBHUOT HCTPaKyBau ¥ BKIyUeH
CTaTUCTUYAP.

Craructiuka aHanu3a: CTaTUCTMUKATa aHamM3a Ha
TI0/IaTOIIUTE TOOMEHN Ol HICTPasKyBakeTo Oellle HallpaBeHa
BocTaTUCTHUKKOT —mporpam  SPSS  23,0.Kolmogorov-
Smirnov Tect u Shapiro Wilk&#39;s test GeakopucTenu
3a TeCcTUpame Ha HOPMAJHOCTa Ha JUCTPHOyIMjaTa
Ha noparoiure. Kareropuckure (aTpubyTHBHY)
Bapujabiu ce MpPHKa)KaHU CO aTlCOMYTHU W PeTaTUBHU
opoeBu.Hymepuukure  (KBaHTUTATUBHYM)  BapujabIu
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ce TpUKa)kaHU CO TIPoCeK, CTaHjapjHafieBujaliuja,
MUHUMAJTHM M  MAaKCUMAJHA  BPeJJHOCTH,MeJujasHa
BpeJJHOCT ¥ MHTepKBapTWIeHpPaHK.3a KoMIapupambe
Ha KBaIUTAaTUBHUTe Bapujabmu Oea KopucreHu Chi-
square u Fisher&#39;s exacttest, 3a cropenyBame Ha
KBAHTUTaTHBHUTe Bapujabmu Oea KopucTeHu Student
t-test tMann-Whitney U test.Ce ogpegy MHAMBUYATHO
mjarHoctiukata BpegHocT Ha — Tector CAPTURE.
Anamuzata Ha noeguHeueH uHeKkceH TecTCAPTURE
npu paujarHoctuiupae Ha XOBD (moTBppeHa co
CIIMPOMETPHja)  Ce HUCTpakyBalle €O TIPHKaKyBarbe
Tabenmu 2x2 W TIpecMeTyBale Ha CEeH3UTHBHOCTA,
crerpUUHOCTa, MO3UTUBHATA TPEJUKTHUBHA BPETHOCT
¥ HeraTMBHATa MPeJMKTMBHA BPEJHOCT, 3aelHO co 95%
CI.CraructuukaTa curaHuuKaHTHOCT Oeltie leuHIpaHa
Ha HKBO Ha p&lt;0.05.

PE3YJITATH

Bo ucTpakyBameTo Gea mokaHetu89 numia, of HuB 50
mia (56 %) ce cornacuja a yuecTByBaat BO CTyAHMjaTa.
Op oYeTOKOT Ha cTyaujata, 36 % of yuecHuimTe (16) ro
3aBplIdja KCTPaKyBameTo ab4 % ( 32 ) Hemaa KOHTPOJIeH-
tectcnupomeTpuja.CUrHU()MKAHTHO ~ ¥Ma  TOrosiemMa
3aCTaleHOCT Ha KaHAUJATH Off Tpaficka cpeguHa 70 %
CTIOpefleH0 cO  KaHJMJaTh Kou xuBeatT Bo ceno 30 %.
Criopeqi eTHHMUKATa MPUIIAJHOCT IIOrojieMa 3acTaleHoCT
Ha Magemonmu 70 %Bo cmopemba co Ambanim 28%
JloMHHHMpaaT L off JKeHCKUOT 1o 64 % Bo criopesda
co Mamku 1on 36 % . CpemHaTa cTapoCHa BO3pacT Ha
KaHgupaTuTe e 52,4. Ilpoceuna BpegHoct Ha UTM e 29, 2,
o HYUB 76% umaat UTM >25.

Bo omHOC Ha HaBMKM Ha Tylleme Iurapd U ¢axkTopu
Ha WU37I0}KEeHOCT, 62% Of WCIUTAHUIUTe MOMEHTAJIHO
OyIIaT LWrapy Wid mymiene fmopaHo a 46 % ce
U3/I0/KeH! CeKOjJHeBHO Ha UM Off ITUrapy BO JOMOBUTE.
W3noxeHocT Ha maped Off TOTBewe MpujaBuie 28%,
M37I0/KEeHOCT Ha TOPUBO off Oromacu 42% W Ha IpaliHa
42% op MCTIATAHUIIATE.

Bo opmHOC Ha 3[paBcTBEHaTa COCTOj0a M MPUCYCTBO
Ha 3a0o/yBama, BO MCIMTYBaHaTa T'pyla JOMHHHpaaT
UCIMTAaHUIM CO XumepTeH3wja 46 % cropemgHo CO
MCIIUTAHUIM KoM UMaaT fujabet 18 %, aHKcuo3HoCT 16 %
nenpecuja 12 %.

[IpamanHukor CAPTURE neTektupaliie MCIUTaHUIIU CO
pusuk 3a XOBb co Cutt off ckop 22 kaj 50 % (25) Op HuB
64 %, (16) ce TecTpaHU CO KOHTPOJIEH TECT CIIUPOMETPHja.
Pesynratue op mpamanaukor CAPTURE crnopemnu co

31 | Medical Journal - MEDICUS

AN



Profesional paper

KOHTPOJIEH TeCT CIMpoMeTpHja nokaskaa: BII 1 (BucTuHCKM
nosutusay) , JIIT (6) (maskHo mosurusHu), JIH 0 (makHO
geratvsau) u BH 9 (Buctunckuneratusuu).(Tabena 1).

[IpamranHukoT mokaxka censutuBHocT 100% (95% Cl
2,50%-100%) u cienmpuuroct60% (95% CI 32,29- 83.66%)
HO3UTUBHA NpeUKTHBHA BpegHocT 14,29%(95% C1 8,23% -
23, 65%) HeraTuBHa npeauKTHBHA BpegHocT 100% (95%Cl
66,37%-100,0%) 1 Tounoct 62,50% (95%Cl 35,43%-84,80%).
(Tabena 2).

CoryacHoO 100MEHHTe Pe3yITaTH, COIMO-IeMorpadcKuTe
KapaKTePUCTUKM  Ha  WCTUTAaHWIUTE  He  Oea
curHuduKaHHTo aconmpanu co nosutuBeH CAPTURE
TeCT.

WcruraHunyTe off KeHCKH IO Oea TOYeCTo 3acTareHu
BO TPYIUTe CO HeraTWBeH W To3uTHBeH TecT (p=0.56).
[Ipoceunara BO3pacT Ha WCIUTAHUIUTE CO TIO3UTBEH
1 HeraTuBeH TecT Oemre cinuna (52.0 + 8.7 vs 52.7 + 7.2
roguay, p=0.75). VcnuTaHUIMTe KOM JKMBEaT BO Tpaj
Oea MoyecTo 3acTalleHH BO TPYIUTE CO TO3UTHBEH U
HeraTuBeH TecT (p=0,76).Bo eTHIUKaTa CTPYKTYpa BO IBETE
rpynu foMmuHMpaa Makemonim (72% u 68%, coofBeTHO,
p=0.75).IIpoceunrior BMI Ha MCIIUTaHUIIUTE CO MO3UTHUBEH
u HeratuBeH Tect (p=0.1)(Tabena 3).

CornacHo [00MEHUTe pe3yITaTH, MHVIIAUKUTEe HABUKU
Ha WCIMTAHULIUTE U M37I0KEHOCTa Ha XeMHUKAaIUud U
YeCTHYKH, UCTIUTAHUIIATE KOU Ce MOMEHTATHO NyIIaunoea
He3HAuMTe/THO [IOBeKe IPUCATHH BO IPyIIaTa CO IIO3UTUBEH
tecT ( p=0,43) Kako ¥ UCIUTAHULIUTE KOM Ce U3JIOKEHU
ceKkojagHeBHO Ha myuiewe (p=0,3).McnutaHunure Kou
MMaaT M3JI0KEeHOCT Ha ropuBo of 6uomacu (p=0.821),
napeu ( p=0.28), racosu ( P=1.0),npammxa(P=0.82)ue Gea
curiuuKanTHO acorupanu co mo3utBeH CAPTURE
tect. (Taberna 4).

Kopenaruja Ha akTyelHaTa 3[[paBCTBeHa COCT0j0a Ha
UCTIUTAHUIIUTE, TIPUCATHU 3a00NMyBHA M TO3UTHBEH
CAPTURE Tect He mokakaa curHM(hMKaHTa IIOBP3aHOCT:
Kaj MCTIUTAaHUIIUTE CO TjadeT BO IBETe TPYII CO HeraTHBeH
U TIO3UTUBEH TecT pesynTatute Oea cimunu ( p=1.0) ,
UCIIUTAHUIINTE CO XHMIepeTeH3Mja 0Oea He3HAUMTETHO
TI0BeKe MPICaTHY BO TPyIaTa co mosutuBeH tect(p=0.395)
UCTIUTAHULITE CO Jlellpecrja He3HauuTelHo TOBeKe BO
rpynaTa co Mo3UTHBEH TECT BO CIopeba co HeraTHBeH
tect (p=0.189), mi1iaTa Co aHKCHO3HOCT Oea He3HAUMTETHO
THI0BeKe IPUCATHHU BO IPyIIaTa co Mo3uTuBeH TecT (p=0.247).
(Tabemna 5).
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Bo oBaa mnpeceyHa cTyauja ja  HCTpa)KyBaBMe
TIOBP3aHOCTa Ha COIMOfIeMOTPa)CKUTe KapaKTepUCTHKH
Ha ucnutanunure co mosutuBeH CAPTURE TecT BO
uieHTH(UKyBae  Ha HenujarHoctunupaH XODBDBBo
TipUMapHa 37IpaBCTBeHa 3allITUTA Kaj BO3pacHU MaljueHTH
> 40 ropuIiHa Bo3pacT.

BnuijaHueTo Ha HaJJBOPeIHATA M BHATPeIlIHATa CPefIiHa ce
TIOBEKe ce Mpero3HaBaaT Kako I7laBeH (haKTop Koj Bijae u
TIPUJIOHECYBA Ha MojaBa Ha PeCIIMPAOTPHUTE 3a00/yBakba
Cmopen, mopatonute objaBeHM Bo EBpomckara Lung
White Book Bo fenor b, Koja ru pasrieayBa 1 ONMIIYBa
TJIaBHUTE PU3KK (DAKTOPH 3a PECTIMPaTOPHU 3a00TyBakbe,
TYIIEHeTO, eKONONIKUTe W MpodeCHOHAJTHUTE areHCH,
VKa)KyBa Ha B/IMjAHMETO Ha eNujeMujaTa Ha TylIee
Ha 1ojaBarta Ha emujemuja Ha XOBb .[3] Mako moBekeTo
0] OBUe KapaKTePUCTUKM Ha HaceJleHHeTo ce (haKTopu
acolpanu co srojemeH pusuk 3a XObBb, Bo HamieTo
WCTPKYBale pe3yITaTHTe MOKakaa JeKa He MOCTOU
HMBHa aconupaHocT co nosutuBeH CAPTURE TecT.

Pa3BueHM ce MOBeKke CKPUHUHT TEeCTOBM 3a [ia Ce
WIeHTU(MKYBAaT TMalMeHTH CO HeJMjarHOCTULIMpaHa
XObBb BK/IyuyBajK¥l MpallaHUAL U YPeJu 32 Mepeme Ha
nmpotok Ha Boszmyx. [11],[12],[13],[14],[15],(16],(17],(18],[19]
. Cemak He TIOCTOM KOHCEH3YC 3a ONTHMAajieH TecT WIn
KOMOMHAI[Mja HAa TECTOBM IITO Tpeda [ja ce KOPHCTAT
3a aKTHBHO MpebapyBame Ha C/Iy4aeBM BO IpUMapHa
samuta [20].CTyauKMTe KOM ja MCTpaKyBaaT TOYHOCTA
Ha CKPUHMHT TeCTOBU TIJIaBHO Ce CIPOBeJyBaaT BO
BMCOKOPa3BMEHH 3eMjH U He € TO3HATO Jajv MpUMeHaTa
Ha OBHe TEeCTOBM Kaj Hac Ke Ouje C/IMYHa, OWpejku
TEKMHATa Ha HeJJjarHOCTUIIMPaHa 00/IecT, MPUCYCTBOTO
Ha KOMODOWIWTETH ¥ JIPYTH COIMOKY/ITYPOIOIIKH
KapaKTePUCTUKU Ce Pa3uKyBaaT of BUCOKOPA3BUEHUTE
3eMju.

Crymujara Ha Kochmokakama paHO —[leTeKTHUparbe
Ha ciaydaeBd co XOBb co mpumeHa Ha MpailagHUK
M TIpeTcTaByBa Op3 U eKOHOMMYEH MPUCTAll BO
HIeHTU(UKYBatbe Ha OBUE PU3UYHIJIMIIA 32 TOHATAMOIITHO
nebMHATHBHO TECTHPake CO CIIMPOMETpPHja M COOJIBETEH
TpeT™MaH Bo KuHa[21].

[Ipemopauan ckop 3a upeHTH(UKAIMjA Ha TIALUEHTH CO
pusuk 3a XOBb 3a CAPTURE npamanuukot e cut-off
ckop 22; [11] Koj yKakyBaa Ha moTpeba 3a MoHaTaMOIIHA
ovjarHoctiyka mporeHka 3aXObb.Pesynratute  of
TpaIaJHUKOT ce JBwkat of 0 /1o 6, a morosnem pesynrar
MpeTcTaByBa IIOrO/IeMa peclupaTopHa U3/I0KEeHOCT,
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CAMIITOMM WM aKYTHM PeCIUpaTOpHU 3abo/yBakba.
CnopepieHo co cryaujara Ha Martinez FJ, Han MK, Lopez
C, et al, Bo Koja ce WcTpaKyBalle TOYHOCTA Ha
anatkata CAPTURE Bo CA]l, mo3uTuBeH pe3yiaTaT off
CKpUHUHT Oun fecdwHUpaH Kako (1Ba rpyma ) pesyarar
Ha npauranaukoT CAPTURE op 5 unu 6 uu (2pa rpyma)
pesyiITar of mpalaaHuKoT of 2, 3 unu 4 co PEFR momana
of 350 L/min 3a masxku wim nomana op 250 L/min 3a
*eHu. Bo oBaa mpeceuHa cTyauja Ha MprUMepok of 4325
naruenTtu anatkaTta CAPTURE mokaxkana ceH3UTHBHOCT
on 48,2% u cnemuduunocT o 88,6% 3a OTKpUBame Ha
KIMHUUKK 3HadajHa XOBb [22] .PesynTaTute of Haieto
UCTpakKyBame MOKaykaa BUCOKa ceH3UTHBHOCT of 100%,
creruduunoct 60% (95% Cl 32,29- 83.66%) Ha mprMepoK
of, 50 ucrUTaHULIN.

CropesieHo co pe3yiTaTuTe of cTyaujaTa Ha Martinez
FJ, Han MK, Lopez C, et al, u Leidy NK, Martinez FJat al,
censutuBHocTa 1 crieduunocta Ha CAPTURE Ttectot e
TIoroJieMa Kora ce KOpucTé Bo KombuHanuja co PeakFlow
metap. [22] [23].

Bo bpasun cropoBemeHa e IpecedHa cyawja Koja ja
UCTPaKyBa MpPELU3HOCTA HA TECTOBUTE 32 CKPUHUHT
Mel'y TarMeHTH Ha Bo3pacT > 40 roguHd KoW MMaar
XUIMEepTeH3Mja 3a Jla ce UAeHTU(PUKYBA ONTHMATHUOT
CKPUHMHT ~ TeCT/WIM KOMOWHAIIMM HA  CKPUHUHT
TeCTOBM 3a OTKpHMBakhe Ha HemujarHocTuiupana XObb.
XunepreHsujaTa decto Koersuctupa co XOBb mopamu
TPUCYCTBO Ha PU3HUK (haKTOP, NYIIEhe IUrapy Koj acorupa
srofiemeH pu3uK 3a XTA u XObBb . Bo Hamarta cTyauja
pesy/ITaTUTe He TOKa)Kaa 3HAUMTeJHAa MOBP3aHOCT Ha
UCTIUTAHUI[UTE KOW MMaa XUIepTeH3uja Co TO3UTHBEH
CAPTURE recTt[24]

3AKJIYYOK

NupuBupyanuuy TecToBd 3a ckpuHMHT 3a XOBb
TMOKa)KyBaaT IIoMaJia CeH3UTUBHOCT ¥ CIeLi(UIHOCT BO
cropenoa co KOMOMHUpAHM TECTOBM 3a JETEKTHUPAbe
Ha HenmjarHocTtuipaHa XOBb Kou mokpaj mparianHuk
KOPUCTAaT W ypeJ 3a Mepeme Ha IPOTOK Ha BO3MYX ,
Mukpocmupometap 1/ unu Peak Flow meTap.

Ce merektHpanie 1oTpeba 3a eJyKalyja Ha HaCeJIEHUETO
U Tmofio0pyBae Ha 3HaewaTa 3a XODBD u HejsuHuTe
KOMIUTHKALIMH Off CTPaHa Ha HaCeJIeHHeTo U 000 pyBabe
Ha  37]paBCTBEHM KamaluTeTH (COIMpOMeTpuja)  Ha
CEeKYHZapHO HKMBO Ha 3/IPaBCTBEHA 3allITHTA.

Pesynrature He TOKa)kaa 3HayajHa Kopejaiuja Ha
corpiozieMorpacK  KapaKTePUCTUKM €O TIO3UTHBEH

Profesional paper I

CAPTURE Tect Bo wujeHTH(MKYBale Ha JIMIA CO
HeJ[ijarHOCTUIIMPaHa XPOHUYHA 00CTPYKTHBHA
OenofipoOHa OosecT Bo IPUMAapHa 3/]paBCTBEHA 3allTUTA.
[loTpebHO € WCMONHYBale Ha IETMOT MPOTOKON Ha
CTyAMjaTa 3a Jla ce ONMTMMHU3Mpaar mepdopMaHcuTe Ha
npamaaHuKoT CAPTURE Kako anaTkaTa 3a CKpUHMHT 3a
XPOHMYHA OOCTPYKTUBHA OeofjpoOHa OormecT u fla ce
pasbepe a/iM HeroBara yrorpe0a Bivjae Ha KIIMHHUKUTE
pesyiITaTu.
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Cmuka 1 : [lpamanHuk 3a TpoleHKa Ha XPOHWYHA
OobctpyktuBHa benogpobHa Bomect  Bo mpuMapHa
3allTUTa 3a WAeHTU(UKAIMja Ha HeujarHOCTULIMPaHa
pecrupaTopHa 0ojecT M pu3HK 3a er3anepoanuuCAPUTRE

Ta6ena 1: Tounoct Ha Capture Tect

+ 6
0 9 9
BKYITHO 1 15 16

Tabena 2: CensutuHoct u Creruduunoct Ha CAPTURE
TecT

Sensitivity 100.00% | 2.50% to 100.00%
Specificity 60.00% | 32.29% to 83.66%
Positive Predictive Value (*) 14.29% 8.23% to 23.65%
Negative Predictive Value (*) | 100.00% | 66.37% to 100.00%
Accuracy (*) 62.50% | 35.43% to 84.80%
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Tabena 3: CoumopmeMorpad)cku KapakrepucTukd Ha Tabema 4: KapaKTepuCTHKM HAa  YYeCHHIM  BO

VYECHHIIY BO MCTPAKYBABETO HCTPaKyBameTO -U3/I0}KEHOCT Ha 3araj[yBaun
o JKencku 15 (60) 17 (68) X2=0.35 M(:j\]/l;I;ITHHHO 832 12 (48)
Manki 10(40) |[8(2) | p=036 oy 0-17
mean + SD 520+87 52772 | 2031 fyteibe Hukoraure cyM 1 10 40) | 9(36) p=0.43
BO3pacT - p=d = nyuest
min- max 40-73 | 42-69 : Topanenen nymay | 7(28) 4(16)
Makepionel-Ka 18 (72) 17 (68) Fisher’s Cexoj gen 9(36) 14(56)
€THUKYM Anbaner-Ka 6(24) 8(32) exact test
—— 0 N =075 Howary on 5000|500 Fisher's
pOuH-Ka JlomarHo exact
mean + SD 3232.03 + 3%42 + nyIemhe Hukoram 7(28) 3(12) {)e:sé ;
BMI . : t:1671 Meceuno 2(8) 2(8) ’
min- max a0 |w7-s3 b= F— 28 14)
OCHOBHO 5(20) 8(32) mean + SD 5225 ¢ 46.83 +
. Fommnxa 429 406
cpefHo 10(40) | 5(20 isher’s . 7=0.41
ObpasoBanye Pen (40) (20) exact test PEeOBHO min- max 0-102 0-102 p=0.68
(hakynter 7(28) 8(32) -0.49 nylene B B
p median (IOR) 20 (18 19(18
TOKTOPCKH 3(12) 4(16) 102) 102)
Huxorau He cym | < 1) 1) He Hukorar 18(72) 18(72) Fisher’s
Bpatta 6171 Bo Opak Fisher's [Tape 3a Tla, MoMeHTaHO 3(12) 6(24) fxatct
cocroj6a Bo Gpax wm exact test e a6) |10 P-028
JKUBeaM co 22(88) 24 (96) p=06 fla, Bo miHatoro .
MapTHepKa He Hukoram 15(60) 13(52)
T'opuBo o X2=0,4
MecTo Ha rpaj 18(72) 17 (68) X2=0.1 GMEMaca A [la, MOMeHTaJTHO 3(12) 3(12) p=0.821
JKUBEHbe ceno 7(28) 8(32) p=0.76 [la, Bo MUHATOTO 7(28) 9(36)
O6jexr Ha Cranbena srpafa | 12 (48) 12 (48) Mapen He Huroram 24(96) | 23(92) Fisher’s
HKUBECIbE Kyka 13(52) 13(52) Of pasHu Tla, BO MMHATOTO 0 2(8) f:;lft
X2 (Chi-square test); t(Student t-test) MATEPWATH 1 11 MomenTamno | 1(4) 0 p=0.28
He Hukorau 21(84) 22(88) Fisher’s
TacoBu Tla, BO MMHATOTO 2(8) 2(8) exact
test
Ila, MOMEHTAJTHO 2(8) 1(4) P=1.0
He Hukorau 14 (56) 15 (60) Fisher’s
[parmxa Tla, MOMEHTaJTHO 10 (40) 8(32) f:;lft
Ila, Bo MHATOTO 1(4) 2(8) P=0.82
309+
mean + SD 315 341+ 26.9
l'oguHa Ha - 7=09
H3TIOKYBakbe min- max 0-101 0-101 p=0.34
. 19(10- | 25(16-
median (IQR) 40) 515)
16 (64 18 (72 isher’
e oo Jum_friders
M3/yBeH He 7(28) 7(28) test
cuTem / 2(8) 0 P=0.66

X2 (Chi-square test );Z (Mann-Whitney test)
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Tabena 5: KapakTepucTMKM Ha  VYeCHHIM BO
HCTPAKYBAETO — IPUCYCTBO Ha O0NIeCTH

Tluja6er 4(16) 5(20) gislhgf's exact test

Bitcox kpen 10 (40) 13(52) X2-0.72 p=0.395

TPUTHCOK

Koponapa cprieBa

oomnect / AHruHa / 1(4) 1(4)

Cpues Yuap

Aepruia Ha Hoc 3(12) 5(20) gfg‘%g exact test

Arneprija Ha Koxka 1(4) 5(20) Iljlzsél %’gs exact test

Anepruja Ha yoof o 14) 28) Fisher’s exact test

HUHCEKTH p=1.0

Tybepiyosa 0 14) Iljlzslh(c)er’s exact test

OceToapTpuT 1(4) 1(4)

Ocrermoposa 1(4) 1(4)

Tlempecuja 1(4) 5(20) ll?:sél ng exact test

AHKCHO3HOCT 2(8) 6(24) glzsél SZ; exact test
Fisher’s exact test

Ersem 1(4) 4(16) p=0.349

X2 (Chi-square test)
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ABSTRACT

Introduction: The diagnosis of prostate cancer has seen significant advancements in recent decades, primarily due
to the increased accuracy of diagnostic tools and histopathological techniques. Among these, prostate biopsies and
specimens from radical prostatectomies play key roles in the diagnosis, staging, and treatment of prostate cancer
(Ca) (1). This paper focuses on a comparative analysis of the pathohistological results obtained from prostate biopsy
samples and specimens after radical prostatectomy, explaining their differences and implications for clinical practice.

Prostate cancer remains one of the most common malignancies among men worldwide. Early detection and accurate
histopathological analysis are crucial for effective treatment and improving patient outcomes. Prostate biopsy,
often guided by ultrasound, is the standard diagnostic procedure for detecting prostate cancer. However, it provides
limited tissue samples that often fail to represent the full extent of the tumor or its heterogeneity. Compared to this,
specimens from radical prostatectomies, obtained after the surgical removal of the prostate gland, offer a clearer
picture of the malignancy’s characteristics by determining tumor size and location, the degree of invasiveness, and
the status of surgical margins (2).

Materials and Methods: The study includes 105 patients who underwent TRUS (transrectal ultrasound-guided prostate
biopsy) at the Urology Department of the General Hospital “8th September” in Skopje over a three-year period
(from early 2021 to the first half of 2024). The biopsy samples were processed and analyzed at the Pathohistology
Department. After confirming prostate cancer, patients underwent surgical treatment—radical prostatectomy (open
or laparoscopic)—and the specimens obtained during the operation were analyzed again at the same Pathohistology
Department in the General Hospital “8th September” in Skopje.

Demographic data, serum PSA levels, prostate size, pathological stage, and malignancy grade were recorded. The data
obtained from the study were statistically analyzed and presented using mean values, percentages, tables, and graphs.

Objectives: To determine the pathohistological characteristics of TRUS biopsy samples to make informed decisions
regarding surgical or conservative treatment for prostate cancer. Comparative analysis of pathohistological findings
and differences between Gleason Scores from prostate biopsy samples and radical prostatectomy specimens.
Identifying the most common pathohistological characteristics of prostate cancer as predictive factors for determining
appropriate postoperative treatment.

Results:Out of the 105 patients included in the study, 50 patients (48%) showed identical pathohistological findings
(Gleason Score) in both the biopsy and radical prostatectomy specimens. However, in 55 patients (52%), there was a
significant difference, with the Gleason Score from radical prostatectomy specimens being higher in most cases.

Conclusion:

The comparative analysis of pathohistological results from prostate biopsy samples and radical prostatectomy
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specimens highlights the complementary nature of these diagnostic methods. While biopsies are indispensable
for initial diagnosis and treatment planning, radical prostatectomy specimens provide a definitive pathological
assessment, offering insights that guide postoperative monitoring and long-term care.

Understanding the advantages and limitations of each method is crucial for optimizing patient outcomes. Future
advancements in imaging diagnostics, molecular diagnostics, and artificial intelligence are expected to bridge
the gap between biopsy and prostatectomy findings, enhancing the precision of prostate cancer diagnosis and

treatment.

INTRODUCTION

The diagnosis of prostate cancer has seen significant
advancements in recent decades, primarily due
to the increased accuracy of diagnostic tools and
histopathological techniques. Among these, prostate
biopsies and specimens from radical prostatectomies
play key roles in the diagnosis, staging, and treatment
of prostate cancer (Ca) (1). This paper focuses on a
comparative analysis of the pathohistological results
obtained from prostate hiopsy samples and specimens
after radical prostatectomy, explaining their differences
and implications for clinical practice.

Prostate cancer remains one of the most common
malignancies among men worldwide. Early detection
and accurate histopathological analysis are crucial for
effective treatment and improving patient outcomes.
Prostate biopsy, often guided by ultrasound, is the
standard diagnostic procedure for detecting prostate
cancer. However, it provides limited tissue samples that
often fail to represent the full extent of the tumor or its
heterogeneity. Compared to this, specimens from radical
prostatectomies, obtained after the surgical removal
of the prostate gland, offer a clearer picture of the
malignancy’s characteristics by determining tumor size
and location, the degree of invasiveness, and the status of
surgical margins (2).

Materials and Methods:

The study includes 105 patients who underwent TRUS
(transrectal ultrasound-guided prostate biopsy) at
the Urology Department of the General Hospital “8th
September” in Skopje over a three-year period (from
early 2021 to the first half of 2024). The biopsy samples
were processed and analyzed at the Pathohistology
Department. After confirming prostate cancer, patients
underwent surgical treatment—radical prostatectomy
(open or laparoscopic)—and the specimens obtained
during the operation were analyzed again at the same
Pathohistology Department in the General Hospital “8th
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September” in Skopje.

Demographic data, serum PSA levels, prostate size,
pathological stage, and malignancy grade were recorded.
The data obtained from the study were statistically
analyzed and presented using mean values, percentages,
tables, and graphs.

OBJECTIVES

- To determine the pathohistological characteristics
of TRUS biopsy samples to make informed decisions
regarding surgical or conservative treatment for prostate
cancer.

- Comparative analysis of pathohistological findings and
differences between Gleason Scores from prostate biopsy
samples and radical prostatectomy specimens.

- Identifying the most common pathohistological
characteristics of prostate cancer as predictive factors
for determining appropriate postoperative treatment.

DISCUSSION

Prostate biopsy is a minimally invasive procedure
that allows for the collection of tissue samples
for pathohistological analysis. In contrast, radical
prostatectomy involves the surgical removal of the entire
prostate, enabling a complete and precise assessment of
the pathological characteristics of the carcinoma. This
analysis explores the differences and similarities in the
pathohistological findings obtained through these two
approaches, with a particular focus on the Gleason Score
as an indicator of tumor aggressiveness.

The Gleason Score is a grading system used to evaluate
the aggressiveness of prostate cancer (Ca) by examining
the pattern of cancer cells in prostate biopsy or surgical
specimens. This score is essential for determining the
prognosis and treatment options for patients with
prostate cancer.

Gleason Pattern:
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Prostate cancer cells are graded based on how closely
they resemble normal prostate tissue. Scores range from
1 to 5, where 1 indicates the least abnormal tissue and
5 indicates the most abnormal. Pathologists examine
the most common and second most common patterns of
cancer cells and assign a grade to each.

GleasonScore: The final score is the sum of these two
grades. For example, if the most common patternis graded
as 3 and the second most common as 4, the Gleason Score
would be 7 (3+4). Scores typically range from 6 to 10, with
higher scores indicating more aggressive cancer:

6 or less: Low-grade Ca (well-differentiated)

7: Intermediate-grade Ca (further divided into 3+4 or 4+3)
(moderately differentiated)

8-10: High-grade Ca
invasive)

(poorly differentiated—highly

Significance: The Gleason Score helps physicians predict
the aggressiveness of the cancer and guide treatment
decisions. A higher Gleason Score indicates a more
aggressive cancer requiring more intensive treatment,
while a lower score usually suggests a less aggressive
form of the disease.

Understanding the Gleason Score is crucial for both
clinicians and patients when planning treatment

strategles whether surgery, radiation, or other therapies.
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areas of varying extent with a neoplastic proliferation
of malignant epithelial neoplasm with characteristics
of acinar prostate cancer and a histoarchitectural
appearance of Gleason score 3+3.
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(Example 2. Specimen from radical prostatectomy)
There is a dense fibromuscular prostate stroma with
hyperplastic glandular formations, among which focal
and diffuse accumulations of hyperchromatic oval
cells with prominent nucleoli are observed, irregularly
arranged in nests, sheets, small acinar formations, and
individual cells. In some areas, glandular formations
with fenestrations in the lumen are observed. The finding
corresponds to a Gleason score of 3+4.

Pathohistological Evaluation of Prostate Biopsies:
Prostate biopsies are usually performed under ultrasound
or magnetic resonance (MRI) guidance. During this
procedure, multiple cores are taken from different
zones of the prostate. Key parameters assessed in hiopsy
samples include:

Gleason Scale: Provides critical information on tumor
aggressiveness.

Tumor Volume: The percentage of cores involved and the
extent of tumor invasion in each core.

Perineural Invasion (PNI): The presence of cancerous cells
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around nerves, which may indicate a higher likelihood of
extraprostatic extension.

Although prostate hiopsies are indispensable for initial
diagnosis, their limitations include sampling errors,
underestimation of tumor grade, and inability to detect
multifocal disease.

Pathohistological Evaluation of Radical Prostatectomy
Specimens: Radical prostatectomy specimens provide
a comprehensive evaluation of the prostate gland.
The entire organ is sectioned and analyzed, allowing
pathologists to assess:

Extent and Staging of Tumor: The anatomical extent
of the tumor, including extraprostatic extension and
seminal vesicle invasion.

Surgical Margins: Presence or absence of cancer cells at
the surgical margins indicates the completeness of tumor
resection.

Lymph Node Involvement: When lymphadenectomy is
performed, lymph node involvement can be assessed.

Final Gleason Score: The larger tissue volume allows for a
more accurate determination of the Gleason Score.

Radical prostatectomy specimens often reveal additional
pathological features not identified in biopsy samples,
such as higher tumor grade, multifocality, or invasion of
adjacent structures.

Similarities and Differences: Many studies have
investigated the similarity between biopsy findings
and radical prostatectomy specimens. Key conclusions
include:

Gleason Scale Similarities: While biopsies provide
an initial Gleason Score, discrepancies often occur.
Upgrading (assigning a higher Gleason Score) or
downgrading (assigning a lower Gleason Score) happens
in a significant proportion of cases when comparing
bhiopsies to prostatectomy specimens. Upgrading is more
common and has implications for treatment planning.

Tumor Volume: Biopsies tend to underestimate the true
tumor volume due to limited sampling, while radical
prostatectomy specimens provide a more accurate
assessment of tumor extent.

Multifocal Disease: Multifocality is a common feature of
prostate cancer. Biopsies may miss secondary or tertiary
cancer foci, which are often detected in prostatectomy
specimens.
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Extraprostatic Extension and Margins: Biopsies cannot
reliably determine the status of extraprostatic extension
or surgical margins, which are crucial for prognosis and
postoperative follow-up.

Clinical Implications The differences between hiopsy
findings and prostatectomy specimens have significant
clinical implications:

Risk Stratification: Accurate grading and staging are
essential for stratifying patients into risk categories,
guiding decisions on treatment such as active
surveillance, surgery, or radiotherapy.

Treatment Planning: Underestimation of tumor grade
or extent in biopsies may lead to undertreatment, while
overestimation can result in overtreatment.

Prognosis:  Pathological findings from radical
prostatectomy specimens provide a clearer prognosis,
aiding in predicting recurrence and long-term outcomes.

Research and Biomarkers: Comprehensive pathological
analysis of prostatectomy specimens contributes to the
identification of new biomarkers and understanding
tumor biology.

Advantages and Limitations of Each Method

Prostate Biopsy: Advantages: Minimally invasive,
diagnostic utility, suitable for repeated sampling.

Limitations: Sampling errors, underestimation of grade
and volume, inability to assess extraprostatic extension.

Radical ~ Prostatectomy:  Advantages:  Complete
pathological evaluation, precise staging, and prognostic
insights.

Limitations: Invasive procedure, associated with
morbidity, and limited applicability in patients unsuitable
for surgery.

RESULTS

Among the 105 patients included in the study, 50 patients
(48%) had identical pathohistological results (Gleason
Score) from both biopsy and radical prostatectomy
specimens. However, in 55 patients (52%), there were
significant differences, with the Gleason Score from
radical prostatectomy specimens being higher in most
cases.
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PSA findings

Total number of

patients 2 38 16
105 105 105
% Participation 48,6% 36,2% 15,2%
P54 before procedures

The same result in both columns was observed in 50 out
of a total of 105 patients, or 48%.

.

50 oot of 105 patients, 48 %

Patients with the same 50
result

Total number of patients 105
% Participation 47,6%

Gleason score bopry & G.5 radicall prostatecioeny 343 ;
i
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CONCLUSION

The comparative analysis of histopathological results
from prostate biopsy samples and radical prostatectomy
specimens highlights the complementary nature of these
diagnostic methods. While biopsies are indispensable
for initial diagnosis and treatment planning, radical
prostatectomy specimens provide definitive pathological
evaluation, offering insights that guide postoperative
follow-up and long-term care.

Understanding the strengths and limitations of each
method is crucial for optimizing patient outcomes.
Future advancements in imaging diagnostics, molecular
diagnostics, and artificial intelligence are expected
to bridge the gap between biopsy and prostatectomy
findings, enhancing the precision of prostate cancer
diagnosis and treatment.

Recommendations for Improvement:

m Utilizing  MRI-guided
representativeness.

biopsies  for  better

m Adopting “Fusion Imaging” biopsy as a routine
diagnostic procedure.

m Increasing the number of samples taken during
biopsy.

m Advancing histopathological techniques for analysis.

Future research should focus on developing non-invasive

methods with greater accuracy, which will help improve

clinical practice and optimize prostate cancer treatment
(24)(25).
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APSTRACT

Introduction: The squamous keratinizing metaplasia (SCM) of the urine bladder. also known as leukoplakia of the
urine bladder, is a rare disease of the bladder, in which the normal transitional epithelium transforms in squamous
epithelium above whom is found layer of keratin. In most female patients there are typical non-specific urinary
symptoms, i.e. symptoms of the lower urinary tract, such as frequency. urgency. suprapubic pain. discomfort. as
well as microhematuria and less often macrohematuria.

Goal: The goal of the study is to determine the association of the preoperative characteristics of leukoplakia of the
bladder in women, with the positive finding of leukoplakia on cystoscopic examination.

Materials and methods: In this study we present a series of 5 patients with leukoplakia proven by cystoscopy and
then preoperatively monitored according to a specific protocol. Before the cystoscopy, the severity of the patient’s
symptoms was determined according to the international classification for urinary symptoms International Prostate
Symptom Score (IPSS), questionnaire who is used for urinary symptoms. Then laboratory analyses, ultrasonography
of the urinary tract, cytological analysis of the urine, BTA (Bladder Tumor Antigen) immunohistochemical test,
urine culture and cystoscopy were performed.

Results: In every female patient the symptoms of the lower urinary tract and the pain were the most common
symptoms. All patients had high initial IPSS score. urine culture was positive in three patients, cytological analysis
varied between the first and second classification groups, ultrasonography showed thickened bladder walls in 3
patients, BTA (bladder tumor antigen) immunohistochemical tests were negative in all patients, on cystoscopy in
all patients were diagnosed with a “leukoplakia like” change in the trigonum of the bladder.

Conclusion: The bipolar transurethral resection. will relieved the symptoms in women with squamous keratinizing
metaplasia, will improve the quality of life, and will be superior in relationship on the conservative treatment.

INTRODUCTION transformation of the normal multilayered transitional
epithelium of the bladder into a multilayered squamous
(squamous) epithelium, which may be covered with a
layer of keratin in squamous keratinizing metaplasia, or
to be without a keratinized layer in squamous metaplasia.

Rare bladder diseases include leukoplakia (white plaques
on the bladder), malakoplakia (brown plaques on the
bladder), bladder amyloidosis, bladder sarcoidosis, and
megacystic bladder syndrome.

Pathohistologically, leukoplakia is a metaplastic lesion,
which occurs as a reaction of the normal multilayered
transitional epithelium to chronic irritation such as

Squamous keratinizing metaplasia (SCM) of the bladder,
also known as leukoplakia of the bladder, is defined as the
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frequent and long-lasting urinary infections, calculus of
the bladder, or a foreign body.

In the literature, chronic infection is often associated
with leukoplakia. (1,3) It is often found in chronic cystitis,
calculus of the bladder, schistosomiasis and long-term
wearing of a urinary catheter. However, in some patients
neither functional nor anatomical obstruction can be
proven, and urine cultures are sterile.

Leukoplakia can appear in different places in the bladder
and urinary tract, but the most common localization
is in the trigonum of the bladder. Microscopically,
there is a picture of multilayered squamous epithelium
with keratinization. Apart from squamous metaplasia,
histopathological criteria for leukoplakia include
acanthosis, cellular atypia and dysplasia.

Preoperative symptoms of leukoplakia are long-lasting
and refractory to conservative therapy. Lower urinary
tract symptoms (LUTS). pollakisuria, dysuria, urgent
urination, as well as signs of urinary infection are
common and most common. The infection is present in
50% of patients. Some patients have difficult and painful
urination as well as hematuria. In certain cases, calculi
have also been found in the bladder. (1)

The preoperative gold standard for diagnosis is cystoscopy.
Cystoscopy shows a “ blizzard “ phenomenon (floating
scrums) and characteristic shiny, whitish “ velvet “
plates. In rare cases. almost the entire wall of the bladder
is covered with irregular whitish membranes. Tumor-
like inflammatory changes can also be seen. Therefore,
a definitive diagnosis requires a biopsy that shows the
nature of the change.

GOAL

The goal of this research is to confirm the association of
symptoms of the lower urinary tract with cystoscopically
proven leukoplakia changes in the trigone of the bladder.

MATERIALS AND METHODS

Subjects of evaluation were female patients with dysuric
symptoms and a high initial score on the IPSS scale, aged
18 to 70 years, and cystoscopy-proven leukoplakia.

Exclusion criteria were : age below 18 and over 70 years,
male, negative cystoscopy findings, acute cystitis and
neurogenic bladder.

The patients were recruited through the urology
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departmant at the GOB “8th of September”. and then
the rest of the examinations followed, which were also
performed at the GOB “8th of September”. After getting
acquainted with the work protocol, the patients signed
an informed consent. Basic follow-up included :

IPSS score (international prostate symptom score)
questionnaire - patients filled it in the urology clinic

Questionnaire - contains demographic and anamnestic
data

Anthropometric measurements - body height ( cm ); body
weight (kg)

Physical review - including measurement on bloody
pressure (BP) and heart rate (HR)

Laboratory analyzes - were carried out in the central
laboratory in GOB “8th of September” and included :
complete blood count (CBC), basic biochemical analyses,
urine, hemostasis, as well as hepatitis and HIV viral
markers, blood group and Rh factor

Urine culture done in a microbiological laboratory

Ultrasonography of the urinary tract - performed in the
urology clinic

Cytological analysis of urine - performed at the pathology
department

BTA (bladder tumor antigen) immunohistochemical test -
performed in a certified laboratory

Cystoscopy - performed in the cystoscopy clinic at the
urology department

The patient follow-up protocol has been modified
according to the latest recommendations of the EAU
(European Association of Urology ) for preoperative
preparation of patients

RESULTS

Table 1. Demographic characteristics and anthropometric
measurements

Age (years) 40 36 48 51 62
Gender w w w w w
Ethnicity Macedonian | Albanian | Macedonian | Macedonian | Macedonian
Height (cm) 163 165 161 174 160
Weight (kg) | 70 63 65 7 72
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Table 2. Medical history surrounding the underlying Table 5. * IPSS score international questionnaire part one

o _

How often in the past
month have you had a
" feeling of incomplete
Positive emptying of the bladder 5 3 2 4 3
Eysé.oscopy ves ves ves yes yes after urinating? (0-5)
nding
" - How often in the last
Polsltlve urine | oo ves no no yes month did you have to
Culture urinate again in less 2 2 4 2 4
Positive BTA than 2 hours? (0-5)
test no no no no no -
How often in the last
Cvtological . . . . . month did you stop and
aglysigs of CL CL CL CL CL start urinating several 3 2 3 3 3
urine group I groupl | groupl | groupIl [ groupl times? (0-5)
Viral markers | negative | negative | negative | negative | negative How often in the last
month have you had
Bloodgroup |A,Rh+ [ARh+ |O,Rh+ |A Rh- AB, Rh+ difficulty holding 4 3 3 4 4
* classification group (delaying) urination? (0-5)
. . L. . . How often in the last
Table 3. Biochemical characteristics at baseline evaluation | month did you have a
weak stream of urine? ) 1 ) ) )
o [sass s st s s | |7
Ervthrocvtes How often in the last
(10Y}2 / L)Y 4.8 44 46 43 39 month did you have to 1 ) 3 ) 3
m obi strain to urinate? (0-5)
emoglobin
gL 3 130|123 134 119 126 How often in the last
p—— month have you woken
euxocytes 71 6.1 101 48 93 up to urinate? (points
(109/1) according to the number 2 2 3 1 3
Platelets (10 1579 | 263 310 208|356 of urinations) 0.5
9/L) * Total IPSS score 17 15 20| 18 2
Glycelrr/liL? (163 45 47 38 7 *a score of 0-7 indicates mild symptoms, 8-19 indicates
mmo Ny
y 1 moderate-severe symptoms, 20-35 indicates severe
rea(mmol |5 59 47 36 60
/L) symptoms
L(Il;fg{i;ﬁ“e (17 81 90 86 74 *never 0, less than once 1, less than half the time 2, about
AST(U]) m % 7 o m half the time 3, more than half the time 4, almost always
*ALT (U/1) 21 32 30 17 37 >
Intravenous Table 6. * Quality of life as a result of urinary symptoms
bilirubin 12.4 9 13 1 16
(umol /L)
Sodium
(mmol /1) 1M 139 140 138 143
Potassium | 4 g 39 42 37 40
(mmol /L) -
" - - Delighted 0
AST/ALT - aspartate/alanine aminotransferase :
Satisfied 1
Table 4. Physical examination Generally satisfied 2
Mixed, equally satisfied H H
Blood pressure ( 10080 Mainly dissatisfied 4
mm/Hg) 120/80 | 130/80 | 110/60 | 110/70 Unlucky 5 H H H
Pulse ( beats/min) 70 5 68 59 65 Terrible 6
Quality of life rating 3 3 5 5 5

* second part of the IPSS score questionnaire
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Table 7. Urine analysis

Color yellow 32111]3‘” yellow yellow | orange
Blurredness | clear clear blurred | clear blurred
Glucose negative [ negative | negative | negative | positive
Bilirubin negative | negative | negative | negative | negative
Ketones negative | negative | negative | negative | negative
Specific 1,008 102 | 1,014 1000 [ 1,015
gravity
Erythrocytes |5 2 0 0 3
Leukocytes 12 8 3 5 8
Urobilinogen
(mmol /L) 3.2 5 21 37 48
Nitrites + + - - +
Proteins - - - - +
Phurine 1 5 5 58 54 53 6
value

DISCUSSION

All patients in our study were female. The patients
ranged in age from 36 to 62 years old, with a median
value of 474 vyears. All patients reported lower urinary
tract symptoms lasting from three months to one year
previously. All were treated with antibiotic therapy
for lower urinary tract symptoms at least once every 3
months. Three of the patients had a positive urine culture
at the first examination. BTA (bladder tumor antigen) test
was negative in all five patients, and ultrasonography
showed thickening of the bladder wall in three patients.
Cytological analysis of urine varied between the first and
second classification groups. All patients had negative
markers of hepatitis B, hepatitis C and HIV. The urine
analysis showed the finding of erythrocytes in 3 patients
(subject 1, 2 and 5), leukocytes were found in all examined
patients, 3 patients were positive for nitrites (subject 1,
2 and 5), there was protein in the urine in one patient.
(subject 5) and Ph the urine value varied from 5.3 to 6. In
all patients, cystoscopically, “leukoplakia like” changes
on the trigonum of the bladder were confirmed. In two
patients, the changes were larger than 2 cm in diameter.

According to the IPSS score (international prostate
symptom score) questionnaire, we divided the patients
into two groups, that is, three patients belonged to
the group with medium-severe symptoms, while two
belonged to the group with severe symptoms.

According to the evaluation of the quality of life, two
female patients gave a rating of 3, that they feel mixed,
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equally satisfied and dissatisfied, (subject 1 and 2) and
three female patients gave a rating of 5, that they feel
unhappy (subject 3, 4 and 5).

Squamous keratinizing metaplasia of the bladder (SCM) is
considered a rare disease of unclear etiology for which
there is currently no effective medical therapy. Patients
with SCM present severe lower urinary tract symptoms
refractory to conservative therapy. Antibiotics, alpha
blockers, and anticholinergics are effective in lower
urinary tract symptoms associated with benign prostatic
hyperplasia but not in squamous keratinizing metaplasia
of the bladder. Therefore, in these cases, for now, the only
treatment that offers improvement and disappearance of
symptoms is the transurethral resection of the bladder
lesion. According to Benelli ‘s study (5) improvement
of the lower urinary tract symptoms was observed
postoperatively in 75% of the patients.

The results of this study show us that bipolar transurethral
resection of the bladder leukoplakia could significantly
relieve the symptoms of female patients.

The entire procedure (preoperative, operative and
postoperative) was explained in detail to all patients,
all patients signed consent for operative treatment and
informed consent for the study.
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INCIDENCA E TRAUMAVE GJATE LINDJES TEK TE POSALINDURIT TE
ANALIZUAR GJATE NJE: PERIUDHE PESE VECARE NE INSTITUCIONIN
TONE

Luljeta Begiri, Besa Pocesta, Iskra Martinovska, Besa Demiri

Spitali i Specializuar pér Gjinekologji dhe Akusheri “Néna Terezé“- Shkup, R e Magedonisé Veriut

Medicus 2025, Vol. 30 (1): 50-53

ABSTRACT

HYRJA: Traumat tek té posalindurit paragesin léndime fizike ¢ mund té ndodhin gjaté aktit té lindjes si pasojé
e lindjeve natyrore apo té asistuara dhe mund té varijojné nga ato mé té lehta né ata mé serioze me pasoja dhe
komplikime afatgjate.

METODA: Studim retrospektiv i té dhénave gjaté njé periudhe 5 vjecare nga 01.01.2019-01.01.2024, té mara nga
databaza e té dhénave né repartin e neonatologjisé prané institucionit toné, Spitali i Specializuar pér Gjjinekologji
dhe Obstetrké “Néna Terezé”- Shkup.

QELLIMI: Analizimi traumave mé té shpeshta gé mund té ndodhin gjaté lindjes, faktorét gé kontribojné né kéto
léndime, identifikimi dhe trajtimi i kétyre léndimeve pér té parandaluar komplikimet afatgjate.

REZULTATET: Jané analizuar gjthésej 19,495 té posalindur té gjallé né instirucionin toné dhe varésisht prej
ményres sé lindjes, javés sé gestacionit dhe peshés trupore, incidenca e traumave gjaté lindjes éshté: 1375 (7,05 %)
ku numri me i madh jané kefalhematoma 723 (3,70 %), fraktura té klavikulés 230 (1,17%), hemoragjité intrakraniale
366 (1,87%), pareza e nervit facial 32 (0,16%), pareza e nervit brachial 24 (0,12).

KONKLUZION: Réndesisa e diagnozés dhe menaxhimit té hershém mundéson mirégenien e té posalindurit dhe
minimizon pasojat dhe komplikimet afatgjate. Qasja mjekésore e personalizuar, pérdorimi i teknikave té sigurta
té lindjes dhe réndésia e vlerésimeve obstetrike kané réndési té madhe né rezultatet mé té volitshme Kklinike tek
té posalindurit.

FJALET KYCE: kefalhematom, frakturé, hemoragii, TL.
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Instituti pér Statistikat Vitale Nacionale definon traumat
tek té posalindurit si “njé l1éndim i integritetit struktural
apo funkcional tek té poslindurit qé ndodh gjaté procesit
té lindjes”. Traumat tek té posalindurit mé sé shpeshti
paragiten né fazén e dyté té aktit té lindjes si rezultat i
forcave normale te lindjes si kontaraksioni, pérdredhja,
traksioni i té posalindurit duke kaluar népér kanalet e
lindjes ose si pasojé e intervenimeve obstetrike.

Faktorét e rrezikut qé kontribojné né paragitjen e kétyre
traumave tek té posalindurit ndahen né ato maternale,
fetale komplikime obstetrike, mungesa e kujdesit
antenatal dhe pércjellja e shtatzénise.

Lindja spontane vaginale éshté proces qé zhvillohet
pa ndihmén e medikamenteve apo teknikave te cilat
indukojné procesin e lindjes ndérsa lindja vaginale e
asistuar pérfshin pérdorimin e instrumenteve si¢ jané
forcepsi dhe vakumi pér té ndihmuar lindjen. Lindjet
vaginale te asistuara performohen pér mirégenien
e nénés dhe té posalindurit mirépo shpesh mund té
shogérohen me morbiditetin e dy paléve. Indikacion
pér lindje vaginale té asistuar jané zgjatja e fazés sé
dyté té lindjes pér shkak té distresit fetal ose rrezikimi
i giendjes sé nénés. Lindja e asistuar éshté kruciale pér
nénat ge ballafagohen me lindje té véshtirésuar. Té dy
ményrat forcepsi dhe vakumi duhet té pérdoren nga ana
e mjekéve obstetér me ekperiencé pér té minimizuar
komplikimet potenciale. Me réndesi éshté té theksohet
edhe momenti kritik i vlerésimit té mjekut obstetér pér té
vazhduar lindjen me prerje cezariane pér té optimizuar
pérfundimin e lindjes si pér nénén ashtu edhe pér té
posalindurin.

Traumat mé té shpeshta qé hasen perfshijné indet e buta,
sistemin muskuloskeletal, boshtin e kurrizit dhe nervat
periferike (Backet et al.,2007). Incidenca e traumave né
vendet e zhvilluara ka hasur rénie signifikante pér shkak
té pérmirésimit té kujdesit obstetrik dhe diagostifikimit
prenatal (Parker 2005), mirépo ne vendet me resurse té
limituara kjo rénie éshté mé pak evidente (Barry 2008).
Kéto trauma mund té jené shkak pér deformim dhe
disfunksion me pasoja afatshkurte apo afatgjate pér té
posalindurit.

METODAT DHE MATERIALET
Ményra e studimit:

Studim retrospektiv i té dhénave té mara nga databaza e
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té dhénave né Repartin e Neonatologjisé ne institucionin
toné “SpitaliiSpecializuar pér Gjinekologji dhe Obstetriké
“ Néna Terezé”- Shkup.

Periudha e pérfshire né studim;

Eshté bére studim i té dhénave per njé peridhé pesévjecare
nga data 01.01.2019 deri né 01.01.2023.

Popullata e pérfshiré né studim:

Té gjithé té posalindurit prané spitalit toné pérgjaté
periudhés sé studimit.

Sasia e té analizuarve:

Nga 19,485 té posalindur, traumat gjaté lindjes kané gené
prezente né 1375 prej tyre.

Te papéfshiré: Foetus mortus dhe té posalindur jashté
spitalit toné.

Analiza statistikore:

Pas analizimit té traumave tek té posalindurit, té dhénat
jané paraqitur né tabela dhe jané vendosur me numra
dhe pérgindje.

REZULTATET

Tabela 1.

Distribuimi i té posalindurve me léndime sipas peshés
trupore:

Java e Prematur 80 5,81% 0,41%
gestacionit | yjayp 1295 94,18% 6,64%
2500gr |21 1,52% 0,10%
Peshae | 2500-3999 | gq 72% 5,07%
lindjes gr
>4000gr | 364 26,48% 1,86%
Tabela 2.

Distibuimi i té posalindurve me léndime sipas gjinisé dhe
menyrés sé lindjes:

Mashkullore | 781 56,80% 4,00%
Gjinia
Femérore 594 43,20% 3,04%
Spontane | g7 809 % 470%
vaginale
Ményrae | Sectio 387 479% 1,98%
lindjes ceaserea ’ ’
Vakum 71 87,07% 0,36%
exractor
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Tabela 3.

Llojet e traumave gjate lindjes

Cephalhaematoma 723 27,60% 3,70%

F-ra claviculae 230 16,70% 1,17%

IVH 366 26,60% 1,87%

Paresis n. facialis 32 2,32% 0,16%

Paresis n. brahialis 24 1,74% 0,12%
Tabela 4.

Numri pérfundimtar i traumave tek té posalindurit né
institucionin toné gjaté periudhés pesévjecare

i | | et ke
R o nelBES

T il idur e KD [Teiml
Fe=LERTS (04 36k

Froterrn NeLLLS |5 P 1%

WP b DT BT
Tiermdve ik b po s i

Mal3T5 [7B5%)

DISKUTIMI

Duke ju referuar té dhénave nga Organizata Botérore
Shéndetésore (WHO) té vitit 2018, TL tek té posalindurit
sillen nga 0,18 deri ne 33 né 100 000 té posalindur né
vendet mé pak té zhvilluara dhe té pazhvilluara. Kéto
trauma jané ndér dhjeté shkaktarét kryesore né nivel
global pér morbiditetin dhe mortalitetin e té posalindurve.

Sherbimet neonatale dhe obstetrike antenatale, gjaté
lindjes dhe pas lindjes gé ju ofrohen shtatézénave dhe té
posalindurve jané kruciale pér zvogélimin e incidencés sé
traumave tek té posalindurit gjaté lindjes. Prandaj qéllimi
i ketij stidimi éshté té prezantojé faktorét predispozues si
dhe incidencén e kétyre traumave tek té posalindurit né
institucionin toné.

Incidenca e traumave tek té posalindurit

Nga 19,495 té posalindur, té lindur gjaté periudhés sé
studimit toné, me trauma gjaté lindjes jané 1375 (7,055)
té cilét kané pésuar paktén njé lloj traumé gjate lindjes.

Distribuimi sipas gjinisé
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Né studimin toné nga numri i pérgjithshém i té
posalindurve me trauma gjaté lindjes 781 (4,0) i pérkasin
gjinisé mashkullore ndérsa 594 (3,04), gjinisé femérore.
Nga kéto té dhéna mund té konkludojmé qé incidenca e
traumave gjaté lindjes éshté mé e larté tek té posalindurit
e gjinisé mashkullore qé korespondon me statistikat
globale nga CDC.

Java e gestacionit dhe pesha e lindjes

Nga 19459 té posalindur té pérfshiré né studimin toné 1119
(5,73%), jané prematuré ndérsa 80 (5,81%) prej tyre jané me
TL krahasuar me femijét e lindur né kohé(matur), numri i
pérgjitshem éshté 18376 (94,2%), prej tyre me TL jané 1295
(94,18 %). Sipas kétyre té dhénave mund té konkludojmé
gé incidenca e TL éshté dukshém mé e madhe tek femijét
e lindur né kohé (matur).

Sa i pérket peshés gjaté lindjes nga numri i pérgjithshém
i té posalindurve me TL: me peshé trupore <2500 gr jané
21((0,10%), me PT 2500-3999 jané 990 (5,0%), me PT > 364
(26,48%).

Ményra e lindjes:

Nga té dhéat e grumbulluara sa i pérket ményres sé lindjes
nga numri i pérgjithshém i lindjeve, me lindje spontane
vaginale jané 11,328 (58,1% ), ndérsa prej tyre me TL jané
917 (8,09 %), me prerje cezariane jané: 8076 (e prej tyre me
TL 387 (4,79%), dhe me lindje té asistuar gjegjésisht vakum
ekstraktor jané: 81 e prej tyre me TL 71 (5,16%). Nga kéto
té dhéna mund té themi gé pérqgindja relativisht e larté e
TL ndodh tek té posalindurit me lindje spontane vaginale.

Llojet e traumave dhe incidenca e tyre

Ne studimin toné mund té shihet qé TL mé té shpeshta
jané: kefalhematoma 7723(3,70), gjakderdhje intrakraniale
(IVH) 366 (1,87%) fraktura te klavikulés 230 (1,17%), pareza
té nervit facial 329 (0,16%), pareza te nervit brachial 24
(0,12%).

KONKLUZIONI

Duke maré parasysh qé ne jemi vend né zhvillimin e sipér,
bazuar né kété studim véehet qé incidenca e traumave
té lindjes nuk éshté shumé i larté. Mirépo duhet té
potencohet incidenca e traumave dukshém e larté tek
lindjet e asistuara né krahasim me lindjet spontane dhe
prerjet cezariane. Né dekadat e fundit dukshém éshté
zvogéluar numri i TL pér shkak té performimit té prerjeve
cezariane né vend té lindjeve spontane té véshtira pér até
arsye bazuar ne studimin toné vlen té theksohet pérgatitja
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profesionale dhe vlerésimi i mjekut obsteter éshté krucial
pér té minimizuar apo optimizuar pasojat si pér nénén
ashtu edhe pér té posalindurin.
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ABSTRACT

Objective of the study To assess the level of knowledge of women in the reproductive period regarding reproductive
rights according to age, education, occupation, nationality, and employment.

Materials and methods: Prospective transferal (cross-sectional) study that was made on database obtained from
field research on the reproductive health of women in the reproductive period. The target population of the
research was 600 women in the reproductive period. Non-parametric statistical tests were used to test the
significance of differences in the distributions of the obtained response variables.

Results: In the age group from 15 to 19 years, the highest percentage of 70.4% of respondents who do not know the
legal rights regarding reproductive health is registered. 62.3% of respondents with low and 52.8% of respondents
with primary education have no knowledge of legal rights regarding reproductive health. 60.8% of the beneficiaries
of social assistance and 72.9% of the respondents who study in the largest percentage do not know the legal rights
in relation to reproductive health. 23.6% of the unemployed, 16.7% of the housewives and 27.1% of the employed
respondents know about taking swabs for free. In the largest percentage, from 83.1% to 90.7%, those surveyed in
all forms of work status know that childbirth is free.

Conclusion. There is a low level of knowledge of the respondents and a difference in the level of knowledge about
reproductive rights. Most of the respondents partially know or do not know reproductive rights, especially the
right to a free microbiological smear and a preventive breast examination. However, the greatest ignorance of
reproductive rights was observed in the age group of 15-19 years, among respondents with a low level of education,
students and beneficiaries of social assistance, and women from the Roma nationality.

Keywords: reproductive rights, women in the reproductive period

INTRODUCTION

Sexual and reproductive rights include human rights
already accepted in national legislations, international
human rights documents as well as all other documents
reached by consensus. (1) They are based on the right
of all individuals and couples to freely and responsibly
decide on the number and expansion of the family, to have
information and means to do so, on the right to achieve
the highest standard of sexual and reproductive health.
Everyone has the right to make reproductive decisions
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without coercion, discrimination or violence (2).

In the Republic of North Macedonia, sexual and
reproductive health and rights are regulated according
to numerous international strategic recommendations
and legal documents, such as Health for all in the 21st
century, the Convention on the Rights of the Child, the
Universal Declaration of Human Rights, but also laws
of the national legislation: Law on Health Care, Law
on Health Insurance, Law on Patients’ Rights, Law on
Termination of Pregnancy, etc. (3) (4) (8).
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An important part of the legal framework for the
promotion of sexual and reproductive health are the
preventive programs, especially the Program for Active
Health Protection of Mother and Child, which provides
for activities for the promotion and improvement of
reproductive health among women through health
education activities and advice on protection from
unwanted pregnancy and safe sexual behavior involving
about 10% of women of reproductive age (5) (6).

The Program for the Early Detection and Prevention
of Diseases of the Female Reproductive Organs offered
free cervical screenings to 20% of uninsured women,
the Program for the Detection and Treatment of Breast
Cancer allows 30,000 women over the age of 40 to
have free ultrasounds and mammograms, while The
program for the protection of the population from AIDS
includes activities for the health education activity of the
population for sexually transmitted diseases with special
emphasis on the risk groups of the population (7).

The aim of this study was to assess the level of knowledge
of women in the reproductive period regarding
reproductive rights according to age, education,
occupation, nationality, and employment.

MATERIALS AND METHODS

A prospective transferal (cross-sectional) study that was
made based on a database obtained from field research
on the reproductive health of women in the reproductive
period. The target population of the research was female
respondents in the reproductive period aged 15-49
divided into 7 age groups from 15-19 years; 20-24 years;
25-29 years; 30-34 years; 35-39 years; 40-44 years and 45-
49 years.

A total of 600 respondents participated. The basic
instrument of the research was the survey questionnaire
on the sexual and reproductive health of women in
the reproductive period. To test the significance in the
differences in the distributions of the obtained answers
to the variables, tests of non-parametric statistics were
used, namely: Pearson’s or X2 test (Chi - square test) for
two or more independent samples, Mann-Whitney U -
test, Kruskal-Wallis test, ANOVA - Analysis of Variance
and Tukey HSD test.

RESULTS
The study included a total of 600 respondents, 60 from
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each local community (a total of 10 local communities
were registered).

Graph 1. Percentage difference registered between the
species of the family
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In the largest percentage of 89.0%, the respondents
are from a family where one of the family members is
employed. 10.7% of respondents are from families where
no member of the family is employed. The percentage
difference registered between the species of the family is
statistically significant for p<0.05 (graph 1).

Table 1. Presentation of the average number of household
members and the average number of household members
in the reproductive period

Household members 600 4,39 20 11,0 |1,26
Household me.mbers .in 600 27 10 |90 |09
the reproductive period

The average number of household members is 4.4+1.3,
minimum 2, maximum 11 members. The average number
of household members during the reproductive period
of the respondents is 2.7 1.0, minimum 1, maximum 9
members (tab. 1).

Table 2. Distribution of respondents according to age
groups

15-19 years old 81 13,5
20-24 years old 89 14,9
25-29 years old 96 16,0
30-34 years old 90 15,0
35-39 years old 86 14,3
40-44 years old 78 13,0
45-49 years old 80 13,3
Total 600 100,0

The percentage representation of female respondents in
the age groups is approximately the same with a minimum
of 13.0% to 16.0%, which means that it is a homogeneous
distribution of female respondents according to age. The
percentage difference is statistically insignificant for
p>0.05 (tab. 2).

Table 3. Distribution of respondents in terms of age and
knowledge of legal rights in relation to reproductive
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health
[ ves [partily [No [Towl |
15-19 years old 0 24 57 81
20-24 years old 46 37 89
25-29 years old 16 67 13 96
30-34 years old 21 58 1 90
35-39 years old 26 49 1 86
40-44 years old 16 47 15 78
45-49 years old 9 56 15 80
Total 94 347 159 | 600

Inthe age group from 15 to 19 years the highest percentage
of 70.4% of respondents who do not know their legal rights
regarding reproductive health is registered. In the other
age groups, partial knowledge of legal rights regarding
reproductive health is registered from 51.7% to 69.8%.
The percentage difference between forms in age groups
is statistically significant for p<0.05 (tab. 3).

Table 4. Distribution of respondents in terms of nationality
and knowledge of legal rights in relation to reproductive
health

Macedonian 85 304 104 493
Roma 2 25 36 63
Turkish 0 6 6 12
Vlach 6 12 12 30
Serbs 1 0 0 1
Bosniaks 0 0 1 1
Total 94 347 159 600

57% of the surveyed Roma women, 40% of the Vlach
women and 50% of the Turkish women do not know
their legal rights regarding reproductive health. 17%
of Macedonian women and 20% of Vlach women know
their legal rights regarding reproductive health. The
percentage difference between forms among nationalities
is statistically significant for p<0.05 (tab. 4).

Table 5. Distribution of respondents in terms of education
and knowledge of legal rights in relation to reproductive
health

Low education 1 19 33 |53
Primary education 1 33 38 |72
Secondary education 46 | 239 84 | 369
Tertiary Higher education 2 14 2 18
Tertiary Faculty education 4 |14 2 88
Total 94 | 347 159 | 600
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62.3% of respondents with low and 52.8% of respondents
with primary education have no knowledge of legal
rights in relation to reproductive health. 477% of those
surveyed with tertiary higher education and 50% of those
with tertiary faculty education have partial knowledge.
50% of respondents with tertiary faculty education
have knowledge. The percentage difference between
the patterns among respondents regarding education is
statistically significant for p<0.05 (tab. 5).

Table 6. Distribution of respondents in terms of
employment status and knowledge of legal rights in
relation to reproductive health

Unemployed 13 |62 14 |89
Housewife 2 |16 6 |24
Employed as a volunteer or

under contract 2 16 > IB
Employed 77 1215 29 | 321
Study 0 |26 70 |96
Technologically redundant or

bankrupt 0 |2 4|6
Beneficiary of social assistance |0 |20 31 |51
Total 94 | 347 159 | 600

60.8% of the beneficiaries of social assistance and 72.9%
of the respondents who study in the largest percentage
do not know the legal rights in relation to reproductive
health. 14.6% of the unemployed and 24% of the employed
know the legal rights regarding reproductive health.
The percentage difference between the forms among the
respondents regarding the work status is statistically
significant for p<0.05 (tab. 6).

Table 7. Distribution of respondents in terms of age and
knowledge about taking a free cervical screening test,
free childbirth and free breast examination

15-19 yearsold |1

80 52 |8 7 53
20-24 yearsold | 13 76 42 18 33 27
25-29 yearsold | 34 62 4 (16 |2 39
30-34 yearsold | 22 68 47 13 25 35
35-39 yearsold |22 64 43 |17 |17 43
40-44 yearsold | 15 63 44 16 31 29
45-49 yearsold |6 74 49 (11 17 43
Total 113 487 450 1150 (197 403

The lowest percentage of knowledge about free cervical
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screening test is registered among respondents aged 15
to 19 years from 1.2% and age from 45 to 49 years from
75%. In the rest of the age groups, registration among
the surveyed in terms of knowledge about the existence
of free cervical screening test ranges from 14.7% (20-24
years); 19.2% (40-44 vears); 24.4% (30-34 years); 25.6% (35-
39 years) and 35.4% in the age group from 25 to 29 years.
The percentage difference between the forms in the age
groups is statistically significant for p< 0.05 (tab. 7).

Table 8. Distribution of respondents in terms of nationality
and knowledge about taking a free cervical screening
test, free childbirth and free breast examination

Macedonian | 102 391 369 | 124 | 176 | 317
Roma 4 59 54 19 6 57
Turkish 1 1 7 5 2 10
Vlach 6 24 18 (12 12 18
Serbs 0 1 1 0 1 0
Bosniaks 0 1 1 0 0 1
Total 113 487 450 {150 |197 |403

20.7% of the surveyed Macedonian women and 20% of the
Vlachian women know that taking a cervical screening
test at the family gynecologist is free. 74.8% of Macedonian
women surveyed, 60% of Roma women and 90% of
Vlachian women know that childbirth is free. 35.7% of the
surveyed Macedonian women and 40% of the Vlachian
women know their rights for breast examination. The
percentage difference between forms among nationalities
is statistically significant for p<0.05 (tab. 8).

Table 9. Distribution of respondents in terms of education
and knowledge about taking a free cervical screening
test, free childbirth and free breast examination

Low education 1 52 48 5 3 50
Primary education | 4 68 31 41 4 68
Secondary

education 65 (304 |277 |92 110 | 259

Tertiary Higher
education 3 15 u 4 7

Tertiary Faculty
education 40 |48 80 |8 69 |19
Total 113 | 487 [450 |150 (197 | 403
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45.5% of respondents with higher education know about
taking cervical screening test. The percentage difference
between the forms among the respondents regarding
level of education is statistically significant for p<0.05.
90.5% of respondents with low education, 75.1% with
primary education, 778% with higher education and
90.9% with faculty education know about free childbirth.
The percentage difference between the forms among
the respondents regarding education is statistically
significant for p<0.05 (tab. 9). Respondents with higher
education in 61.1% of respondents and faculty education
in 78.4% know the most about the rights to breast
examination.

Table 10. Distribution of respondents in terms of
employment status and knowledge about taking a free
cervical screening test, free childbirth and free breast
examination

Unemployed 21 68 |74 15 18 7
Housewife 4 20 120 |4 3 21
Employed as

avolunteeror |0 13 |8 5 5 8
under contract

Employed 87 234 1291 |30 158 | 163
Study 0 9% (9 87 8 88
Technologically

redundantor |0 6 2 4 2 4
bankrupt

Beneficiary

of social 1 50 |46 |5 3 48
assistance

Total 113 487 | 450 | 150 197 | 403

23.6% of the unemployed, 16.7% of the housewives and
271% of the employed respondents know about taking
cervical screening test for free. In the largest percentage,
from 83.1% to 90.7%, those surveyed in all forms of work
status know that childbirth is free. Regardless of the
employment status, the respondents are not familiar with
the rights to free breast examination. The percentage
difference between the forms among the respondents
regarding the employment status is statistically
significant for p<0.05 (tab. 10).

DISCUSSION

The level of knowledge about reproductive rights and
the use of those rights by women can certainly have a
positive effect on the improvement of their reproductive
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health. Unfortunately, this research showed a low level
of knowledge of the regulations that the respondents
can use, which are prescribed by the current legal and
by-laws in the Republic of North Macedonia and refer to
reproductive health.

The largest part of respondents, 57.8%, partially know
reproductive rights or do not know them at all, 26.5%.
81.2% of respondents do not know that the examination
and taking of a cervical screening test at the family
gynecologist is free of charge for all pregnant women,
and 67.2% do not know their rights for a preventive breast
examination. Statistically significant differences for
p<0.05 were also shown during the analysis of the level
of knowledge of reproductive rights in relation to age,
education, occupation, nationality and place of residence.

A statistically significant difference for p<0.05 was
obtained from the analysis of age and knowledge about
reproductive rights, so that the highest percentage of
ignorance of 70.4% was observed in the age group from
15 to 19 yvears unlike other age groups. Only 1.2% of
respondents aged 15-24 and 7.5% of respondents aged 45-
49 had knowledge about the regulations for taking a free
cervical screening test, free childbirth and preventive
breast examination.

A statistically significant difference for p<0.05 was
obtained from the analysis of the level of education and
knowledge about reproductive rights, so that 62.3% of
those surveyed with low and 52.8% of primary education
have no knowledge, and 50% of those surveyed with high
education have knowledge. Respondents with higher
education have the greatest knowledge about taking free
cervical screening test and breast examination (45.4%,
78.4%) in contrast to other respondents with a lower level
of education.

A statistically significant difference of p<0.05 was
obtained from the analysis of employment status and
knowledge about reproductive rights. The greatest
ignorance of reproductive rights was observed among
the beneficiaries of social assistance (60.8%) and those
surveyed who are studying (72.9%), in contrast to the
employed and the unemployed, who know the legal
rights in 24% and 14%. The same difference is observed
in relation to the knowledge of taking a free cervical
screening and breast examination.

A statistically significant difference for p<0.05 was
obtained from the analysis of nationality and knowledge
about reproductive rights between Roma and Turkish
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women who do not know in 57% and 50% and Vlach
and Macedonian women who only in 20% and 17% they
don’'t know reproductive rights. The same difference is
observed in relation to the knowledge of taking a free
cervical screening and breast examination.

Most of the respondents partially know or do not
know reproductive rights, especially the right to a free
cervical screening and a preventive breast examination.
However, the greatest ignorance of reproductive rights
was observed in the age group of 15-19 years, among
respondents with a low level of education, students and
beneficiaries of social assistance, belonging to Roma and
Turkish nationality. According to the IPPF, knowledge of
sexual and reproductive rights is a framework for well-
being and promotion of sexual and reproductive health
among women (8).

CONCLUSION

There is a low level of knowledge of the respondents and
a difference in the level of knowledge about reproductive
rights under the influence of public health determinants
age, nationality, level of education, employment status.
The majority of respondents partially or completely do
not know the legal rights that relate to and can improve
women’s reproductive health.

Therefore, in general, the entire population should
be covered by the measures for the promotion of
reproductive rights with a special reference to the above
target groups to which special attention should be paid.
These are young people aged 15-19 and women 45-49
years old, women with a lower level of education, women
with a lower socioeconomic status and students, and
Roma women.
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ABSTRACT

Objective: Colorectal carcinoma is the third most common malignancy in the world with the leading cause of a
cancer related mortality. The aim of this retrospective single center study was to determine whether the COVID-19
pandemic had an impact on diagnosis and stage in presentation of colorectal carcinoma.

Methods: We analyzed 264 surgically treated patients for colorectal carcinoma in the Clinical Hospital Acibadem
Sistina in Skopje in the period of 2018-2020. All cases were diagnosed by light microscope and analyzed according
to TNM Classification for malignant tumors, UICC, 8edition.

Results: A total of 112 patients underwent surgery for colorectal carcinoma before the pandemic period (2018-2019)
and 152 patients in the pandemic period (2019-2020).There was a significant increasing rate of advanced stage (I1IB,
IIIC, IVA, IVB) colorectal cancer in the pandemic period.

Conclusion: Although new studies are ongoing to evaluate the impact of COVID19 in different countries, in our
study patients presented with more advanced stage of the disease.

Keywords: colorectal cancer, COVID19

INTRODUCTION disruptions in cancer screening and diagnosis, including
colorectal cancer. Several factors contributed to this:
reduced screening and diagnostic procedures, strain of
Health systems, patient concerns and reluctance and
backlog of cases [2,3].

According to Globocan, in 2020 in R. North Macedonia
were diagnosed 948 new cases of colorectal cancer (CRC)
and it is on the third place after lung cancer and breast
cancer [1]. The COVID-19 pandemic has significantly
impacted healthcare systems worldwide, leading to Lockdowns, social distancing measures, and the
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redirection of healthcare resources towards COVID-19
led to a decrease in routine colorectal cancer screenings
(such as colonoscopies) and diagnostic procedures. This
resulted in delayed diagnoses and potentially more
advanced stages of cancer at presentation. Overwhelmed
healthcare systems faced challenges in accommodating
patients for non-emergency procedures, including cancer
diagnoses. Limited hospital beds, staff shortages, and
prioritization of COVID-19 patients contributed to delays
in diagnosis and treatment. Fear of contracting COVID-19
in healthcare settings led some individuals to postpone
or avoid routine screenings and medical appointments,
further contributing to delayed diagnoses. As healthcare
systems gradually recover, they face a substantial
backlog of patients requiring diagnostic procedures and
treatments, including those with suspected colorectal
cancer. This backlog further extends the time to diagnosis
and treatment initiation [4-6].

These disruptions have likely led to a decrease in early-
stage colorectal cancer diagnoses and an increase in later-
stage diagnoses, potentially impacting patient outcomes.
Research is ongoing to fully understand the long-term
effects of the pandemic on colorectal cancer incidence
and mortality.

Our aim in this study was to evaluate the impact of
the pandemic period on diagnosis of colorectal cancer
patients in Clinical Hospital Acibadem-Sistina in Skopje,
North Macedonia. To our knowledge this is the first study
of this kind in our country.

MATERIALS AND METHODS

We analyzed 264 surgically treated patients for colorectal
carcinoma in the Clinical Hospital Acibadem Sistina in
Skopje in the period of 2018-2020. All tissue specimens
were formalin fixed and paraffin embedded, cutted in
du sections and routinely stained with Hematoxylin
and eosin. On light microscope a histologic type of the
carcinoma was detected, nuclear grade, tumor depth
of invasion, and number of positive lymph nodes. The
Stage of the disease was obtained according to TNM
classification for malignant tumors, 8ed, UICC.

RESULTS

Our results showed that the number of metastatic cases
were increased in the pandemic period, and the cases
with lower Stage were decreased (Table 1).
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Table 1. Number of cases with Stage distribution in
prepandemic and pandemic period

I1IB 35 54
1A 26 35
IIIC 19 32
1B 9 2
I 6 9
Ic 3 2
IVA 2 7
IIIA 1 1
IVB 1 6

There were 36% of the cases in Stage IIIB in pandemic
period and 34 % were in prepandemic. The number of
cases with distant metastasis were also increased (Stage
IVA, IVC) (Figure 1).

Figure 1. Percentage distribution of cases according to
Stage of the disease in the two groups
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DISCUSSION

The COVID-19 pandemic significantly disrupted
healthcare systems globally, impacting various aspects of
cancer care, including the diagnosis of colorectal cancer.
Studies using varied methodologies and populations have
revealed a complex picture of the pandemic’s influence
[7-9]. One major consequence was the reduction in
screening and diagnostic procedures. D’Ovidio et al. in
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their study discusses the impact on screening programs,
while Kelkar et al. focuses on the effects within a large U.S.
health system [5,7]. Lockdowns, resource reallocation,
and patient apprehension contributed to delays and
decreases in colonoscopies and other essential diagnostic
activities. This led to a shift in stage at diagnosis, with
potentially more advanced presentations observed during
the pandemic period [10-13].

Takashima et al. directly investigated the severity of CRC
in patients before and after the COVID-19 outbreak in a
single institution, noting a higher incidence of advanced
CRC during the pandemic period [14]. Similarly, Xu et al.
observed changes in patient demographics and clinical
care in their single-center retrospective study [15]. Song
et al. employed bioinformatics and systems biology
techniques to explore the interplay between COVID-19 and
CRC, offering a different perspective on the pandemic’s
influence [16].

The challenges faced by healthcare systems in managing
CRC during the pandemic are highlighted in Italy,
Denmark and US [17-19]. These challenges, coupled
with the disruptions in screening and diagnosis, likely
contributed to the observed changes in diagnostic
patterns.

While the long-term consequences of these disruptions
are still being investigated, the available evidence
suggests a concerning trend towards later-stage diagnoses
and potential negative impacts on patient outcomes.
Further research is crucial to fully understand the extent
of these effects and to develop strategies to mitigate the

pandemic’s lasting impact on CRC diagnosis and care
[20,21].

CONCLUSION

This study showed that Covid19 pandemic period have
faced serious challenges in our country diagnosing
the patients with colorectal carcinoma. Efforts should
be made in health care systems worldwide because of
the increasing number of patients treated in advanced
oncologic stages.

Conflict of interest: None declared.
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ABSTRACT

Objective: We aimed to analyze the differences in body fat and its distribution on trunk/extremities in male
athletes aged from 15 - 18 years, according to sport category.

Material and methods: In analytical cross-sectional study were included 112 male athletes from school leagues in
Republic of North Macedonia, divided in sports categories U16 (aged from 15 to 16 years) and U18 (aged from 17 to
18 years). Body fat was analyzed with bioelectricalimpedance on InBody 720. Investigated BIA variables ware: total
and segmental body fat mass in kg (BFM) and percents (%BFM), body mass index (BMI), body fat mass index (BFMI),
percent %BFMI and protein-fat index (PFI).

Results: BMI and PFI were significantly higher in U18 (22.51 + 1.94 and 1.82 * 0.78), compared with U16 (21.64 + 1.72
and 1.75 * 0.70, respectively). BFM was higher in U18 (8.54 = 3.55 kg), compared with U16 (783 + 2.83 kg), but the
difference was not significant. Also, differences in segmental fat were not significant.

Conclusion: U16 and U18 male young athletes from RNM have similar size of total and segmental fat mass.

Keywords: body fat component, athletes, U16, U18, bioelectricalimpedance

INTRODUCTION

Body fat mass is very important body component in
athletes, due to its complex effect on health, especially
in young athletes. The category of “young athletes”
was defined in 2022 vear, by the International Olympic
Committee (I0C), and included athletes aged from 15 to 18
years.(1) This category is one of the most vulnerable groups

(BFC), whether it is an increased or decreased percentage
of body fat, have negative health consequences. In
sports, the fat component represents “ballast” tissue
that affects physical abilities, and has a negative impact
on aerobic and anaerobic capacity.(2) Low body fat also
has a negative impact on physical performance and is
associated with low energy reserves and a lack of macro-

in sports medicine and regular sports examinations,
including the analysis of body composition, are especially
important for them. Deviations in body fat component
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and micronutrients.(3)

The method of choice in evaluation of total body
composition, and also the fat component, among young
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athletes is bioelectricalimpedance (BIA) according to its
simplicity, safety and proven accuracy.(4) In Republic
of North Macedonia (RNM) there are only few studies
about the total body composition evaluated with BIA in
young karate athletes,(5,6) and there is no data about the
segmental distribution of the body fat in young athletes,
which was the main motive for this research.

The age range from 15 to 18 years covers two sports
categories, U16 and Ul8, which are included in this
research. Data from the world literature about the
differences in fat component in relation to the sports
category are controversial. Only a little data shown that
there are differences in body fat component, in relation
to higher sports categories.(7,8) Based on these results
from the world literature, in conditions of scarce data
on young athletes from the RNM, we defined following
hypothesis to be tested in a cross-sectional study: There
are significant differences in the size of the body fat
component analyzed with BIA, as well as in its segmental
body distribution between different sports categories in
male young athletes from RNM.

The aims of this study ware: 1. to analyze the differences
in total body fat component evaluated with the method of
BIA, in male athletes from 15 - 18 years according to sport
category; and 2. to analyze the segmental distribution of
body fat on following body segments: trunk, upper and
lower extremities, in male athletes from 15 - 18 years
according to sport category.

The results of this study will provide insight into
the patterns of body fat component related to sports
categories in young athletes from RNM, as well as more
precise guidelines about the interpretation of the results
of body fat component in health and sports management
of young athletes.

MATERIAL AND METHODS

In this cross-sectional study were included 112 male
athletes aged from 15 to 18 years, who participating in
regular school sports leagues in the RNM. This study
was conducted during the 2025 year, at the Institute of
ME Physiology and Anthropology, Faculty of Medicine
- Skopje, in collaboration with private healthcare
institution “Dr. Engin Emini” - Tetovo. The study is a
part of larger research for a doctoral dissertation, which
will include young athletes from both genders, and their
age peers who are not athletes (all participants have
not vet been processed) and was approved by the Ethics
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Committee for Research on Human Subjects number
0396/3 from 16.01.2025 year at the University of “St. Cyril
and Methodius”- Faculty of medicine in Skopje.

Each athlete was evaluated once, during one of the
regular sports examinations in the current competitive
season. The athletes were divided in two groups according
to the sport category: Ul6 (n = 60) consists of athletes
aged from 15 to 16 years, and U18 (n = 52), consists of
athletes aged from 17 to 18 years. The inclusion criteria
ware: male school children from RNM; age 15-18 years;
good health condition; absence of disease, injury and
any condition that limits movements; at least 2 years of
continuous competitive sporting; stable training process
of at least 5 training sessions/week; usual diet without
any nutritional intervention; pharmacological anamnesis
without consumption of drugs and other chemical
substances; absence of any metal implant; and signed
informed consent by the child and the parent. Following
respondents were excluded from the study: who did not
meet all the inclusion criteria, for whom the data were
not complete, or who subsequently requested to be
excluded from the study.

Foreachathlete,anamnesisdatawere collected, astandard
examination was performed by a sports physician, body
height and body composition measurements were done.
Body height was measured with Martin anthropometer,
with a reading accuracy of 1.0 mm, according to standard
methodology of International Biological Program.(9)
Body fat component (BFC) was analyzed with multi-
frequency bioelectricalimpedance (MF-BIA), on validated
body analyzer InBody 720, according to the methodology
of Kushner and recommendations for measurement
accuracy.(10,11)

First, a check was made to see if the athlete has fulfilled
the following instructions given to him when scheduling
the sports examination: not to consume a large meal,
caffeine and alcohol on the day of the examination;
not to smoke for several hours before the examination;
and to avoid intense physical activity 24 hours before
the examination.(11) Athletes who do not comply with
the instructions, their sports examinations ware
rescheduled. Before the measurement begins, the subject
was instructed: to go to the toilet; strip to sports shorts
and a T-shirt; spend 5 minutes in a standing position;
take off the shoes, wipe the feet and palms of sweat
with absorbent paper, which will be then coated with
an electrolyte solution; to stand with feet over the foot
electrodes; to grasp the hand electrode holders with all
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their fingers from the bottom, and place their thumb on
the top of the holder; and to assume a correct upright
position without moving, with all limbs extended at the
joints and slightly spread. After assuming the position,
the examiner entered basic data about the subject on the
BIA device screen and start the measurement. The result
was ready after one minute.(12)

Following BIA variables were used in analysis of total
BFC: body weight (BW, kg); body height (BH, cm); body
mass index (BMI, kg/m2) - ratio between BM in kg and
square of BH in m; body fat mass (BFM, kg); body fat
percentage (%BFM); body fat mass index (BFMI, kg/m2)
- ratio between BFM in kg and the square of BH in m;
index of %BFM and BMI (%BFM/BMI); protein-fat index
(PFI, kg/kg) - ratio of protein mass in kg and BFM in kg.
BIA variables of segmental fat mass expressed in both, kg
(absolute values) and percentages (relative values), were
performed on: right arm, left arm, trunk, right leg and
left leg.

The data were analyzed with the standard statistical
package STATGRAPHICS 18 and were presented in
tables. From descriptive statistics for each variable
were calculated: arithmetic mean, standard deviation
and median. The normal statistical distribution was
tested with Kolmogorov-Smirnov test (K-S test). For
variables that showed a normal statistical distribution,
the significance of the differences in relation to the two
sports categories was analyzed with the unpaired t-test
(two-tailed). For variables that showed an asymmetric
statistical distribution, the significance of the differences
between the two sports categories was analyzed with the
Mann-Whitney U test. The significance level was p < 0.05.

RESULTS

Table no 1 shows the data from the descriptive statistics
and the significance of the differences between U16 and
U18 for BH and following BIA variables: BW, BMI, and
variables of the total BFC. K-S test had shown normal
statistical distribution for these variables, and their
differences were tested with t-test for independent
simples. Basic variables like BH, BW and BMI are
significantly higher in U18 athletes, than in U16. Also,
PFI was significantly higher (p < 0.05) in U18 (1.82 + 0.78),
compared with U16 (1.75 + 0.70, respectively). The other
differences were not significant.

Table no 1. Descriptive statistics and significance of the
differences in body height, body weight and in total body
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fat component in male athletes aged from 15-18 years
according to sports categories

17758 + 18103 £ 0.00822
IBH,em | 3%, 1770 539 1810 o691

6832+ 0.00017
BW, kg 75 6045 | B75+717 | 7240 5902
BEM kg | 783:283 | 15 854355 | 805 0.23977(1182)
N 145+ 4= 0.99367
%BEM 384 10.95 s 1125 0008

2164+ 2251
BMI 17 2160 ™ 24 0.01333 (2.515)
BFMI 250+095 | 2.28 2614107 | 235 072561 (0.142)
N 0.85340
%BEMI 053016 | 051 0574022 | 053 0062
PFI 175:070 | 162 182078 | 178 0.035572 (3.07)

1BH, body height; BW, body weight; BFM, body fat mass;
BMI, body mass index; BFMI, body fat mass index; PFI,
protein-fat index.

The data from descriptive statistics and the significance
of the differences in fat mass between the different body
segments for U16 and U18 sports categories are shown in
table no 2. Athletes from U18 category had higher values
of the segmental body fat component of the trunk, left
arm and right arm, compared to U16. These differences
were not significant, and were tested with t-test, except
for fat mass on right arm (both absolute (kg) and relative
fat mass (%), which data were not normally distributed.

Table no 2. Descriptive statistics and significance of the
differences in segmental fat mass in male athletes aged
from 15-18 years according to sports categories

1RA kg 0.33+0.18 | 0.30 035024 | 030 20U =1545NS
0 53.77 + 54.40 + ~

RA % 3081 50.0 3778 50.0 U=1532.5NS

0.34 +

LA kg 020 0.30 0.36+0.24 | 030 0.51756 (0.649)
o 5460 + 56.17

LA % 339 50.0 3783 50.0 0.81518 (0.234)

Trunk kg 358+182 | 3.15 406221 | 375 0.21392 (1.250)

o 80.32 + 88.98 +

Trunk % 1068 69.50 1908 835 0.30930 (1.021)

RL kg 1.34+0.37 | 130 1.39+0.44 1.35 0.49681(0.682)
o 7555+ 7523+

RL % 259 74.0 2566 73.0 0.95435 (0.057)

LLkg 1.33+0.37 | 130 1.37 + 0.44 1.35 0.57374 (0.564)
o 7478 + 7420 £

LL% 2220 71.0 25.05 73.0 0.86500 (0.170)

1RA, right arm; LA, left arm; RL, right leg; LL, left leg;
2U, U-value of Mann-Whitney test
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DISCUSSION

Evaluation of total body composition, including fat
component, is a part of regular sports examinations
in RNM, but only few variables are included, like BW,
BMI, BFM (kg) and %BFM. Each body component has a
different meaning for athletes. The BFC is important,
both for assessing the health status of athletes, and also
for insight into the physical performance of athletes,
which significantly depends on the size of the body fat
component.(13,14) The main objective of this study was
to analyze the body fat component in male athletes, aged
from 15 to 18 years according to sport category.

The results of this study show significant differences in
basic variables like BW, BH and BMI. Athletes from U18
sport category are taller (p < 0.01), heavier (p < 0.001)
and have higher BMI (p < 0.05), compared to U16, who
are younger athletes and are expected to be lower and
lighter. These results are related to growth of the body
that is likely not yet complete in these athletes. The
BFM is about 1 kg higher in U18, but other BIA variables
of the fat component, like %BFM, BFMI and %BFMI
are similar between the younger (U16) and older sport
category (U18). Only PFl is significantly higher in U18 (1.82
+ 0.78), compared with U16 (1.75 + 0.70), indicating that
U18 athletes have more fat per kilogram of protein mass.
BIA variables of fat component show that the size of this
component is similar between U16 and Ul8 athletes.
These results support those authors who also did not
find clearly pronounced differences in the fat component
between different sports categories.(7,8,14) In handball
players from the categories U14 (13 and 14 years old), U16
(15 and 16 vears old) to U18 (17 and 18 vears old), with the
increase in the category, almost all physical performances
increased, and among the body components, soft tissue
mass showed a significant increase, as opposed to fat
mass.(7) Spehnjak et al. (2021) investigated the body
composition and physical performance in soccer players
from the following sports categories: U15 (ages 14 and 15),
U17 (ages 16 and 17), U19 (ages 18 and 19) and seniors (over
19 years). There were no differences in fat mass between
the groups.(8) Zaric et al. (2020) concluded that even
statistically insignificant differences in fat component
distinguishes the elite athletes from the rest.(14)

The athletes examined in this study had similar
nutritional status and similar training regimens, factors
that could influence fat component to be also similar
between younger U16 and older U18 athletes. Nutrition
and physical fitness are environmental factors that have
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been shown to have a major impact on body composition,
especially the fat component.(15,16)

The same like total body fat, and segmental fat component
of the athletes in this study shows similar results. The
results of segmental body fats are published for the first
time in RNM. As expected, the arms have the lowest fat
content, followed by the legs and finally the by the trunk.
We did not find any asymmetry in the distribution of body
fat between the right and the left side of the body. There
are not significant differences in the distribution of the
fat component in various parts of the body, between
U16 and U18 athletes. In this research can be concluded
following:

- BH, BW and BMI have significantly higher values in U18
male athletes, compared with the younger group of U16
athletes;

- BIA variables which are indicators of total body fat
component, BEM, %BFM, BEMI and %BFMI, show discrete
differences between the U16 and U18.These differences
are not significant;

- PHI showed a clear distinction between U16 and U18
sports category, and we recommend this variable to be
mandatory included in the analysis of the fat component
with BIA, during sports examinations for younger
athletes;

- Absolute and relative values of segmental fat
components do not show significant differences between
sport categories U16 and U18 in male athletes;

-U16 and U18 male athletes from RNM have similar size of
total and segmental fat mass during the age period from
15 to 18 years old. Probably maturation status of the young
athletes from RNM, between the age of 15 and 18 vyears,
has a week effect on the body fat mass. This is consistent
with the results of Kal¢ikova et al. (2023) who found that
the body maturity status in young soccer players had an
impact on the size of body components determined by
BIA, with the exception of fat mass.(17)

The statistical analysis in this study did not confirm our
research hypothesis. The results showed the opposite,
that there are no significant differences according to
sports categories in either the total or segmental fat
component in male athletes from RNM, aged from 15 to
18 years. It would be interesting to examine the changes
in other body components in athletes aged from 15 to
18 years, and also in those youth who are not athletes,
which will be of interest in our further research.
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This research has following limitations:

- BIA is not a gold standard for analysis of body
composition, but the use of other complex methods due
to various types of radiation or application of radioactive
substances is questionable in the child population;

- Variations in the results, especially as a result of various
external influences, which should be minimized;

Depends on biological conductors, which are
unpredictable like the hydration level or electrolyte
concentration;

- The number of the participants, but this research will
continue and the size of the groups will increase, which
will allow more complex analyses.
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ABSTRACT

The COVID-19 pandemic, caused by the SARS-CoV-2 virus, has emerged as a significant global health challenge,
particularly for patients with pre-existing conditions. This study investigates the relationship between
comorbidities—such as diabetes mellitus, chronic obstructive pulmonary disease (COPD), cardiovascular disease,
hypertension, and dyslipidemia—and the clinical severity and mortality of COVID-19. A retrospective observational
study involving 250 unvaccinated COVID-19 patients fromvarious healthcare centers in North Macedonia, was
conducted from November 2020 to November 2021. Patients with and without comorbidities were categorized
into mild, moderate, and severe COVID-19 diseasegroups based on CDC criteria. The analysis revealed that
comorbidities had a significant impact on COVID-19 severity and outcomes. Notably, patients with diabetes, COPD,
and cerebrovascular incidents faced much higher risks of severe outcomes and mortality. The study found a
synergistic effect between hypertension and dyslipidemia, which markedly increased mortality risk. In contrast,
conditions such as hypothyroidism and well-controlled allergic asthma did not significantly affectthe outcomes.
Additionally, the study highlights the role of ACE2 receptors in multiple organs in mediating SARS-CoV-2 infection.
The findings point out that COVID-19 patients who have multiple comorbidities have a higher mortality rate. The
study highlights the necessity of identifying high-risk patients early which is consistent with global data.

Keywords: COVID-19, SARS-CoV-2, comorbidities, mortality, disease severity

INTRODUCTION of COVID-19 has evolved to recognize its widespread

The COVID-19 pandemic, caused by the SARS-CoV-2 virus, impact on various organ systems, particularly in patients
has become a complex global health issue that extends with pre-existing comorbidities. A key factor in developing

beyond respiratory illness. Initially identified primarily COVID_?Q infection is the presence of ar}gloten51n-
as a lung disease leading to pneumonia and acute converting enzyme 2 (ACE2) receptors, which enable

. : . the virus’s entry into cells. These receptors are found
respiratory distress syndrome (ARDS), our understandin
prratory v ( ) 8 throughout different organs in the body, and with their
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help, the virus can affect multiple organs and systems.

Throughout the years, it became clear that there is a
significant connection between COVID-19 and pre-existing
comorbidities. Individuals with specific conditions often
face more severe challenges when infected with the virus.
Comorbidities such as hypertension, diabetes mellitus,
chronic obstructive respiratory issues, and obesity can
worsen the clinical condition and increase mortality
rates. Understanding the relationship between COVID-19
infection and comorbidities is critical for understanding
the disease and providing better treatment.

For example, patients with cardiovascular diseases
have increased risks because the virus can exacerbate
conditions like hypertension and heart failure, as well as
complications such as myocarditis. (13) Individuals with
liver disease or chronic kidney disease are at a higher
risk for severe outcomes due to the interactions between
pre-existing conditions and the infection. (14) Also,
individuals with diabetes are similarly at an elevated risk
for experiencing severe outcomes. (15)

In this cross-sectionalreport, we investigate the influence
of specific comorbidities on patients infected with SARS-
CoV-2.COVID-19 was diagnosed through PCR tests, and
all the patients in the study were older than 18 vears.
The goal was to understand how these additional health
issues can influence the progression of the disease.

METHODS
Study design

We conducted a retrospective observational study of 250
patients with COVID-19 disease treated as outpatients
or were hospitalized in several health facilities: Health
Center MakedonskiBrod, General HospitalPrilep, Health
Center Shtip, General Hospital Kocani and the modular
hospital at the University Clinic for Infectious Diseases
and Febrile Conditions in Skopje in a period of one year,
from November 2020 till November 2021. Theinclusion
criteria specified that all patients had positive SARS-
CoV-2 RT-PCR swabs and were older than 18 years. For all
patients included in the study, we recorded demographic
characteristics and the date of the SARS-CoV-2 positive
test. We classified the patients according to the CDC
classification of disease severity into three groups: 1.
mild illness (fever, cough, sore throat, malaise, headache,
muscle pain, nausea, vomiting, diarrhea, loss of taste and
smell) 2. moderate illness (patients with evidence of lower
respiratory disease during clinical assessment or imaging,
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with Sp02 >94% on room air), treated as outpatients and
3. severe illness (patients with Sp02 <94% on room air at
sea level, Pa02/Fi02 <300 mm Hg, a respiratory rate >30
breaths/min, or lung infiltrates >50%) which required
hospitalization. None of the patients included in the
study were vaccinated.

Statistical analysis

The data were analyzed using the statistical program
SPSS 23.0. Categorical (attributive) variables are shown
with absolute and relative numbers. The non-parametric
Chi-square test was used to compare the categorical
variables. P<0.05 was considered statistically significant.
The data are presented as tables and graphs.

RESULTS
Patient characteristics

Out of 250 subjects included in the study, 115 (46%) were
male and 135 (54%) were female. The average age of the
patients was 51.3 + 16.4 years, with 143 (57.2%) being older
than 50 years. The demographic characteristics are
detailed in Table 1.

Sex

female 115 (46)
male 135 (54)
Age group

>49 107 (42.8)
<50 143 (57.2)
Age/years

(mean =SD) 51.3+164

In the group of deceased patients, 81.48% had overall
22 comorbidities. Some of these comorbidities included
arterial hypertension, diabetes mellitus, chronic
obstructive pulmonary disease, asthma, chronic
cardiomyopathy, hyperlipidemia, and hypothyroidism,
among others. The statistical analysis revealed a
significantly higher prevalence of associated chronic
conditions in patients who passed away, indicating a
strong correlation between the outcome and the presence
of comorbidities (X2 = 12.3, p = 0.00045). (See Figure 2 and
Figure 2a.)



ARy

Profesional paper I

FiELERT P GRAPHN B8 FRESENTATIDN SHOWIRG THE D TRIRITHON
OF FURTADA FATIONTS, CATIGORIITD IF THE FRERENCT OR
ABSEMLE OF COMRMIREDATES.

S 118
0 123 5(1852)
(52.91) X2-216
1 55 51(22.87) | 4(1481) | *p=0.000021
2 72 54(24.22) | 18 (66.67)

X2(Chi-square test);***p<0.0001

The analysis of the association between outcomes and
FHRUERE FA. GRAFHE BFFEESE RTATHEY SHOARAN THE
DHSTRIBUTION OF DECEASED PATIENTS WITH AN WITHOUT various types of comorbidities revealed a significant
AR DTS, . . . . .

correlation with certain conditions. Specifically,
thelethaloutcome from COVID-19 was significantly
associated with diabetes mellitus (p=0.048), chronic
obstructive pulmonarydisease (p=0.0037), cerebrovascular
diseases (p=0.034), and cardiomyopathy (p=0.001). In
contrast, no significant association was found with high
blood pressure, asthma, hyperlipidemia, hypothyroidism,
or atrial fibrillation (p>0.05). The detailed statistics is
presented in Table 6.

The statistical analysis confirmed that the frequency
of exitus lethalis in patients with comorbidities is
remarkably higher compared to patients without any

como'rbld condltlops. This suggests. that the presence of wes | 102 82 (3671 200 | x0-05
additional health issues may contribute to an increased | A s 209 0 p=049
risk of mortality in affected individuals. o |3 peToan 7059 | xa01
The number of comorbidities affects patient outcomes . no | 216 196 (8789) 20(74.07) | "p=0.048
(p=0.000021), and the number of comorbidities was | sqopp ves |15 10448 51852 | x2-841
especially high in the group of patients with lethal s w1955 | 208148 | P00
outcomes. Asthma = ;’44 ;[72'(23)31) (2)7 o0 ;fzo‘g“
no . =0

Out of the patients with lethal outcomes, only 4 (14,81%) ves |5 3(135) 2040 | x0a5
have had only one comorbidity in comparison with |*“"* no | 245 2209865 | 25(9259) | ‘p=0.034
healed COVID-19 infections, in which 51 patients (22,87%) ves | 12 8(3.59) 40481) | xo-664
have had only one comorbidity.Among the deceased > no | 238 215(96.41) 23(8519) | *p=0.001
patients with two comorbidities were 18 (66,67%), and 6HLD yes |34 30 (13.45) 401481 | x2-0.04
among the patients with healed COVID-19 infections, no | 216 193(86.55) | 23(85.19) | p=084
with two comorbidities, were 54 (24,22%).There was a | Hypo- yes |10 9(404) 167 | X2-0.007
statistically significant difference between the number | |no | 240 2149596 | %6(963) | P09
of comorbidities and the end result of Covid 19 in both |5 ves |7 S22 20410 | x2-236
groups. The results are shown in Table 5. | % 2816 | 55959 | 02

X2(Chi-square test);*p<0.05,"*p<0.0; 1HTA-Hypertension
Arterialis; 2DM- Diabetes Mellitus; 3COPD- Chronic
Obstructive Pulmonary Disease;4CVA- Cerebrovascular
Accident; 5CMP-Cardiomyopathy; 6HLP- Hyperlipidemy;
7AFF- Atrial Fibrillation;

The non-surviving patients had higher rates of diabetes
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mellitus (n=7, 25.93%) compared to the surviving patients
(n=27, 12.11%), chronic obstructive disease (n=5, 18.52%
vs. n=10, 4.48%), stroke (n=2, 741% vs. n=3, 1.35%), and
cardiomyopathy (n=4, 14.81% vs. n=8, 3.59%), as shown in
Table 6.

Figure 3.Figure 3a.
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DISCUSSION

This smallmulticentricstudy which was performed in
North Macedonia, has led us to a conclusion that the
presence and type of comorbidities significantly influence
the prognosis of COVID-19 infection. Notably, more than
50% of our deceased COVID-19 patients had at least one
comorbidity, which was consistent with thefindings from
Irawaty Djaharuddin et al. They reported a very similar
association between comorbidities and mortality in
COVID-19 patients. (2)

Comorbid conditions such as hypertension, diabetes,
and cardiovascular disease often worsen the severity of
COVID-19 infection, leading to poorer outcomes due to
their impact on immune system responses and organ
functions. (1, 4)

Hypertension is one of the most common comorbidities
among patients infected with COVID-19. In our study,
approximately 50% of the patients were diagnosed with
hypertension. However, when the only comorbidity was
hypertension, its effect on the outcome was minimal.
There are similar findings from the study by Guan et
al.But, when hypertension is combined with conditions
like dyslipidemia, the risk of mortality significantly
increases. The same was concluded by Atmosudigdo et
al., who identified dyslipidemia as a risk factor for severe
COVID-19 when it coexists with hypertension. (9)

Hyperlipidemia alone did not show a significant impact
on the patient’s outcomes. However, when it was present
alongside multiple comorbidities, it contributed to an
elevated risk of severe clinical presentation and mortality.
This is consistent with findings by Atmosudigdo et al.,
who emphasized the synergistic effect of dyslipidemia
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with other conditions like hypertension on worsening
COVID-19 outcomes. (9)

Hypothyroidism does not significantly affect outcomes in
COVID-19 patients. Our findings are consistent with those
of Maaike van Gerwen et al., whose study concluded that
hypothyroidism does not significantly impact mortality
or worsen clinical presentation in individuals infected
with COVID-19. (5)

The relationship between asthma and COVID-19 outcomes
has shown mixed findings. In our study, controlled allergic
asthma did not significantly affect patient prognosis. This
is consistent with the findings of the study by Murphy et
al., who found a lower risk of severe outcomes in patients
with allergic asthma. However, other studies, including
those by Dolby et al. and Shi et al., have indicated that
asthma, especially non-allergic or poorly controlled
asthma, may increase the risk of severe outcomes and
mortality. (7, 8)

In our study, patients diagnosed with diabetes, chronic
obstructive pulmonary disease, and cerebrovascular
incidents showed a much higher probability of severe
clinical presentation and a higher percentage of
mortality in comparison to patients who do not have
these conditions. Diabetes has been widely recognized as
a key risk factor for severe COVID-19 due to its impact on
immune function and metabolic health, and this is also
reported by Lim et al. (12) Similarly, Puebla Neira et al.
recognized COPD as a strong predictor of poor outcomes,
particularly in hospitalized COVID-19 patients. (11)
Cardiovascular disease, as highlighted by Vidal-Perez et
al., further exacerbates the severity of COVID-19 due to its
impact on the cardiovascular and immune systems. (10)

Comorbidities, such as chronic kidney disease and obesity,
were not the primary focus of our study. Nonetheless,
they were found to play a crucial role in the patient’s
outcome. According to Loganathan et alos literature,
chronic kidney disease makes patients more susceptible
to severe infections as a condition that impairs immune
function. (1) Obesity, which is associated with chronic
inflammation and respiratory difficulties, additionally
increases the risk of severe disease and poor outcomes.

CONCLUSION

This cross-sectionalstudy confirms that comorbidities
are crucial in determining the severity and outcomes
of COVID-19 infections. When comorbidities such as
hypertension, diabetes, chronic obstructive pulmonary
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disease, dyslipidemia, and cardiovascular diseases are
present, the risk of severe clinical manifestation and
mortality is higher.

On the contrary, some comorbidities, such as
hypothyroidism and allergic asthma, did not show a
crucial role in the outcome.

An interesting fact is that hypertension and dyslipidemia
demonstrate synergistic effects when present together.

By understanding the connection between COVID-19 and
specific comorbidities, the healthcare system can use
its resources more effectively. This knowledge enables
healthcare professionals to better triage, prioritize high-
risk patients, and start early treatment, ultimately aiming
to improve outcomes.
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ABSTRACT

Objective. To establish a correlation between maternal age, maternal BMI, conjugata externa, maternal abdominal
circumference, parity, fetal weight and fetal head circumference and vacuum assisted delivery, as well as to
analyze maternal and neonatal complications caused by the procedure.

Methods. In our hospital is preformed outlet vacuum assisted delivery exclusively, according to RCOG guideline
for Assisted vaginal birth. Indication for vacuum assisted delivery was fetal distress in a term pregnancy. Soft caps
were used and performance of mediolateral episiotomy was mandatory. The procedure was preformed by trained
operators.

Conclusion. Our study showed that primiparous women with overweight and obesity and those with abdominal
circumference of 100 cm and above, are more prone to vacuum extraction. The most common maternal
complication is vaginal laceration, and such deliveries require treatment of the mothers and newborns, requiring
hospitalization three days or more. Neonatal complications are most often associated with cephalhematoma and
livid asphyxia of the newborn.

Key words: vacuum assisted delivery, maternal complications, neonatal complications, risk factors

INTRODUCTION

Most births occur naturally, without the physical
assistance of a health care provider. Unassisted birth in
the cephalic position accounts for nearly 95% of all births
(1). The mother’s expulsive efforts, combined with the
contractile force of the uterus, provide a coordinated
force to push the baby out of the uterus and through the
birth canal. Complications may arise and interfere with
normal vaginal delivery or require acceleration of labor

by common factors, including narrowing of the birth
canal, fetal distress, intrapartum infection, maternal
exhaustion, pathological conditions, or the size of the

baby.

Operative vaginal delivery refers to a delivery in which
the operator uses forceps or a vacuum device to assist
the mother deliver the fetus to extrauterine life. The
instrument is applied to the fetal head and then the
operator uses traction to extract the fetus, typically
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during a contraction while the mother is pushing.

In the United States, 3.6 percent of all deliveries are
accomplished via an operative vaginal approach (3).
The overall rate of operative vaginal delivery has been
diminishing, but the proportion of operative vaginal
deliveries conducted by vacuum assisted births has been
increasing and is more than four times the rate of forceps
assisted births. Forceps deliveries account for 1 percent
of vaginal births and vacuum deliveries account for about
4 percent of vaginal births. In recent years, the success
rate for operative vaginal deliveries has been quite high
(99 percent) (4).

Vacuum extraction (VE) is the completion of vaginal
birth using negative pressure. Together with forceps,
it is considered an instrumental (operative) assisted
vaginal birth. While completion of birth with forceps is
rarely performed today and is no longer used in clinical
practice, due to the higher incidence of complications
such as peripheral nerve damage, shoulder impingement,
skull impression fractures, and birth canal injuries,
completion of birth with VE is still present in clinical
practice. The first records of the use of a vacuum cup are
known since 1632, when Hildanus described the use of the
ventouse succion cup, for the purpose of repositioning
an impression fracture of the fetal skull. After him, in
1705, James Yonge suggested that this vacuum cup, can
be used as an aid in “pulling out” the fetus throught the
birth canal. Nevertheless, the first successful vaginal
birth completed using “suction traction” was described
by James Simpson in 1849. As early as 1875, Stillman
modified Simpson’s device, and since then instrumental
completion of vaginal delivery with the help of a vacuum
extractor has been continuously in use (5). In 1953, the
Swedish obstetrician, Tage Malmstrom, introduced a
hollow disc-shaped stainless steel metal cup for vacuum
assisted delivery. Suction tubing attached to the dome of
the cup and a traction chain passed through the tubing.
The Malmstrém cup quickly became the template for all
subsequent vacuum extractor systems (6).

On the other hand, efforts were also made in the
production of soft and flexible vacuum cups that allow
the cup to be adapted to the shape of the fetal head,
which would prevent damage to the scalp. The first such
cup was designed by Wood in 1963. There have been
numerous modifications and redesigns of these cups,
but it is also worth mentioning the “M” cup from 1973,
which is still used today and Kiwi omnicup. Compared
to the rigid metal Malmstrom cups, the soft materials

Revisté mjekésore - MEDICUS | 76

IS ISP

000000000000

of these caps bend easily, with minimal risk of trauma.
The extraction force is distributed evenly throughout
the back of the head and thereby reduces the risk of
cephalohematoma (7).

VE assisted delivery can be practiced only if the cervix
is fully dilated, if a mediolateral episiotomy has been
previously performed, if the fetuses head has descended
into the birth canal, and if we know the position of
the fetal head. VE must not be done after other failed
attempts at instrumental delivery. Therefore, the therms
for a successful operative vaginal delivery are a fully
dilated cervix, a performed mediolateral episiotomy, prior
rupture of the fetal membranes, an engaged fetal head
whose position the operator has previously determined, a
prior assessment of fetal weight, a pelvis that is considered
suitable for vaginal delivery, adequate anesthesia (often
epidural), an empty maternal bladder, a signed informed
consent and the possibility of a caesarean section in case
the delivery does not go as expected (8,9).

Contraindications for performing VE are divided into
absolute and relative. Absolute contraindications
are proven coagulation disorders (hemophilia or
alloimmune thrombocytopenia of newborns, von
Willebrand disease..), fetal demineralization diseases
(osteogenesis imperfecta), incomplete dilation of the
cervix, unruptured membranes, fetal malpresentation,
suspicion of cephalopelvic disproportion, gestation less
than 34 weeks or estimated fetal weight <2500g and
unsigned informed consent. Relative contraindications
are suspected fetal macrosomia, inadequate anesthesia
and previous attempts at operative completion of vaginal
delivery (10).

A maximum of two to three cup detachments, three sets
of pulls for the descent phase, three sets of pulls for the
outlet extraction phase, and/or a maximum total vacuum
application time of 15 to 30 minutes are commonly
recommended, with most authors advising lesser time
limits [ 11,12 ]. Vacuum suction pressures of 500 to
600 mmHg have been recommended during traction,
although pressures in excess of 450 mmHg are rarely
necessary (green zone). While lower suction pressures
increase the risk of cup “pop-offs,” pressures beyond
600 mmHg increase the risks of fetal scalp trauma and
cerebral, cranial and scalp hemorrhage (13,14).

Failure of the procedure is due to poor patient selection
(e.g., attempted vacuum extraction in pregnancies
complicated by cephalopelvic disproportion) and errors in
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application or technique. Complications are more likely
to occur when a metal cup is used rather than a soft cup.
Selecting the wrong size or positioning of the vacuum
cup and accidentally involving the mother’s soft tissues
in the cup, can result in worsening asynclitism or fetal
head deflection, which can contribute to failed suction
attempts. If traction is not applied in conjunction with
labor or pushing is performed along the wrong plane, this
can also result in failed suction. An increase in fetal scalp
edema (caput susscedaneum), lets more of the scalp to be
drawn into the cup, which reduces the available vacuum
area, and, in turn, lessens total traction. In these cases,
the operator should recognize the failure and abandon
instrumental completion of vaginal delivery to avoid fetal
and maternal injury (15,16).

Short-term maternal risks from instrumental delivery
include pain at delivery, perineal pain at 24 hours,
lower genital tract lacerations and hematomas, urinary
retention and incontinence, anemia, anal incontinence,
and rehospitalization (17,18). Long-term maternal
sequelae from operative delivery are primarily related to
potential disturbances in urinary and anal function, such
as urinary incontinence, fecal incontinence, pelvic organ
prolapse, and, occasionally, fistula formation (19).

The short-term complications to the fetus from operative
vaginal delivery are usually caused by head compression
and traction on the fetal intracranial structures, face,
and scalp. The most serious complication is intracranial
hemorrhage and subdural hematoma that can occure
within hours of delivery. Other complications include:
bruises, abrasions and lacerations, facial nerve palsy,
cephalohematoma, retinal hemorrhage, subgaleal
hemorrhage, and skull fracture (20,21,22). Acute fetal
injuries with potential long-term sequelae include
intracranial hemorrhage (subdural, subarachnoid,
intraventricular and/or intraparenchymal hemorrhage)
and neuromuscular injury; however, these sequelae are
rare (23).

MATERIALS AND METHODS

This study is retrospective by character and includes
vacuum-assisted spontaneous deliveries performed at the
Special Hospital for Gynecology and Obstetrics Mother
Teresa- Chair, Skopje, N. Macedonia, in the period from
January 1, 2020 to December 31, 2024. The aim of the
study is to establish a correlation between maternal age,
maternal BMI, conjugata externa, maternal abdominal
circumference, parity, fetal weight and fetal head
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circumference and vacuum-assisted delivery, as well as
to analyze maternal and neonatal complications caused
by the procedure. This can improve the assessment of
the indication for vacuum-assisted delivery or cesarean
section. Inclusion criteria were term pregnancy, previous
augmentation with oxytocin, preformed mediolateral
episiotomy, signs of fetal hypoxia (cardiotocographic
recording and/or meconium amniotic fluid), completely
dilated cervix and ruptured membranes, primiparas,
multiparas. Exclusion criteria were fetal deflection
positions, mothers with previous cesarean delivery,
suspected fetopelvic disproportion, failure of an
attempted vacuum assisted delivery. An atraumatic
soft cup was used for delivery and the procedure was
performed by trained operators. In our hospital is
preformed outlet VE exclusively, according to RCOG
guideline for Assisted vaginal birth (24).

The material was statistically analyzed using the methods
of descriptive statistics.

RESULTS

Patients delivered by vacuum extraction were divided into
two groups by age, from 18 to 29 years - 35 (72.92%) and
over 30 years - 13 (27.08%). 44 (91.65%) were primiparas,
and 4 (8.35%) were multiparas.

Body mass index (BMI) was also a parameter analyzed.
There were no malnourished patients for analysis.
Patients with normal BMI (18.6-24.9) who were delivered
by vacuum extraction were 10 (20.83%), overweight (BMI
25-29.9) were 18 (37.50%) and obese (BMI>30) were 20
(41.67%) [table 1].

table 1: BMI and number of patients with vacuum
extraction

BMI category Number of patients | %
Normal (18,6-24,9) | 10 20,83%
Overweight (25- 18 3750%
Obese (BMI >30) 20 41,67%
Total 48 100%

Conjugata externa was 18cm in 8 patients (16.67%), 19cm
in 10 (20.83%), 20cm in 17 (35.42%), 21cm in 10 (20.83%)
and 22cm in 3 (6.25%). According to maternal abdominal
circumference, they were divided into two groups.
Patients with abdominal circumference greater than
or equal to 100cm - 31 patients (64.58%) and abdominal
circumference less than 100cm (35.42%).
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According to the birth weight, the newborns were divided
into three groups or newborns under 3000g- 10 (20.83%),
from 3000g to 3700g- 30 (62.50%) and over 3700g- 8
(16.67%). The head circumference of the newborns was
33cmin 5 (10.42%) of them, 34cm in 13 (27.08%), 35cm in 14
(29.17%), 36cm in 9 (18.75%) and 37cm in 7 (14.58%).

The number of complications that occurred were 23,
of which vaginal lacerations were 14 (60.83%), cervical
lacerations were 5 (21.73%) and postpartum hemorrhage
occurred in 4 patients (17.39%) [table 2].

table 2: Number of complications

Vaginal lacerations | 14 60,83%
Lacerations of the 0
cervix 5 21,73%
Postpartum o
hemorrhage 4 17,39%
Total 23 100%

Patients who stayed in the hospital for only 2 days were
6 (12.5%), 3-5 days 23 (47.92%) and over 5 days 19 (39.58%)
[table 3].

table 3: Duration of hospitalization

2 days 6 12,5%
3-5 days 23 47,92%
> 5 days 19 39,58%
Total 48 100%

A total of 132 complications occurred in a total of 79
newborns, of which 41 (31.06%) required resuscitation,
pale asphyxia occurred in 20 (15.15%), livid asphyxia in
28 (21.21%), cephalhematomas were 26 (19.70%), clavicle
fractures 2 (1.52%) and 15 intraventricular hematomas
(11.36%) [table 4].

table 4: Complications in newborns

Need for resuscitation | 41 31,06%
Pale asphyxia 20 15,15%
Livid asphyxia 28 21,21%
Cephalhematomas 26 19,70%
Fractures of the 0
clavicle 2 1,52%
Intraventricular 0
hematomas 15 11,36%
Total 132 100%
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DISCUSSION

Our study showed that vacuum extraction assisted
delivery was more commonly performed in the younger
age group, i.e. under 30 years of age. This is a result of the
relatively younger population delivering in our hospital.
According to Schreiber et al. (2024), older nulliparous
women are more likely to undergo vacuum extraction
than younger primiparous women (25). This is consistent
with our analysis, which showed that parity plays an
important role in the need for vacuum assisted delivery.
Namely, over 90% of vacuum assisted deliveries are in
primiparous women.

According to body weight, it is well known that obese
patients are more likely to require vacuum-assisted
delivery. The rate of delivery with the application of a
vacuum extractor in them, is twice as high as in patients
with a normal BMI (26). Our study showed that two-
thirds of the patients delivered with the help of vacuum
extraction were overweight or obese according to BMI.
The maternal abdominal circumference was greater than
100 cmin as many as 65% of them. All this depends not only
on the maternal abdominal circumference, but also on
the weight and head circumference of the delivery object.
However, our study showed that over 60% of vacuum
extractions were applied to neonates with normal birth
weight and normal fetal head circumference. In contrast,
Aberg et al. claim that macrosomic fetuses have a greater
need for assisted delivery and the frequency of neonatal
complications is directly proportional to the weight of the
fetus. Larger fetuses are more likely to require assisted
and cesarean delivery (27, 28).

The complication rate after vacuum extraction is higher
than the complication rate after spontaneous birth.
Over 60% of patients had vaginal laceration despite
an episiotomy, and a smaller percentage had cervical
laceration and postpartum hemorrhage. Chavanpaiboon
et al. showed that the most common maternal
complication after vacuum extraction is postpartum
hemorrhage, as a result of macrosomic fetus and delayed
second labor (29). As a result of the increased number of
complications in vacuum assisted deliveries, the number
of hospital days also increases. Typically, patients
whose pregnancies end in spontaneous delivery without
complications stay in the hospital for two days, while our
study showed that over 87% of patients who delivered by
vacuum extraction have more than three hospital days.
From an economic point of view, spontaneous delivery is
more cost-effective than assisted delivery.
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One-third of vacuum-assisted deliveries required
resuscitation, which is consistent with the rate reported
by Simmons et al. of 25%. The most common complications
occurring in neonates were pale asphyxia, livid asphyxia,
cephalhematoma, clavicle fracture, and intraventricular
hematoma, of which livid asphyxia and cephalhematoma
were the most frequent. Chavanpaiboon reported caput
succedaneum as the most common neonatal complication
in the newborns delivered with vacuum extraction and
stated that the rate of complications associated with
vacuum-assisted delivery is low (30,31).

CONCLUSION

Vacuum-assisted delivery is a safe method of delivery,
although complications associated with it are more
common than in spontaneous delivery. Our study showed
that primiparous women with overweight and obesity
and those with abdominal circumference of 100 cm and
above, are more prone to vacuum extraction. The most
common maternal complication is vaginal laceration,
and such deliveries require treatment of the mothers and
newborns, requiring hospitalization three days or more.
Neonatal complications are most often associated with
cephalhematoma and livid asphyxia of the newborn.
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ABSTRACT

Background: According to the literary definition used for sarcopenia, the prevalence in 60-70-year-olds is reported
as 5-13%, and the prevalence ranges from 11 to 50% in people >80 years. Sarcopenia is a progressive and generalized
skeletal muscle disorder that is associated with increased likelihood of adverse outcomes including falls, fractures,
physical disability and mortality.

Methods: This is a cross-sectional study with 75 patients in total included in the period of 5 months. The patients
included are mostly from Nursery homes in R. of N. Macedonia, aged 60 and over. The patients included were
diagnosed with sarcopenia through assessment of muscle mass (bioimpedance analysis); physical performance
(gait speed), muscle strength (handgrip strength) and a SARC-F score equal or over 4. Those patients diagnosed
with sarcopenia fulfill the - 36 questionnaire for assessment of quality of life.

Results: In terms of Muscle Quality (MQ), non-sarcopenic patients have a statistically significant (p=0,001) higher
MQ compared to sarcopenic patients. In terms of Muscle Strength (MS), patient group without sarcopenia have
statistically significant (p=0,001) higher Muscle Strength compared to patient group with sarcopenia.

Discussion and Conclusions: The quality of life in patients with sarcopenia is being decreased on average, if the
age increases for 1 year only. What this study showed is that most influenced parameter on the quality of life in
patients with sarcopenia is Muscle Strenght. If Muscle Quality increases for one unit only, the quality of life in
patients with sarcopenia is being increased on average.

Key words: Sarcopenia, muscle strength, muscle quality, quality of life

BACKGROUND proposed the term has been defined as a loss of skeletal
According to the literary definition used for sarcopenia, musﬁ]e mass and strength that occurs with advancing
age.

the prevalence in 60-70-year-olds is reported as 5-13%,
and the prevalence ranges from 11 to 50% in people >80 Because a variety of definitions for sarcopenia existed
years. Sarcopenia since 1989 when Irwin Rosenberg and different criteria regarding definitions and diagnosis
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therefore a European Working Group on Sarcopenia
in Older People (EWGSOP) was formed in 2010 and
established a definition for sarcopenia. In 2019, almost 10
years after the first meeting, the same group (EWGSOP2)
made an update to the definition and parameters for
setting the diagnosis and treatment of sarcopenia.
The operational definition for sarcopenia is that is a
progressive and generalized skeletal muscle disorder
that is associated with increased likelihood of adverse
outcomes including falls, fractures, physical disability
and mortality. [2]

Sarcopenia is now formally recognized as a muscle
disease with an ICD-10-MC Diagnosis Code, which is a
major step forward for clinical practice. [3]

According to the population census from 1994 in R. of
N. Macedonia, 13% of the population is over 60 years
old, 15% in 2002, 16,6% in 2008 and 15,01 in 2021.[4] This
means that our population is aging, and this condition
has a high personal, economic and social burden if
left untreated. Although sarcopenia is dominantly a
geriatric condition our community does need a concept
for increased awareness regarding recognizing the
symptoms, treatment and most importantly actions for
preventing the condition. Last 10 years the research
findings related to sarcopenia has increased still there
is a lack of knowledge regarding recognition of diseases
among health professionals and often stays undiagnosed
health issue. This research work must be transformed
into clinical practice.

For the diagnosis of sarcopenia, EWGSOP2 recommends
using the presence of both low muscle mass and low
muscle function (strength or performance). A sarcopenia
diagnosis is confirmed by the presence of low muscle
quantity or quality. When these three parameters: low
muscle strength, low muscle quantity/quality and low
physical performance are all detected, sarcopenia is
considered severe. [2,8,9,10,11]

Sarcopenia, although it is a part of normal aging, leads
to disabhility, falls, injuries, hospitalization, and increased
mortality.

METHODS

The aim of this study was to assess the quality of life
through SF-36 questionnaire in patients (who are not in
wheelchair and ‘bed-tight’) age 60 and over, diagnosed
with sarcopenia in relation to Muscle Quality and Muscle
Strength.

Revisté mjekésore - MEDICUS | 82

IS ISP

000000000000

This was a cross-sectional study (prevalence study),
performed in the period of October 2023 until February
2024 in RNM with 75 patients included. The patients
included are mostly from Nursery homes in the region
of Skopje, who are not in wheelchair and bed-thigh and
ambulatory patients, age 60+.

The patients included were diagnosed with sarcopenia
through assessment of muscle quality (bioimpedance
analysis), muscle strength (handgrip strength), physical
performance (gait speed) and a SARC-F score equal or over
4. [11]

Each patient involved in the study was assessed with the
SARC-F questionnaire, which is a 5-item questionnaire
(strength, walking ability, rising from a chair, stair
climbing and experiences with falls) recommended by
EWGSOP?2 as a screen tool with a very high specificity for
predicting low muscle strength and a screening tool for
sarcopenia risk. [6,7]

Each patient involved was measured the muscle quality
with a bioimpedance machine, handgrip strength with
a dynamometer and a gait speed test (4-meter usual
walking speed test|) with speed measured manually with
a stopwatch.

Sarcopenia’s cut-off points recommended by EWGSOP2
regarding these parameters are:

Grip strength for men is <27kg, for women < 16kg.
Gait speed <0.8 m/s.

ASM (appendicular skeletal muscle) <20kg for men, <15
kg for women.

Those patients diagnosed with sarcopenia fulfill the SF
- 36 questionnaire for assessment of quality of life. The
SF-36 measures eight scales: physical functioning (PF),
role physical (RP), bodily pain (BP), general health (GH),
vitality (VT), social functioning (SF), role emotional (RE),
and mental health (MH). [5] The SF36 is a potentially
valuable tool in medical research for evaluating Health-
Related Quality of Life.[6]

RESULTS

A total of 74 patients were included in this study, 33
(44,0%) with diagnosed sarcopenia and 42 patients
(56,0%) without sarcopenia. Only patients diagnosed with
sarcopenia were included in this analysis who fulfilled
the SF - 36 questionnaire. In distribution by gender from
33 diagnosed with sarcopenia, 30 included were women
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and 3 men. In distribution by age, the minimum age of
included patients was 60 and maximum 88 years old.

In terms of Muscle Quality (MQ), non-sarcopenic patients
have a statistically significant (p=0,001) higher MQ
compared to sarcopenic patients. (Table 1.)

Table 1.

MQ 1895,50 195450  |393,50 |3,20 0,001 }42 33

In terms of Muscle Strength (MS), patient group without
sarcopenia have statistically significant (p=0,001) higher
Muscle Strength compared to patient group with
sarcopenia. (Table 2.)
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Table 2

Rank Sum  |Rank Sum
Non - sarcopenia |Sacopenia

1902,00 948,00 |387,003,27 0,001

Variable U Z |p-level \Valid N |Valid N

Muscle Strength 42 33

*Most influenced parameter on the Quality of life in
patients with sarcopenia is Muscle Strenght (Beta =
0,86), then Gender (Beta = - 0,65), Body Fat (Beta = - 0,32),
Age (Beta = - 0,29), Gait Speed (Beta = - 0,25) and Muscle
Quality (Beta = 0,06).

Multiple Regression / Quality of life in patients with
sarcopenia & Muscle Quality, Body Fat, Muscle Strength,
Gait Speed, Age, Gender (Table 3.)

Tables3.
Rrgreuai o vuminafy Tow Edmperradienl Warialde: Tolal [aiccgenda) @ 68
B i T ot M

[ ] ::'dEI;: n q:j'!:r A F T 7 bl

inleroept 5353, 26 197 A4S T4 07
Pt Cpualihy O, 045 o i 3,70 11,57 0,31 0,76
ity Fat 033 o AR, 77 FRIG 148 0,15
Pl HRrenghi 8% 1B RS {41 18,40 4,14 0
Gt Spond 0% 1% U, U3 LR 1A 2,11
&g 0,4% 015 17,71 ] 187 005
Gender [1) i 014 1763, 78 a97 W 155 0.0

DISCUSSION AND CONCLUSIONS

The literature presents that the process of aging increases
the risk for sarcopenia and its consequences (like falls,
injuries, increased morbidity and mortality) therefore
influence the quality of life. Hence, this study reports
that quality of life in patients with sarcopenia is being
decreased on average, if the age increases for 1 year only.

If Muscle Strength is increased by only 1kg, the quality
of life in patients with sarcopenia increases by 77,31(B =
71,31) / p<0,001(p=0,000) on average (if rest of parameters
are constant).

When determining the options for treating this condition
it is very important according to this study to identify the
most important parameters that influence life quality in
patients with sarcopenia, therefore we as professionals
can affect and make appropriate decisions in preventing
and treating the condition.

The quality of life in patients with sarcopenia is being
increased on average, if Muscle Quality increases for

one unit only. The goal is to identify dietary strategies,
lifestyle changes and treatments that can improve the
muscle quality and quantity and prevent or delay the
onset of sarcopenia.

Screening and assessment of sarcopenia, with
recognition, early detection and better treatment in
clinical practice is important for increasing awareness
regarding age-related sarcopenia.

This research is a great challenge in this field because
R. of N. Macedonia doesn’t have any published research
or clinical trial on sarcopenia among the elderly and
its social and economic burden to society. Therefore,
this trial will be a baby step for presenting the need of
public health approach to the patients diagnosed with
sarcopenia to comprehend this disease which in turn
will lead to better care and quality of life for our elderly
population.
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INTRODUCTION

A vesicovaginal fistula (VVF) is an abnormal fistulous tract extending between the bladder and the vagina that
allows the continuous involuntary leakage of urine into the vaginal vault. Currently, there is no standardized
protocol for the optimal surgical approach in the treatment of vesicovaginal fistula. In modern medicine, in
addition to conservative treatment and classic open surgery, there are also new modern surgical methods that are
less invasive, such as endoscopic, laparoscopic, and robot-assisted surgery.

Objectives: Determining the etiology and method of preoperative diagnosis of patients with vesicovaginal fistulas
to determine a timely indication for conservative or surgical treatment of the patients. Analysis of patients
with vesicovaginal fistulas, treated surgically and finding the most adequate surgical approach for treatment.
Determining the postoperative complications of each surgical approach as well as the method of their resolution.
Determining preventive measures to prevent the occurrence of vesicovaginal fistulas based on our current practice.

Materials and Methods: The study was conducted at the urology department of the City General Hospital “8th
September” - Skopje in the period from January 2015 to the present. The study included patients of all ages with
dysuria complaints, urinary incontinence, urine and feces leakage through the vaginal canal or patients already
diagnosed in another institution. The patients included in the study underwent ultrasonography, cystoscopy
(gold standard), MRI of the pelvis, MRI fistulography, cystography and micturition cystography. 24 patients will be
included. The patients were examined in the urology office and then referred for further examinations. Patients
in whom cystoscopy revealed changes consistent with vesicovaginal fistula were referred for cystography, MRI
fistulography or CT urography and subsequently for preoperative analyses for treatment.

The study will use the quantitative and comparative method for data processing. The variables will be processed
and presented in percentage, tabular and graphical form. Standard deviation will be used to present statistical
values.

Results: The analysis will include 24 patients who were examined and treated at the City General Hospital “8th
September” - Skopje. Of these, 20 patients (83%) were diagnosed with vesicovaginal fistula, while 4 patients (17%)
were diagnosed with vesicorectovaginal fistula. Research data showed that vesicovaginal fistulas are most common
in patients aged between 51-60 years (42%) and 61-70 years (33%). In most cases, the cause of vesicovaginal fistula is
a hysterectomy (85%). Transvesical fistulectomy is the most commonly used technique for repairing vesicovaginal
fistulas, in 70% of cases. 80% of patients with vesicovaginal fistulas were successfully treated.

Conclusion: Based on the study we conducted at the City General Hospital “8th September” - Skopje, we determined
that the leading cause of vesicovaginal fistulas in 85% of cases is hysterectomy. Also, according to the data obtained
from studies conducted in the USA, we can conclude that gynecological operations, i.e., hysterectomy, are the
main cause of vesicovaginal fistulas. According to the analysis of our study group at the City General Hospital
“8th September” - Skopje regarding the treatment of vesicovaginal fistulas, we determined that the transvesical
approach for smaller and medium-sized fistulas and the transperitoneal approach for larger and complex fistulas
provide better results compared to the currently available reference literature, where the transvaginal approach
is used as the standard method for the treatment of vesicovaginal fistulas.
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INTRODUCTION

A fistula is an abnormal opening between two organs
or between an organ and the body surface. Most often,
fistulas occur iatrogenically, but they can also occur as a
result of congenital anomalies, neoplasia, inflammation
and infection, obstetric injuries, radiotherapy, trauma,
ischemia, etc. The classification of fistulas originating
from the urinary tract is generally based on the organ
of origin and the endpoint of the fistula, so we have
urogynecological, urodigestive, urovascular and
urocutaneous fistulas. Urogynecological (vesicovaginal,
uretrovaginal, vesicouterine, ureterovaginal) and
urodigestive  fistulas  (vesicorectal,  vesicoenteric,
ureteroenteric, pyeloenteral, uretrorectal) are the most
common.

Vesicovaginal fistula is an abnormal fistulous canal that
extends between the bladder and the vagina, allowing
continuous involuntary leakage of urine into the vaginal
vault. Vesicovaginal fistulas are the most common fistulas
that occur in the female population. The prevalence of
vesicovaginal fistula is approximately 1 in 1000 patients
after hysterectomy [1]. According to the World Health
Organization, each year between 50,000 and 100,000
women worldwide are affected by fistulas between organs
of the genital tract, urinary tract, or rectum [2].

Currently, there is no standardized protocol for
the optimal surgical approach in the treatment of
vesicovaginal fistula. In modern medicine, in addition to
conservative treatment and classic open surgery, there
are also new modern surgical methods that are less
invasive, such as endoscopic, laparoscopic, and robot-
assisted surgery.

OBJECTIVES

Determining the etiology and method of preoperative
diagnosis of patients with vesicovaginal fistulas to
determine a timely indication for conservative or surgical
treatment of the patients.

Analysis of patients with vesicovaginal fistulas, treated
surgically and finding the most adequate surgical
approach for treatment.

Determining the postoperative complications of each
surgical approach as well as the method of their
resolution.

Determining preventive measures to prevent the
occurrence of vesicovaginal fistulas based on our current
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practice.

MATERIALS AND METHODS

The study was conducted at the urology department of
the City General Hospital “8th September” - Skopje in
the period from January 2015 to the present. The study
included patients of all ages with dysuria complaints,
urinary incontinence, urine and feces leakage through
the vaginal canal or patients already diagnosed in another
institution. The patients included in the study underwent
ultrasonography, cystoscopy (gold standard), MRI of the
pelvis, MRI fistulography, cystography and micturition
cystography. 24 patients will be included. The patients
were examined in the urology office and then referred
for further examinations. Patients in whom cystoscopy
revealed changes consistent with vesicovaginal fistula
were referred for cystography, MRI fistulography or CT
urography and subsequently for preoperative analyses for
treatment.

The study will use the quantitative and comparative
method for data processing. The variables will be
processed and presented in percentage, tabular and
graphical form. Standard deviation will be used to present
statistical values.

RESULTS

The analysis will include 24 patients who were examined
and treated at the City General Hospital “8th September”
- Skopje. Of these, 20 patients (83%) were diagnosed
with vesicovaginal fistula, while 4 patients (17%) were
diagnosed with vesicorectovaginal fistula (Chart 1).
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Chart 1- Percentage of patients with vesicovaginal and
vesicorectovaginal fistulas

Representation of patients with vesicovaginal fistulas
depending on the age of the patients:

20-30 years: 1 patient (4%)
31-40 years: 0 patients (0%)
41-50 vyears: 4 patients (17%)
51-60 years: 10 patients (42%)
61-70 years: 8 patients (33%)
71-80 years: 1 patient (4%)

This data shows that most patients fall within the age
groups of 51-60 years (42%) and 61-70 years (33%) (Chart 2).

e B3 11 4] 2 leml 3 B Al e

Chart 2- Percentage of patients with vesicovaginal and
vesicorectovaginal fistulas by age

Representation of patients with vesicovaginal fistulas
depending on the cause of their occurrence:

Post-hysterectomy: 17 patients (85%)
Post-radiation therapy: 2 patients (10%)
Post-cesarean section: 1 patient (5%)

All 4 patients with vesicorectovaginal fistulas occurred as
a result of radiation for inoperable uterine cancer. (Chart
3).
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Chart 3 - Percentage of patients with vesicovaginal fistula
in relation to the causes of its occurrence

Eighteen patients with vesicovaginal fistula were treated
surgically, of which 14 patients (70%) with transvesical
approach and 4 patients (20%) with transperitoneal
approach . Two patients (10%) with vesicovaginal
fistula were successfully treated with catheterization
(Chart 4). All four patients with vesicorectovaginal
fistulas were surgically treated and ended up with
ureterocutaneostomy.

Chart 4 - Percentage of patients with vesicovaginal
fistulas in relation to the method of treatment

Sixteen patients (80%) were successfully treated, while
four patients (20%) with vesicovaginal fistulas resulted in
relapse. However, there were no fatal cases in this group
(Chart 5). Three patients with vesicorectovaginal fistulas
ended with death and one patient resulted in relapse
(Table 1).

Vesicovaginal 16 patients 4 patients /
fistula (80%) (20%)
\f{g;ilclgrectovaginal / 1patient | 3 patients

Table 1 - The number of patients with vesicovaginal and
vesicorectovaginal fistulas depending on whether they
resulted in cure, relapses, or death.
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Chart 5 - Percentage of patients with vesicovaginal
fistulas in relation to the outcome

DISCUSSION
Etiology of vesicovaginal fistulas

In more than 75% of cases, vesicovaginal fistulas occur
during gynecological, urological, and abdominal surgeries.
The causes of vesicovaginal fistulas include iatrogenic
(most often during hysterectomy), radiotherapy,
neoplasm, obstetric trauma, chronic urinary infections,
and trauma.

In the City General Hospital “8 th Septemvri” - Skopje,
20 patients with vesicovaginal fistula and 4 patients with
vesicorectovaginal fistula were examined. Vesicovaginal
fistulas in 17 patients (85%) occurred after hysterectomy,
in 2 patients (10%) they occurred after radiation and there
is 1 patient (5%) with vesicovaginal fistula after cesarean
section.

An analysis of the origin of vesicovaginal fistulas was
conducted at the University of California, which included
207 operated patients over a 10-year period ending in
2001 and reported that abdominal hysterectomy as the
cause of vesicovaginal fistulas occurred in 83%, vaginal
hysterectomy in 8%, radiation in 4%, and other causes in
5% [4].

In 1964, the Mayo Clinic analyzed the etiology of
urogynecological fistulas in 262 patients and found
that uterine surgery was the cause of urogynecological
fistulas in 73.7%, vaginal wall surgery in 6.5%, urinary
tract surgery in 6.9%, obstetric surgery in 6.5%, and the
rest from various other causes [4].

The Mayo Clinic later analyzed more than 300 fistulas
and reported that gynecological surgery as the cause
of urogynecological fistulas occurred in 82%, obstetric
procedures in 8%, radiation in 6%, and trauma in 4% of
patients [4].
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Classification of vesicovaginal fistulas

There are simple and complex vesicovaginal fistulas.
Simple or uncomplicated fistulas are characterized by
a size <0.5 cm. Vesicovaginal fistulas are considered
medium-sized fistulas if they measure between 0.5-2.5
cm. Complex or complicated fistulas have a size >2.5 cm.
These types of fistulas are often associated with chronic
conditions or radiation exposure. Vesicovaginal fistulas
resulting from radiation, even if smaller than 2.5 cm, are
classified as complex fistulas [3].

Diagnosis of vesicovaginal fistulas

The main symptoms and signs for which patients consult
a urologist are:

Leakage of urine and feces through the vaginal canal
Frequent lower urinary tract infections (cystitis)
Urinary incontinence

Physical examination:

Palpation of the fistulous canal by manual examination
through the vaginal canal

Speculum examination (to assess the number of fistulas,
their location, and size)

Diagnostic methods:

Ultrasonography (very low specificity and sensitivity for
vesicovaginal fistulas)

Cystoscopy (the gold standard for diagnosing vesicovaginal
fistulas)

Cystourethrography

MRI fistulography / MRI of the pelvis
CT urographyBottom of Form
Treatment of Vesicovaginal Fistulas

The goal of treatment for vesicovaginal fistulas is to
quickly stop the leakage of urine into the vagina and
restore normal physiological urination and genital
function. Vesicovaginal fistulas can be treated with:

a. Conservative Treatment
b. Minimally Invasive Treatment

c. Invasive Surgical Treatment (abdominal and vaginal
approach)

Conservative and Minimally Invasive Treatment

For at least 2 to 3 weeks, patients with newly diagnosed
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vesicovaginal fistula may result in spontaneous healing
with continuous catheterization and anticholinergic
drugs (Davits and Miranda, 1991). Patients with fistulas
smaller than 3 mm may be treated with endoscopic
electrocoagulation of the fistulous opening. Minimally
invasive electrocoagulation may be combined with
catheterization. The procedure with endoscopic
electrocoagulation should be performed carefully
because of the risk of over coagulation which can cause
extensive tissue necrosis, scaling and fistula enlargement
(O’Conor and Sokol, 1951) [4] [9].

Fibrin glue is used as an adjunctive measure for the
treatment of vesicovaginal fistulas. It is injected
transvaginally under cystoscopic guidance directly into
the fistula tract. In general, these conservative measures
are useful for small, oblique fistulas (usually less than 2 to
3 mm in diameter) [4] [10].

Surgical Treatment
Abdominal Approach

The abdominal surgical approach can be transperitoneal
ortransvesical. If vesicovaginal fistulasare associated with
some other intra-abdominal pathology requiring repair,
including ureteral injury (for example, ureterovaginal
fistula), a complicated fistula, or even if another intra-
abdominal organ is involved, then a transperitoneal
approach is indicated for simultaneous problem solving.
If cystoplasty is required (especially in patients after
radiotherapy), a transperitoneal approach is indicated, as
both procedures can be performed through one incision.
Complex fistulas, including fistulas with previous failed
repair attempts (Kristensen and Lose, 1994) or those that
are large (> 5 cm), are an indication for a transperitoneal
approach. The most used techniques for interposition
of tissues with a transabdominal approach to prevent
recurrence are the omentum and the peritoneum (Eisen
et al, 1974) [4].

The transvesical approach is most often used for
uncomplicated vesicovaginal fistulas, but it can also be
used in some cases of complex fistulas. This approach
can also be performed if the fistula is close to orifices.
The abdominal cavity is not opened during this approach.
During the intervention, the bladder can be dislocated
cranially from the vagina to prevent their mutual contact,
which reduces the risk of recurrence [4].

Vaginal Approach

Surgeons recommend the transvaginal approach for the
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treatment of smaller and simpler fistulas, especially if the
patient has not had radiation therapy and if the fistula is
not close to the openings. The advantages of using this
approach are the operation takes less time, the patient
does not have an incision, the hospital stay is shorter,
their life returns to normal more quickly, they lose much
less blood and feel less pain after the operation. However,
some postoperative complications may occur, such as
insertion of the ureters, shortening or stenosis of the
vagina and the occurrence of recurrences.

If surgeons decide on a transvaginal approach, to
reduce the risk of recurrence, they can perform a tissue
interposition, and the fat tissue from the labia or Martius
(Henrich Martius, 1928) is most often used [4].

Prevention of Vesicovaginal Fistulas

According to data obtained from the research conducted
at the City General Hospital “8th of September” - Skopije
and from the available reference literature, the majority
of vesicovaginal fistulas occur during gynecological
surgeries, i.e. hysterectomy. Therefore, precautions
should be taken during the intervention to prevent
iatrogenic injury and the occurrence of fistula.

These measures include: The installation of a JJ stent
by a urologist to prevent ureteral injury; Improvement
in technical aspects of surgical procedures; Training
programs for young specialists to improve their surgical
skills; Then, better lifestyle habits to avoid health
problems and the need for gynecological and other
types of interventions, avoiding of cesarean section,
limited use of radiotherapy as a treatment option for
malignant diseases. Also, an effort should be made to
educate the public about the prevalence and prevention
of vesicovaginal fistulas.

CONCLUSION

Based on the study we conducted at the City General
Hospital “8th September” - Skopje, we determined that
the leading cause of vesicovaginal fistulas in 85% of cases
is hysterectomy. Also, according to the data obtained
from studies conducted in the USA, we can conclude that
gynecological operations, i.e. hysterectomy, are the main
cause of vesico-vaginal fistulas.

According to the analysis of our study group at the City
General Hospital “8th September” - Skopje regarding the
treatment of vesicovaginal fistulas, we determined that
the transvesical approach for smaller and medium-sized
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fistulas and the transperitoneal approach for larger and
complex fistulas provide much better results compared
to the currently available reference literature, where the
transvaginal approach is used as the standard method for
the treatment of vesicovaginal fistulas.
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CeBepHa MakefioHMja

Medicus 2025, Vol. 30 (1): 91-97
PE3UME

YpuHapHa MHKOHTHMHeHIMja (UI) e yecta cocrojba Koja MoyKe ma r' adpeKTupa >KeHuTe BO OMJI0 Koja BO3PacT U e
MpeTcTaBeHa €O IIMPOK AUWjara3oH Ha CUMITOMU. PeTKO e JKMBOTHO 3arpo3yBadyka, HO Biujae Ha (uU3nykara,
MEHTa/IHaTa M colMjasiHaTa 6GyaroctocTojdba.  YATpasBYKOT BO YPOIMHEKOJIOrMjaTa OBO3MOKYBa eBajyalldja Ha
CTaTUYKU U JIMHAMUYKHA

COOJIHOCH Ha [OJIeH YpUHApeH TpaKT. Marepuja 1 MeTogu: Bo oBaa cTyauja e IIpuKaykaHa yrorpebara Ha yATPa3ByKOT
BO I1pe- U IOCT- ONEePaTUBHO CIeflere Ha TAalMeHTKUTe COo CTpec ypuHapHa uHoHnTuHeHiuja (SUI). BkyrHo 40 skeHu
BJleroa BO OBaa IPOCIEKTUBHA paHOMU3MpaHa cTyavja. bea monenenn Ha ase rpynu of 1o 20. Co romomr Ha
TpaHcIlepuHeaseH 2D ynTpasByK, ce Mepea o U B aryiuTe BO MUP M BO TeK Ha BasicasnBa maHeBp. Bo npBaTta rpyrma
Oellle M3BefleHa M30JIMpaHa KOJIOCYCIIeH3Mja, a BO BTOpaTa rpyra Oellle HarpaBeHa W TOTajgHA abIloMUHAIHA
XUCTEPEKTOMMja CO Ouarepanta CaarnuHroooQopekToMUja.

Pesynrari:a 1 B arydre 6ea CUrHU(MUKAHTHO [IOMaM BO TEK Ha IIOCTOIEepPaTMBHUTE KOHTPOIM BO criopenda co
[pefonepaTUBHUTE BPeJHOCTH Ha UCTUTE. T-TeCTOT ro HOTBPAM OBOj MHKPEMEHT CO MeIULIMHCKU 3HauajHa CTaTUCTUUKa
curindukanTHOCT(p<0.05).

3aknyyok:Co MOHUTOpHpame Ha OBHWE JIBA aryiy Ipej] U TOCTONEepaTUBHO, MOKe fa ce mobue 00jeKTUBHOCT BO
KJIMHWYKATA eBaJIylivja U MPolieHKa Ha YCIIelNTHOCTa Ha XUPYPIIKUOT TpeTMaH Ha SUL

Knyunu 36oposu: CTpec ypruHapHa MHKOHTUHEHLIN]a, TUTMKaTyprUpaHa KOJoCycIieH31ja, TpaHCIIepUHeasieH YITPas3ByK,
o aroji, p arosi.

PE3UME Kaj >keHuTe moctapu of 60 rogmuu 38%(2).M mokpaj
OBaa rojeMa IpeBajieHI[d, WHKOHTHHEHIWjaTa CeyIITe
OCTaHyBa HEJOBOIHO [MjarHOCTULMPaHa M JIeKyBaHa
cocrojoa. IlpoueHkure cyrepupaaT, Jeka camo 25%
o /MIlaTa CO MHKOHTHMHEHIMja OapaaT WM J00MBaat
TpeTMaH. HejekyBaHaTa MHKOHTHHEHI[Wja e TIOBP3aHa co
HaMaJleH KBa/IUTeT Ha KUBOT, HaMajieHa MPOIyKTUBHOCT

YpunapHa uHkoHTHHeHIMja (YY) e yecTa cocTojba, Koja
3HAUMTEJTHO I'0 MeHYBa KBAJIUTETOT Ha JKUBeewe U 3adaka
puOmKHO 303 MUTHOHM KeH! U 121 MUINOH MaKi BO
CBETOT BO TEKOT Ha HUBHUOT %uBOT(1).Criope]; HajHOBUTE
enuJIeMUOJIOIIKY MOJIaTOIM, BKYIIHATa IpeBajieHIa Kaj
eHute noctapu of 20 roguHu, usHecyBa 17%, mogeka
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BO paboTara, orojieMy CTAIKH Ha JIellpecyja U CoLlijaHa
M30/1alyja, Kako U ITOBUCOKH CTAITKKM Ha XOCTIMTa/IM3al1ja
¥ ypuHapHa uHGeKuyja(3). [IpeBaeHIjaTa Ha ypuHapHaTa
VHKOHTMHEHIMja, € MPUOMMKHO TPU TMATH TI0YecTa Kaj
KeHHTE OTKOJIKY Kaj MaKKTe, BO CUTe UCIIUTaHH BO3PacHU
rpynu(4).XumepMoOMTHOCTa HAa BPATOT Ha MOYHHOT
Meyp e TecHO ToBp3aHa co mojaBa Ha CTpec ypuMHapHa
nHroHTHHeHIMja(CYN). TlaTodusnonomkara 6a3a Ha
CYHM BKnydyBa HealleKBaTHa aHATOMCKa MOAJpIIKa Ha
BpaToT Ha OellMKAaTa M TMPOKCHMAaJHATa Yperpa, IITO
pe3yaTHpa Co XMUIePMOOMTHOCT M CIYIITame MO0 JIejCTBO
Ha 3rojieMeH WHTpaadJjOMUHajieH TpUTHCOK. EfHa of
HeMHBa3MBHUTE, HO 3a JKal M He TOMKY aTPaKTHBHA
IMjarHOCTMUKa anatka mpu eBanvaiuja Ha CYU e u
TpaHcIepuHeanHata yaTpacoHorpaduja  (TITYC)(5).0n
ToCeTallHUTe WCIUTYBAmba, YTBPIEHO € JieKa, CTaHyBa
300p 3a MOIIHe CEH3UTMBEH METOJ| 3a MpOIeHKa Ha
ypeTpajiHaTa MOOUTHOCT. Ce KOPUCTAT MHOTY IapamMeTpu
M arii 3a COOJBETHO Jla Ce eBajlyupa ypeTpajHaTa
MOOWJTHOCT, 8 MCTPa)KyBambaTa MPOJI0/KYBaaT BO HACOKa
Ha JleTepMUHUpame Ha HajCOOJIBETHHUTE VITPa3BYUHU
TEeXHUKH.

Bo mpuior Ha oBa, MPeJHUOT YpeTpaieH aroi(o arof,
nedMHUpaH of] eJHaTa CTPaHa CO OCKaTa Koja MMHYBa
HM3 TPOKCMMaJIHaTa ypeTpa, a Off Jipyrata cCTpaHa
CO OCKaTa Koja MMHyYBa HM3 sumphysis pubica) u ja
HpHMKa)KyBa MOOMTHOCTA Ha BPAaTOT Ha MOYHHOT Meyp U
3a/JHHOT YPETPOBEe3MKaJIeH aroj (B aro, JI0IupaH MoMery
MPOKCUMaIHa YPeTpa M 3ajieH 317 Ha MOUEeH Meyp), Koj
HaK ja IIOKa)XyBa MOOWIHOCTA HAa MPOKCHMAaJHHUOT
Ten off ypeTpara, ce HajuecTO KOPHCTEHW MapaMeTpu.
Bupiejku ctanyBa 300p 3a uecta cocToj0a,eBasyaljaTa Ha
HalMeHTKaTa Tpeba f1a 3alouHe €O MPOIIeHKA Ha CTeNeHOT
Ha B/IMjaHKe Ha 0Baa coCToj0a, Ha HEej3SUHUOT CeKOjIHEeBeH
*uBoT. [IprToa 3a mporieHKa 1 eBajyalyja Ha KBaJIUTETOT
Ha JKUBOTOT, Ce VIOTpeOyBaaT cCTaHgapAu3UpaHu
npamanauiy.  Ilokpaj Toa, TeMenHaTa aHaMHe3a
3a HCTOpMjaTa Ha 0orecta, aKylIepcKa aHaMHe3a,
HPUCYCTBOTO Ha YeCTH MH(EKIMK Ha YPUHAPHUOT TPAKT
,HEBPOTEHN ¥ XMPYPLIKK OONMECTM KAKO U I|eJIOCHHOT
Tnpersie]] Ha MeIMKaMeHTO3HaTa Teparnuja, ce off KIyJ4HO
3Hauee 3a Pa3oUpameTo Ha MHIUBU/IYATHOTO UCKYCTBO
Ha MaleHTKa.

CraHyBa 300p 3a MPOCIIEKTUBHA KOXOPTHA PaHJOMU3MPaHa
cTymja Bo Koja Oea BkiayueHn 40 TaLWeHTKH CO
nujarHoctuipipana CYU, moziesieHu Bo JiBe rpyIiH eHaKBO:

-mpBa rpyma-of 20 maiueHTKH co usonupana CYU 6e3
reHuTajieH Mpojanc WiIM eBeHTYaJHO MpoJalc caMo
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Ha TIPeHAOT BaruHajJeH SWJ- YPeTpoLucToleNna
Kaj KoM TIAl[MeHTKU Oellle W3BelleHa IUIMKATYpHpaHa
KOJTIocycIleH31ja Kako Tepanucko peienue 3a CYN u

-BTOparpyma- 20 maryeHTKY CO TPUCYTeH MHTPaBarkHajaeH
reHuTajeH nponarc 3apyken co CUY u Gemre HampaBeHa
TpaHCcabJOMMHA/IHA  TOTalHA  XHUCTEPEKTOMHja  +
ITMKaTypUpaHa KoJMIIoCyCIeH31ja.

CuTe malMeHTKH Of JBeTe TpPymu 0Oea KOMIUIETHO
WCNeJleHd (BarvHajieH, KIMHUYKU Tpere]], IpailalHuK
1 ¥Y3) mpegonepaTHBHO, 10 6 HeJiemd 1 Mo 6 Mecely off
omepaiiyjara.

HcTpaskyBameTo ce COCTOM Off 2 TPYIH Ha TAIHeHTKU CO
eueHTHa CYU, TOTBp/ieHa CO KITMHUUKMOT MTpersiest, Kou
0Oea omeprpaHy Ha HalllaTa KTMHUKA:

1.npBa ucnMTYBaHa Ipyra-co U30/IMpaH CIajf Ha MpeTHAOT
BaruHaseH suji u eBufeHTHa CYU

2.BTOpa WCIUTYBaHa Tpyma CO HHTpaBarvHaeH
(HeeKcTeprOpU3MpaH) reHUTaJIeH MPOAIC ¥ eBUIeHTHA
CYI.

WHkny3suonu  kpurepuymu-npucyctBo  Ha  CYH,
Koja e oOmepaTMBHO TpeTHpaHa CO IUIMKATYpHpaHa
KOJITIOCYCITeH3Hja.

EKCKITy3UOHY KPUTEPUYMHUL:

TPUCYCTBO Ha eKCTEPUOPU3MpPaH reHUTaIeH IPOJIAC, Koj
BN IIPUTKCOK Ha IPIIOTO Ha MOYHKOT MEYP U ja MacKupa
CYU;

MOCTOeHe HAa KOHTPaMHAMKAIMM 3a Orepaluja u
aHecTe3Wja Kaj Mal[eHTKUTe;

O,[[6I/IBaH>e Ha OIlepaTUBEeH TpPeTMaH O]f CTpaHa Ha
IMalMeHTKUTE.

Hen: IenrTa Ha oBaa CTyAWja € TPEKY YATPa3BYIHO
HCelyBabe Ha JIOJTHUOT YPUHAPeH TPaKT U MPolleHKa Ha
MOOMTHOCTa HAarPIOTO HA MOYHUOT MeYP, ITPeJionepaTHBHO
¥ TIOCTOTIEPATUBHO, [J]a Ce MCJIe/IU YCIelTHOCTa Ha HallaTa
OpurMHajgHa MeTofia 3a pelraBake Ha CYU Kaj >xkeHaTa.
[TnukarypupaHa Konmmocycrnensuja Ha [Ipod. AHToBCKa(6),
Kako Mopiucukanuja Ha Burch-oBata omepariuja.

MATEPHJAJT U METOU

CrynujaTa Oeile u3BefieHa Ha KynHuKaTa 3a rTHHEKONIOTHja
U aKylepcTBO, ofifieN1 3a YporuHekonoruja u Ta3oBa
CTaTHKa, Of] Kaje ce perpyrupaa manueHtkure. Cekoja
TnalyeHTKa UMarle:
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KoMIu1eTHO 1onosHeT npaltaaHuK 3a FeHUTasleH IpoJIalc
u CY,

KIMHUYKY TIpeTie],
yATpa3BydeH Iperyie]] Ha JOJIHUOT YpUHApeH TPaKT.

PerpyTupameTo Ha MalMeHTKUTE Oellle paHIOMU3UPAHO,
Ta ToflaTolnTe 3a Bo3pact, naputet 1 BMU mpousneroa
O] PaH/[OMU3UPAHETO.

1) KoMmjieTHO IOMOMHET IMpallajHUK, KOj I'M BKIVY4yBa
CJIeTHUTe TIpalliarba:

- KaKo I'0 o1ieHyBaTe YCIIeX0T O[] onepaunjaTa;

- criopef Ballle MUCJIeHe, KaKBa € BalllaTa cOCToj0a Mo
orepalujara;

- CeBKYITHO KOJIKY CTe 3a/I0BOJIHU Off TIOCTONepPaTHBHUTE
pesynTary;

- IOKOJIKY O I'M MMajie CUTe MOTpeOHH MH(OpMaIUu 3a
orepalyjaTa, lajii [IOBTOPHO OM e Of/TyunJIe 3a HCTaTa;

- IlaJTv OM ja Tiperiopavasie BaliaTa orepaiyja Ha OiCKy;

- JaJIn 1ocjie onepaunjaTa ce jHBI/IT[H Oonmka 01 HOBO UJIU Ce
M3MeHMIA BeKe MocToeykara 0ojka Bo MaJiaTa KapJiiniia,

- JlaJIM HEBOJTHO MCTEKYBa YPUHA M Koja KOJIMUKHA,;
- Kora MCTeKyBa YpHHa;

- KOja € KOJIMUMHATa M4eCTOTaTa Ha HEBOJIHOTO UCTEKYBahe
cera Bo OJHOC Ha IIpefoIiepaTUBHUOT II€PUO/I;

- Ja/Id TIOCTOM HEKOHTPO/IMPaH Har'oH 3a MOKpemwe, Oalu
IIOCTOe/I U ITpeoIiepaTuBHO M KAKOB € HEr'OBUOT KapaKTep
TIIOCTOIIEPATUBHO;

- JIaJTv TIOCTOU MCTEeKyBabe Ha YPUHA MTPH Kalll/Iarbe;
- KO Ce jaBUJIO TIOCIIe OTiepaliyja, Kora i Kako ce jaBuJio;

- Jlamd HOCHUTe BJIONIKU CEKOj JIeH W KOJKY BJIONIKU
KOpHCTHUTe 3a 24 Jaca;

- JaJIM MOKpUTE HaBeuep U KOJIKY YeCTO;
- KaKOB € KapaKTePOT Ha MJIa30T IIPA MOKPEILE,
- Ja/Id UIMaTe IMOTEIIKOTHH BO ITpa3HEHhEe Ha 6EU.II/IKB;

- JaJIk IIpU TOJO0JIT0 CTOEHE oceKare 60)'[1(3, IIPUTHUCOK U
OCeT 3a BJ/ieuerhe HaJloly,

- 1aJId UMaTe HpO6H€MI/I CO CTO/MULA 1 KaKBH,

- amy TOPeoMuIIaHiTe MpobeMy BU HpeNi3BUKYBaaT
COLIMjaJTHI POOIeMH;

- JaJId UMaTe Hp06HeMI/I CO CEeKCYa/THUOT }KUBOT,
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- KaKOB € BalllMOT CEKCYaJIeH JKMBOT II0CJIe onepaquaTa;

- [JaJii BalIAOT IMapTHEP € 3aJl0BOJIEH CO CeralmHuoT
CeKCyaJIeH JKUBOT,

- 3a KOJIKY Bpeme IIocie onepauﬂjaTa Ce BpaTHUBTE Ha
BallliTe JOMaIllHA 1 pH6OTHI/I 3a1auy;

- [laJIi cera mpuMaTe HeKaKBHU JIEKOBY U 3a IITO.
2) KnuHuugM npersne;

-BO JIMTOTOMHA TIO3UI[Mja: MAal[MeHTKAaTa ce JierHyBa
Ha rp0d CO paliMpeHd HO3e M CBUTKAHM BO KOJeHa:
2.1)IIpernep 3a mpUCYCTBO Ha IT€JIBUYEH HPOJIAIC:

-BarMHaJieH Tperyief] o MpCT, TMPU KOj TMaljMeHTKaTa ce
Tepa MakCMMaJiHO Jla HamHe - BajicanBa maHeBap, npu
IIITO Cce ofipeflyBa CTENEHOT Ha CIajl Ha TpejieH U 3ajieH
BaruHajeH SWUJl U CIajl Ha TPJIOTO Ha MATKaTa ¥ TOYHO
ce oppenmyBaat fedunupaHuTe Touku of POPQ cucrem
(‘Pelvic Organ Prolapse Quantification (POP-Q) System’)
,CO BOBe[IyBabe Ha OakJapeH XUCTePOMeTap, Uuj BpB ce
OCJIOHYBa Ha ceKoja off e MHUPAHUTE TOUKU U TOA:

-Ha IIpeJicH BaruHaJieH SUj:

TOuKa Aa, Koja e JloIMpaHa BO CpefuIIHATA JIMHUja Ha
IIPeIHUOT BaruHaseH sujl, Ha 3 cm Hap orifitium urethrae
ext. 1 ofroBapa Ha MpeC/IMKYBaweTo Ha TPIOTO Ha
MOYHHOT Meyp Ha ITpeJHUOT BaruHaleH SUJ;

Touka Ba, Koja ja o3HauyyBa HajoMcTanHaTa TOYKa, Ha
CpeITHATA TNHWja Ha JIeJIOT Ha IPeTHAOT BaruHajIeH U
KOj ce Haora Mer'y TOuKaTa Aa U BarMHAJIHUOT (hOPHUKCH
IMpeKTHO 7laBa YBMJl BO TO/leMHWHATa Ha MpPHUCYTHATa
IUCTOIIeNa;

-Ha T'OPHaA BarvHa:

touka C, Koja ja mpeTcTaByBa HajHMCKaTa TOUYKa Ha
IIEPBUKCOT, OJIHOCHO Ha BarMHAJHUOT BOJT, BO COCTOjOM
Tocjie XMCTepeKToMuja:

Touka D, Koja e JjlolupaHa Ha 3aJHUOT SH, Koja IO
03HauyBa HajImabokuoT e Ha Douglas-oBUOT mpocTop;

-Ha 3a/IHUOT BarnHajieH Sup:

TOUKa Ap, JIOI[UPaHa Ha CpeJuIIHaTa JTMHUja Ha 3aIHUOT
BarMHajieH SWj, Ha BUCHHA Off 3IIM Haj XUMeHOT ¥ ja
03HavyBa MPOEKIMjaTa Ha BPBOT HA TPMArolHKOT Septum
rectovaginale Taka 1ITo ;UPEKTHO 300pyBa 3a MIOCTOEHE U
M3pa3eHOCT Ha e[JHA HICKA PeKTolle/a

Touka Bp, Koja ja 03HauyBa Haj[MCTaTHATA TOUKA Ha JIEJIOT
Ha 3a/[HAOT BaruHajIeH Suj, Koj ce Haora Haj| Toukara Ap
¥ IMPEKTHO T'0 MOKAKyBa MOCTOEHETO U U3Pa3eHOCTa Ha
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eJlHa BICOKa peKTolie/ia
-IPYTH KapaKTePUCTUKY U Mepemba:

gh(hiatus genitalis): e Mepeme Ha pacTojaHMETO Off
cpenuHaTa Ha meatus urethrae ext. o cpeguHara Ha
3ajIHaTa MBUIIA HA XMMEHOT

pb(meprHeanHo Tenmo): e Mepewe Ha PacTOjaHUETO Of
3a/]HaTa MBUIA HA TEHUTATHUOT XMjaTyC JI0 CPeIMHaTa Ha
AHAJTHUOT OTBOP

tvl(total vaginal lenght): e Hajromemara momKMHA Ha
BarMHAaTa MepeHa BO I[M, OJHOCHO [MCTaHI[ATa Mery
XUMEHOT U ToukaTa D.

[IpBuTe 1Be MEpKH JUPEKTHO IO TOKaKyBaaT CTENEHOT
Ha MPOMEHATa Ha MePUHEYMOT MPHU MOCTOeHe Ha HETOBH
paciieny, jofieKa TpeTaTa MepKa CITyKM 3a M3pa3yBarbe Ha
CTeNeHOT Ha YTePUHUOT TIPOJIATIC.

-Pozzy mMaHeBap- co KyraHria ce ¢aka mpegHara ycHa
Ha I[epBUKCOT U YTepycoT MaKCHMajHO ce TOBJIeKyBa
HaHaJIBOP, CO IITO ce 7I001Ba MAKCHMaTHATa TIOJIBIKHOCT
Ha reHUTaNHUTe opraHu. Bo oBaa 1mo3uiija, UCTO TaKa ce
ofpeayBa BHCHHATa Ha JeduHupanuTe Touku of POPQ
CHUCTEMOT.

[loOueHuTe pesynTaTd ce 3a0ejie)kyBaaT CJIMKOBHO
Ha MpeTXOflHO TpurpeMeH (OpMyIap M OCTaHyBaaT
apXMBUpaHM BO  VPOTHHEKOJONIKMOT KapTOH Ha
TalyeHTKaTa, Koj ce Haora BO CyOCIeIMjaMCTHUKATa
amOy/iaHTa 3a YPOrMHEKOJIOTHja.

2)peryier] 3a MPUCYCTBO Ha YpHHAPHA MHKOHTHHEHI[Hja:
-Marshall test Bo eskerbe (marjeHTKaTa ce Tepa ja Kalla)

-BO CTOEHe €O MCIIpaBeH! Ho3e U Ofijla/ieueHH MeTUIH 3a
30 cm.

Co pemnosuimja- BO Jie)Kewe BeJHAIl IO W3BeOaTa
Ha Pozzy MaHeBap ce WCTYpPKyBa TpJIOTO Harope KOH
IPOMOHTOPUYMOT U TIAIlieHTKaTa ce Tepa Jla Kalllla.

HpI/I I/I3B€,I[6HTH Ha OoBUe TeCTOBHU Ce HH6H>Y,[[YB3 nsrienor
Ha UCTEKYBambhe Ha YpUHA: aKo Ce pa3jieBa U IIpecTaHyBa
CO KalllJIalbeTo.

3)yaTpasBydeH Mperjie]i Ha Jo/ieH YPUHAPEH TPaKT.

CuTe TAL[MeHTKU Oea WCTUTYBaHM IMOC/e CIOHTAHO
HonHebe Ha MOYHKOT Meyp co 300-400m1 yprHa co MmonHa
oemrka (300 MII. TEUHOCT, BO MUPYBaibe, BO KOHTPaKIUja
1 BoTek Ha BancanBa MaHeBap. Ce KopucTele yITpa3ByuyeH
armapat MindrayM5 co KoHBeKceH TpaHcpjycep of 3,5-5
MHz.
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[lopaniu  eHOCTABHMOT  HAuMH Ha  YIOTpeoa,
HeMHBA3UBHOCTA ¥ OTCYCTBO Ha PajIMOAKTUBHO 3pauerhe,
VATpa3BYKOT BO MOMEHTOB € HajIorofiHa M HajmocTarHa
IMjarHoctMuka Metopa. [locrojaT moBeKe — mpucTanu
3a eBa/lylldja Ha JIOMHUOT YpUHApPEH TPaKT U Toa
TpaHCaO/IOMUHa/IEH, TpaHCBAarkHajaeH, TPaHCPEKTaJIeH,
TepuHeasieH (WM TpaHc/maOujaneH) U MHTpouTasieH. Bo
0Baa CTy/Uja ce KopUCTellle epuHeaieH YITPasByK, Koj e
MeTo7ia Koja 0B03MOKYBa KOHTHHYpaHa BU3yesu3alluja, co
1IITO I'M TTPaBY JJOCTAIHY, 32 eBaJIyaliuja, yporeHUTaHUTe
opraHu.  KaOuHeTOT 32  YpOTMHEKONOTHja  TIpH
YHUBep3uTeTCKaTa THMHEKOMOLIKO-aKyllepcka KIMHUKA
npu  MemuiHckuor akynrer Bo Ckomje, paboTH
cropep, IIpenopakute Ha I'epMaHCKOTO 37ipysKeHue 3a
YpOrMHeKonoruja M (PyHKIMOHANMHA coHorpaduja, Ha
JKEeHCKHUOT JI0/IeH YPUHAPEeH TPaKT, CO HeKOM JIOTIONTHEeHMja
1 Mopubukanuu. Criopes; oBUe TIPeNopaku MOCTojat JiBe
I7IaBHU TeXHUKM: l.eHpocoHorpadpcKa armkarmja co
BarvHA/IHA U PeKTaJlHa COH/IA; 2.eKCTepHa allIMKaluja co
TlepuHeasTHa, MHTPOUTAJTHA U TPAHCAOJOMUHAIHA COH/IA.
3a BaruHasHaTa cOHOTrpaduja ce KOPUCTU COHJIA MeTy 5 1
7,5 MHz, a 3a nepuHeasHa coHorpaduja coHa Mery 3,5 u
5 MHz. Haumot kabuHeT paboTH co IeprHeaaHa COHfia
on 3,75 MHz.

[IpemnopakuTe 1o OJJHOC Ha OpUEHTaIUjaTa Ce:
1.kpaHujamHUTe [e0BU Tpeba f1a ce TMPUKAKAT JI0MY;

2.BEHTpaHHHTe JeJI0BU Tpe6a Ja ce IIpUKakaT Ha JeCHaTa
CTpaHa Ha CJIMKaTa.

3.TouHaTa mo3ulidja Ha TPIOTO HAa MOYHHOT Meyp ce
ofpeiyBa co (hopMUparme Ha KOOPAMHATEH CHUCTEM IIpH
mrro: 1. 1eHTpasHaTa MO3MIMja Ha OBOj KOOPJIMHATEH
cucreM (x=0;y=0) e LleHTpa/HaTa TOYKA Ha JTOITHUOT Pad
Ha cuMu3ara; 2. X- ocKaTa e IleHTpaJIHaTa JIMHUja Koja
TIOMMHYBa HU3 Ie/laTa JIO/DKMHA Ha cuMdusara; 3. Y-
OCKaTa e HoOpMajara Ha X- ocKara, Koja TIOMUHYBa HU3
momHUOT pab Ha cumdusara. [losurmjata Ha rpiaoOTO Ha
MOUHHUOT Meyp Ce Ofipe/iyBa BO TPH MO3UIIMK: BO MUD, BO
MaKCHMaJTHa KOHTpaKI[ja Ha Ta30BaTa fujacdparma u mpu
HarloH. [laneHTKUTe Ke OMaT BO I0p3ajHa JTUTOTOMHA
10710k0a, BO MCTaTa BO Koja Ce HaoraaT IPU HajroieM Jiejl
0] YPOTMHEKOJIOIIKHUTE OTIepalliH, CO IITO TIPH 00KMBarbe
Ha I0JaTolLKTe Ke Ouje off0erHaT MO3MIIMOHKOT OMjac.
MouHroT Meyp Tpeba ma ucmonHeT co Hajmanky 300
M/ ,3a Jla MOKe Jia ce J100MjaT peayjHUTe COOIHOCH,
0e3 malyeHTKaTa [ia UYBCTBYBa HeNArofHOCT MOPaJIu
TperosieMa UCIOHETOCT Ha MCTHOT.

TpaHcrepuHeasieH yaATpasByK-Oellle M3BefieH BO [iBeTe
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TPYIM MAlMeHTKU CO CTpec MHKOHTHHeHIMja. Ce 3amouHa
CO aHaMHe3a U TOTOJIHYBambe Ha CTaH/apyieH IpaliaTHuK
BO KOj TalieHTKaTa T 00jacHyBa TeroOuTe, 3aBHCHO
WIM He3aBUCHO Off ofpelieHa (PU3MUKa aKTMBHOCT.
[loToa co momoIr Ha abJOMUHA/HA COH/A Ce M3BefyBa
TpaHCTIepUHeaieH VITPa3BYK HA [IONHUTE YPUHAPHU
TIATUIITA ¥ Ce MepaT MOTpeOHKUTe BPeTHOCTH:

Dx(HajMajta ofjjajiedeHOCT Ha IPJIOTO Off y-0CcKaTa, RX-Bo
mup, Cx-Bo KoHTpakIiwuja, Vx-nipu Valsalva),

Dy(HajMaa ofijiajieyeHOCT Ha IP/IOTO Of X-OCKaTa,
Ry-Bo mup, Cy-Bo KoHTpakiuja, Ry-ipu Valsalva);

IMCTaHIIa Ha TPIIOTO Off MOMHKOT pab Ha cumdu3ara(Sy-
BN)-11 0Boj ITapameTap ce MepH BO TPHTE MO3UIIUK;

pactojanre H-(BrcHMHAa Ha Tp/IOTO) € pacTojaHHe Mery
rPIOTO HAa MOYHHOT Meyp M XOpPH30HTajIaTa Koja
TIOMUHYBa HHU3 IOJIHUOT Pab Ha cuMu3ara;

Rb-mmpuna Ha rpioTo, Rb-Bo Mup, Re-Bo KoHTpakiuja, Rv-
npu Valsalva;

nyboypeTpaseH aroi (o) e aroj Koj ro rpaji OTceykara Sy-
BN co x-ocKara;

peTpoBe3uKaJieH aron B e aronm Koj ro 3adaka JTMHHjaTa
KOja MUHYBa JIOP30KayJaiHO HU3 IIPOKCUMAIHaTa ypeTpa
¥ JIMHUjaTa TaHTeHTHa HU3 0a3aTa Ha MOYHHOT Meyp;

aroJ1 Ha poTanyja (p), e MaTeMaTHUKa BeJIMUKMHA U3Pa3eHa
KaKo pa3MKa off KOTaHTeHCUTe Ha KOJTMYHUIUTE
Ha OfilaJIeYeHOCTUTE Ha TPIOTO Off JBETe OCKM Ha
KOODJMHATHUOT CHMCTeM BO Mup W npu Valsalva:
p=(cotangent Ry/Rx)-(cotangent Vy/Vx);

JUCTaHIla R—V e maremaTuuka BelUUMHA U3pa3eHa
KaKO KBaJIpaTeéH KOpPEH Of 361/IpOT Ha KBaJpaTHUTe
Pa3/IMKKU Ha ojJa/iedeHOCTUTe Ha I'PJIOTO O] OCKHUTE Ha
KOOPAUHATHUOT

CHCTEM Bo MHp H Bo Valsalva: R=V = (V. - R, P,
(R, -V,

Konky ce moronemu BennumHHTe pactojaHue R—V u
aroJioT Ha poTalyjalp), TONKy e IoroemMa MOOUITHOCTA,
OJTHOCHO pOTaIlujaTa Ha I'PJIOTO HA MOYHUOT Meyp TIpH
HarloH.

CTATUCTNYKA OBPABOTKA

3a o00paboTKa Ha mofarolUTe Oeme KOPUCTEHa
CTaHJap[Ha JIeCKPMIITMBHA CTaTHCTMYKA aHa/IM3a
co moMmoml Ha codreBpckuoT maker SPSS 27.0(IBM) u
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Oea ompefefieHM CpeTHUTe BPEIHOCTH,CTAHApIHA
JieBUjalidja,cTaH/lap/iHa rpelika,BapujaHca,a 3a poLeHKa
Ha B/IMjaHHeTO Ha MpHMMEHaTa HaJiBeTe MEeTOlW Ha
XMpPYpILIKaTa UHTEPBEHIMja Oellle IPUMEHET [IBOHACOUeH
CTaTUCTHYKH t-TeCT.

PE3Y/ITATH

[lBete ucnuTyBaHu rpymu of mo 20 mMalueHTKH CO
ctpec ypuHapHa uHKOHTHHeHIHja (CYU) 6ea TpeTnpaHu
CO pa3MUHM XMpPYpIIKM MeTonu. Kaj mpBara Oemie
u3BelleHa  U307MpaHa  KOMIMOCYCIeH3Wja,  JiofieKa
Kaj BTOpaTra Tpylma OCBEeH KoJIocycrieH3uja Oetie
M3BeJieHa M TOTa/lHa abJOMUHATHA XHCTepPEeKTOMMja CO
OwnaTeparHa caamMHroodopekToMuja.  BpegHocTuTe
Ha o ¥ B armTe Oea MepeHH TIpef M T0cyie TPETXOHO
CIIOMEeHATHTe XMPYPUIKUA TpeTMaHu. KoHTponaTta Ha
ypuHapHata crpec MHKOHTHHeHIHWja (CYW) u HejsuHa
IMHAMUKa, Oellle olleHeTa KopucTejku ru MapinanoBuoT
TeCT, BO MUpyBake M BO BajicajiBa MaHeBp, Kako U
BPEIHOCTHTE Ha o U B ariuTe, JOOMEHM CO MOMOII Ha
TpPaHCIIepUHealeH YATPa3ByK BO 7B BPEMEHCKH TOUKH
1 Toa b6 Heflenu 1 6 Mecely Tocjie XUPYPIIKUOT TPeTMaH.
Opn ;BaHaeceTTe TMapameTpu M arjuTe OIpeJeTyBaHU
3a CeKoja MalleHTKa, 3a MojlaToluTe Oellle HaNpaBeHa
CTaH/lap[iHa JIeCKPUIITUBHA aHA/IM3a UMM Pe3yaTaTH ce
nagenn Bo Taberna 1.

Cn. 1.a aron Bo MUpyBame
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Cn. 2. aron mpu MUpyBame

Cn.3. o aron npu BasncanBa MaHeBap

Cn.4.p aron mpu BasicanBa MaHeBap
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Taberna 1. CTaTUCTHYKM pe3y/ITaTH MPU MUPYBambe 3a o U
p arnure.

ar0 400 | 99.0 480 | 1470 849 31 | 196 | 383.2

dav0 400 | 930 340 | 1270 83.0 32 ] 201 | 4041

pr0 40.0 | 104.0 91.0 195.0 1319 39 | 247 609.7

pvO 400 | 1410 400 | 1810 [ 1261 | 46 [ 29.0 | 8434

arl 40.0 | 72.0 300 | 1020 | 637 27 | 169 | 2855
avl 400 | 590 320 [ 910 60.3 29 | 185 | 3413
prl 40.0 | 820 630 | 1450 | 1004 | 33 | 209 | 4350
pvl 400 | 870 570 1440 | 941 33 | 210 [ 4415
ar3 40.0 | 740 300 | 1040 | 646 26 | 166 | 2747
av3 400 | 700 320 [ 1020 | 638 32 | 201 | 4043

pr3 40.0 | 92.0 55.0 | 1470 1015 34 | 216 | 4653

pv3 400 | 810 640 | 1450 | 962 | 31 | 196 | 3841
N,0poj Ha wucIUTaHWIM, mean-cpegHa BpemHOCT,S.E.-
CTaHJapfHa rpeika,S.D.-craHiapiHa ieBujaiyja

Tabena 2. PesynTaTi off MpUMeHaTta Ha JBOCTpaH t TecT
BO TApOBHU 3a MPOMEHUTE Ha o, ¥ B arfuTe Ipej U Mocyie
XMPYPUIKKOT TPETMaH.

I CraTucTiUKa
OPHH U JIONTHI
Pa3nuka Mean | S.D S.E. P A t df | curandmkanTHOCT

PaHUIK
(nBoHacouHa)

ar3 - ar0 -16.30 | 1255 | 281 2217 -10.43 -5.81 19 | <0.000

av3- av0 1545 | 1897 424 | 2433 -6.57 364 1 19 <0.002

pr3- pro 3155 | 2553 | 571 -43.50 1960 | -553 | 19 | <0.000

pv3-pvo 23415 | 2140 | 479 -44.17 2413 714 19 <0.000

amnpfmn ; WHAEKCH : M- T MUpyBame; V-Basicansa,
0-mpefionepaTHBHO (TTpK MPUeM) ¥ 3 TIOCTOIIEPATUBHO

JTUCKYCHJA

[Mopagu ¢akror mro CYW e 3HauaeH MeJUIMHCKA
npo06jieM, HeroBaTa IdjarHo3a e off HCKJIUUTeTHO FOIeMO
3Hauewe. U Mokpaj Toa mTO ceyite, AehMHATHBHATA
IWjarHo3a ce MocTaByBa caMo co (hu3MKajIeH Iperine,
HCTPaKyBamara ce IBUKAT BO IIPaBel] Ha IIPOHAOrambe Ha
CTaHJap[Ha IWjarHOCTMYKA ajJlaTKa KojallTo Ke Oupe co
BHCOKA [TOBTOP/IMBOCT 3a AMjarHOCTHYAPHUTE. YITPa3BYKOT
Ha JIOMHMOT VPUHApeH TPAKT, KOHKPETHO Ha BpPaTOT
Ha MOUHMOT Meyp, HEroBUTe COOJIHOCH CO OKOJIHHTE
AHATOMCKHM CTPYKTYPH, KaKO CTaTWYHM, TIPU MUPYBaIbe,
Taka M JAWHAMWAYHM Tpu BanmcanBa MaHeBap, BeTyBaaT
rojieM MCcUeKop BO CTaHapAM3upame Ha IujarHOCTHKATA,
HEj3MHO 00jeKTUBM3Upabe M MOMKHOCT 3a IPOIleHKa Ha
ycrelHocTa Ha TpetManuTe 3a CYU(7).
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Bo oBaa cTyauja ce HampaBU IPOLIEHKA Ha YCIIENIHOCTA
Ha TUIMKaTypupaHaTa KOJIMocyclieH3uja Kaj MaldeHTKd
co CYU, kom Oea mojeneHd BO JiBe TPYIIH, 3aBHCHO
op, MHAWKanujata. IIpBata rpyma omdary HalUeHTKH
Kaj Kou Oemie H3BefleHa WM30/IMpaHa IUIMKAaTypUpaHa
KOJITIOCYCIIeH3Mja, TofieKa BO BTOpaTa TIpyla Bjeroa

MalMeHTKUTe Kaj KOM OCBeH IUTMKaTypupaHaTa
KOJToOCyIleH3nja ~ Oellle  HampaBeHa U TOTalHA
abJloMMHANHA ~ XHUCTepeKTOMHja Co  OuiaTepajiHa

canmuHrooopekromuja. [Ipeky Mepere Ha BpeJHOCTUTE
Ha o ¥  aroJoT COOJIBETHO Tpef] ollepaTUBHO, b6 Hefenu
u 6 Mecelly Tocie onepaldja, pe3yaTaTHTe TOKaKaa
CUTHU(MKAHTHO pPeyIiMpame Ha arjauTe W BO JIBeTe
TPYIM, HoceOHO BO BTOpATa IPyIia, Kako ¥ HaMasTyBambe Ha
MOOMITHOCTa Ha BPATOT Ha MOYHKOT Meyp. OBa e yIirTe efieH
YeKOp HaIpesl Ha MaTOT KOH U3HAOrarbe Ha e MHUTHBEH
NWjaTHOCTMYKKA  TPOTOKO KakKo ¥ TPeIUKTHBEH
dakTop 3a ciefieme Ha TAIMEHTKUTE TPETUPAHU CO
CYH. IlocTojaT HEeKONKY CTYOWM BO KOM Ce 3eMeHHM BO
Tpe/IBU/] BPeIHOCTU Ha OBHe JIBa arjii BO MUPYBame U
npu BancanBa, meryroa cropembata ce BpIIM MOMery
3apaBu U nauueHTKH co CYH. HesaBucHo, pesynraTtuTe
ce KOH3MCTEHTHHM CO pe3ylTaTuTe J00MeHM BO OBaa
CTY/IMja, OTHOCHO, pelyKilija Ha BPeJJHOCTU Ha OBUeE JIBa
aryy, 1ITO VIITe MoBeKe ja 3rojieMyBa aryIMKaOMIHOCTa
Ha TpaHCIepUHeaTHUOT YITPa3BYK Kako HeMHBA3UBHA U
JIeCHO JIOCTAITHA IUjarHOCTHYKa MeTofa(8).

3AK/IYYOK

OBaa cTymuja BO CBOETO CITPOBe[yBame ja MCTaKHYBa
edeKTUBHOCTA Ha IUIMKATYpUpaHaTa KOMIOCYCIIeH3Hja,
Kaj nmanueHTKu co CYW, He3aBUCHO [lalu e H3BefleHa
W30/MpaHa WIM 3aeHO CO TOTaJHAa aOJOMHHAIHA
XMCTEPEKTOMMja, 3aToa IITO OBO3MOKYBa perapuparmbe
Ha ersakTHaTa (hM3MOJIOIIKA aHATOMHMja Ha KapINYHOTO
nHo. Co camoTo TOa, Ce KoperupaaT CUMITTOMUTE
Ha WHKOHTHMHEIMjaTa, Ce MOJo0pyBa KBalIUTETOT Ha
)uBot. CeTo Toa ce BU3YelM3Mpa He caMo CYOjeKTUBHO,
criopej; MCKa3WTe Ha Mal[MeHTKaTa, TYKY U JUPEKTHO
CO TIOMONI Ha TpaHCIepuHeasieH VITPa3BYK Ha JoleH
ypuHapeH TpakT. [[o0KOHKpETHO, Meperbe Ha BPeJHOCTHUTE
Ha o M B armMTe, KOM ja HPHUKaKyBaaT MOOMIHOCTa
Ha TPIOTO HAa MOYHMOT Meyp. CuTe BpemHOCTH Cce
HAMajIyBaaT Iocjie ONepaTHMBHMOT TpPETMaH, OfHOCHO
ce HaMajlyBa MOOMJTHOCTA Ha ypeTpara, IITO KIMHUYKH
ce MaHu(ecTHpa co penykipja Ha cumnTomure. Co Toa,
ce m00KMBa BIEUaTOK j[ieKa OBaa HEMHBA3MBHA METO[Ia,
JIeCHO aryIMKaTUBHA, MOKe Jla CTaHe Jief of] air0PUTaMOT
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3a JMjarHOCTHMI[Mpale, eBajlyalja M Clefiele Ha
nanueHTKy co CYU Kaj Ko MHKOHTHHEHIHjaTa ce pellaBa
OIepaTHBHO.
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AHAJTI3A HA BOTHUYKI MOPBUTUTET BO IO/IOUIKNOT PETMOH
(TETOBO M TOCTHBAP) BO 20231

Bupoecka Karapuna', Ucmannu bekum 2, CaneBa OnuBepa °, Mycrada-Anmuy Mupmunpa*

13Y IlenTap 3a jaBHO 371paBje-TeToBo;
T13Y np.bexkum-N

’J3Y 3npaBcTBeH 1oMm Bunuiia

413Y Onmrra bonuuia l'octuBap

Medicus 2025, Vol. 30 (1): 98-109

PE3HUME

Bo IMonomkuoT perniox Bo 2023t paboTtaat 3 jaBHU U 1 mpuBaTHa 6omHUIA. BKYITHUOT mocTeneH dhoH e 708 60THUIKI
MOCTENTH, a Off pa3HM MOBpenn 1 bosiecT Bo OOTHUUKATa /iejHOCT BO [1o/IOMKY pervoH ocTBapeHu ce 67343 OOMHUUKNA
IIeHOBH, a JIeKyBaHU ce 14907 6oy, tutyc 1529 nopopyBama co 5275 60THUYKY IeHOBU. Bo ofiHOC Ha Bo3pacTa ITorosieM
e OPOojoT Ha JIeKyBaHU OOJHU BO MOCTapUTe BO3PACHU TPyIIaliuM, a HajMas Bo Bo3pacta 1o 1 roguHa. CrankaTta Ha
XOCIIUTAIM3allja Ha HUBO Ha Oo/THMUKa fejHocT TeToBo usHecyBa 70,9%o0, a Ha HMBO Ha Ob T'ocTUBap Taa U3HeCyBa
54,2%0 Ha 1000 >kuTtenu. Bo nocneHuTe 5 ronMHU MMa IMTPOMEHM BO TPeHJ0T Ha cTarkaTta Ha bM Bo [Tonomiku pervoH.
IImeHo, HajBrcok Om Bo 2019r (113,0/10005k). [ToToa cremu omnararme 1 HajHucKa crarka e Bo 2021r(38,0/10005k), 3a
Ila TIOBTOPHO nMa 6s1ar mmopact 1 Bo 2023t e 59,2/10005k.

Llen Ha Tpygort: [la ce mpukaske ODOJIHUUKMOT MOPOUIUTET Ha TofipadjeTo Ha [1oJIoKY PeruoH Mo AUjarHos3u, BO3pacT
1 TI0/1 Ha JIeKyBaHUTe 60jHU Bo niepuop 2023/2022r.

Meton u matepujanu: IlogaTouure 3a OOJHUUKMOT MOPOMIWTET NPHKA)KaHM BO OBaa aHaju3a ce HoOMeHU Of
M3BEIITAjOT 3a CTAlMOHAaPHO JIeKyBaHO aulie — obpaser; 3-21-60. Ce kopucrar u gemorpadcku rnogaronu o J13C Ha
PCM u mipyra cTpydHa nuTepartypa. KopucTteH e aHaIUTUUIKO-TIECKPUTITUBEH METO].

Pesynratu: Bo oiHoC Ha MuHartara 20221 ,lTpoOCEUHOTO Tpaewe Ha JIeKyBawbe BO TeToBo e HamasieHo off 4,1 Ha 4,0 neHa
(2023r), a Bo bonHuiiata Bo ['octuBap e 3ronemero od 5,8 Bo 2022r Ha 6.0 mera Bo 2023r. Bo omHOC Ha T07T Ma/IKy
ToBeKe JIeKyBaHU ce >keHuTte. Bo OomHuimTe Bo TeToBo Hajronem 06poj Ha nekyBaHW Bo 2023r ce op 6omecTyTe Ha
LpKynaTtopeH c-M (2184 nexyBanu nm 20%). Ha BTopo MecTo ce ieKyBaHU o7l O0IeCT Ha TeHUToyprHapeH c-M (1806
unu 17%) 1 Ha TpeTo MecTo ce bojecTuTe Ha pecrmpaTtopeH c-M (1800 wmm 17%). Hajronem 6poj Ha j1ieKyBaHU OOJTHU
Bo 2023r Bo OB I'octuBap ce on 6oecT Ha Ha pecruparopeH c-M (1218 nek. mmm 29%), Ha BTOPO MecTo ce 6oJecTu
Ha reHUTOypuHapeH c-M (659 nnnl6%), 1 Ha TPEeTo MecCTO ce JIeKyBaHU ofl OOJIeCcTH Ha LIMPKyIaTopeH c-M (299 unu
7%). [1poceyHoTO Tpaeme Ha JIEKYBamhe e Hajmonro Kaj bojHuTe of AyuieBHU pactpojctBa,OapeneHn MHMEKTUBHN U
rapasuTCKu O0eCTU, OOIECTUTE OfT IUPKYIATOPEH W PECTTMPATOPeH C-M 1 HEOTIa3MU.

3akydok: BpojoT Ha tekyBaHM 60IHU 1 OPOjOT Ha OCTBApeHU OOTHUUKU [IeHOBMY BO OOMHULIUTE BO [TOMIOUIKYU PeruoH
Bo 2023r Bo omHoc Ha 2022r e 3rojeMeH. bBpojoT Ha /TeKyBaHU OOMHHUCIIOpe[ Pyl Ha O60ecTr Kako U 6pojoT Ha
ocTBapeHM OOHUUKU JIEHOBU € HajrosieM Kaj OoyiecTuTe Ha IIMPKY/IaTOpeH C-M. DonecTy Ha pecrupaTtopeH Cc-M U
OorecTy Ha TeHUTOYpUHApEeH c-M. [locTojaH e MopacToT Ha XPOHWUHM JlereHepaTHBHM 3a00JyBarma M COCTOjOU co
TeHJIeHIIWja Ha MOMECTyBakkhe Ha BO3PACHUTE TPYIIM U BUCOKA 3aCTaIlleHOCT BO MOPOUIUTETOT Ha ITPOIYKTHBHOTO
HaceJleHUe.

Knyanu 360poBu: BomHUYKY 7IeHOBU, JIeKyBaHU OOJTHU, CTarKa, BO3PACT, 1 OOTHUYKA MOPOUITUTET.
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Ha nopgpaujeto Ha J3Y 1IJ3 TeroBo mocrojaT u paborar
Kmunnuka bonmruna TetoBo, Onmira bonxuia ['octuBap,
CnerpjanHa OonHMIla 3a OemogpoOHKM 3abonmyBama U
THBI] Bo c.Jlemok u [13Y onmra 6bonuuiia OHE Xocmuran-
TeToBo. BKynuuoT nocrennex o | Ha O0THUYKATA J1ejHOCT
Bo TetoBo e 505 KpeBeTH, a Bo T'octiBap 20300MHUUKK
KPeBeTH U MCTUTe 00e30e/TyBaar 1a OpojoT Ha KpeBeTH Ha
1000 sxutenu u3HecyBa 2,8.

WckopucreHocta 1o ofifienieHdja Bo Kn.bonuuiia TeToBo
e CcleJiHaBa: MHTEPHO Off. 36.4%, WH(MEKTMBHO Ofif
14.2%, metcko oppenenue 15.7%, HeBponomko oz 24.7%,
TICUXUjaTPUCKO ofifiesieHue 23.6%, XMPYPIIKO OfijiesieH1e
30.3%, yponomiko 44.8%, ruHekonomko 59.4%, akyuepcko
11.2%, opromencko opnpenenue 14.6%, ouno 2.1%, OPJI
12.1%, Onxonoruja 30.6% 1 UHTpPepBeHTHa KapAKOIOTHja
( mHeBHa OonHMIIA) co HajBucoKa 174,0% MCKOPHCTEHOCT.
Bo II3Y OHE-XocnuTam: xupypruja 9,5%, ruHekonoruja
17.7%, akyuepcko 44.8% u untepro 1,9%. Bo crerujanHa
OomnHuiia Jlemok uckopucTeHocTa e 32,6%. 3HauM BKYITHaTa
MCKOPUCTEHOCT Ha OONTHUYKUTE Ofifie/ieHuja BO PEruoH
TetoBo usHecyBa 25.1%. UckopucTeHocTa 10 ofifieneHuja
Bo Ommrra 6omHuia ['ocTHBap e cjiemHa: MHTEPHO OfIT
21.9%, infektivno odd.undextuBHo ofyi 47.2%, IETCKO OfI.
30.1 %, HeyporncHXujaTPUCKO oA f. 29.7%, XMPYPLIKO O,
35.3%, ruHekonomko opn 10.2%, akyiiepcko offeneHue
25.9%, uWnM BKyITHATa MCKOPUCTEHOCT Ha OONHUUKUTE
opgenenuja Bo Ob I'octuBap usHecyBa 28.2% . Bo 2023r
Of pa3HU ITIOBPeIU W 0ONeCTH BO OOMHMYKATa JIejHOCT
Bo OonuuuTe Bo Iloor octBapenu ce 67343 OOMHUUKK
IeHoBH, a jekyBaHu ce 14907 OonmHu (6e3 mopopyBamba).
Co mopopyBamara u3HecyBa 72618 OOMHIUKY JIeHOBHM , a
nekyBaHH ce 16436 OonmHuy.

Bo tpure 0onHuim TetoBo nekyBanu ce 11847 6omHu Kou
octBapuie 46246 6onHMURM feHa, off Koj: 10735 nekyBaHu
oonuu co (42443 oonn.neHoBu) u 1112 mopoayBama (co
3803 OOMHUYKY IEHOBH).

Bo Ommra Oonuuna -loctuBap nekyBanu Omie 4589
0omHK Koy ocTBapuie 26372 OOMHMYKY JIEHOBH, OfF KOj:
4172 nexyBanu OomHu co (24900 OonH.neHoBu) u 417
nopofyBama (co 1472 OOMHUIKY [IEHOBH).

Bo ofHoC Ha Bo3pacTta Ha JIeKyBaHUTe OOJHM TH MMa O]
CHTe BO3PACTU U MPH ToA TIOTOJIEeM e OPojoT Ha JIeKyBaHH
0OMHM BO MOCTapuTe BO3PAacHM TPYMAIMM, a HajMaa BO
Bo3pacrta moj, 1 roguHa. IlpoceuyHoTo BpemeTpaere Ha
nekyBame Bo 2023r Ha HMBO Ha OONMHHIMTE BO TeToBO
usHecyBa 4.0 fmeHa, a Bo ommTa OonmHuia I'octuBap 6,0

Profesional paper

neHa. Bo ogHoc Ha MuHaTaTa 20221 MpoceuyHoTOo Tpaekhe
Ha JieKyBame Bo 2023r Ha HUBO Ha OonHUIMTE BO TeToBO
usHecyBa 4,0 fieHa, a Bo ommita OonHuia- I'octusap 6,0
neHa. Bo ogHoc Ha MuHaTaTa 20221 MpoceuyHOTO Tpaekhe
Ha JleKyBambe Bo TeToBo e HamaneHo of 4,1 Ha 4,0 meHa,
aBo boyHMIIaTa Bo ['ocTUBap e 3ronemeHo of 5,8 Bo 2022r
Ha 6,0 gena Bo 2023r. Crankara Ha XOCIUTAIM3alHMja HA
HUBO Ha OoHKuKa JejHocT TetoBo usHecyBa 70,9%o0, a Ha
HuBO Ha Ommrta OonmHuia I'ocTuBap Taa u3HecyBa 54,2%o
Ha 1000 ;xurenu.

IE]

Jla ce npuKake OOTHMUKKOT MOPOMAUTET Ha OJIPAvjeTo
Ha TIOJIONIKUOT PETHOH 110 UjarHO3H, BO3PAcCT U MO Ha
JieKyBaHuUTe O0/IHU Bo mepuof o 2023-2022r.

METO/[J0JIOI'JA HA PABOTATA

[TomaTonuTe 3a OOMTHMYKKOT MOPOMAUTET MPUKAKAHH BO
0Baa aHa/M3a ce o0KreHu o1 MI3BelnTajoT 3a cTaloHapHo
neKyBaHo nuiie oopaser] 3-21-60. Ce KopucTat 1 IIOJATOLH
ofi, JIpaBHMOT 3aBof 3a cratucTuka Ha PC Makemonuja
KOU ce OffHecyBaaT Ha JieMorpad)cKuTe KapaKTepUCTHKH
Ha Hace/leHMeTO KOe KMBee Ha [oJ[pavjeTo 1 JIpyra CTpyuyHa
nuTepaTypa. KopucTeH e aHaTUTHYKO-IeCKPUITTUBEH
METO[I.

Bonunuku MopoupureT Bo pernoH Ilomor, 2023/2022r
Tabemna op.1

Peruon TeToBo 2023 2022
Bpoj Ha JieKyBaHu OONTHU 10735 10159
MB/10000 sxuresm 642,8 608.7
Bpoj Ha DOMHMYKY [JIEHOBH 42443 41291
[IpoceuHo Tpaemwe Ha JieKyBambe 4,0 4.1
*afieHuTe ToJaToLHM ce Oe3 Mopo/yBatba.
Tabemna 6p2
Peruon l'ocTuBap 2023 2022
Bpoj Ha iekyBaHu OONTHY 4172 3331
MB/10000 skutenu 492,6 393.5
Bpoj Ha OOMHMYKY [IEHOBH 24900 19299
[IpoceuHo Tpaewe Ha JieKyBambe 6,0 5.8

*NaZieHuTe TI0JaToLH ce Oe3 Mopo/yBamba
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I'pachukon 6p.1 Jlujarpam 2
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Opn rpacukoH 6p 1 ce rea Kako ce Bk BM Bo ofiHOC
Ha 1071, U TI7IeJaH0 BKYIIHO BO OoynHuImTe BO Ilomommku
PervoH MajKy IOBeKe JIeKyBaHU ce keHMTe. JIeKyBaHU
0ONMHM TOBEeKe Of MalIK¥ MOl MMa BO CYOTOTaiuTe :
100-199; JOO-J99; K00-K94; A00-B99. IloBeke nekyBaHU
OonmHKM of KeHCKH mon uMa Bo cyotortamure: C00-D48;
D50-D89; M00-M94 u vo NOO-N94.

Jujarpaml

Trhy i e BN SR P T W (e T
ey ivarnm) ss banmnere se Terons o 2020 ¢

Bo ofHoc Ha OpojoT Ha JeKyBaHM OOMHM Off MOEMHH
3abonmyBama Bo OojnHMIMTEe BO TeToBO, HajromemM Opoj
Ha jekyBaHM OomHu Bo 2023r ce op OonectuTe Ha
HUpKy/IaTopeH c-M (2184 nek. oonnu umu 20%). Ha BTOpo
MECTO ce JIeKyBaH! OOJTHU 071 00JIeCTH Ha TeHUTOYPHHAPEH
c-M (1806 wmm 17%) u Ha TpeTo MecTo ce OoecTUTe Ha
pecripaTopeH c-M (1800 wm 17%).  Bugu aujarpaml
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Hajronem 6poj Ha nekyBanu 0omHE Bo 2023rBo Ominta
oonuuiia ['octuBap ce off bomecTuTe Ha peCIUPATOPEH C-M
(1218 nex. bomuu Ui 29%), Ha BTOPO MeCTO ce OoIecTuTe
Ha reHUTOYpHHApeH c-M (659 mim 16%) 1 Ha TPeTO MECTO ce
JleKyBaHU OOJTHU Off 60/IeCTUTE Ha IIUPKY/IATOPEH CUCTeM
(299 wnm 7%) BUzM ujarpam 2

Jlujarpam 3

FREY BA AT FRE 1A CTAMA, W BOMAHHaH
BADPRMSHTIT HA 1000 SATLMA O] FO0%-JOR A,
TERACHLE M PO

JOe MM S Sl H

Op gujarpam 6p.3 ce Iea ieka Bo MOC/IeHAUTE 5 T. UMa
IIpoMeHH BO TPeHAOT Ha cramkaTa Ha BM Bo Ilomomku
peruoH. MmeHo ,HajBucok Omn Bo 2019r (113,0/10005k).
[loroa cmemu omarame ,M HajHUCKA CTalKa  €BO
2021r(38,0/1000:k), 3a ma MOBTOPHO MMa OJIar MOPACT U BO
2023r e 59,2/1000:.

II. 3ACTAIIEHOCT N KAPAKTEPUCTUKH HA
O JE/IHN T'PYIIN HA BOJIECTH BO BOJTHUYKHOT
MOPBUJUTET BO 2023I

A00-B99 Oppentu nH(EKTUBHU M MAPa3UTCKU 00IeCTH
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HbeKTUBHKTE M TPa3UTaPHUTE 0OTIECTH KAKO MHMKATOP
3a COIIMjaTHO €KOHOMCKMUTE YCIOBH Ha )KMBeethe, HABUKUTE
¥ OJTHECYBAIbETO Ha HAceJIeHUeTO CeyIliTe MpeTcTaByBaaT
37IpaBCTBEH M COIUjaJTHO eKOHOMCKH TIPOOJIEM.

OcHOBHa HMBHA KapaKTepUCTHKa € Toa IHITO IMOroyeM
Opoj o7 oBHe 0ONTECTH MOKAT Jla Ce pallkpaT 3a KPaTKo
BpeMe, Jla 3a00/Ii MOrosieM Opoj Off HACeJIEHHeTO W Jla
TIpeIM3BUKAAT eTuieMIH, eHJIeMUH T1a JIYPH 1 ITaHIe MU

Tabemna op.1
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Bo 2023r om oBaa rpyma Ha Oonectu Ouie JIeKyBaHU
BKYIHO 314 nuna o kou 89 OomHM BO OONHUIUTE BO
TetoBo 1 225 6oy Bo I'ocTuBap u uctute octBapuie 1138
OonHIuKY ieHoBr Bo TetoBo 1 1497 O0NMHUYKY [JEHOBU BO
Ommra 6onHuna [octuBap. IIpoceuHoTo BpemeTpaeme
Ha JIeKyBatbe Ha 0BKe 0071ecTH BO OOJHUUKATA JIejHOCT BO
TeToBO BO 2023r usHecyBa 12,8 meHa u 6,7 IeHa BO OIIITa
oonuuia I'octuBap. Cranmkara Ha XOCIUTaIM3alKja e 5,3
nexyBanu 0oy Ha 10000 skutemu Bo Kmuunuka bonHuiia
TetoBo Bo 2023r, a Bo OB I'ocTuBap e 26,6 nekyBaHu 001HI
Ha 10000 sxutenu. ( Tabena 1u 2)

3aK/IVUoKOT e JieKa off rpymarta Ha 6omectu A00-B99 Bo
[To/OIKKMOT PeruoH, HajMHOTY ce JieKyBasie OOTHUYKU BO
BO3pacHaTa rpymna off 45-64r, 1 Toa 1oBeKe 0j] MallIKH 071
Bo omnoc Ha 2022r Bo 2023r MpoceyHoTOo JieKyBame Off
oBuMe bonecTy omagHaso of 11,3 Ha 8,4 ieHa , Kako U Gy1aro
omaramwe Ha MopouauTetoT of 18,8 Ha 12,5 10 /100005x.

C00- D48 Heormnasmu

HeomnasmuTe fieHec U MOKpaj CUTe MOCTUTHATH YCIIeCH
BO JIMjarHOCTHKATa M JIEKYBAaIbeTO IPETCTBYBAaT efleH
0]l Haj3HAuajHUTE COLMjaIHO MEJUIIMHCKM MPOOIeMH €O
orjiefi Ha HUBHUOT TOCTOjaH TMOPACT U PalIMPEHOCT Kaj
HaceJIeHHeTo, ¥ CO OI7Ie]] Ha TeJKUHATA Ha 3a00/TyBAbETO,
JO/KUHATa Ha JIEKYBabeTo, JO/Ir0TpajHaTa HeCIOCOOHOCT
Y VHBaJIMH/THOCT, JIONIaTa IPOrHO3a U IpepaHaTa CMPT.

Op mopaToIMTe 3a CTAI[MOHAPHO JIEKYBaHU JIMIIA MOKe
lla ce moOue caMo Jle/IMMUYEH YBHUJ 3a COCToj0aTa Ha
oBue OonmecTH, OWIEjKU locTa 3a00IeHH ce JIeKyBaaT Ha
KIMHUKMTe ¥ OonHuIuUTe Bo CKOIje M JPYTH CTPAHCKU
3eMjH.

Profesional paper

Taberna 6p.2
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Bo 2023r opf Heomma3Mu ce IeKYBaHU BO OOJTHUYKA [IEjHOCT
- TetoBo 1016 Gomuu co 3518 OONMHUUKK MEHOBH, BO
T'octusap 179 6ormHu 1 uctute octBapwie 1042 GoMHUUKH
TIeHOBM BO OOTHUUKA J1ejHOCT.

[IpoceyHoTo BpemeTpaele Ha OBHE 0ONECTH BO
OonHnuKa siejHocT - TeToBo e 3,9 eHa Ha efieH OoJeH, a
Bo Ob T'octuBap 6,3 neHa Ha efien OoneH. Crankara Ha
xocruranu3anuja Ha 10000 skutemu u3HecyBa: 48,6 Bo
TetoBo , a Bo ['octuBap 14,2. (Tabena 6p.3 u 4)

3aK/IyUOKOT e fleKa of rpymata Ha oonectu C00-D48 Bo
[ToMOMKKMOT pervoH, HajMHOTY ce JIeKyBajle OOMHUYKH
BO BO3pacHara Ipyna of 65 T u 1moBeke, U Toa MoBeKe Off
KeHcKH ol Bo opHoc Ha 2022r Bo 20231 mMpoceyHoTo
JIeKyBambe 07 0BKe 0oecTy omnajgHaio of 4,2 Ha 3,8 fieHa,
HO ce 3a0eJiekyBa 3rojieMyBaimbe Ha MOPOMIMTETOT Off
37,0 na 47,5 16 /10000, 1ITO € J0Ka3 IeKa OBKe OoIeCTH
TI0CTOjaHo ce 3rojieMyBaar.

D50-D89 bonectu Ha KpBTa UM KPBOTBOPHHUTE OpraHH
M OflpelieHN 3a0onyBama INTO o 3adakaaT MMYHHOT
MeXaHu3aM

Taberna 6p.3
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Opn oBaa rpyma Oomectd Bo 2023r cTaloOHapHO ce
nekyBaHu 270 ciyaau Bo TetoBo u 177 ciiyuau Bo I'ocTrBap.
BpojoT Ha ocTBapeHuTe OOMTHWUKH JIEHOBY M3HecyBa 1232
BO peruioH TeToBo 1 1268 Bo peruon ['ocTrBap.

[IpoceuHoTo BpeMeTpaeme Ha JieKyBawe e 4,6 meHoBU
Ha efleH OoreH Bo TetoBo, a 7,2 Bo ['octuBap. CrankaTa
Ha XxocrmuTanu3anuja e 16,2 nekyBanu 6o Ha 10000
JKUTeNU Bo perioH TeToBo, a Bo peruoH ['octuBap 20,9 Ha
10000 urenn.
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3aKJIVUOKOT e JieKa off rpymata Ha 6omectu D50-D89 Bo
[To/IOIIKKMOT PervoH, HajMHOTY ce JieKyBaje OOMHUYKH
BO BO3pacHara rpyma of 65 r u moBeke, 1 Toa MoBeKe off
#eHcku 1of. Bo opnoc Ha 2022r Bo 2023r mpoceyHoTo
JIeKyBame of] 0BHe OojecTu ce 3romemuso of 4,5 Ha 5,6
JieHa, Ho ce 3a0efieKyBa 3rojieMyBambe Ha MOPOUIUTETOT
op 16,2 1a 17,8 16 /100005.

E00-E99 EHIOKpUMHHM, HYTPUTUBHM U METAOOTMYHU
bonectu

Hajuecto MecTo Bo oOBaa rpyma Ha OormecTd 3aB3eMa
CeKaKo IeKepHaTa 0OojecT uMj Opoj Ha 3a0oeHH e BO
M0CTOjaH IIOPacT. 3a Toa IIOKPaj HacIegHUOT (DaKTop
TIPUJIOHECYBAAT M HU3a JPYTM PU3MK (DAKTOPU KaKo
cTpecHu cuTyaruu, uHbekuu uTH. Co afileKBaTeH Mpuoy
BO 37IpaBCTBEHATA 3aIlTHTa IleKepHaTa 00/1eCT MOKe paHo
lla ce OTKpUe, YIITe BO MPeTKIMHUYKU, aCUMITTOMATCKU
CTaJJUYM U CO ajleKBaTaHa KOHTPO/la U JieKyBawe Ja
ce MPOJOJKU JKUBOTOT Ha OOMHUTE W Ja ce OfiioKaT
KOMJIMKAIIUKTE.

Tabena op.4
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Op oBaa rpyma Ha bojecty Bo TeKoT Ha 2023T cTaliOHapHO
neKyBaHM ce BKyMHO 53 Bo T'octuBap u 82 Bo TeToBo.
OctBapen# ce 391 6onHUYKK JieHOBH Bo TeToBo 1 326 BO
T'octuBap umi npoceuHo 6,2 nexa Ha 1 6onen Bo ['ocTiBap
1 4,9 Bo TetoBo. CTanka Ha XocniuTajM3aIja e 6,3 0omHu
Ha 10000 skutenu Bo Tetoso u 4,9 6oy Ha 10000 skuTeu
Bo 'ocTuBap.

3aK/IVUOKOT e JleKa of rpymaTa Ha Oonectu E00-E90 Bo
[ToOIIKKMOT pervoH, HajMHOTY ce JieKyBaje OOMHUYKH
BO BO3pacHaTa Ipyma of] 65 r ¥ MoBeKe, 1 Toa IOBeKe off
mamku mon. Bo ogHoc Ha 2022r Bo 2023r mpoceyHoTo
JIeKyBambe 07 oBKe OonmecTu ce sronemusnio of 5,0 Ha 54
JleHa, HO ce 3a0e/ieKyBa HaMa/lyBaibe Ha MOPOMIUTETOT
o7 6,8 Ha 5,4 116 /100005k.

FOO - F99 ]lymeBHu pacTpojcTBa M PacTpojcTBa BO
00OHOCKHTE

[TouMoT MeHTaJTHO 3[paBje TEIIKO e Ja ce medMHUPa,la
criope[ Toa TeIKo e ¥ TPeLi3HO fla ce ofjpefld Kou Juila
npumaraaT Bo oBaa KaTeropuja. Bo OonHMuKara mejHOCT

Revisté mjekésore - MEDICUS | 102

IS ISP

000000000000

TetoBo - [yuIeBHHTe MOpeMeTyBama Ce jaByBaaT BO
CUTe BO3PACTH Kaj HaceJIeHHeTo, TIOUHYBajKK Off PAaHOTO
IeTCTBO TIpeKy MephofIoT Ha ajjojieciieHiidja 1 3pesa
BO3PAcT, Ia Ce 710 HajKacHa CTapoCT.
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Bo 2023r op mylieBHUTe MOpeMeTyBamba CTAal[IOHAPHO Ce
nexyBanu 72 6oiHK Bo TetoBo 1 179 6onHu Bo ['ocTuBap.
OctBapenu ce 963 OOJHUYKU JT€HOBM BO OONHUIIUTE BO
TeroBo u 1003 6onHuukyu geHoBu Bo Omuita OONHMIIA
I'ocTuBap.

[IpoceunoTo Tpaeme Ha JieKyBame BO TeTOBO M3HecyBa
13,4 mena , a Bo l'ocTuBap ToOa M3HecyBa 5,6 JeHa.
CrankaTa Ha XOCIHTa/lM3alldja Ha JIeKyBaHH OONHM Ha
10000 xurenu e 4,3 Bo TetoBo u 21,1 Bo 'ocuBap.

3aK/IVUOKOT e JeKa off rpymara Ha oonectu FO0-F99 Bo
[ToNOIIKKOT peTroH, HajMHOTY ce JieKyBajie O0THUYKU BO
Bo3pacHaTa rpymna of 45-64 r, u Toa HoBeKke OfI JKeHCKH
noi. Bo ofgHOC Ha TPOCEUHOTO JieKyBame Off OBME
oomnectu e ckopo ucto 10,2/2022r na 10,0 mena/2023r, Ho
ce 3a0ejie;kyBa 0J1aro 3roieMyBarme Ha MOPOUUTETOT Off
7,4 Ha 7,8 16/10000x.

G00- G99 Bonectu Ha HEPBHUOT CUCTEM
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BpojoT Ha cTalMoHaPHO JIeKYBaHH JIUIIA Off OBUE OOIECTH
Bo 2023r u3HecyBa 48 nexyBaHM OONHM BO OOJHMIIUTE
Bo TeroBo u 137 nekyBanu 6omHu Bo Ob T'octmBap u
ictuTe octBapune 175 OONMHUUKK [ieHOBM BO TeToBO
u 687 oomHuuku meHoBu Bo [ocruBap. IIpoceuHoro
BpeMeTpaerhe Ha JIeKyBame ofl 00/iecTHTe Ha HePBHUOT
cucteMm e 3,6 meHa Bo TeToBO M 5,0 mieHa Bo I'ocTHBap.
CrankaTa Ha XocIUTanu3alMja M3HecyBa 2,9 NeKyBaHU
oonuu Ha 10000 sxurenu Bo TetoBo u 16,2 Bo I'ocTuBap.
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3aKIJIVUOKOT e Jieka of rpymara Ha 6omectu G00-G99 Bo
[To/OIIKMOT pervoH, HajMHOTY ce JieKyBaje OOMHUYKH
BO BO3pacHata rpymna of 65 r u moBeke, 1 Toa MoBeKe off
Mmamku noi. Bo omHoc Ha 2022r Bo 2023r mpoceyHoTo
JIeKyBambe of] oBKe OomecTu ce Hamamuio of 5,0 Ha 4,7
JieHa, Ho ce 3a0esie}KyBa 3rojieMyBambe Ha MOPOUUTETOT
op 6,5 Ha 7,4 10 /100005.

HOO - H59 BonecTu Ha OKOTO U aiHEKCUTe
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Bo 2023r op oBue bomecTu ce npekyBaHM 133 O0nHE BO
OonHmuka pejHoct TeroBo u uctute octBapune 136
OONHUUKM JIEHOBH, CO MPOCEUHO Tpaee Ha JIeKYBambe
1,0 gena u cramka Ha xocnuTamusaruja 8,0 nmeKyBaHU
oonuu Ha 10000 kurenu. Bo ommrra 6omauna [octiBap
ce JIeKyBaHu 3 00/THY o 34 ocTBapeH: OOTHUUKHU JIEHOBH,
CO TIPOCEYHO Tpaeke Ha JieKyBamwe 11,3 neHa u cranka Ha
xocrmranmu3anyja 0,4 nekyBanu 0omay Ha 10000 skuTenn.

3aK/IVUOKOT e jJieKa off rpynaTa Ha 6onect HO0-H59 Bo
[To/OIIKKMOT pervoH, HajMHOTY ce JIeKyBajie OOMHUYKH
BO BO3pacHaTa Ipymna of] 65 r ¥ MoBeKe, U Toa IOBeKe off
JKeHCKM 1o/1. Bo offHOC Ha TIPOCEUYHOTO JieKyBatbe Off OBUe
oonectu ce ckopo ucto of 1,1/2022r va 1,3 / 2023r ena, a
1 MOPOMAUTETOT € cKopo ucT 5,1/ 2022r u 5,4 16 / 100005x.

H60 - H95 bonecTtu Ha yBO U MaCTOUTHUOT U3PACTOK
Tabena 0p.8
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Bo 2023 r op oBue OonmecTu ce NeKyBaHU 35 OONHM BO
OoNHUIIUTE BO PErnoHOT TeToBO M MCTHTE OCTBapHIIe
171 OOMHMYKK [E€HOBH, CO MPOCEUHO TPaeHe JIeKYBamhe
49 neHa M cTalKa Ha XocmuTanu3aiuja 2,1 neKyBaHU

Profesional paper

oomuu Ha 10000 xutenu. Bo ominra bonxuia ['octiBap ce
neKkyBaHu 51 607HY co 262 ocTBapeHu OOTHUYKY JIeHOBH,
CO MTPOCEYHO Tpaeke Ha JieKyBamwe 5,1 JleHa U cTanka Ha
xocrranu3anyja 6,0 nekyBanu 6omay Ha 10000 KuTemm.

3aK/IVUOKOT e JieKa of rpymara Ha oonmectu H60-G95 Bo
[ToNOIKKOT perxoH, HajMHOTY ce JieKyBajie OOTHUYKU BO
Bo3pacHara rpyma of 45-64 r, u Toa moBeKe o KeHCKH
non. Bo offHOC Ha TPOCEYHOTO JIeKYBakbe 0ff 0BUe H0/ecTH
e ucto o7, 5,5/2022r na 5,0 mena/ 2023r, Ho ce 3a0eneKyBa
3rojieMyBambe Ha Mopouaureror of 1,9 Ha 3,4 116 /100005.

100 - 199 bonecTu Ha IIMPKYIaTOPEH CHCTEM

BonecruTe HalIMPKy/IaTOPeH CUCTEM CIIOpeJ] 3aCTalleHoCTa
BO MOPOUUTETOT U TIOCEOHO BO MOPTAIUTETOT Ha
Hace/ieHMeTO MMaaT JIOMAHAHTHO MeCTO CO TeHieHIIHja 3a
HaTaMollleH IopacT 1 O TIOMeCTyBatbe Ha “EnuaeMucKuoT
Opan” KOH M/Ia[juTe U HAjIPOAYKTUBHU BO3PACHU
rpymnaiyu.

[locnemuuute of oBHUe OOECTH Ce TONEMH KaKo
MEJMIIMHCKY, TaKa M COIMjaJIHO- eKOHOMCKU Oupejku
HCTUTE Ce JIeKyBaaT HajuecTo OOMHMUYKM M IIOJIONTO
BPEMe,UeCT0 U IIOBeKe MaTh CO IITO TPOLIOIUTE 3a
HMBHUOT TPETMaH ce 3rojieMyBaaT Kako 3apajid TPOIIOLH
3a 3/7]paBCTBEHA 3alllTUTa, TaKa M 3apajii HeCIIocOOHOCTa
3a paboTa, MHBAJIMIHOCTA U TIPepaHa CMpT.

[lokpaj paHO OTKpWBame, Haj3HauYajHa U CEKaKo
Haje()KacHa TpeBeHIMja Ha OBUe 0ONeCTH, OJHOCHO
O[ICTPaHyBale Ha PU3MK (PaKTOpUTE KOM JOBelyBaaT
7o oBue OosecTd (Mylleme, TojasHocT, cnaba (hu3uuKa
aKTUBHOCT, CTPECOBH, 1 JIp)
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Bo 2023r on oBue Oomectu ce jexyBanu 2184 GomHu
20,3% o1 BKYITHO CTALIOHAPHO JIEKYBaHUTE BO OOMTHIMUKA
nejoct- TeToBo U ocTBapeHHu ce 6312 OOTHIUUKY J€HOBH,
aBo Ommra 6omuuria I'octuBap nekyBanu ce 299 60mHM
WM 7,2% Off BKYIIHO JIeKYBaH! OOJHM ¥ OCTBApeHH ce
2268 OomHnuky eHoBU. CTalKaTa Ha XOCHMTaIM3alyja
of OomectuTe Ha IMPKYIATOPHMOT CHMCTEM M3HECYBa
13,08 nexyBanu 6omHu Ha 10000 skutenu Bo TetoBo u 35,3
nexyBanu 6omHK Ha 10000 sxuTem Bo ['ocTuBap.
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3aKJIVIOKOT € JeKa of rpymara Ha 6omectu 100-199 Bo
[To/IOIIKKMOT PervoH, HajMHOTY ce JieKyBaje OOMHUYKH
BO BO3pacHaTa rpymna of 65T u MoBeke, U Toa TOBeKe off
Maliku nosi. Bo ofiHoC Ha TPOCEYHOTO JieKyBarbe Off OBHe
bonectu Toa e 3roimemeHo of 2,8 / 2022r Ha 3,5 fieHa /
2023r, HO ce 3abefie;kyBa HaMalyBambe Ha MOPOUIUTETOT
op 106,1 Ha 98,7 16/ 100003x.

JO0-J99 BonecTtu Ha pecniipaTopeH CUCTeM

Bormectute Ha peCHMPATOPHUOT C-M Ce eTHH O]
Haj3acTaleHnTe, a Kaj HEKOM BO3PACHU TpyMaliu
¥ YOeyIMBO Haj3acTaleHd BO MOpPOMUTETOT Ha
HacejleHHeTo. BakBaTa BHCOKa 3acTareHOCT Ha OBHE
3ab0/yBama BO MPB peJ| e YC/IOBeHa Off BIMjaHUETO Ha
dbakTopuTe Off HajIBOpENIHATA CpeMHA, arpe] ce Of
KOMYHAJTHOTO ¥ MH/IYCTPUCKOTO 3arajlyBare Ha BO3YXOT,
nyliewhe, KTMMaTCKK (DaKTOPH | JIp.
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Bo 2023r op oBue OoecTH CTALMIOHAPHO Ce JIEKYBaHU
1800 6omHu, 20,2% of BKYITHO IEKYBaHUTE BO OOTHUYKATa
nejuoct-TetoBo. Ucture Oomum  octBapunme 10842
OOMHUUKM JIEHOBM, CO MPOCEYHO JieKyBawe 6,0 meHa u
cranka Ha xocruraausanuja 107,8 6omxu Ha 10000 skutenn
Bo TetoBo. Bo omira 6omHuia I'ocTiBap jeKyBaHHM ce
1218 6omuu um 16,8% of BRYIHO jekyBaHuTe. McTute
oonuu octBapuie 8417 OOMHUUKK [IEHOBHU, CO HPOCEUYHO
NieKyBame of 6,9 eHa 1 cTalKa Ha XocnuTanu3aiuja 143,9
nexyBanu Ha 10000 xuTenu.

3aK/IVUOKOT e feKa of rpymara Ha 6omectu J00-J99 Bo
[To/OIKKMOT PeruoH, HajMHOT'Y ce JieKyBaie O0THUYKU BO
Bo3pacHaTa rpyma ofi 0-6r, u Toa 1moBeKe ofi MalIKH TIOJ.
Bo opHOC Ha MPOCEYHOTO JIeKyBarme Off OBUe 0OecTH
TOa e 3rojieMeHo of 5,9/2022r Ha 6,4 gena /2023r, Ho ce
3abesekyBa 3rojieMyBame Ha Mopoupuretor of 86,0 Ha
119,9 116 /100005.

K00-K93 bonectu Ha qUreCTUBHUOT CUCTEM

BonecTuTe Ha AUTreCTUBHUOT CHUCTEM MCTO TaKa Ce eIHH
o TI03acTalleHUTe BO MATOJOrMjaTa Ha HaceJIeHUeTo.
HaunHoT Ha wucxpaHaTa, MH(EKIUUTe, COLKjaTHO
eKOHOMCKHTE YCJIOBH, ICUXMUKUTE (PaKTOPH, KOPUCTEHETO
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Ha TYTYH, aJIKOXOJ, 3a4YMHU KaKO W HaCleJHUTe d)aKTOpI/I
JoIpuHecyBaar 3a nojaBa Ha oBUe 00JIeCTH.

Tabena op.11
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Bo 2023r op oBaa rpyma Ha 0OOJeCTH CTaIlMOHAPHO Ce
nekyBaHM BKymHO 1720 numma o Kou 1427 GomHu Bo
OonMHMYKa JiejHOCT- perroH TetoBo mmu 13,3% off BKYIIHO
nexyBanute Oomuu. Vctute octBapwie 5911 GonHUUKM
JIeHOBM, CO TPOCEeUHOTpaele Ha jekyBame 4,1 feHa u
cTamnka Ha xocruTanu3aiuja 85,4 6omau Ha 10000 skuTenm.
Bo Ommrra 6omuuiia FoctuBap nekyBanu Bo 2023r ce
293 6omuu mmi 7,0% of BKYIHO JieKyBaHuTe. VcTute
octBapuie 1875 OONMHUYKM JIEHOBM, CO TIPOCEYHOTPACHHE
Ha JIeKyBaibe 6,4 leHa M cTalKa Ha XocIuTaau3aiuja 34,6
oomau Ha 10000 xuTenmu.

3aK/IyUoKoOT e jieKa of rpymarta Ha 6omect KOO-K93 Bo
[ToMOMKKOT pervoH, HajMHOTY ce JIeKyBajie OOMHUYKH
BO Bo3pacHara rpyma off 45-64r, u Toa oBeKe o7 MalllKu
1o/1. Bo oJiHOC Ha IIPOCEUHOTO JIEKYBakbe Off 0BKe 00/IeCTH
TOa € HamajeHo of 7,1/2022r ua 4,5 mewna/2023r, Ho ce
3a0efie;kyBa 1 071aro 3rojieMyBambe Ha MOPOMIAMTETOT Off
64,1 1a 68,3 16 /10000:x.

L00-L99 DbomnecTtu Ha KoskaTa ¥ IOTKO;KHOTO TKUBO

Tabemna 6p.12
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Bo 2023r Bo oBaa rpyma Ha 60j1eCTH JIEKYBaHHU Ce BKYITHO
129 nuua op Kou 79 6omHKM Bo OonmHuiUTe BOo TeToBo
i 0,7% of BKYITHO jJeKyBaHuTe OomHuU. Vctute O0mMHK
ocTtBapusie 244 OOTHUYKH JIEHOBH, CO TIPOCEUHO JIEKYBAIhe
3,1 meHa M cTamka Ha XocmuTamu3anuja 4,7 60MHE Ha
10000 xuTenm.

Bo Ommrra Gonuuia FoctuBap — nekyBaHu ce 50 6omHU
win 1,2% op BKYIHO jekyBaHuTe 0onmHuU. Mctute 60mHK
octBapuie 304 OOTHUYKU JIEHOBM, CO MPOCEUHOTPaekHe
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Ha JieKyBame 0,1 IeHa U cTallKka Ha XocIUTanu3aluja 5,9
oomau Ha 10000 xuTenm.

3aK/IyyoKoT e JieKa ofi rpymara Ha Oomectu L0O0-L99 Bo
[ToNOIIKKOT peruoH, HajMHOTY ce JIeKyBajle OOTHUUKH
BO Bo3pacHata rpyma off 20-44r, 1 Toa moBeKe 0f] MaIlIKK
non. Bo ofiHOC Ha POCEUHOTO JieKyBatbe Off OBIE OOeCTH
Toa e cKopo ucto of 4,7/2022r u 4,2 mena/2023r, u Ha
MOpOUIUTETOT e MpuOmmKHO ucT 5,2/2022r u 5,1 16
/100005x Bo 2023r.

MO00-M99 bonecTu Ha MyCKY/IOCKeTIeTeH CICTEM

BorecTute Ha MYCKY/IOCKE/IETHHOT CHCTEM U CBP3HOTO
TKHUBO Ce TI0BeKe MPUCATHHU BO MOPOUIUTETOT 0COOEHO Kaj
TI0BO3PACHUTE TPYIAIMK, Mer'y PYrOTO KaKo pe3ynTaT Ha
TIPOJIOJIKYBake Ha BEKOT Ha JKUBEEHe 1 3rojleMyBarbe Ha
OpojoT Ha moctapoTo HaceseHue. Co Oryie[ Ha MOPacTOT
Ha oBMe 0O/lecTH KOM ce TeCHO TOBP3aHU CO YC/IOBU
Ha JKUBeewe W Pab0Ta U MEUIIMHCKUTE U COLUjaTHO-
eKOHOMCKHUTE TIOCTIe[IUIM Off HUB, HEOIXOJHO € Jla MM
ce Jlajie TOro/ieMO 3Haewe Ha HaceJIeHHeTO BO CMHUCOT

HAa IpeBeHIdja, paHa [WjaTHOCTHKA, JIEKYBame U
pexadumMTalyja.
Tabemna 6p.13
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Bo 2023r op oBue OomecTd CTALMOHAPHO Ce JIeKYBaHU
BKYIIHO 393 /uIia of Kou Bo OonHMuKa fiejHoct TeToBO
ce 231 GoneH, Kou ocTBapwie 623 OOMTHUUKU JIEHOBH.
[IpoceuHoTo Tpaee Ha IeKyBaibe e 2,3 JeHa, a CTalKaTa
Ha XocmuTanM3ainuja of opue 6omectu e 10,7 Ha 10000
JKUTEIN.

Bo 2023r ox oBue 6onectu Bo Ommira 6onmuHuia ['octiBap
nekyBaHu ce 162 0omHM, Kou ocrBapmie 1021 OomHUUKK
IleHa, Co TIPOCEYHO Tpaele Ha JieKyBame 6,0 JieHa, U
cTamnka Ha xocrurammsaiyja 3,8 Ha 10000 skurenm.

3aK/yUOKOT € JieKa of rpymaTta Ha 6omect M00-M99 Bo
[To/OIKKMOT PeruoH, HajMHOTY ce JieKyBasie O0THUIKU BO
BO3pacHaTa rpyma ofi 45-64r, 1 Toa moBeKe Off AeHCKU
noi. Bo ogHOC Ha TPOCEYHOTO JieKyBame Off OBHUe
Oonect Toa e sronemeHo of 3,1/2022r Ha 4,2 nena/2023r,
HO MopoOuauTeToT € wuct of 15,6/2023r u 15,2/2022r Ha
10000x.

Profesional paper

NOO - N99 BonecTtu Ha reHUTOYpHHAPEH CUCTEM

Tabemna Op.14
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BpojoT Ha cTanoHapHo IeKyBaH! OOJTHHU 071 0BUe O0JIeCTH
Bo 2023r usHecyBa 2465 00/1HM BO OOJHMYKA [IEjHOCT O
xou 1806 Bo OomuunuTe Bo TetoBo u 659 6omHu Bo Ob
T'octuBap. OcTBapeHnu ce 5427 00MHIYKY 1eHOBU BO TeToBO
1 2927 6onHnuKy ieHoBH Bo ['ocTuBap. BpeMeTpaememTo
Ha JieKyBarbe Ha 1 0oreH Bo 2023r Bo TeToBo e 3,0 feHa a
Bo I'octuBap 4,4 mena. CTamkaTa Ha XOCTIUTAIN3aIHja Of
oBue bommectu m3HecyBa 108,1 Ha 10000 ;xurenu Bo TeToBo
u 77,8 1a 10000 sxutenu Bo ['ocTuBap.

3aKIIy4oKOT e JieKa off rpymata Ha oonect NOO-N99 Bo
[ToNOIKKOT PerroH, HajMHOTY ce JIeKyBajie O0THUYKU BO
Bo3pacHara rpymna of 45-64r, 1 Toa moBeke of }KeHCKH 071
Bo ofHOC Ha TTPOCEYHOTO JIeKYBakbe off OBHe DOIECTH Toa
e ucto 3,0meHa/2022r u 3,4 nexa/2023r, Ho ce 3abeneKyBa
u O71aro 3rojeMyBame Ha MopouauTeToT of 88,8 Ha 97,9
716 /10000k.

000 - 099 bpemeHocT ,TOPOYBaE U IyepIEPUYM

Bo oBaa rpyma Ha 60/1eCTH Ha JKeHUTe Off TeHePaTHBHUOT
nepuof (15- 49 1) mocebHO MecTo 3aB3eMaaT abOpTyCHTe
Kaj OpemeHuTe >KeHH. AOGOpPTyCHTe MOPaj¥ HUBHUOT
3HAUMTe/IeH Opoj, TMPUUMHUTE 32 HUBHO 3a HUBHO
T0jaByBake M 0COOEHO MOC/IEIULUTE Off HUB 3 JKEHaTa,
TMPeTCTaByBaaT He CaMO ME[MIMHCKA TYKY ¥ BaykeH
OMIITeCTBeHO cotujanet meobeM. ([loposyBamara He ce
BKJIVUEHH BO aHA/IN3aTa).
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On oBue cocTojou Bo 2023r cTalMOHApHO Ce JIeKYBaHU
BKyMHO 720 O0/MHM 0ff KOM BO OOJMHMYKA JIejHOCT PErioH
TetoBo ce 636 u 84 bonHu Bo OB I'ocTiBap, a ocTBapeHHu ce
2327 6onuuukK geHoBu Bo TetoBo 1 192 6.11 Bo ['ocTuBap.
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[IpoceyHoTO BpeMeTpaeke Ha JIEKyBame 0ff 0BUe 00/1ecTi
Bo TetoBo e 3,7 fieHa, aBo T'octuBap 2,3 geHa. CramkaTa
Ha XOCTIMTanu3anyja Bo pervoH TeToBo e 3,7 JeHa, a BO
l'octuBap 2,3 mena. CramkaTa Ha XOCIMTaAM3alldja BO
peruoH TeToBo e 38,3, a Bo perrion ['octuBap 9,9 nekyBaHu
ooy Ha 10000 skuTesH.

3aKIyuoOKOT € fieKa of rpymarta Ha Oomectn 000-099
Bo [lo/ONIKMOT peruoH, HajMHOTY eHu ce JieKyBaje
OonMHMYKK Bo Bo3pacHaTa rpyma of 20-44r. Bo opHoc
Ha MPOCEYHOTO JIEKYBambe 07l OBUe OONECTH TOA e MCTO
MasiKy 3ronemeno of 2,0 geHa/2022r Ha 3,5 gena/2023r,
HO MOpOUUTETOT e rope mone uct 28,9/2022r u 28,6 16
B0 2023r /100005.

P00-P99 Oppenenu OonmecTd IITO HAacTaHyBaaT BO
TIePUHATATHUOT MEepPUo]

Tabena 6p.16
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Cropey; obKeHKUTe TOZATOLM Off OONHHUUKATa [IejHOCT
Bo 2023r nekyBanu ce 6 geua Bo TetoBo u 10 Bo
T'octuBap. OcTBapeHu ce 8 OOMHMYKY JlIeHA BO PErvOH
TeroBo a 48 OonMHWYKM [ieHa BO OOMHMYKA JIJHOCT
I'octuBap. IlpoceuHoTo BpeMeTpaeme Ha jeKyBame e 0,4
neHa Bo TetoBo u 1,2 mena Bo I'octuBap. Cramkara Ha
xocruTanu3anyja e 0,4 Bo Tetoso u 1,2 Bo ['ocTuBap.

3aK/Iy4oKOT 3a 0Baa rpyma Ha 6osecty Bo [Tooniku peruoH
e JleKa e 3acTalleHa MHOTY MaJKy , HO JleKa criopeyi0eHo
B0 2023/2022r 1 IPOCEYHOTO JIeKyBambe KaKo U CTalKaTa
Ha MOPOMHUTET e CKOpO UCTA.

Q00-Q99 Konrenuranau Mancopmanu, fedopMarim u
XPOMO30MCKH HEHOPMaJTHOCTH

BonectuTe o7 oBaa rpyma ce mpeMeT Ha MpPOyUyBame 1
aHa/IM3Upambe Ha MoBeKe IPaHKU Off MequiuHaTa. MHoOry
of1 oBHe OojecTy ce (haTaHK 3a KUBOTOT, @ OCTAHATUTE
MaK J0BeyBaaT /10 TOMaj MM TOTOJieM CTelleH Ha
MHBAIMTHOCT ¥ HU3a Apyru nocneguuu. Ilopagu Toa
3HayajHa e MmpeBeHIjaTa Ha OBUe 0OJIeCTH, KaKo M paHa
IWjarHosa, Tepanuja i pexaOuInTalyja Ha OoJHUTe.
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Bo 2023r op oBue OoecTH CTAlMOHAPHO Ce JIEKYBaHU
BKVIIHO 72 00HE o7 Kou 66 Bo bonuiuTe Bo TeTOBO U 4
0onHK BO OonHMIIATa BO I'oCTHBAp, M MCTHTE OCTBapUIIe
285 oonmHnuKky feHa Bo TetoBo u 29 6.1 Bo OB ['octuBap.
[IpoceuyHoTo BpeMeTpaeme Ha jieKyBame e 4,1 meH Bo
TeToBo u 2,2 neHa Bo ['ocTuBap.

Cramkara Ha XOCIIUTa/IM3allija of OBUe OOMeCTH e Mana
1 u3HecyBa 2,3 nekyBanu OomHM Ha 10000 kutenu Bo
TetoBo u 0,3 nexyBanu 6omau Ha 10000 ;kut. Bo ['ocTrBap.

R0O0-R99 Cumnromu, 3Halu U HeHOpPMaJTHU
N1abapaTOPUCKN ¥ KIMHAYKA HAOMH, HeKmacuuIupaHu
Ha JIPYTH MecTa

BpojoT Ha perucTpupaHd CiIydad oOf OBHE OOIeCTH
e TOKa3aTel oOff efHa CTpaHa 3a pa3BHEHOCTa Ha
3paBCTBeHaTa 3allTITA 1 IPUMeHAaTa Ha HajcOBPEMeHUTe
TOCTUTHYBalka BO MeJUIIMHCKAaTa Hayka M TeXHWKa 3a
ToNpel3Ha IujarHoCTHKa Ha OonmecTuTte, a Of Jpyra
CTpaHa e IIOKasaTe/l 3a VpeJHOCTa M KBaJMTETOT Ha
BOJIetbe Ha MeIMIIMHCKA IOKYMEeHTal[1ja v eBU/IeHII1ja.

Tabesa 6p.18
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Bo 2023r cramuoHapHO JIeKyBaHM OOTHH Off OBaa rpyia
oonectu ce 469 muua (Ilomomku perwon) of Kou 227
miija Bo TetoBou 242 Bo T'octuBap. OcTtBapenu ce 831
Oonunuky fexa Bo Tetoso 1 1101 6on. ena Bo [ocTuBap.
[IpoceynoTo Tpaemwe Ha JieKyBambe N3HecyBa 3,/ leHa Ha 1
oonen Bo TetoBo u 4,5 3a 'ocTuBap.

CrankaTa Ha XoCHMTanM3alyjan3HecyBa 13,6 nmekyBaHM
oonuu-TeToBo 1 28,6 nexkyBanu 6onHu-T'octuap Ha 10000
JKUTETH.
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3aKJIVUOKOT e Jieka of, rpymara Ha oonmectu R00-R99 Bo
[ToNOIIKKOT PerroH, HajMHOT'Y ce JieKyBajie O0THUYKU BO
Bo3pacHaTa rpyma of 45-64r, 1 Toa oBeKe 07 MaIlIKH ITOJT.
Bo ofiHOC Ha TTPOCEUHOTO JIeKYBake 0ff 0BUE OOIECTH Toa
e sroneMeHo of 3,9 gena/2022r Ha 4,1 gena/2023r, Ho ce
3abeniekyBa M 3rojieMyBame Ha Mopbupuretor off 14,2
0omnu/2022r Ha 18,6 16 /100003 Bo 2023T.

S00-S98 IloBpenu, Tpyera U APYrU OfpeeHN MOCTeNUIIM
Of1 HaJIBOPENIHY TPUUUHU

TpaymaTusmoT e fen ofi coBpemMeHaTa MaTojorWja Ha
HaceJleHUeTo W e pe3ylITaT Ha Op3WOT OIIITEeCTBEHO
eKOHOMCKM  pa3Boj, Op3aTa  MHAYCTpHUjamM3aliuja
W ypbaHM3alMja ¥ OMIITO BO ONTEpPETEHOCTa Ha
yoBeKOT. He3aBucHO Kajle HacraHyBaaT ( joMa, Ha
paboTa, Bo co00paKajoT, Ha jaBHM MecTa) THe IMOpau
HUBHHUOT TIOCTOjaH MOPACT U TOCTIeIUIITe, He ce caMo
MEJMIMHCKA TYKY ¥ COIUjaJTHO eKOHOMCKH Mpo0sieM U
Oapaar TpeB3eMarbe Ha TPEBEHTUBHM MEPKM 3a HHUBHO
CITpevyBambe.

Tabemna 6p.19
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Bo2023r o oBaa rpyra cTalidoHapHO ce IeKyBaH! BKYITHO
347 Oomuu, ofi Kou 248 nmuiia Bo OONMHMYKATa [ejHOCT
TeToBo 1 99 60mmam Bo OB I'ocTuBap. bpojoT Ha ocTBapeHu
OonmHmuKY KeHoBH Bo TetoBo e 1269 feHa, a Bo ['ocTiBap
405 pena.llpoceuHoTo nekyBamwe u3HecyBa 5,1 meHa Ha 1
ooneH Bo peruot TetoBo u 4,1 Ha 1 6one Bo ['ocTuBap.

CramkaTta Ha XochmuTaaM3alyja usHecyBa 14,8 nexkyBaHu
oomuu 1 moBpegenn Ha 10000 KuTenu BO TETOBO U
11,7/10000 sxuremu Bo ['ocTrBap.

3aK/yyoKoT e feKa of rpymara Ha 6omectu S00-T98 Bo
[ToNOIIKKOT PeruoH HajMHOTY ce JIeKyBasie OOTHUYKY BO
BO3pacHaTa rpymna off 65 u noBeke rofiuHu, ¥ Toa MoBeKe
of] Malku moi. Bo ofjHOC Ha MPOCEUHOTO JieKyBakbe off
oBMe DojecT Toa e 3rojeMeHo off 3,9 mena/2022r Ha
4,8 mena/2023r, Ho ce 3abenekyBa ¥ HaMajyBame Ha
mopoupureroT of 15,8 60mun/2022r Ha 13,8 16 /10000:k
B0 2023r

700 - 799 @axTopu IITO BAMjaaT Ha 37 paBCTBEHATa
COCTOj0a U KOHTAKT CO 3[PaBCTBEHUTE CTYKOU
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Criopey;, oOKMeHWTe TIOfIATOLM Off OOTHUYKATA JIejHOCT
ofi oBaa rpymna Bo 2023r fiekyBaHU ce BKYIHO 326 nuiia,
of xou 280 nuia Bo TetoBo u 46 nmuila Bo 'octuBap.
OctBapenu ce 640 OOMHUUKKIEHA BO OOJTHMYKTA [IejHOCT
Bo TetoBo 1 194 6onHnukM fieHa Bo I'octuBap.IIpoceuroro
BpeMeTpaeke Ha JIeKyBambe 110 cJydaj e 4,7 feHa Bo TeToBo
u 4,1 nena Bo 'octuBap. (TamkaTa Ha XOCHIUTaIU3aLja
u3HecyBa 22,6 Bo TetoBo 1 2,1 Bo I'ocTuBap.

3aK/IVUOKOT e JieKa off rpymarta Ha Oonectu Z00-Z99 Bo
[ToNOIKMOT pPeruoH HajMHOTY ce JieKyBajae OOMHUUKH
BO Bo3pacHaTa rpyma of 20-44 roguHu, 1 Toa MoBeke off
JKeHCKM 7. Bo ofiHOC Ha TPOCEeYHOTO JIeKyBame 0 OBUe
Oonecty Toa e Omaro 3ronemeno of 2,0 meHa/ 2022r Ha
2,6 mena/ 2023r, HO ce 3a0ejekyBa M 3roieMyBambe Ha
mopouguretot of 9,1 bomxu/ 2022r wHa 13,0 16 /100005
B0 2023r .

III BOJIHNYKU MOPTAJIMTET N JIETAJIMTET BO
IOJIOT BO 20231

BpojoT Ha yMpeHHWTe CTALMOHAPHO JIeKYBaHM JIMIA
OJJHOCHO OOJHMYKM MOpPTAIMTeT ¥ OpOojoT HA YMpeHH
o] TOeMHN OOecTH- OOMHWUKU JIeTaJIUuTeTe efieH Off
TI0KA3aTe/TuTe 3a YCIEIHOCTa BO JIEKYBAmbeTo, OujiejKu
HEIrocpefjHa Herosa Iiejl e crpeuyBame Ha cMmprTa. Off
I00KMeHHTe CO3HAHKja BO MOPTAIMTETOT U JIETa/UTETOT
TOMel'y OHKMEe KOM ce JIeKyBajie Ha Offpe/lJieHi HauMHH
1 OHME KOM He ce JIeKyBajle Ha TOj HAuMH Ce OLeHyBa
KOPHCHOCTAa WM TI000peHHoT edeKT Ha ofipefieHa
TepareyTcKa IoCTanka.

3amoyo0ap yBU/1 BO OOTHUUKUOT MOPTAJIATET ¥ JIETATUTET
CeKAaKo e IIOTPeOHO MOfIeTaTHO aHAIM3KPatbe Ha OflpeJieHN
Tpalliamba KaKo LITO Ce: JaJIi CMPTTa e CaMo OJ/I0}KeHO T
1IJIOCHO CITPeYeHa, o KaKBY OTPaHUUYBakbha e IOCTUTHATO
eJHOTO M/TH IPYTOTO BO OJHOC Ha 3[JpaBCTBEHATa COCTOj0a
Ha OOJIHIOT UTH.

Bo opHoc Ha 6omHnukuor netanureT Bo Kb TetoBo u OB
T'ocTuBap He ce MpHUjaByBa MOPTAIUTETOT BO OOTHMYKOTO
JIMBYE W MOKPaj YKaKyBambaTa 3a L[eJIOCHO TIOMOTHYBAbe
Ha ucToTo. [loaTok 3a BKYIIHO YMPEHH JIMLIA JIEKYBaHHU BO
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Kb TetoBo u Ob I'octuBap ru joduBaMe off JHEBHUIUTE
KOM Ce BOJIaT 3a Taa Lie/l Ha CeKoj OOTHMYKM OfifIeN Off
CTpaHa Ha I7TaBHUTe MeIUI[MHCKY CeCTPH U T10 HAIITe JTNIHO
Oapame. (Bumy rpadukon 6p.1), momeka OpojoT Ha BKYITHO
YMpeHH JMIia criope]] MpUIMHUTE 3a CMPT Ha MOJpaydjeTo
Ha J3Y 1IJ3 TetoBo ru fobuBame of JIpkaBHUOT 3aBOf, 3a
crarictika Ha PC.MakeioHuja. (Tabenu Bo mpuior).

I'pachukon 6p.1
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Opn nomatoruTe Ha JI3C - Ckomje , 3a 2023r Hajronem 6poj
Ha mounHaTH Bo [lomomku pernoH uma o bonecTd Ha
[TupkynatopeH c-M u Heomnasmu.

3AKJIYYOK

Op u3BpIIeHAaTa aHA/IM3a Ha OOTHUYKUOT MOPOUUTET BO
2023r rv u3BeyBaMe C/I€THUTE 3aKIyIOLH;

- BpojoT Ha nekyBaHu OOMHM M OPOjOT HAa OCTBApPEHM
OoMHUUKY [eHoBH Bo OonHuuute Bo TeroBo u OB
T'octuBap Bo 2023r Bo offHOC Ha 2022r e 3rojieMeH.

- bpojoT Ha mpoceyHo Tpaee Ha JieKyBake Bo 2023r Bo
oonHuuka ejaoct TetoBo e 4,0 ieHa , 1 Bo oHOC Ha 2022r
(4,1) e ckopo ucro, a Bo OB I'ocTuBap e 6aro 3ronemeH 3a
0,2 neHa

- Bo IlomomkuoT peruoH OpojoT Ha JieKyBaHU OOMTHU
criopej; TpynM Ha Oo/ecTH e HajroneM Kaj bonecture Ha
IIUPKY/IATOPeH C-M, 0OMeCTM Ha pPecnupaTopeH C-M U
0oJeCT! Ha TeHUTOYPUHAPEH C-M.

-HajroieM Opoj Ha ocTBapeHM OOJHWYKH [IEHOBU €
3a0ese’kaH MCTO Taka Kaj OolecThTe Ha pecrMpaTopeH
c-M,0071€CTH Ha TEHUTOYpMHApeH C-M W 00JecTH Ha
IIUPKY/IaTOPEH C-M.

-IIpoceuHoOTO TPaeme Ha JIeKyBakbe e HajIoIro Kaj 0omHuTe
o[ JYIIeBHM PAcCTpOjCTBa, OpeleHH MH(EKTUBHU U
TnapasuTapcku 00/eCTH, PecUpaTopHU ,IUPKYIaTOPHH
0o7ecT! ¥ HeOTIa3MH.

Revisté mjekésore - MEDICUS | 108

IS ISP

000000000000

-Ce ymre romeM Opoj Ha CjIyyau Ce WCIMIIYBaaT
KaKo CHMIITOMH, 3HAIlM ¥ HEHOPMAJHU KIMHUYKU W
71abapaTOPUCKX HAOMKM, HeKIacCU(PUIMpaHU Ha JIPyTo
MECTO.

-IlocTojaH e MOPacTOT Ha XPOHWYHU [leTeHepaTUBHHU
3abonyBama ¥ COCTOjOM,00/IECTM Ha ILUPKYIAaTOPEH,
pecrpaToepeH, JJUreCTUBEH C-M,MAJUTHU HeoTIa3Mu
¥ JymeBHH pactpojctBa. Ce Tefja TeHJeHIWja Ha
TIOMECTYBake Ha BO3PaCHUTE IPYITH 1 BUCOKA 3aCTalleHOCT
BO MOPOMIUTETOT Ha TPOJIYKTMBHOTO Hace/eHue.

IPEJIJIOI MEPKU

-TIlopaju (haKTOT 11ITO OOTHUUKOTO JIEKYBakhe € HajcKaI BUjI
Ha 37paBCTBEHA 3allITHTa, HEOIXOHO € MHTEH3UBHPAthe
Ha copaboTKaTa ¥ (PYHKIMOHAJIHATa IIOBP3aHOCT Mery
aMOY/TaHTHO-TIOJIMK/IMHIYKATA ¥ OOJTHUUKaTa JIejHOCT, BO
CMHCOJT Ha TIOJIrOTOBKA Ha OOTHUOT 3a XOCMMTa/M3aIuja
¥ M3BpIIVBabe Ha HEOIXOJHM MPETXOJHM MCIMTYBarba
ce co IeJ TIOCTHTHYBAWme MorojeMa e(pUKacHOCT U
eKOHOMHYHOCT BO OOJTHUUKOTO JIEKYBAkbe ;

-TloTpeOHa e mopeasHa ceJieKIMja Ha CJTydauTe KOu Oapaart
CTalliOHapHO JIeKyBame. HeolxofiHa e opreHTal1ja KoH
pasBHBame Ha JIOMAIIHOTO JIeKyBame M YCOBPIIYBaibe
Ha CHCTeMOT Ha TPUjajka 1 CO3/jaBare Ha KaraluTeTH 3a
KPaTKOTpPajHU CTAllMOHAPHH MOTPeOH (THeBHHI OOTHUIIN);

- PaHo oTKpuBame Ha rojiem Opoj 3abonyBama yIITe BO
TMPETKIMHUYKHM, aCUMITTOMATCKH CTAJIUYM;

-CriopefiyBatheé Ha  37IpaBCTBEHO  BOCIMTYBame BO
OONMHMYKATa [IeJHOCT OMIejKM M OONHMTE ce MoceOHO
3aMHTepecHpaHd ¥ MOTMBHDaHM 3a mpudaKame Ha
HOBWTE CO3HAHMja BO BPCKa CO 3[paBjeTo, a 0COOEHO BO
BpCKa Co HUBHaTa 00JIeCT;

- HeonxomeH e pa3Boj Ha MOCTOjaHMOT 37PaBCTBEHO
CTaTHCTHYKU CHCTEM CO IITO Ke Ce OBO3MOKAT aKTHBHU
BKJIyUyBakba Ha OHKe KO ' (popMUpaat 1 eBUEeHTHPaaT
TMofIaTOINTE 3a MOJ0OpyBale Ha BOJEHETO Ha
MeUIMHCKAaTa [IOKYMEHTallja W eBUJIeHIMja, KaKo
1 OBO3MOKYBale Ha IMOBpPAaTHM MH(MOPMAIUM Off THE
Ccy0jeKTH.
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ABSTRACT

Menopause and perimenopause are crucial stages in a woman’s life and are characterized by diminished ovarian
function and reduced estrogen production. The decrease in circulating estrogen levels due to declining ovarian
activity can result in immediate symptoms, such as hot flashes, insomnia, headaches, exhaustion, mood changes,
and impaired concentration. It can also lead to long-term health issues, such as cardiovascular problems,
accelerated loss of weight and bone density, vulvovaginal atrophy, osteoporosis, and cognitive decline.

Although conventional hormone replacement therapy (HRT) has proven effective in managing these symptoms,
it has raised concerns about potential risks, including breast cancer, heart disease, and stroke. Consequently,
there has been growing interest in alternative treatments, particularly phytoestrogens, which are perceived as
safer options. This review aimed to examine the efficacy of phytoestrogens as a therapeutic approach for women
experiencing perimenopause and menopause.

Methods: Systematic Reviews, Reviews, Meta-analyses, RCTs, Clinical Trials, and Books were searched in the
database of PubMed, Google Scholar, and Scopus using combinations of the keywords, and filtering the period
from 2016-to 2024, focusing on the latest material regarding the topic.

Keywords: «phytoestrogens,» «menopause,» «perimenopause,» «isoflavones,” “herbal medicine,” “symptoms,” “hot
flashes,” “BMD,” “urogenital” ” breast cancer,” ” endometrium,” “cardiovascular health”

” o«

INTRODUCTION into early and late stages, with vasomotor symptoms often
emerging during late MT. Menopause is characterized
by elevated FSH levels exceeding 40 IU/L, low estrogen
levels, and follicular atrophy, usually accompanied by
vasomotor symptoms. Women enter late postmenopause
after 3 to 6 vyears, potentially experiencing more
urogenital atrophy symptoms. Menopause can also result
from iatrogenic factors such as surgery, irradiation,
chemotherapy, and medications. Peripheral conversion
may still produce small amounts of estrogen[1]. While
over 80% of women experience menopausal symptoms,

Physiological menopause is defined as the point occurring
one year after the complete cessation of menstruation,
with postmenopause referring to the subsequent years.
Women typically experience their final menstrual period
at an average age of 51.5 years. The menopausal transition
(MT), commonly known as perimenopause, occurs during
the late reproductive years, usually between the late 40s
and early 50s. MT is characterized by menstrual cycle
irregularity and lasts until one year after the permanent

cessation of menses. It typically begins around age 47 and

spans 4 to 8 years. The STRAW classification divides MT 1nd1v1dua.1 VaI‘llatIOIlS exist. Various factors can influence
the physiological processes of menopause. Vasomotor
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symptoms, including hot flushes and night sweats, are
the most common([2]. Other frequent symptoms include
sleep disturbances, fatigue, depressed mood, cognitive
difficulties, decreased libido, and increased anxiety.
Hot flashes occur unpredictably during both day and
night, typically lasting 3 to 4 minutes. They begin with a
flushing sensation that spreads to the upper body due to
thermoregulation-specific changes in the central nervous
system. Hot flashes can significantly impact women’s daily
quality of life and sleep patterns. Vasomotor symptoms
generally persist for 1 to 6 years but may continue
for up to 15 years in 10% to 15% of postmenopausal
women[3]. Between 50% and 75% of women suffer from
genitourinary syndrome of menopause. Low estrogen
levels cause the vaginal mucosa to thin, reduce vaginal
elasticity, and increase pH. These alterations can result
in vaginal dryness, burning sensations, itching, and
irritation. Due to estrogen receptors in the bladder and
urethra, urinary symptoms like frequency and urgency
are common. Sexual function may begin to decline nearly
2 years before the final menstrual period [4]. Up to 70%
of women experience psychological symptoms associated
with perimenopause and menopause, including
irritability, anxiety, depression, difficulty concentrating,
and sleep apnea. These symptoms may be influenced by
estrogen’s effects on noradrenaline neurotransmission
[5]. During menopause, estrogen deficiency leads to
increased osteoclastic activity, creating an imbalance
between osteoclastic and osteoblastic activity. This
results in greater bone reabsorption and overall bone
loss. Hormone replacement therapy (HRT) remains the
most effective treatment for alleviating menopausal
symptoms linked to decreased estrogen levels during
menopause. The Women’s Health Initiative (WHI) trial in
2002 showed that HRT’s benefits did not outweigh its risks,
as estrogen alone increased the risk of stroke and venous
thromboembolism (VTE)while combiningit with progestin
could further increase the risk of breast cancer and heart
attack [6]. Consequently, HRT's role has been limited to
treating postmenopausal symptoms at minimal dose and
duration. Although HT is the most effective treatment
for postmenopausal women’s conditions, over 80% of
women who could benefit from it are unwilling or unable
to undergo treatment due to various medical or personal
reasons, such as increased clotting risk, liver disease, or
fear of cancer [7]. As a result, alternative therapies for
relieving menopausal symptoms, like phytoestrogens,
are being extensively researched. Phytoestrogen is a
broad term used to describe classes of plant-derived

Review

compounds that are structurally similar to 17p-estradiol
[8]. Estrogens play a crucial role in the development and
function of reproductive tissues, as well as in maintaining
the skeletal and central nervous systems. They also offer
protective effects for the cardiovascular system [9]. The
discovery of plant substances’ ability to induce estrus
in animals was documented in the 1940s during the
‘clover disease’ outbreak among Australian sheep. This
incident prompted research into the estrogenic activity
of isoflavones. Sheep primarily feeding on subterranean
clover (Trifolium subterraneum L., Fabaceae) experienced
reproductive issues, including reduced lambing rates,
impaired fertility, and sex changes [10]. Phytoestrogens,
a group of phenolic compounds, encompass flavones,
isoflavones (such as genistein, daidzein, formononetin,
and equol), lignans, coumestanes, and stilbenes (like
resveratrol) [11]. These compounds are abundant in
dietary sources such as soy, beans, and legumes. The
bioactivity of phytoestrogens may be attributed to
their potential binding to estrogen receptors (ERS),
owing to their structural resemblance to estradiol
(E2, 17B-estradiol). Despite having weaker ER-binding
affinities compared to natural estrogens, phytoestrogens
exhibit diverse estrogenic or anti-estrogenic effects in
reproductive tissues.

The biological effect of E2 is facilitated through ERa and
ERB [12]. ERa is found in breast, uterus, cervix, vagina,
and other reproductive organ tissues, while ERB is
primarily distributed in the ovary, prostate, testis, spleen,
lung, and hypothalamus [6]. Phytoestrogens demonstrate
a dual nature by showing a low affinity for ERa binding,
suggesting weak estrogenic activities (10-2-10-3-fold)
compared to E2. Simultaneously, they exert partial anti-
estrogenic effects due to their relatively preferential
binding to ERP. This has led to speculation that
phytoestrogens might not cause significant toxicity or
side effects on healthy reproductive organs, a hypothesis
that requires further investigation [13]. Furthermore,
certain phytoestrogens serve as powerful antioxidants,
helping to counteract the detrimental effects of free
radicals in bodily tissues. Suggested mechanisms of
action include estrogenic and antiestrogenic impacts,
promotion of cancer cell differentiation, suppression
of tyrosine kinase and DNA topoisomerase activities,
inhibition of angiogenesis, and antioxidant properties.
Among  phytoestrogens, isoflavones, and their
byproducts, particularly those derived from soy and
red clover, have been the subject of extensive research.
In their natural plant state, isoflavones primarily exist
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(>80%) as glycoconjugates, specifically the glucosides
genistin, daidzin, and glycitin. These glycosides are not
easily absorbed by the gut. To become bioavailable and
functional, these compounds must undergo hydrolysis
into their corresponding isoflavone-aglycones: genistein,
daidzein, and glycitein [14]. Human plasma isoflavone
levels represent only 0.5-1.3% of the amount absorbed
[15]. Aglycones exhibit faster and more efficient
absorption in the human gastrointestinal tract compared
to their glycoside counterparts. Intestinal bacteria
extensively transform daidzein and genistein into various
metabolites, potentially enhancing or diminishing their
biological activity. In the colonic microflora, daidzein
may be converted to O-desmethylangolensin (O-DMA) and
equol, while genistein may be metabolized to 6"-hydroxy-
O-DMA and the hormonally inactive p-ethylphenol [16].
The ability to metabolize equol varies among individuals
[17]. Research indicates that individual differences in
colonic microflora play a crucial role in determining
isoflavone metabolism pathways and bioavailability [18].

PHYTOESTROGEN IMPACT ON PERI-/MENOPAUSAL
SYMPTOMS

Vasomotor Symptoms

Hot flashes are believed to result from the brain’s
response to gradual estrogen depletion and fluctuations
in neurotransmitter activity, particularly in serotonergic
and noradrenergic pathways, leading to instability
in the hypothalamus thermoregulation mechanism.
This ultimately causes increased blood flow to the skin
and enhanced sweat gland activity, resulting in these
symptoms. A 2015 systematic review by Chen et al.
examined 15 RCTs on the effects of oral phytoestrogens on
the Kupperman index and daily hot flush frequency. While
phytoestrogens did not affect the KI compared to placebo,
they significantly decreased hot flush frequency without
increasing side effects [19]. The studies utilized various
phytoestrogen formulations, including red clover extract,
isoflavones, and S-equol at different doses. Chen et al.’s
2019 review compared isoflavone and soybean extract
ingredients, yielding similar outcomes but indicating that
phytoestrogens were less effective than HR. The capacity
to produce equol, an active estrogenic metabolite, was
crucial for isoflavone efficacy in reducing VMS [20].
Daily et al.’s 2019 meta-analysis supported equol use in
postmenopausal women who are not equol producers and
suggested minimal additional benefit for equol producers,
especially with an isoflavone-rich diet. Equol showed no
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clear adverse effects, with a recommended dosage of 10
mg/day or an isoflavone-rich diet [21]. Lambert et al.’s
2016 RCT in Denmark with 62 peri-/menopausal women
reported that twice-daily bioavailable RC extract (34 mg/
day isoflavones and probiotics) significantly reduced
VMS compared to placebo over 12 weeks, measured with
skin conductance [22]. Kanadys et al.s meta-analysis of
12 RCTs on red clover isoflavones showed a significant
reduction in daily hot flushes compared to placebo,
particularly in postmenopausal women with >5 hot
flashes per day, a follow-up period of 12 weeks, a dose of
>80 mg/day, and formulations with higher biochanin A
content [23]. A 2023 study by Nisha examined 128 women
who had undergone surgical menopause and experienced
vasomotor symptoms (VMS). The participants were
divided into two equal groups: one received 0.625 mg
of conjugated estrogen (Premarin) daily, while the other
was given 100 mg of soy isoflavone (70%) per day for 12
weeks. Participants self-reported their VMS frequency
and intensity daily. Only 52 women completed the entire
study. The results showed that 82.75% of women taking
conjugated estrogen experienced a significant reduction
in hot flashes, compared to 26.92% in the phytoestrogen
group. Phytoestrogens were found to be ineffective
in alleviating night sweats and primarily reduced the
severity, rather than the frequency, of hot flashes [24].

Bone Mineral Density

Bone mineral density (BMD) is used to diagnose
osteopenia and osteoporosis. A DXA T-value between
-1.0 and -2.5 indicates osteopenia, while a value below
-2.5 signifies osteoporosis. Postmenopausal women
are more susceptible to osteopenia due to decreased
estrogen levels. Bone remodeling is an ongoing process
of bone resorption and formation. The RANKL/RANK/
OPG pathway plays a crucial role in bone turnover. OPG
binds to RANKL, inhibiting the RANK-RANKL interaction
and subsequent osteoclastogenesis.The levels of RANKL
and OPG in the bone microenvironment are critical
for osteoclast formation. Osteoporosis has significant
medical, economic, and social implications due to its
progressive nature and high rates of disability and
mortality. Initially, the condition affects trabecular
bone (vertebrae, ribs), leading to kyphosis and reduced
height. Later, it impacts cortical bone (femur neck, distal
radius), increasing fracture risk. Risk factors include
genetic predisposition, race, diet, body type, caffeine
consumption, gynecological factors, certain diseases
(hyperthyroidism, hyperparathyroidism), and medications
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such as glucocorticoids. In 2017, Lambert et al. conducted
a meta-analysis of randomized controlled trials (RCTs)
evaluating isoflavone therapy for BMD loss in the lumbar
spine and femoral neck of estrogen-deficient women. The
primary outcomes were changes in DXA-determined BMD
at these sites, comparing isoflavone treatment to control.
Isoflavone interventions varied in dose (4.4-300 mg) and
molecular form, ranging from aglycone equivalents to
unspecified isoflavone concentrations. Study durations
spanned from 3 to 15 months, with longer durations being
more relevant given the 4-8-month bone remodeling cycle.
This review emphasized that RCTs using well-controlled,
standardized isoflavone aglycones demonstrated greater
efficacy in treating BMD loss in estrogen-deficient women
compared toglycosidesand less defined formulations. Only
aglycones showed potency against BMD loss, suggesting
that aglycone content is crucial in RCT outcomes for bone
health in estrogen deficient women [25].Herwana et al.
(2020) performed a double-blind RCT on postmenopausal
women with osteopenia. The study compared a treatment
group receiving 100 mg soy isoflavone aglycon and 500
mg calcium carbonate to a control group receiving 500
mg calcium carbonate. Serum RANKL and OPG levels
were measured at the start of the study and after six
months. The results showed no significant differences
between the treatment and control groups in terms of
serum RANKL, OPG, and RANKL/OPG ratio reductions
after six months. However, the treatment group exhibited
significant reductions in serum RANKL levels and
RANKL/OPG ratio compared to baseline measurements,
suggesting decreased osteoclast activity and inhibited
bone remodeling. OPG levels remained unaffected,
indicating that isoflavones do not influence OPG [26]. A
2023 systematic review of randomized controlled trials
(RCTs) conducted by Widowati revealed that in seven out
of ten eligible studies, phytoestrogen intervention led to
significant increases in mean changes of bone mineral
density (BMD) values compared to control groups.
Phytoestrogens were found to enhance hone formation
markers such as calcium, phosphorus, Ca/P ratio, and
vitamin D while decreasing Bone Alkaline Phosphatase
and osteocalcin levels [27]. Another 2023 systematic
review and meta-analysis by Inpan et al., examining
63 RCTs, demonstrated that isoflavone interventions
significantly improved BMD at the lumbar spine, femoral
neck, and distal radius in postmenopausal women.
Subgroup analysis indicated effectiveness when the
intervention lasted 12 months or longer and included at
least 50 mg/day of genistein [28]. Regarding the combined
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effect of phytoestrogens and Vitamin D on BMD, a 2023
systematic review by Miedziaszczyk et al. found mixed
results, with some studies showing a positive synergistic
effect on BMD, while others did not observe significant
differences [29]. Even minor improvements in BMD can
be beneficial for postmenopausal women not undergoing
hormone replacement therapy.

Urogenital system

Menopausal estrogen decline leads to urogenital atrophy,
characterized by symptoms such as vaginal dryness,
painful intercourse, and urinary incontinence. The
condition’s development is associated with estrogen
deficiency and estrogen receptor presence in various
pelvic tissues. A randomized controlled trial by Ribeiro
et al. (2018) examined 60 postmenopausal women aged
40-60, who were randomly assigned to receive oral
isoflavone (150 mg dry extract of glycine max), isoflavone
plus probiotics (Lactobacillus acidophilus, L.casei,
L.lactis, B.bifidum, and B.lactis), or hormone therapy (1
mg estradiol and 0.5 mg norethisterone acetate). After
16 weeks, hormone therapy significantly improved
urogenital symptoms, particularly vaginal dryness and
sexual issues. The isoflavone plus probiotic group showed
increased levels of daidzein, glycitein, equol intermediate,
and O-dimethylangolensin contents. Hormone therapy
also enhanced maturation value, vaginal pH, and flora.
Both isoflavone and hormone therapy groups experienced
improved vaginal health scores, though the isoflavone
group showed no clinical improvement in vulvovaginal
atrophy [30]. Khayatan et al. conducted a triple-blinded
clinical trial investigating 2% red clover vaginal cream
(RCVC) versus placebo on 76 postmenopausal women. The
study revealed that 8-week RCVC use enhanced libido and
decreasedintercourse pain[31]. Dizavandietal.’sliterature
review, encompassing two systematic reviews and 11
RCTs, explored phytoestrogen effects on vaginal atrophy.
Isoflavones were found to enhance maturation value and
alleviate vaginal atrophy in postmenopausal women,
with topical application showing particular effectiveness.
Pueraria Mirifica(containing phytoestrogens such as
deoxymiroestrol, daidzin, daidzein, genistin, genistein,
coumestrol), demonstrated comparable efficacy to
conjugated estrogen cream in addressing multiple
symptoms, though the latter was superior in improving
the maturation index. An 80 mg red clover oil dose
significantly affected intermediate and parabasal cells, as
well as vaginal dryness, compared to placebo. Flaxseed
showed minimal impact on maturation value, while
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genistein notably improved genital scores and reduced
dyspareunia severity by 27% [32]. A systematic review of
RCTs by Abdi et al. in 2021 yielded similar results [33].

Cardiovascular health

The risk of cardiovascular disease and atherosclerosis
progression increases in postmenopausal women,
potentially due to lower estrogen levels. A clinical
study examined the impact of an isoflavonoid-rich
herbal supplement on atherosclerosis advancement in
postmenopausal women without evident cardiovascular
disease. The double-blind, placebo-controlled trial
involved 157 healthy postmenopausal women (average
age 65 * 6 years) who were randomly assigned to receive
either a 500 mg isoflavonoid-rich herbal preparation or
a placebo. Researchers assessed standard cardiovascular
risk factors and the intima-media thickness of common
carotid arteries (cIMT) at the start and end of the
12-month study period. While lipid changes between the
two groups were not statistically significant after a year,
the isoflavonoid-rich herbal preparation group showed
significantly lower mean cIMT progression. This group
also experienced a 1.5-fold inhibition in the growth of
existing atherosclerotic plaques. These findings indicate
that the isoflavonoid-rich herbal preparation may
inhibit new atherosclerotic lesion formation and slow
the progression of existing lesions in postmenopausal
women [34]. A meta-analysis examining cardiovascular
disease risk in postmenopausal women revealed that
phytoestrogen supplementation enhances the CVD risk
profile, particularly by positively influencing blood lipids
and certain endothelial function parameters. However,
no association was found with plasma fibrinogen, and
there may be slight adverse effects on cIMT progression,
especially in women at higher risk of atherosclerosis
[35. An additional meta-analysis demonstrated a
strong correlation between isoflavone consumption
and significant reductions in blood triglyceride
concentrations, as well as increased HDL cholesterol
levels in postmenopausal women under 65 years old
seeking to regulate lipid concentrations [36].

Cancer Risk

The ability of isoflavones to attach to estrogen receptors
has sparked worries about potentially triggering
estrogen-dependent cancers, especially in breast cancer
survivors. Studies indicate that breast cancer growth is
linked to ERa activity, while ERp activation inhibits ERo-
induced cancer cell proliferation [13]. This has led to the
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theory that isoflavones may be protective against breast
cancer by binding to ERB. Additionally, phytoestrogens
might extend the menstrual cycle, possibly offering
protection against hormone-sensitive cancers, though
the exact mechanism is not yet understood. A 2019 meta-
analysis conducted by Mareti et al. determined that
phytoestrogens do not impact endometrial thickness
or breast density in women during perimenopause and
postmenopause, regardless of dosage or duration [37].
Similarly, another meta-analysis by Lindermann found
no alterations in endometrial thickness among women
using phytoestrogens for 3 to 6 months [38]. All of the
above reviews noted heterogeneity of studies.

Concerning breast cancer, a 2022 review by Mauny
revealed no statistically significant negative effects
of soy consumption on breast cancer recurrence or
mortality. Instead, it showed beneficial outcomes from
soy isoflavone intake, suggesting that soy isoflavone
consumption is safe for breast cancer survivors [39].
Furthermore, a systematic review demonstrated that
soy isoflavone intake can lower breast cancer risk in both
pre- and post-menopausal women [40].

CONCLUSION AND DISCUSSION

The efficacy of phytoestrogen therapy in mitigating
menopausal symptoms continues to be a subject of
extensive research. This literature review suggests that
phytoestrogens appear effective in reducing vasomotor
symptoms (VMS), improving overall bone mineral density
(BMD) and bone markers, enhancing lipid profiles, and
improving certain endothelial function parameters,
potentially hindering the development of new
atherosclerotic plaques. Locally applied phytoestrogens
seem to alleviate dyspareunia and enhance the vaginal
maturation index, thereby positively impacting
sexual dysfunction. No increased risk of endometrial
hyperplasia or breast cancer was observed. While
phytoestrogens appear to be a relatively safe alternative
therapy, the heterogeneity of studies should be taken into
consideration. Future research may focus on determining
specific dosages, phytoestrogen preparations, and
application of therapy in larger studies, while also taking
into account the equol and non-equol producing status of
participants.
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YIIOTPEDA HA CKAJIN 3A ITPOLIEHKA HA HEBPOJ/IOIIKUTE
CUMITTOMU KAJ BUJIICOHOBATA bOJIECT: ITPEIJIE]] HA CTPYUHA
JIUTEPATYPA

liBan bapboB'?%, I'onie Kasien®

'YauBep3uretcka Kmunuka 3a Heponoruja, 1000 Ckorje, Perry6mika CeBepHa Makemonuja
Memuimacku aryntet, CB. Kupun u Metoauj-Cromje, 1000 Ckomje, Peniyormika CeBepHa MakeoHuja

SHaronanHa AnujaHca 3a HeBpomyckynau 3a0onyBama 1 HeBponayka, TAHITIMOH Ckomje, 1000
Ckomje,Penyonmika CeBepHa MakeqoHuja

Medicus 2025, Vol. 30 (1): 117-120

AIICTPAKT

ABTOpUTE LIeHAaT [leKa OBOj ITperyief] Ha JoCTariHa CTpy4YHa JIMTepaTypa e off eCeHI[Mja/THO 3Hauehe KaKo 3a Mal[ueHTuTe,
TaKa U 33 MEeJUIIMHCKUTE JWla, OusiejKu Jlocera HeJOBOJIHO e IMUIIYBAHO 3a HeBPOJIoNIKUTe MaHudecTaluu Kaj
BusconoBara Bosect (BE) 1 BeKe Banuau3MpaHUTe CKajIv 3a IIPOLIEHKa Ha uctuTe. Llera Ha 0BOj TPy € MHTerpaluja
Ha [oceramiHuTe 3Haeka 3a HeBPOJIOIIKUTe MaHUdecTalM Ha oBaa OOJIeCT, Kako U 3a ajTKUTe KOU ce KOPUCTAT 3a
MpolleHKa 1 MOHUTOPHpame Ha ucTruTe. Haiara Bu3nja e oBaa TBopOa Jja busle OCHOBA 3a HaZlorpajsida Ha 3HaemaTa

Ha 3]paBCTBEHUTE pa6OTHI/ILU/I M Ha IallMeHTUTe BO OOHOC Ha OBa 386OHYBHH)€.

KHYLIHI/I 360pOBI/II Bunconosa 6omnecr, HEBPOJIOIKHA MaHI/ICbeCTaLH/H/I, HEBPOJIOIIKU CKaJIix, aJlaTKH, ITPOLIeHKa

BunconoBara Oonmect (BB) mpercraByBa aBTOCOMHO
pellecMBHO  3abonyBame Koe HAacTaHyBa IIOPaju
Xxpomo3oMcka MmyTanuja Ha ATP7B reHoT koj ja Komupa
bakap-tpancrnoptHata ATP-asa [1]. IIporieHeTo e feka
npubmmkHo 1 ymume Ha 30.000 syre ImMpyM CBETOT
300/1yBa o7 oBa 3abonmyBame. Celak, pe3ynTaTute Of
OMOXeMUCKHUTe M TEeHETCKUTe HCTPa)kyBama BO Of[HOC
Ha TpeBajieHIlaTa Ha BuscoHoBara Gomect, cyrepupaat
7leKa oBa 3a00JTyBame Ce jaByBa TOUYECTO O TPETXOHO
TIPOIIeHeTOTO Oufiejku OormecTa e HeTpero3HaeHa Kaj
rosieM 6poj Ha MHAMBKAYH [2]. BooOnuaeHo, CUMITOMUTE
Ha BuyicoHoBaTa 6orecT ce jaByBaaT BO ajI0NeCIieHTHAOT
TIepHoyI, TIa ce JI0 paHa 3peia f00a, HO CeTlak MOjKe Jja ce
10jaBU Ha Koja 0110 Bo3pacT. KinHiuKaTa npeseHraiyja

MOKe [la Bapupa BO OJIHOC Ha BUIOT U TeKMHATa Ha
OomecTa, HO KIYYHUTE KIMHUYKM KapaKTePUCTHKH cCe
ONITETYBaka Ha LPHUOT P00, HEBPOICHUXUjATPUCKU
manugectanuu u Kajsep-OnajmepoB mpered [3]. Mako
NPBUYHKUTE 3HAIlM M cumnTomMu Ha BB Moxke fa ce
KnacuuIMpaaT Kako IpuMapHo XemataiaHu (40%),
HeBpOJIOMIKY (40%) ¥ ICUXUjaTPUCKU UM ACUMITTOMATCKH
(20%), Tpeba 1a ce HarIOMeHe ieKa MaleHTUTe YeCTOmaTH
pa3BUBaaT KOMOMHMpaHa XeraTajHa ¥ HEBPOJIOINIKA
WM TicuxujaTpucka oonmect [4]. TexkuHaTa Ha Oonecta
Bapupa 3HAUMTEJIHO TMOMery MallieHTHTe, U OCTaHyBa
HejacHO 30IITO HEKOU Mal[ieHTH MUMaaT MpeJoOMAHaHTHO
XeTaTaJHU CUMITTOMH, JI0fleKa IpYTY Pa3BUBAaT U3pa3eHo
HeBPOJIONIKA W/WIM TICUXWjaTpUCKa WIM KOMOWHMpaHa
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cumnromaronioruja. Cepro3HOcTa HAa  CHUMITTOMHUTE
jacHO TO ofipefyBa M CTeMeHOT Ha OrpaHMUEHOCT Ha
MAIlUeHTOT BO M3BpIIYBakhe HA HEroBUTe JHEBHU
aktuBHocty. Herperupanata BB e caranna, Hajuecto
Hopajii 3a00/yBame Ha IIPHUOT JPO0 MK MPOrPecUBHO
HeBPOJIOLIKO BJIONIYBalkhe, MAKO [ieHeC IMporHo3aTa e
rofio0peHa Kako pe3y/ITaT Ha JIOCTAITHUTe TPeTMaHH.

Bo opHOoC Ha HeBPONOWKMTE AOHOPMAIHOCTH Kaj
BB, ce jaByBaaT 3HauajHM Bapujallid ¥ BO THMIOT Ha
TpeseHTalja ¥ BO TeKMHATa Ha MCTUTE, HO reHepasIHo
ce Kmacu(uIMpaaT BP3 OCHOBA Ha IPeJOMHUHAHTHUTE
CHMITTOMH, KaKo LITO Ce TPEeMOP, aTaKCHja, OpaiKiuHe3nja
(mapruHCOHM3aM) U mucToHMWja [5,6]. Bo MHory ciyuawu,
KracuuRanyjaTa Ha HEBPOJIOIIKUTE KapaKTePUCTUKH
e Tpemu3BUK OHIEjKM TMaldeHTHTe MOKe [a KMaar
PpasIMYHH 3HAIM ¥ [I0BEKe Off eHa aOHOPMAaTHOCT.

Bo snuTeparypaTa TofiaTOIMTe 3a TOBP3aHOCTa Ha
HEeBPOJIOIIKUOT (DeHOTUII CO MHBATUIUTETOT, XeTIaTaTHUOT
CTaTyC ¥ HapyIIeHNOT MeTaboIi3aM Ha 6akapoT ce PeTKH.

3a 71a ce cmpeuy mporpecujata Ha 0oecTa, a OTTaMy
M CMPTOHOCEH MCXOJl, MMIIEpPATHB € II0CTABYBAmbeTO
Ha paHa JWjar€osa M THPWIarofeHa Tepamnmja 3a CeKoj
nanyenT moeguaeydo. Co ormej Ha I0BeKecsojHaTa
cuMmrTomMarosiorija Bo BB, ceondarna, cranzapausipana
¥ [IPaKTHUeHa CKajla 3a KIMHIUYKY PEjTHHT € HEeoIXOfHa
3a C/leflelbe Ha TepaneBTCKUTe, KaKo ¥ HAa ¥ Ha
HecakaHuTe epeKTH BO KIMHNUKATa CeKOjjHeBHA IpaKca
KaKO Ba/IMJHM MepuIa BO KIMHMYKMTE HCIUTYBaa Ha
TepaneBTCKA MOJAUTETH [6)].

Bo MOMEHTOB, IIOCTOjaT HEKOJKY HIMPOKO KOPHCTEHH
CKaIM 3a KIMHAYKA MPOIEHKA Ha HeBPOIOLIKUTE
MaHuecTanuu npu Bunconosa 6onecr:

Yuuduippana ckaja 3a paHrupame Ha BuscoHoBara
Bonect - Unified Wilson's Disease Rating Scale (UWDRS)

I'mobanna ckama 3a Ilpouenka Ha BuncoHoBa bomect -
Global Assessment Scale for Wilson’s Disease (GAS)

Cropunr Ha Hesponomku Cummromu - Neurological
Symptom Score (NSS)

Yuuduumpana ckaga 3a paHrupame Ha BuicoHoBara
Bonect - Unified Wilson's Disease Rating Scale (UWDRS)

YHudunmpanaTa ckajaa 3a paHrupame Ha BuncoHoBaTa
oorect [7] ce cocToM off HEBpPOJIONIKA, XemaTajHa W
nicuxujaTpucka moTckana. HeBporolikaTa MOTCKama e
pe3ynTaT Ha copaboTKara momel'y EBporckata Mpexka
(EuroWilson) u Tepmanckara Mpexka 3a Hacnemuu
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HapymyBamwa Ha JIBumkemeTo (GeNeMove). IIpBata ckana
3a paHTUPatbe U YTBP/IYBathe Ha CTEIEHOT Ha HEBPOJIOIIKO
OIITeTyBatbe Kaj Marjentute co BunconoBa Bonect bua
HarnpaBeHa ofi Czlonkowska u cop. Bo 2007 ropuHa.

YHuguimpaHaTa ckajaa 3a paHrupame Ha BuncoHoBata
Bornect e HarpaBeHa /1a CJTYKK KaKo aJjlaTKa 3a ceordarHa
eBajlyalldja Ha HEBPOJIOIIKUTE 3HAIM U CUMIITOMM Kaj
nanueHTuTe co Bb. OBaa cKana ce KopucTH 3a eBajyalidja
Ha TeKWMHaTa, MporpecujaTa, MporHosara, eMKacHOCTa
Ha TPeTMaHOT ¥ MCXOJOT Kaj BuscoxoBara 6omect [8].
CkajaTa KOpPUCTH MeToJ Ha OopyBame off 5 Touku (0-4),
TIPHU IITO MOBUCOKUTE CKOPOBU YKAKYBaaT Ha BJIOIIYBabhe
Ha cumnromuTe. OBaa CKaja ce 3aCHOBAa Ha JIeTYMHO
M3MeHeTH eJieMeHTH of] BeKe BaJTUIU3UPaHH U TIOTBPIieHN
CKalM 3a TpOIleHKA Ha HEeBPONONIKUOT CTaTyC, KaKo
mrto ce bapTenoBuoT WHAeKc, YHM(MIMpaHAaTa CKajla
3a paHrupame Ha IlapkuHcoHoBata Oomect (UPDRS), u
YHuduimpaHaTa cKana 3a paHrupame Ha XaHTUHITOHOBa
oonecr [7,8].

Ucrara ce coctou of Tpu fienioBu. Co TIOMOII Ha TIPBUOT
Ten (eMHeYHa CTaBKa) ce BPIIM TPOIIEHKA Ha CBeCTa.
Wctuot ro motnonHyBa HeBposor. Co IOMOII Ha BTOPUOT
men (ctaBku 2-11) ce BpIIM MPOIEHKA Ha aKTUBHOCTHUTE
0]l CeKOjIHeBHUOT JKMBOT, Mpe3eHTUPaHU Of CTpaHa Ha
TMAIMEHTOT WIK HErOBOTO CEMEjCTBO, a TOTBPJEHU Of
CTpaHa Ha HEBPOJIOT, IOKOJIKY € MO3kHO. Co OMOII TTaK Ha
TPETHOT Jel (cTaBKu 12-34) ce BpIIY feTaHa HeBPOJIOIIKA
TPOLieHKa Ha MAlMeHTOT, Off CTPaHa Ha HEBPOJIOT.

I'mobanna ckanma 3a Ilpouenka Ha BusconoBa Bomect -
Global Assessment Scale for Wilson’s Disease

I'mobanHata ckama 3a IIpouenka Ha BuicoHoBaTa
Bomect [9] cyku 3a [ja ce OTKpHUjaT MYITHCUCTEMCKUTE
MaHuGecTalld Ha OorecTa ¥ Jia ce Clefyd Hej3uHaTa
eBeHTYaJTHa [POorpecyja U Ofir0OBOPOT HA TPETMAHOT.

I'mobanHata ckama 3a IIpomenka Ha BuicoHoBaTa
Bonect ckana e cocraBena of e HuBoa [10]. McraTa
€ HampaBeHa Bp3 OCHOBAa Ha IMperjef Ha CTpy4dHa
JIMTepaTypa v KOHCY/ITAL[|H CO CIIeLIjaTuCTy U cTapaTeu
(mononmuuTenHn nogatony). OBaa cKaja ce afMUHICTPHpPa
TIPU CeKoja IoceTa Ha Mal[UeHToT BO OOHUIIA, OTKAKO Ke
ce mujarHocTuIMpa BucoHoBa Oomect.

[IpBoto HuBO ja omdaka rmo0banHaTa IIONPEYCHOCT
i omdaka ueTHpH [IOMEHHM: COCT0j0a Ha I[PHUOT
Ipob, Cco3HaHMe W OJHECYBame, MOTOPHA COCTojba
1 OCeOMYCKYIHH cocTtojoa. Cekoj joMeH ce 0OofyBa
He3aBHMCHO, Ha pacTeuka cKajma of mecT Touku (0-5)
reHepupajku uetupu 1iemu 6poeBu. Cekoj of OpoeBuTe
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e TOBp3aH CO mpeduKc CO UAeHTU(DUKAIMOHHOT
noMeH. buziejku vetwpuTe moMeHM ' pedyieKTHpaar
HeKOMIIAaTHOW/ITHUTe acTeKTd Ha BuscoHoara Oornecr,
HUBHUTE Pe3y/TaTH He ce cymupaar [10].

BTOpoTO HIBO € BCYIIHOCT HEBPOJIONIKATA ITPOLIEHKA , Kajie
ce eBajlyaupaaT Pa3JMUHM acleKTH Ha HeBPOJIONIKaTa
mucdyHKIMja TofieTanHo, BO 14 cTaBKu: M3riel Ha
muie (ctaBKa 1), co3HaHMe U OfHeCYBame (CTaBKU 2-4),
HapyllyBalkba Ha [BIJKEHmeTo (cTaBKU 5-8), Oynmbaphu
cumnToMu (ctaBku 9-11), HapyulyBame Ha [IPKEHETO U
ofemeTo (craBka 12), Kajsep-OmajurepoB npcTeH (cTaBKa
13) 1 HeBooOMuaeHa coctojba (cTaBka 14). Cekoja cTaBKa
ce bojyBa Ha pactedka ckania ofi et Touku (0-4). Ilotoa
pesyiaTaTHTe ce CyMHpaaT 3a Jla ce [obue BRYIIHHUOT
pesyaTar off BTOPOTO HIBO, K0j Mo3Ke fja buzie of 0 ma o
56 [11].

Cropunr Ha HeBpomomku Cummromu - Neurological
Symptom Score (NSS)

Booppeienn uctpaxkyBarma ce eBalyMpaHu HEBPOJIOIIKUTE
ONITeTYBalha ¥ WHBAIMAHOCTA KOM HMAaaT To/eMo
B/IMjaHUe BP3 KBAJUTETOT HA KUBOTOT Ha Ial[UeHTOT.
Ce KOPHMCTH CKOPMHT Ha HEBPOJIOIKUTe cuMiTomu (NSS).
OBoj pesynTaTr ro TMpoileHyBa HEBPOJIOIIKUOT CTaTyC Ha
MaIlMeHTOT LITO KOPUCTU HyMePUUKa OlleHKA 3a Pa3IuuHu
HeBPOJIONIKM 3HAlld W BKIy4yBa 14 HEBPOJOIIKU
napameTpu. [loBHCOKKUTe CKOPOBM VKa)KyBaaT Ha Tellka
nonpeueHoct [12].

Moske [ja ce 3aKiyuM jieka moTelkara (hopMa Ha oBaa
bormecT e BO Kopenaipja CO IIOTOJIeMH OrpaHMUyBarba
BO (DM3MUKATa CIIOCOOHOCT, OHOCHO IMOZOITOTPajHHOT
TpeTMaH € BO Kopenmaiuja co mopobpa (hu3nuKa
CIIOCOOHOCT.

Ksanuter Ha xuBoT (Qol) Kaj maumenTu co BumcoHoBa
bonect

KBamuret Ha uBoTOT (QOL) e cyOjeKTUBEH KOHIIENT KOj
ja omuIIyBa IieIOKYIIHATa 0/1arococToj0a Ha MoeJuHeIIoT,
3eMajki T'M OpeiBuj (DU3UUKUTE U IICHXOIOIIKUTE
netepMuHaHTd. CIVKM Kako MepKa 3a MOHMTOPHPAarbe
Ha HCXOJUTe IPU XPOHUUHHUTE 3a00NyBamba, 0COOEHO
Kaj HapyulyBamara KoM 0apaaT JOITOTPajHU TPeTMaHM.
[locrojaT HeKONKY (akTopu KOM IPHIOHECYBaaT
3a HaMajJeH KBaJMTeT Ha JKMBOTOT, IIOYHYBAjKU Of
orpaHMUyBama BO MCXpaHaTa [0 KOMOpPOWJUTETH
THIOBP3aHK CO MEHTAJIHOTO 3pasje [13].

KBamuTeToT Ha JKMBOTOT Ce OfJHECYBA Ha IeJIOKYITHATA
onmarococTojoa ¥ ru ondaka (hU3UYKKUTE U ICUXOIOIIKUTE
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(akTopy, BRIYUYBAjKM T'M MOJIeIATE HAa OJHECYBaibe,
KBAJINTETOT Ha CIMEHETO, EHepPreTCKUTe HUBOA,
MEHTAJIHOTO 3[paBje ¥ OMIITOTO 3aJ0BOJICTBO O]
KUBOTOT. Off TO/IEMO 3HauerHe e Jla ce HaroMeHe JieKa
0BOj ITapaMeTap MpeTCcTaByBa MOKa3aTes 3a e(pUKaCHOCTa
Ha TPETMAHOT Kaj XPOHMYHMTE 3a00/yBama, 0COOEHO
KOra MeTO[UTe Ha JieKyBame Ce JIOJrOPOYHH M Ce
nmoBp3aHd co Hecakanu edektu [14]. Bo cBojcTBO
Ha MYITHAMMEH3HOHA/IeH KOHIENT, KBaIMTETOT Ha
JKUBOTOT 1MMa 3a IieJl [ja To NpHKake BIMjaHHeTO Ha
Te)KMHaTa Ha 0o0lecTa W TPETMAHOT BP3 aKTUBHOCTHTE
0] CEKOjIHEBHHMOT KUBOT. OBOj KOHIIEIT Il TPeTCTaByBa
MHMBU/IYaJHUTE CTaBOBM KOH JKMBOTOT, BKIYUMTETHO U
KYATYPHATa Teplieniija, BpeHOCTHTE, BPCKUTE, LIeTITe,
OYeKyBamaTa M TPURUTE. [eHepamHO, KBaIMTETOT Ha
JKHBOTOT Ce OJiHeCyBa Ha (PU3MUKOTO M MCHXOJIONIKOTO
3/paBje, He3aBMCHOCTA, COIMja/IHUTE CMOIOOHOCTH,
BepyBamara i OJHOCOT CO OCTAHATHOT JIEJT Off OKOJIMHATA.
OTTaMy mpous/ieryBa M OPKYBambeTO Ha KBaJIUTETOT
Ha JKMBOTOT KAaKO MpPUMApHA IeJT TIPK YIPaBYBAeTO CO
XpoHuuHuTe Oonmect [15].

CBercka 3pgpaBctBeHa  Opranmsamuja  (C30) o
neduHUpa KBaJMTETOT Ha KMBOTOT KaKO Mepliemiyja
Ha TMOeMHEIIOT 3a HeroBaTa IMOJ0K0a BO JKUBOTOT BO
OJTHOC Ha KYITYPHWUTE W BPEJHOCHUTE CUCTEMU BO KOU
JKuBee, Kako M BO OfHOC Ha HeTroBUTe Iie/ld, OUeKyBamba,
craufapmuy M rpwku [15,16]. KBanmuretor Ha KHUBOTOT
Kaj manyeHtuTe co BuwicoHoBa Oomect co u3paseHu
HeBPOITCUXUjaTPUCKU CUMIITOMU € TIONONI, CTopefieHo
CO OHMe TAlMeHTH Kaj IITO ce M3pa3eH XelaTajHUTe
cumnromu. Ce TpeTHOCTaByBa JieKa 0OBa ce JIO/DKM Ha
(haKTOT IeKa u3pa3eHaTa CUMTOMATO/IOTHja Off HEPBHUOT
CHCTeM TIOBeKe I'o MCTOINTYBa MAllMeHTOT, 3a pasjidKa
Of] TIAIMEeHTHTe CO M3Pa3eHU XermaTajlHu CUMIITOMU KOU
T07100pO pearvpaaT Ha TPETMAHOT.

KoHuenrror Ha  KBaauTeT Ha  JKUBOTOT e
MYITHJUMEH3MOHaeH U pedieKTHpa KONKY — efieH
Toe/IMHel] MOKe Jla ce CIIpaBH CO TOBApOT Ha OorecTta
1 TpeTMaHOT. TOKMy oBaa fjepMHMIMja TO Harjacysa
CTaBOT JIeKa 0BOj IlapaMeTap e Cy0jeKTHBeH, i BKIyuyBa
IO3UTUBHU M HETaTUBHHU acIeKTH of skuBotoT [13,14].
QoL Ha T™OEJMHEIOT 3aBUCH Of (PYHKIMOHAIHUTE
CII0COOHOCTH ¥ MHTEPAKLMjaTa Co JKMBOTHATA CPeiHa 1
OINIITECTBOTO.

3aKIy4oK
WckycTBaTtaTa Ha  MmanueHTUTe co  BuscoHoBa
OomecT ja ToOTeHIMpaaT ImoTpebaTta of yHOTpeba
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Ha 7100po CTPYKTYpMpaHW alaTKM 3a IpOIleHKa Ha
HUBHaTa HeBpojiomKka (yHKanuja. XeTeporeHaTa
CHMITTOMATOJIOTHja Ha OBa 3abo/MyBame TI'M HarjacyBa
TPeIU3BHUIMTE KO TPOU3JIETyBaaT Mpy MpUMeHa caMo
Ha e[[MHEYHU a/IaTKU 3a HeBPOJIONIKA MPOIIeHKA Ha OBHe
TMalyeHTH.

Conflict of Interest: None declared
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bUHORYTAPEH BIJT 1 HETOBATA BAAKHOCT BO PA3BOJOT HA
BUTHATA ®YHKIMJA KAJYOBEROT - ITPEIJIE]] HA TUTEPATYPA

Anrenka Crimpkocka Marepocka!, Emunuja [omeBcka [lamreBcka?, Anacracuja Jlenosa®, Myxamenun Pymuru®

Y3Y Onmrra bonauna - [punen
2J3Y YK 3a ounu 6onectu- Ckorje
STI3Y Busuja - Cxorje

4J3Y Knuunuka 6omuuiia - TetoBo

Medicus 2025, Vol. 30 (1): 121-124
ABCTPAKT

BUHOKY/IapHUOT BUJI € OCHOBHA KOMITOHEHTA Ha TUIMUHATA YOBeUKa Bu3yesHa dyHkiuja. Ce cocTon ofl CriocOOHOCT
3a TopaMHyBarke Ha OUMTe BO MOTOpPHA CMUCTIA W 3a MHTerpupare Ha HUBHUTE CIIMKU CO IIejI Jla ce corfefia u
Ila KOMYHULIIpaTe CO AWHAMMYHUOT TPUAMMEH3MOHAJIeH cBeT. HeroBaTa mprMapHa MpemHOCT € [a ITOMOTHe
BO 00e30elyBareTO UYBCTBO Ha pacTojaHMe M pelaTUBHA [jlab0uMHa [IofeKa ce OBM’KMME BO HalllaTa OKOJIMHA.
BaykHOCTa Ha oBaa (byHKLIMja e TIOTeHIUjaIHO JTOKa)KaHa BO HEj3MHMOT PaH pa3BOj BO IIPBUTE MeCELU 10 ParameTo,
Ouzejku moeHUMbaTa [IOYHYBAAT [1a JONMpaaT U CTaHyBaaT OB KHU. JJo/ieKa HOBOPOIEHUNbA CE PEUMCH LIEJIOCHO
3aBUCHU O] CTaparesure, OMHOKY/JIapHUOT BUJI U Teplieriyjata Ha [yrabounHara ja ojlecHyBaaT HMBHATa pa3BOjHa
MHTepaKirja co TPUANMeH3MOHaTHATa CTPYKTYpa Ha CBETOT OKO/Iy HUB. JucdyHKIMjaTa Ha HOPMATHUOT Pa3Boj Ha
OMHOKY/IapHUOT BUJ MOJKe J1a TIpeIM3BUKYBa HM3a Ha IpobieMy Ha BUAHaTa (byHKIIMja IITO OUPEKTHO BiMjae BP3
KBaJIUTETOT Ha KUBOTOT Ha JIyreTo. HaBpeMeHNTe KOHTPOJIX M CKPMHMH3M Ha BUAHATA (DYHKIIMja MOsKe Jla TTpeBeHrpa
MTOHATAMOILIHY JIOJITOTPAjHU OLITETYBakbha Ha CAMUOT BU]I.

Knyunu 360poBu OMHOKY/IapeH BU, BUAHA (DYHKIIM]a.

BOBE]]

BUHOKY/IapHUOT BUI € eieH 071 Oejie31Te HauoBevKara paca
IITO MY ja /Il HaJIMOKTa BO XHMepapxujaTa Ha IlaHeTaTa
3emja. DuHOKymapHHMOT B MOkKe Ja ce jeduHMpa DUHOKyTapHHOT

KaKo cOCToj0a Ha CMMY/ITaH BMJ IITO ce mocTurHyBa co 1. Hopmamen -

jaByBaaT Kako pe3ylITaT Ha MHTErpajHaTa aKTHMBHOCT
Ha BUJHMOT alapart, HPOMPHUOLENTHBHUTE MMITYIICH Off
MYCKV/IUTE, BeCTUOYIAPHUOT M aKYCTHYHUOT arapar. (1)

efMHeUeH BMJI MOXe Ja Oupe:
DUHOKYTapHUOT —elMHEYeH BHJ

KOOPJMHHMpPaHa yIoTpeba Ha JIBeTe 0UM, TakKa HITO Ke ce
TI0jaBaT OfIJIe/THYA U MaJIKy Pa3/IMUHy CJIMKH, TIa CeKOe OKO
ce 1leHM KaKo eJIMHCTBEHA C/IMKA CO MPOLecoT Ha (y3uja.
Taka OMHOKYTapHUOT BUJ UMIUTMIIPA (hy3uja, CIIOjyBabe
Ha BUJIOT OfI JIBeTe OuM 3a Jia ce hopMupa eJMHCTBEHA
nepuenuyja. [IpocTopHaTa OpHeHTalWja ¥ YYBCTBOTO
3a MOJI0K0a Ha TeJIoTO ( MOCTypajHa peKOTHHMIMja ) ce

MOXe [ia ce KiacuuiMpa Kako HOpMajJieH Kora e
oudoBealeH ¥ HemMa MaHM(ECTHO OTCTAIyBame.
2. AbHopMareH - DMHORy/IapeH eJIuMHEYeH BMJl € Kora
C/IMKUTE HAa (PUKCUPAHUOT TIPEJIMET Ce MPOEKTHpPaaT Off
(oBeaTa Ha eIHOTO OKO ¥ eKcTpachoBeaiHaTa 00/1acT Ha
TIPYrOTO OKO, T.e. KOTa BU3ye/HaTa HaCOKA Ha e/leMeHTHTe
Ha peTHHaTa e mpoMeHeTa. Man MaHubecTeH cTpabu3am,
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3aT0a € CeKOrall PUCYTeH IIPY aHOMAJIHO OMHOKY/IapHO
eqHeYHo refame. (1-5)

Cnopep;, Kynepe ( Cuppers ), moTpe6HO e IOCTOeHme Ha
C/IeHUTE KOMITOHEHTH Ha CEKoe OKO TT00JIETTHO, 3a Pa3Boj
Ha e[[uHeYeH OMHOKY/IapeH BUL:

1. Jacma Bu3yelHa oOCKa IITO BOoAM [0 jaceH
BUJ, Ha [BeTe OUM - QHATOMCKa KOMIIOHEHTa
2. CrmocobHOCT Ha PeTUHO-KOPTUKATHUTE —e/leMeHTH
ma (yHKIMOHMpaAaT BO acolyjaija efgHd CO JPYIU
3a Jla HacTaHe CIIOjyBabe Ha [IBe MAJIKy pa3/IuYHU
CJIMKH,T.e CeH30pHa (y3Wja - CEeH30pHa KOMIIOHEHTa
3. [Iper3Ha KOOp/IMHALMja Ha JIBETE OUHM 32 CUTE TIPABIU
Ha I7IeflabeTo, TaKa LITO O/[r0Bapa PeTUHO-KOPTUKATHUTE
eJleMeHTH Ja ce OCTaBeH! BO MO3UIIM]ja [ja Ce CIIPaByBaaT
CO JIBe CJIMKH, T.e MOTOPHA (py31ja - MOTOPHA KOMITOHEHTa
(5-7)

[IpepHocTn Ha OMHOKY/IapHHUOT BU[T ce:
1. [IpBara u HajBa)KHA TpeIHOCT Ha
OMHOKYNapHHOT — BUJ, e eIMHeUYHUOT ~ BUJ,.
2. llokpaj engMHEYHHMOT BHUM, Toa pe3yATHpa CO

cTepeolcHja - Hajlpel3eH BUJ] Ha [TaO0Ka Mepliieriyja .
3. 3ronemyBame Ha BUJIHOTO nosne
4. Hagomecr 3a cjienaTa Touka u Ipyru pasnuku (8-10)

Bakuu mpenycioBd Kou Tpeba [ja ce HCIOMHETH 3a
OMHOKY/IapeH BHJ Ce:

(VHKIMOHA/THO ~WHTAKTHA peTMHa ( HeoIITeTeHO
nepucepHO BUIHO TIOJIe U YPeJiHa MOK Ha pe3onyIiyja Ha
(hoBeonata oj] peTuHara )

CIOCOOHOCT ~ Ha  KOOpAMHMpaHa  aKijja  Ha
eKCTPAOKY/IPAHUTe MYCKY/IM 32 HACOUYBAbe Ha [BETe 0Ul
KOH 00jeKoTOT

BUJIHUTE MMIIYICH, KOM JoaraaT oOff CeKoe OKO
TI0eJIMHEYHO BO LIEHTPATHAOT HEPBEH CHCTEeM, MOpaar fia
OuzaT B3aeMHO MHTETPUpAHM 3a Ja ce Jo0ue euHeyeH
OMHOKY/IapeH B[,

CeH30pHM  acmeKTd  HA  OMHOKYMApHUOT  BUJ
[IpesimeTuTe BO OKONMHATa Ce JIOKAIM3UPaHU O] Halla
CTpaHa Ha JIBa HaUMHa - eJIHMOT € pe/laTUBHO OfifjajieueH
Ofl IPYTMOT W Ce HapeKyBa pe/laTUBHA JIOKalu3alyja
, @ IPYTUOT € BO OJIHOC HACOYeH KOH HAaC CaMHTe U ce
HapeKyBa erolieHTprYHa Jokanu3amuyja. (10-14)

PetunasneH eJleMeHT
Toj e pmeduHMpaH Kako peTHUHOIlepeOpajeH amapar
aHTaKUPaH BO elabopupare Ha CeH3aluja Kako ofiroBop
Ha TIOOyfyBale Ha eHO Tofie Off TOBpPUIMHATA Ha
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petuHaTa. O0/acTa Ha peTHHATA KOTa € CTUMY/IUpaHa o]
CBET/IMHA IITO BJIETYBA BO OKOTO Off HEKO] IPEJIMET, He ce
Tepienipa caMo Kako jja MMa OfjpefieHa OCBET/IeHOCT,
0oja u ofipefieHa opMa, HO MMa U OfipefieHa HACOKa BO
BU3YEJTHHOT MPOCTOP.

OBaa HaCoOKa BO Koja e JIOKITM3MPaH BU3YETHHOT 00jeKT
ce ofjpellyBa CO HACOUYEHM WM IIPOCTOPHH BPETHOCTH
Ha CTUMYIMPAHHOT pPETHHATEH eJIeMeHT HapeueH
Jlokanuu 3HanM Ha Lotze Koe e CYIITHHCKO CBOJCTBO Ha
PETHHATHUOT efleMeHT. Taka, CeKoj PeTUHAIEH eIeMeHT
Kora € CTHMV/IMpaH , TO JIOKQIM3KMpa CTUMY/IOT KaKo
BU3Ve/IHA MEepIeNija Bo crielju(puuHa HaCoKa - BU3YeIIHa
Hacoka. OBaa HacOKa e BO OJJHOC Ha BU3ye/IHaTa HACOKa
Ha (oseata. QoBeara e 007aCT CO HAjBUCOKA BUJHA
OCTpMHA M TPETCTaByBa DPETHHOMOTOPEH LeHTap W
PETHHOMOTOpHA HY/ITa TOUKa, T.e. IITOM C/IMKAara Ha
IpeMeTOT Ha I7iefjambe e Ha (hoBeaTa, HeMa MOTTHK 3a
IBIKeIe Ha ounTe. (3-7)

MATEPHJAJT 1 METOIH

Kako Marepujam KOpHCTeBMe JUTeparypa Off IMOBeke
M3BOPM KoM ce OasvpaHd Ha pasAMuyHd  HayuyHH
WCTPaKyBamba U JlaTabasu KoM Copp:KaT MH(bOpMaLn
OasupaHy Ha MEUULUHCKY JJOKa3H.

JUCKYCHJA

Bo TekoT Ha TpBUTE HEKOJIKY TOAMUHM Off KUBOTOT
ce  ofpefiyBaaT  HOPMaJHHTe  aHATOMCKH U
(bM3MONONIKK  COCTOjOM MOTpeOHM 3a pa3Boj Ha
OuHOKY/apeH Buj. (akTopuTe 3acerHaTd 3a pa3BOjoT
Ha OWHOKYJIAapHMOT BHJ M KOM KM OBO3MOKYBaaT
Ha ouuTe 71a (DYHKLUMOHUpAAT KOODPJAMHUPAHO Ce:
A) AHaToMckM (haKTOpH: JIBETE OUM Ce TaKa CMeCTEeHH
BO opOMTaTa IITO BUHMTE OCKM Ce HACOUEHH BO KCTa
Hacoka. OBa ce [O/DKM Ha OOJNMKOT Ha oOpOuTara,
TIPUCYCTBOTO HA COCETHU JIUTAMEHTH, MYCKY/IA U CBP3HU
TKUBa. EKCTpaoKyIapHUTe MYCKYIM MMaaT BakHa yora
Ougejku  obe30edyBaaT MOTOpPHAa KOpPECHOHJIeHIHja
Mopajii  peluIpovyHaTa WHepBalMja HAa  UCTHTe.
b) ®usuonomku (akropu: Pa3BojoT Ha OMHOKYIapPHUOT
Bujl (BB) 3aBucu ofi onpeneHM HOpPMaaHU (DU3HOTIONIKH
OMHOKyMapHu pediekcu. Pedercure Mokat jja Oujgar
BPOJIEHM WIM CTEKHATH KaKO pe3y/ITaT Ha COOJIBETHa
CTUMY/IalIKja.

Pa3nmuunuTe OMHOKYIapHU pedieKcH ce:

1. Pechnekcu Ha puKcanmja
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2. Pehnekcor Ha peduKcariuja
3. IlymunapHuoT pediekc

®y3noHeH pedieKc M HEroBUOT pasBoj: MDys3uoHuTe
pedekcH ce yenoBHY pedIeKCH, CTEKHATH U Of[P3KYBaHU
co 1epeOpamHaTa aKTMBHOCT. Tue ce pasBHEHH O]
HOeIMHEL[0T BP3 OCHOBA Ha MCKycTBO. OTKako ke ce
dopMupa, €O KOHTHHYMpPAHO 3acHIyBame CTaHyBa
be3ycioBeH pediekc, HCTO TaKa IMO3HaT U Kako
HCUX0ONTUUKU pedrekc. Ce coCTOM Off CUTe aKTUBHOCTH
HI0CpeIyBaHH Off PETHHATa IPEKY MO30KOT JI0 OfIPKYBatbe
Ha C/IMKUTe JoOMeHH Ha jJBeTe (DOBeH, CO KpajHa Iien
Ja ce TOCTUTHe eJMHeueH OMHOKymapeH Bup. (7-10)
EnemeHTHTE Ha MEXaHU3MOT 3a (hy3uja ce:

1. Pechekc Ha hukcaimja

2. Pehnekc Ha pedukcaruja

3. Konjyrupanu y3uoHanHu pedaekcu
4. JTucjyHKTMBHE pedieKcH

5. KonBepreHiiuja/ auBepreHiyja

[Ipu parameTo, pedhiekcoT Ha puKcalluja e cabo pa3BreH,
TP TITO JIETETO MMa CaMo C/IyYajHH, He- KOHjyTUpaHu U
Oeclie/THM OKY/apHU JIBUKera. [locTon HEMOXKHOCT Jia
ce U3BpILIAT JIBUKera 3a Clieflele BO TEKOT Ha MPBUTE
HEKOJIKY HeJIeJTv Off ;KMBOTOT.

Pa3Bojor  Ha  ONTOMOTOPHMOT  pedyeKC  BO
CYIITUHA e TIOCTHaTajJeH HacTaH, TMpd  IITO
TPUOIIKHUOT BPEMEHCKU pacropef e:

1. 2-3 Hemenu - ja cregu CBeTIMHAaTa MOHOKYIapHO
2. 6 Hemenmu 7m0 6 Mecelld - ja /el CBeTIMHATa
OMHOKY/IapHO

KoHBepreHiyjaTa Koja e OTCyTHa ITpH pararme 3alouyHyBa
ma ce pasBuBa Ha 1 Mecel Koja e 100po pa3BueHa
Ha 6 Mecenu. Pa3BojoT Ha akomopalja 3aoCTaHyBa
3ajl Pa3BOjOT Ha KOHBepreHIMja MOPajy [OLHEHETO
BO pa3BOjOT Ha IMIMjADHUTE MYCKY/IM, TapajeiHo
CO KOHBepreHuujatTa Ha 6 Meceuna Bo3pact. (4-9).
Taka Moxke fa ce Kake JieKa Kaj JyreTo pa3BojOT Ha
OMHOKYIapHUOT BHUJ 3allOYHyBa Ha OKONMy 4-MeceuHa
BO3pacT, ro JIOCTMTHYBA CBOjOT BPB Ha 2-TOfIMIIHA
Bo3pacT, e 7100po pasBueH [0 4-TaTa TOAMHA M KOja
nojeka omara o 9-ropumiHa Bo3pacT. KomrieTHa
(bVHKIMja Ha ONTOMOTOPHUTE pedhieKCH ce TIOCTUTHYBa
nocne 10 roguimHa Bo3pacT. HoBopopeHunmbaTa uMaaT
HUCKA BUJTHA OCTPUHA. 3aIlBPCTYBABETO Ha pedyieKCHUTe
BPCKM Ce Of[BMBa TPeKy aHaTOMCKO CO3peBame Ha
MaKy/iaTa ¥ HepBHMTe MaTWINTa coojiBeTHO. KoH KpajoT
Ha BTOpaTa rojfjiHa , IeTeTo MOCTUIHYBa BU/JHA OCTPHHA
of 6/12, a KOH KpajoT Ha TpeTaTa TOJMHA Off JKUBOTOT
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6/9 . HoBoposieHunbaTa BO HajronieM 0poj Ha C/yyaeBH
MMaart xurneporHa pedpakiuja, Koja 006M4HO Jj0 MybepTeT
TOCTENEHO Ce HaMayBa ¥ MOBJIEKyBa ( mporiec Ha
emeTponu3arja ). (10)

[IpeukuTe Bo pa3BojoT MOKAT fla GUAAT BO hopMa Ha:
1. CeH30pHU ITPEYKU

- [IuonTpUCKY NPeyKy - Ha Mp. HEPOSUPHOCT Ha
MeuymuTe, pepaKIMCKY TPelKiL.

- MoHORy/apH# 3a00/yBamba - Ha IMp. TellKa MTo3a,
aHM30MeTpoIHja

- PeTiHOHeBpa/IHU MPEUKH - Jie3uk Ha PeTUHATA,
ONTUYKUOT HEPB

- [IponpuolienTrBHA peyKa

2. MoTopHU ITpeyKu

- Bpoenu kpannodanujaaHu Maagopmanm

- CoCT0jOM KOM B/IMijaaT Ha eKCTPa-OKyIapHUTe MYCKY/IH
- Jlesun va [THC

3. llenTpanHu mpeyku

- AbHOpMaJTHa peTHHAJTHA KopecTioHieH ja (APK)

- Cympecuja

- AM6mmonuja

3AKJIYYOK

BUHOKYTAapHMOT BHUJ TMpeTcTaByBa (hyHJaMeHTalHa
KOMITOHEHTa Ha Bu3yelHaTa ()VHKIMja Ha 4yoBekoT. Ce
COCTOM Off CIIOCOOHOCT HA OUMTEe 3a WHTerpHUpame Ha
HUBHHUTE CJIMKU CO IIe/T Jla BOCIIOCTaBM KOMYHHUKAIlWja
CO JMHAMUYHMOT TpUMMeH3uoHaneH cBeT. HerosaTa
MpUMapHa MpPeHOCT e 7la TOMOTHe BO 00e30eTyBameTo
YyBCTBO HA pacTojaHMe U pe/laTHBHA JTa00UMHA JlofleKa
ce IBWKMME BO HallaTa OKO/MMHA. BakHOcTa Ha oBaa
(yHKIMja e MOTeHIMjalHO [OKakKaHa BO HEj3MHUOT
paH pa3Boj BO MPBUTe Mecely 10 parameTo, BO Mepuof
Kora JIOeHUMIbaTa MOYHYBaaT Jja J0NKMpaaTr U CTaHyBaaT
nofaBwkHU. Cemak, HajMalKy 3% of MOINyaalujaTa cé
yiTe ce CrocoOHM ja (DYHKIMOHMpAaT CO OrpaHMYeH
WIA MOHOKY/IAapeH BHUJ, KaKO pe3yaTaT Ha KIMHUYKU
HapyuryBamba. (10-14) BUHOKYIapHHOT BUJL € €JHO OTPOMHO
T0JTe Koe ce 0a3upa Ha MHOTY TeCTOBH 1 IIEMH 32 TPeTMaH.
MeryToa oHue Kou ro paboTaT Toa 3HaaT JieKa e MOTPeOHO
MHOTY TI0BeKe ofi Toa. CrieljuhiyHOCTa HA TAI[UEHTHTe
M Ha CYOjeKTMBHUTE CHMIITOMM KOM He CeKOrail ce
TIOK/TIONYBAAT CO 00jeKTMBHUOT HAOJ| U M3HAOTAmeTO Ha
HajIo0po pellleHre 3a CeKoj TOeJMHeUeH TAlHeHT, ce
caMo Jient off bapamata. [loTpebeH e MyTTHMCUIUTMHAPEH
TpucTar, Jo06po Mo3HaBambe Ha HeBPOOQTaIMOIOrHjaTa
M JeTckara o(TaJMOIOrMja 3a Jla My Ce OBO3MOXKH
NpaBWiIeH MpUCTal, [ujarHo3a M TpPeTMaH Ha CeKoj
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HaLyeHT coogBeTHO. [30]
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ABSTRACT

The name of fatty liver disease has changed from non-alcoholic fatty liver disease (NAFLD) to metabolic dysfunction-
associated fatty liver disease (NAFLD). MAFLD includes a wider frame of factors, such as alcohol consumption, some
diseases, and drug-induced liver steatosis. On the other hand, NAFLD excludes all these factors. The progression
of the disease is the same: steatosis, steatohepatitis, fibrosis, cirrhosis, and the risk of developing hepatocellular
carcinoma. Screening programs include patients with type 2 diabetes (T2DM), obese patients, and people with
multiple cardiometabolic risk factors. Non-invasive tests include biochemistry (elevated liver enzymes), FIB-4
calculator, and imaging—ultrasound elastography. MRI is the gold standard for hepatic fat quantification, but it
is not accessible in everyday clinical practice. Currently, there are some recommendations for the treatment of
these conditions—reducing weight, exercise, vitamin E, and ursodeoxycholic acid. Therapy strategies depend on
the stage of liver steatosis (damage). Liver-directed thyroid hormone receptor agonist (resmetirom) is the newest
drug available in some countries for treating metabolic dysfunction-associated steatohepatitis (MASH). Other
medicines are GLP-1 RAs, which can be used for MASH and cirrhosis Child-Pugh. Metformin and statins are safe
in compensated cirrhosis.

Keywords: MASLD, risk factors, screening, treatment

INTRODUCTION metabolic-associated steatotic liver disease (MASLD),
previously called non-alcoholic fatty liver disease
(NAFLD), is defined as steatotic liver disease (SLD) in the
presence of one or more cardiometabolic risk factor(s)
(CMRs) and the absence of harmful alcohol intake. [2]
The same nomenclature and definition are accepted by
the American Association for the Study of Liver Diseases
[3, 4], also explaining the subcategories of the MASLD,

Non-alcoholic fatty liver disease (NAFLD) was first
used in 1980 by Jurgen Ludwig et al. as non-alcoholic
steatohepatitis (NASH). In 20 patients, mostly women,
histopathological changes in the liver were found. These
patients also had comorbidities such as mild obesity,
diabetes, and gallstones, but in that period there was

no treatment for this condition. [1] According to the last

FASL-EASD-EASO (European Association for the Study of which are listed in the Delphi consensus. Actually, in this
the Liver, European Association for the Study of Diabetes, consensus, the name of the NAFLD is changed to MAFLD.

and European Association for the Study of Obesity),
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Figure 1-Subcategories of MAFLD that are included in the new Delphi consensus [4]

The Delphi consensus allows the presence of one or more
coexisting risk factors. The reason for SLD can be CMRs
and/or combined with alcohol consumption MetALD. The
patient may have cardiometabolic risk factors (CMRs),
but at the same time, viral hepatitis or Wilson disease,
drug-induced fatty liver, or steatosis because of some
genetic diseases, explaining the dual or multi-causal
etiology of the steatosis of the liver. [5] On the other
hand, cryptogenic SLD is of unknown reason, excluding
metabolic factors or genetic disorders.

Cardiometabolic risk factors include [2]:

Overweight or obesity—body mass index (BMI) >25 kg/m?,
waist circumference

>94 c¢m in men,
>80 cm in women,
Disglyceremia or T2DM

Prediabetes HbAlc (5.7-6.4%), fasting plasma glucose 5.6-
6.9 mmol/L, or 2h plasma glucose during OGTT 7.8-11
mmol/L

T2DM HbAlc 26.5% or fasting plasma glucose >7 mmol/L
or 2h plasma glucose during OGTT >11 mmol/L or

Treatment for T2DM

+ Plasma triglycerides >1.7 mmol/L or lipid-lowering
treatment

HDL-cholesterol <1 mmol/L in men <1.3 mmol/L in women
or lipid-lowering treatment

Blood pressure >130/85 mmHg or treatment for
hypertension
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Many studies show the association between CMRs and
MAFLD (also known as NAFLD). [6-10] Also, MAFLD is
related to other comorbidities such as renal disease. [9,
10] In the study of Sun D-Q et al., 12,571 patients were
included; the individuals with MAFLD had a greater
prevalence of chronic kidney disease (CKD) and lower
eGFR. [9] The concomitant cardiovascular disease
increases the risk of death. [11] The prevalence of MASLD
has increased from 25% in 2016 to more than 30% in the
global population, with a rising trend according to the
EASL-EASD-EASO guideline. [2] The same numbers are
mentioned in AASLD about the prevalence of NAFLD,
adding the importance of many factors such as ethnicity,
geographic region, and clinical setting. The patients
with T2DM have steatosis in 42-65% of the cases. [2] This
review attempts to give the latest recommendations
and compare the current guidelines for the screening,
diagnosis, and best management and treatment of the
global burden of the increasing prevalence of NAFLD.

MATERIALS AND METHODS

The search had been done in PubMed, PubMed Central,
Scopus, and Google Scholar. Keywords that are used for
searching the articles are MASLD, NAFLD, risk factors,
epidemiology, screening, and treatment. The total
number of review studies is 243. After the application of
inclusion and exclusion criteria, 50 studies were selected.
The inclusion criteria were studies on people >18 years
old, patients with cardiometabolic risk factors, studies
that use imaging (elastography and MRI), and studies
that use medicines for the treatment of MAFLD/NAFLD.
The exclusion criteria were studies on animals and
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children and studies that aren’t written in English. All
the studies were open access, full text available, including
prospective, retrospective  studies, cross-sectional
studies, clinical trials, reviews, and meta-analyses.

THE ECONOMIC IMPACT AND COMORBIDITIES

The burden of MAFLD globally is significant due to the
rising prevalence of obesity, T2DM, and other metabolic
conditions. The economic impact is huge—in the study of
Torre E. et al. in Italy, the estimated 11,546,370 subjects
with MASLD had an annual impact of €12,251,631,822. [12]
The presence of MAFLD results in a greater number of
deaths due to advanced liver disease, colorectal cancer,
and cardiovascular disease (CVD). [12, 13] Cardiovascular
disease is the leading cause of death in patients who have
MAFLD, overshadowing liver-related mortality. Metabolic
dysregulation heightens risks for heart attacks, strokes,
and heart failure. In the cohort study of Lee H. et al.
from South Korea, the patients were categorized into 4
groups—neither FLD, NAFLD-only, MASLD-only, or both
FLD. The cross-sectional analysis included 9,584,399
participants, of whom 28% had NAFLD. 37.3% had MAFLD,
and the prevalence of FLD was 9.3% higher when defined
as MASLD. The CVD risk includes myocardial infarction,
ischemic stroke, heart failure, or CVD-related death. The
patients in the MAFLD group had 1.52 times higher CVD
risk than the 1.41 times CVD risk for the patients in the
NAFLD group in comparison with the absence of each
condition. [14] The study by Paik M. J. et al. listed cirrhosis
as the leading cause of death. After the CVD, renal disease
is listed as the second and diabetes as the third reason
for death. [13] The disease results in direct medical costs
for diagnostics, monitoring, and managing complications
like liver cirrhosis and hepatocellular carcinoma (HCC).
Indirect costs include reduced productivity and increased
disability due to associated conditions like diabetes and
CVD. The average costs per person with NASH diagnosed
include the following things: diagnostic tests, primary
healthcare, and pharmaceuticals. In 5 different European
countries, per-person costs for NASH-diagnosed patients
are €699 and €771 in France, €795 and €852 in Germany,
€1915 and €2242 in Italy, €1919 and €2568 in Spain, and
€890 and €918 in the United Kingdom. [15]

As listed above, there are many cardiometabolic risk
factors that are associated with MAFLD. Obesity is one
of them, and the criteria for BMI depend on the ethnicity
and race. For Caucasian people, the recommended BMI
is from 18.50 to 24.99 kg/m2 Overweight is over 25 kg/

Review

m?, and obesity is over 30 kg/m2 [16] For Asians, the
normal BMI is lower, so over 23 kg/m? is overweight and
over 25 kg/m? is obese. [17] In a Million Women Study—a
prospective cohort study, where 1,230,662 women were
included—the mean follow-up was 6.2 vyears. For the
patients, every 5-unit increase in BMI increased the risk
for the development of cirrhosis by 28%. [18]

Another risk factor is T2DM. In the longitudinal
population-based study from Spain, a total number of
1478 participants were included with a median follow-up
of 4.2 years. Disglycemia and abdominal obesity are the
main factors for the increase of mean LSM (liver stiffness
measurement—imaging technique). [19]

Hypertension and dyslipidemia—The association between
blood pressure and NAFLD is mentioned in many studies;
for example, in the study conducted from 2008 to 2010 in
Sao Paolo, Brazil, by Aneni C. E. et al., 5362 participants
were included, and those with NAFLD had significantly
higher systolic (SBP), diastolic (DBP), and mean (MBP)
arterial blood pressure. The prevalence of NAFLD
increases from 15% in those with optimal BP to 35%
among subjects with prehypertension and 59% among
hypertensive patients. [20] The main characteristic
of MAFLD is the accumulation of lipid droplets in
hepatocytes, which contain triglycerides, cholesterol
esters, and other lipid profiles. [21]

The cumulative effect of multiple cardiometabolic risk
factors leads to MAFLD and progression to different
stages of this disease, but these patients have other
comorbidities such as CVD, CKD, and T2D-that is the
reason why they are a great burden to the health systems
in the countries. [20]

PREVENTION AND SCREENING

Prevention plays an important role in every disease
development—including MASLD. It is very important to
highlight that a healthy lifestyle, which includes exercise
and a Mediterranean diet mentioned in some prospective
studies, is key for preventing MASLD and other diseases
related to sedentary lifestyles, fast food, sugar-sweetened
beverages, and red meat consumption. [22, 23]

According to the previously listed risk factors and
associations, patients that should be screened for MAFLD
are the subjects with T2DM, obese persons, patients with
multiple cardiometabolic risk factors, and individuals
with elevated alanine aminotransferase (ALT) > 33 U/L for
males and 25 U/L for females. [2, 3]
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The first step to diagnosing the patients is to calculate
FIB-4 (widely used for fibrosis prediction). If the result
is <13, the patient should be retested after 1-3 years. If
FIB-4 is between 1.3 and 2.67, the patient should work
intensively to reduce and control comorbidities and be
evaluated in the same year again. If FIB-4 is >2.67, for
people older than 65 vears, the range for FIB-4 is 2.0; then
they should be referred to hepatology for liver stiffness
measurement. [2, 24]

Non-invasive tests are FIB-4, APRI, and NFS. They are
available as free online calculators, and some parameters
are incorporated in them.

FIB 4 (Fibrosis-4 index) = age x AST/(platelet coung
x/(ALT))(age in years, ALT and AST in U/L, and platelet
count in 109/L) [25]

APRI (AST to platelet ratio index) =
x (100/platelet count) [26]

NES (NAFLD fibrosis score) = -1.675 + 0.037 x age + 0.094
x BMI + 1.13 x impaired fasting glucose (yes = 1, no = 0)
+0.99xAST/ALT-0.013xplatelet count-0.66xalbumin (age
in years, BMI in kg/m2, AST and ALT in U/L); platelet
count in 109/L and albumin in g/dL). [27]

(AST/Top Normal AST)

The most commonly used is FIB-4, but with some
limitations in elderly patients 265 years, subjects with
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T2DM, and in the intermediate range to detect fibrosis
(1.3-2.67).FIB-4 and NFS have at least 30% of cases with
indeterminate scores. [28]

The golden standard for diagnosis of the stages of MAFLD
is a biopsy, but due to availability, cost, and the fact that
it is an invasive procedure, the first used are serum
biomarkers incorporated in calculators and imaging
methods—elastography. (2, 3]

MRI elastography is not widely applicable because it is not
available in all healthcare centers, it is expensive, and it
needs special equipment to be done. The cross-sectional
studyof Parl C. Ch. etal.included 104 adults. These patients
underwent MR elastography, transient elastography, and
liver biopsy analysis. Steatosis and fibrosis were observed.
MRI elastography detected any fibrosis with an area under
the receiver operating characteristic curve (AUROC) of
0.82—higher than transient elastography with an AUROC
of 0.67. MRI PDFF (proton density fat fraction) detected
steatosis with an AUROC of 0.99, higher than CAP with an
AUROC of 0.85. In this study, MRI elastography and PDFF
are more accurate in detecting fibrosis and steatosis than
transient elastography and CAP (controlled attenuated
parameter). [29] Some studies suggest that MRI and
ultrasound elastography give the same result in fibrosis
staging of the liver. [28, 30]
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Figure 2 - Proposed algorithm for screening and when to refer to liver specialist the patients at risk for MAFLD [2]
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TREATMENT OF MAFLD

Treatment of MAFLD includes non-pharmacological
and pharmacological. Non-pharmacological treatment
refers to lifestyle change, weight loss, changes in diet
(Mediterranean diet), and physical activity. [2, 3] The
percentage of weight loss is associated with histological
changes in the liver. When the percentage of weight
loss increases, then the histological damage of the liver
becomes lesser. In the study of histologically proven NASH
in 293 patients from Vilar-Gomez E. et al., they noted that
when the weight loss is >10% there is fibrosis regression.
(31] In the FLIPAN study, a prospective randomized
trial, 138 patients were included. The individuals that
have high changes in adherence to the Mediterranean
diet have higher decreases in BMI, body weight, waist
circumference, systolic and diastolic blood pressure, and
intrahepatic fat content. [32]

Resmetirom is an orally given medicine approved in the
US in March 2024, a thyroid hormone agonist for the K1
receptor. It is used in MASH (stages 2 and 3 of fibrosis)
with regression of fibrosis and reduction of liver enzymes
and lipids. The side effects were mostly gastrointestinal.
(2] In a multicenter, randomized, double-blind, placebo-
controlled phase 2 trial, the fat accumulation was
measured with MRI-PDFF, and the group of patients who
took resection had a reduction in fat accumulation. [33]
In another randomized, double-blind, placebo-controlled
phase 3 trial, the primary outcomes were adverse effects
of the resmethrin, and the secondary outcomes were
the effects on lipids, liver stiffness, and hepatic fat
accumulation. The side effects were nausea, vomiting,
and diarrhea. In the group of patients that received
resmethrin, there was a reduction in atherogenic lipids
such as low-density lipoprotein cholesterol (LDL-C),
apolipoprotein B (apo-B), and triglycerides (TG). Also, there
was reduced hepatic fat accumulation and regression in
fibrosis. [34]

Vitamin E inhibits de novo lipogenesis, so that’s the
reason why it reduces the fat in the liver. It is used in
MASH without T2DM, but it is not a first-line treatment.
(35] In another study from Turkey, an open-labeled
prospective, randomized study the authors compare
the effects of supplementation with vitamin E (600IE/
day) and vitamin C (500mg/day) and the other group of
patients receive ursodeoxycholic acid (UDCA) (10mg/kg/
day). The treatment period was six months. The serum
aminotransferase levels decrease in both groups, but
gamma-glutamyl transpeptidase levels decrease in the

Review

group of patients who receive UDCA, showing that
vitamin supplementation is active at the biochemistry
level. [36]

In the multicenter randomized, double-blind, placebo-
controlled study phage 3 trial, the acid in patients
with NASH, NAFLD, and fibrosis stage F2-F3, usage of
obeticholic acid (OCA) 25 mg for 18 months, there was
an improvement in histology. The study REGENERATE
continued, and it showed that OCA in a dosage of 25 mg
had a benefit in pre-cirrhotic fibrosis due to NASH. OCA
improved >1 stage fibrosis in about 30% of participants
after 18 months. [37, 38]

Omega-3 polyunsaturated fatty acids in one study with 60
participants and a treatment period of 12 months showed
biochemical benefits—a decrease of lipids and gamma-
glutamyl transpeptidase, but also in combination with a
weight reduction, the liver fat was reduced. [39]

Statins are safe drugs for MASLD, especially because most
of the patients have elevated levels of lipids. In a post
hoc analysis of a randomized-controlled trial, 101 were
included, of whom 86 received statins, without effect on
histology. 2, 40]

Metformin is a glucose-lowering drug, used as a first-
line treatment for T2DM. The mechanism of action is by
decreasing glucose production in the liver, and increasing
hepatic and peripheral tissue sensitivity of insulin and
uptake of glucose by the peripheral tissue. [41] In one
open-label, randomized, single-center study, measuring
controlled attenuated parameter (CAP) and liver stiffness
(LS) after 3 and 5 months of treatment with metformin,
there was a reduction in hepatic steatosis and fibrosis.
[42] It is safe to use metformin in MASH, but it does not
affect histology. Metformin it's not safe for patients with
renal failure or hepatic decompensation. [2, 3]

Thiazolidinedione such as pioglitazone, is a medication
for T2DM, also in some studies showed that affects NASH
improving histology. [43, 44]

Glucagon-like peptide-1 receptor agonists (GLP-RAs) are
medicines for the treatment of T2DM, some of them
registered for the treatment of obesity (liraglutide,
semaglutide, and tripeptide). In the LEAN study - 39%
of the patients had a resolution of steatohepatitis. [45]
Tirzepatide is a combination of GLP-1IRA with GIP -
glucose-dependent insulinotropic polypeptide the 52-
week study showed resolution in MASH and the fibrosis
stage did not advance. [46]
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Sodium-glucose  cotransporter-2  inhibitors (SGLT2
inhibitors) are medicines for diabetes treatment,
improving renal and heart outcomes. Empagliflozin in
the studies reduces fat in the liver and decreases ALT
levels. [47, 48]

Stage 2 of fibrosis increases the risk for liver-related
fibrosis. [11] In the meta-analysis of Younossi Z.M. and
al., in 4 of 6 studies, the pooled mean annual fibrosis
progression rate estimate for patients with histological
NASH was 0.09 (95% CI: 0.06-0.12), and the percent
progression was 40.76% (95% CI: 34.69-47.13). [49]

The fibrosis stage is the strongest factor of disease-
predicted mortality. [11, 50] In the cohort study of Ekstedt
M. et al., 129 patients with biopsy-proven NAFLD were
included. The mean follow-up was 13.7 years. Survival
of patients with NASH was reduced, and these subjects
mostly died from cardiovascular and liver-related causes.
When there wasn't periportal fibrosis, there wouldn’t
also be liver-related outcomes. [50]

CONCLUSION AND DISCUSSION

Suppose it is detected in high-risk populations, and with
good management, such as lifestyle change, including
a Mediterranean diet, exercise, and controlling other
diseases, such as T2DM, high blood pressure, and alcohol
consumption. In that case, we can prevent MAFLD from
becoming MASH and advance the liver fibrosis. [2, 3, 4]

In the future, as obesity and diabetes rates rise, the
prevalence and burden of MAFLD are expected to be
much higher than now. [15, 16]

Without intervention, MAFLD will become the leading
indication for liver transplantation in many regions,
surpassing viral hepatitis and alcoholic liver disease.

We need more non-invasive diagnostic tools for precise
determination of the stage of the MAFLD. Also, more
studies need to be done about the medicines that can be
used in different stages of MAFLD.
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ABSTRACT

Giant retroperitoneal liposarcomas are relatively rare malignancies necessitating careful imaging diagnosis and
timely operative treatment. In the present scientific communication, a 67-year-old male patient hospitalized on
the occasion of a retroperitoneal tumour formation in Varna, Bulgaria, was reported. A right-side retroperitoneal
neoplasm of a very large size was proved by using of abdominal echography, magnetic resonance imaging and
positron-emission tomography with computed tomography scan. A successful midline xiphopubic laparotomy
was timely performed. Histologically, a high-grade myxoid liposarcoma with pT4NxMx code was diagnosed. There
were no postoperative relapses during a three-month follow-up. The timely surgical treatment of this tumour was

effective and safe.

Keywords: Giant retroperitoneal liposarcoma, imaging diagnosis, midline xiphopubic laparotomy

INTRODUCTION

Retroperitoneal sarcomas account for 20% of the soft
tissue sarcomas as the myxoid subtype comprises 5% of
adult cases [1]. Liposarcoma is one of the most common
retroperitoneal primary tumours, accounting for 10-35%
[2] or for 20% [3] of all soft tissue sarcomas.

Retroperitoneal liposarcomas encompass 40% of all
retroperitoneal sarcomas [3] and just 5% of all malignant
neoplasms [4]. They mainly affect women aged between
50 and 60 vyears [4]. Retroperitoneal liposarcoma
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incidence rate is ~0.2% of all malignant tumours [2]. These
liposarcomas originate from primitive mesenchymal
cells and undergo adipocyte differentiation [4]. They
are divided into four morphological subtypes: i) well-
differentiated, ii) undifferentiated, iii) myxoid, and iv)
pleomorphic. The mucinous myxoid liposarcoma occurs
mainly in adults and its prevalence rate varies between
14% and 18% [5]. Its combined diagnosis should consist
of B ultrasound, magnetic resonance imaging (MRI), and
computed tomography (CT).

The purpose of the present scientific communication
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is to describe a rare case of a successfully treated giant
retroperitoneal liposarcoma and to systematize some
recent publications dealing with these seldom malignant
neoplasms.

CASE REPORT

It deals with a 67-year-old male patient who was
hospitalized on July 30, 2024, in the Clinic of Abdominal
Surgery at St. Anna Hospital joint-stock company of Varna,
Bulgaria, on the occasion of a retroperitoneal tumour
formation diagnosed under outpatient conditions.
Palpation revealed a weak painfulness and heaviness in
the right abdominal cavity. Succusio renalis was positive
on the right side. There was no peritoneal irritation and
defence. Results from routine laboratory examinations
such as blood test, biochemistry and liver enzymes were
within normal limits. Prior to the operation, several
imaging examinations such as abdominal echography,
MRIand positron-emission tomography(PET)with CT scan
were performed (Figure 1). A right-side retroperitoneal
tumour of a very large size was proved.

During the midline xiphopubic laparotomy, a large
retroperitoneal neoplasm weighing 3.82 kg (Figure 2),
located on m. psoas and pushing out the right kidney into
a caudal, the right ureter and vena cava into a medial
direction, as well as cecum and colon ascendens in these
two directions was revealed. The tumour enveloped the
adipose kidney capsule (Figure 3) and was characterized
as liposarcoma. A total extirpation en-bloc of the
tumour sized 45x30x20 cm was performed by preserving
the adjacent organs (Figure 4). Careful haemostasis,
lavage, drainage and layered suture were accomplished.
Sterile dressing was placed. Postoperative period was
uneventful. Operative wound healed primarily. Intestinal
passage was completery restored. Macroscopically, the
neoplasm consisted of a tight mature connective tissue.
The histological examination of the surgical specimen
demonstrated a high-grade myxoid liposarcoma with
pT4NxMx code according to TNM classification. The
patient was discharged with improvement six days after
the operation. The PET-CT scan (Figure 5) did not display
any relapses six months after surgery at all.

DISCUSSION

A giant high-grade myxoid retroperitoneal liposarcoma
is diagnosed by contrast-enhanced abdominal computed
tomography in a 41-year-old male [4]. The tumour causes

Case report

displacement of the liver, right kidney, small intestine, and
colon. The radical resection includes right nephrectomy
as the kidney is enveloped within the tumour capsule.
Tumour size is 33x31x29 cm and its weight is 15.5 kg.

A 58-year-old male with a giant, well-differentiated
retroperitoneal liposarcoma measuring 55.0x30.0x18.0 cm
and weighing 19.8 kg is reported [6]. The tumour adheres
to the right kidney and the entire ureter, invading the
ascending colon. Complete combined surgical resection
is done without any recurrences after six months.

The case of a 43-year-old male with a well-differentiated
retroperitoneal liposarcoma is presented [7]. Abdominal
ultrasound demonstrates a huge, complex heterogeneous
area in the epigastrium with multiple echogenic
internal echoes. A whole-body CT scan with intravenous
contrast reveals a large, well-defined, heterogeneously
enhancing retroperitoneal mass measuring 26x16x20
cm in craniocaudal, transverse, and anteroposterior
dimensions, respectively. There are no radiographic local
recurrences at three- and 12-month follow-ups.

In a 48-year-old male presenting with a two-year history
of abdominal discomfort, weight loss and steadily growing
abdominal swelling, CT scan identifies a soft, rubbery
lobulated mass with a positive ‘slippage sign’ palpable
over all the abdomenal quadrants [8]. The giant well-
differentiated retroperitoneal liposarcoma measuring
55x60x22 cm and weighing 14 kg with internal enhancing
nodular components is excised by laparotomy.

A 57-year-old male with a giant retroperitoneal
liposarcoma sized 33x28x13 cm is successfully surgically
treated [5].

A 63-year-old woman presenting with symptoms of large
bowel obstruction is diagnosed with a large heterogenous
mass sized 271x29.1x36.1 cm in the retroperitoneal
space and involving the adjacent organs [9]. The fine
needle biopsy of the specimen reveals the histology of
liposarcoma.

The abdominopelvic CT scan demonstrates in a 33-year-
old man a giant right retroperitoneal mass of almost 40
cm in diameter in its largest dimension [3]. Ultrasound-
guided fine needle biopsy displays well-differentiated
liposarcoma. Surgical resection of the tumour along with
the right colon, right ureter and kidney, third and fourth
duodenal parts and part of the right iliopsoas muscle is
successfully accomplished. Histopathology reveals well-
differentiated liposarcoma of 50 cm in diameter.
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In a 53-year-old man, abdominal CT scan shows a giant
heterogeneous, well-defined retroperitoneal —mass
measuring 60x75x80 cm and displacing the right kidney,
descending colon, small bowel and mesentery to the left
upper quadrant [10]. After midline laparotomy, tumour
dimensions are 70x90x100 cm and its weight is 26 kg.
The histopathological examination reveals a low-grade,
well-differentiated liposarcoma with typical MDM2 gene
amplification.

CONCLUSION

Our investigation proves not only the important role
of the contemporary imaging diagnosis but also the
effectiveness and safety of the timely radical surgical
treatment of this rare malignant tumour.
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FIGURE LEGENDS

Figure 1: CT scan of the retroperitoneal liposarcoma in
the right abdominal area one week prior to surgery
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Figure 2: Intraoperative image of the retroperitoneal
liposarcoma

Figure 4: Macroscopic image of the extirpated liposarcoma

———

Figure 3: Macroscopic image of the abdominal cavity
after liposarcoma removal

Figure 5: PET-CT scan of the abdomen six months after
surgery. There is no evidence of liposarcoma relapse
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YIIOTPEDBA HA HATPUYM @/TYOPECITIH KAKO [TOKA3 3A
AJEKBATEH KPBEH ITPOTOK ITOC/IE KJTUTIICHPAILE HA MO30YHA
AHEBPU3MA

BueB Jb."?, [lamjanoBcku C.34, Jlozanue K.23

'HeBpoxupypiuko opjenenue. ['pajicka omira oonHuia ,8mu cenreMBpu” - Ckomje. PC MakeoHuja
2DakynTeT 3a MeIULIMHCKU HayKu. YHuBep3uTeT ,l'one [lemues” - [lITum.

SHeBpoxupypuiko opjieneHue. [IpuBatHa 3apaBcTBeHa YeraHoBa YHUBep3uTeTcKa KinHuKka ,, AtimbaieM -
Cuctuna“. Ckomje. PC MakegoHwuja.

‘MakynTeT 3a MeIULIMHCKY HayKu. YHUBep3uTeT ,,CB. Kupun u Metopuj“ - Ckomje. PC Makemonwuja.

Medicus 2025, Vol. 30 (1): 138-141
BOBE]]

OcHoBHarTa 11eJT Ha aHeBPU3MaTCKUTe OTepaliny € Jia ce NCKIYYr aHeBPU3MAaTCKOTO PO PYyBambe o1l IMPKy/IaljaTa
CO TIOMOII Ha KauIica Oe3 IpuToa fa oupe cripedyeH AUCTATHUOT KPBOTOK. CoBpeMeHaTa HEBPOXUPYPruja ce CTpeMu
KOH M3Haorame Ha METOOM 3a Ce IOoIpeLr3Ha olepaThBHA MHTepBeHLWja. Hajpel3HaTta UMULIMHT TeXHUKA Koja
IIoMara BO MCKJIyUyBame Ha aHeBPU3Ma Off KPBOTOK U [IOCTUIHYBAE Ha COOJIBETEH KPBOTOK [IMCTAJIHO Off TOa MECTO €
MHTpaoneparrMBHaTa KoMrjyrepusupanara Anruorpaduja (CTa).3a Taa e e noTpebHO orepaTuBHAaTa caia Ja ouze
orpeMeHa co crietuduuHa KoMIjyreprusupata Tomorpaduja (O-arm), rorogem 6poj Ha MEIMIIMHCKY TIePCOHAsT 3a
TIpoMeHa Ha To71o;K6aTa Ha TTaleHTOT U 6JicKa copaboTKa TToMer'y aHeCTe3UOIOIKY, XUPYPIIKU U PAZUOTIONIKY TUM
Ha jeKapu. HaBemeHNTe HEOINXOMHM YCJIOBU IJTYC HEFATMBHUTE MOMEHTU KaKO INTO Ce TOoJIeMOTO U3JIOKYBarbe Ha
3paueme, BMCKaTa lleHa 1 OHOJITOBJIEKYBalbe Ha orepalyjaTta ce IIPUUMHU Topagy KoM OBaa MMMIIMHT MeTOIa He
MOKE PYTHMHCKU [ja Ceé KOPUCTU BO MOBEKETO MHCTUTYLIMU. lopamy Toa KaKo 3aMeHa ce TojaByBaaT yopecLeHTHUTe
cpenctBa.lIpBoTO (QJIYOPECLIEHTHO CPEeNCTBO YIIOTPeOeHO KaKO KOHTPACTHO CPEeNCTBO 3a BUAEO aHruorpaduja
e seyneHnoT uHauLMjaHuH Bo 2003ta romuna (1).ITopagy BucoKara LieHa ITOYHYBa fa OuZle 3aMEHETO CO Ipyru
dyopecelHTH cpezfcTBa Kako wmto ce AJIA-5 (5-amanumieBysioHcKa KucenuHa) 1 Hadn (Harpuym Dnyopeciiys).
3a pasnuKa off HTpaolepaThBHATA KOMITjyTepusnupaHa ToMorpaduja, dbayopeciieHTHUTe KOHTPACTHU CPEZCTBa Ce
ToeTHOCTaBHU 3a yrioTpeba. Ha coBpeMeHUTe orepaTMBHI MUPKOCKOITH TTOCTOM ‘CHMHA U »KomTa * cBeTnHa co 400 u
560 6paHOBUAO/LKMHHU TIOC/IeOBATE/IHO, KOja OBO3MOKYBa AUPEKTEH IMPUKa3 Ha (IyOpeclieHTHUTE CPEeCTBa KaKo
Kaj TYMOPUTE, TaKa U JO/K FoJIeMUTe KPBHU CaZloBU. [Tocsie rocTaByBambe Ha KJIMIICa, KPBOTOKOT MOJKE JIa ce IIPOBepH
CO aKTMBUpahe Ha >KO/ITaTa CBeT/IMHA Ha OIepaTMBHMOT MUKPOCKOIL IlpaBuJiHATa IMOCTABEHOCT Ha KJIMIICATa ce
ollpeziyBa co IojaBa Ha (iyopecleHlIrja JoJK KPBHUOT cafl IMCTaJIHO Off aHeBpU3MaTa U UCTOBPEMEHO OTCYCTBO Ha
dyopeciieHIija BO aHEBPHU3MaTCKOTO MTPONIMpyBatbe. HammoT cyJaj e omymueH MpyuMep 3a MO3WTUBHA ITPUMeHa Ha
HaTUyM QIyOpecliH Kaj aHeBPU3MATCKU OTlepaliiu.

CJIVYAJ cybapaxHOMJAIHO KpBapeme 1 aHeBpu3Ma Ha a. cerebri
media co paumjamerap okomy 17mm. Ilpema ckanaTa
Ha Hunt&Hess gr IIl. ce mocraBu wuHAMKalWja 3a
omepaTMBHO JieKyBame. [locie cranjapfiHa NTepuoHanHa
KPaHUOTOMHja ce YIOTpeOu orepaTHBeH MHUKPOCKOI CO

55 ropMiieH Ma [JOHECeH Ha YpreHTeH I[eHTap €O
CHJTHA T7IaBOOOJIKA, MOBpaKame, MpoMeHa BO MeHTaseH
CTaTyC ¥ BKouyaHeT BpaT. Bemgnam e peamusupan KT
Ha Mo30oKk u KT anrmorpacduja Ha Koja e 3abenekaHo
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craHgapaHo 6ento u komto (560) cetro. Ilpu Toa Henmor
omepaTBeH 3aaT e eBUJIEHTHPaH CO BHJEO 3alliiC
u ororpaduu. I[lopagu Mo30ueH efjeM M HaIHATOCT

ce U3BPIIA BEHTPUKY/IONVHKIIMjAa CO IITO Ce HaMaju
MHTpaIlepeOpaTHIOT MPUTUCOK. AHEBpU3MaTa jacHo ce
WjleHTU(UKYBAa U Ce TOTBPM Hej3MHATa MOBP3aHOCT
CO ILUpPKYMaljjaTa co MOMOINI HA JKONTaTa CBET/IMHA U
HaTpuyM (ryopectuH (cmuka 1 u 2). Ce 3a0eneskyBa Jieka
aHeBpHM3MarTa e Co HelpaBu/IHa TpuiobynupaHa dopma u
TIeyMHO TPOMOO3UpaHa.

Cnuka 1. TIpukas Ha aHeBpu3Ma Ha a. cerebri media mog
0ena (cTaHmapHa) CBeTIMHA

Cnuka 2. Ilpuka3 Ha aHeBpu3Mara mop konta (560)

ceeriHa. Ha cmka 2 ce  wujeHTHMKYBa efieH
TPOMOO3UPaH [ieNl U efleH Jie/T CO aKTHBHA IMPKY/Ialuja
KOj [aBa 0O/IeCKaBO JKONTO-3eleH OTcjaj. McThor ro
TPETCTaByBa IMPKYIMPAYKUOT HaTpuyM (iyopeciyH
U JlaBa 3HaK Jileka aHeBpU3MaTa e Jiell Off MO30UHUOT
KPBOTOK.

I[lputoa ce 3abenmeka OneckaB JKOMTO-3eJIeH OTCjaj
KOj VKakyBa Ha (PakTOT /IeKa BO aHeBPU3MATCKOTO
HPOIIMPYBabe € TPUCYTeH LUPKYIUPAUKM HATPUYM
dnyopeci. Toa e 3HaK JieKa aHeBpPU3MAaTa € CeyIlTe
THI0Bp3aHa BO MO30UYHKMOT KPBOTOK M TOKpaj TOa ILITO el
ce 3abeseKyBa JieKa e TpoMbo3upaH. Bo moHaTaMOITHHOT
OmepaTMBeH TeK ce WAEeKTU(UKYBaHU [OBOJHUOT U
OJJBOJIHUOT KPBeH cajl (cuKU 3 U 4) U HEeKONIKY MOMaJu
HoBp3yBauky rpaHkH (rr. Communicantes) (Crika 5).
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Cmuku 3 u 4. JloBojleH M OfiBOZieH KpBeH cajj CO
OneckaB JKONTO-3e/IeH 0TCjaj KOj VKasKyBa Ha COOJIBETHA
LMPKY/IalFja IPOKCUMAIHO U JUCTAJIHO Off aHeBpU3MaTa
ToCJie MOCTaBYyBambe Ha KITUIICHTE.

Cmika 5. KpBHHU cajioBM Koj ja MOBp3yBaaT aHeBpU3MaTa
€O OKOJTHATa IUpPKy/aluja.

[Tocie BHMMaTe HA AMCEKIMja v jacHa MAeHTH(DMKALMja Ha
OKOJIHHMTE CTPYKTYPH Ce II0CTaBMja [iBe CTaHJAP/IHU U e[Ha
MUHY jallapii KJTKIca Ha aHeBPU3MAaTCKUOT BpaT CO IieJT
HCKITyUyBae Ha aHeBpU3MaTa Off MO30UYHHUOT KPBOTOK.
Jloka3 3a MpaBUIHO MOCTABEHUTE KIUIICH € OTCYCTBOTO
Ha CHJIEH JKOJITO-3eJIeH OfI0/IeCOK HAa aHeBPU3MATCKUOT
SHJT TIOf] ’KOJTTa CBET/IHA Ha ofepaThBeH MUPKOcKoIl. Toa
HY TIOKaKyBa JieKa aHeBpU3MaTa e MOTIIONHO UCKITydeHa
0]l MO30UHMOT KPBOTOK. McTOTO MOXKe fla ce 3abenexu
Ha c/MKa 3 U 4 Kajie 0JIBOJIHMOT ¥ JIOBOIHUOT KPBeH cajf
MMaar IOrolieM Of0JIeCOK Off CaMOTO aHeBPU3MATCKO
NPOILIMPYBake I0C/Ie IMOCTaByBale Ha KiaumcuTe. Ha
0BOj HAUMH Ce JOKaKyBa IPaBWIHOTO IOCTaByBame Ha
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Kuncute. [locTomepaTMBHUOT TeK Ha MAI[UEHTOT ce
OJIBUBAllIe TI0 OYEKYBaH pefocies; 0e3 KOMIUIMKAIUH.
Peamsupha e KTM anruorpaduja mocrornepaTuBHO Ha
Koja ce 3abesie)kyBa COOJIBETHA MO30YHa Mopdornoruja
(cnuka 6). Ha KOHTpO/THKUTE Hperyiey MaleHToT HeMallle
HUKaKBU CUMIITOMATOJIOTHja.

Crmuka 6. KT anruorpacwuja mocromepaTHBHO €O ypefieH
HaojI.

JTUCKYCHJA

1 mokpaj Toa mTO CrHenu(UUIHOCTa ¥ CEH3UTUBHOCTA
Ha (bIyopeceHTHUTe CPeJICTBA € TIOHMCKA BO OJIHOC Ha
MHTpaolepaTHBHATa KOMITjyTepu3KMpaHa ToMorpadwuija,
CeTlaK THe ce OfI/IMuHa 3aMeHa. Bo cBeTckaTa nuteparypa
ce TojaByaaT CTYAMM KOj IO JIOKAKyBaaT KOPMCTHOTO
CBOJCTBO Ha HATPUyM (IyOpecIUHOT IpU OTepariiu
Ha MO30uHM aHeBp3uMH. TakBa e ucraTa Ha bapuc
KyuyKjypyk ¥ copabOTHMIIM BO Koja ce omumaHu 50
C/lyyad KaKO HAIIMOT, CO PA3JMYHO Jl03Upame Ha
HatpuyM yopecuuHot (100mr/kr). Kaj 79.68% op
clyyauTe Hemaso yopeciieHTeH OJ[0JIeCOK TOCTie
MIOCTaBYBalbeT0 Ha KIWICA, JIOfleKa Kaj OCTaHaTHTe
ce TIOjaBWIe MWCKYTAOWIHM BapWjaHTH. YCIEXOT Ha
MI0CTaBeHUTe KIUNCH OWI JIOKaKaH MOCTOMEPaTHBHO
co KT anruorpacwuja. CriopeyBajku ru pesynaTaTHTe e
IOKaskaHo JieKka (hyopeciieHTaTa BeHorpaduja nperu3Ho
ja TmpMKakaja peajHaTa MO30uYHA IMpKyIanuja (2).
Crymujata Ha Kpucrnan Kakyd koja ondaka 10 ciiyuan Ha
yroTpeba Ha HaTPUYM (HIIYOPeCLMH II0CTIe MOCTaBYBambe
Ha KIUICHM WCTO TaKa TOKa)KyBa OIMpaBjaHa MpUMeHa
Ha cyopecieHTHOTO cpefictBo (3). Bo mBere crymum
alUIMIMPAHO € KOHTPACTHO CPEeJICTBO MOCIe TIOCTABYBabe
Ha KIMICa ¥ HEKONKY CeKYHAU TOC/e[loBaTe/THO e
aHa/M3MpaH KpPBOTOKOT. BpeMeHcKaTa —ariukaliuja
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€ pajiMuHa ofi OolepaluuTe Ha TYMOPU Kajie ce
aruTMIMpa HATPUYM (PIyOpecIiMH Mpej, KpaHHOTOMUjaTa.
JloceraiHuTe CTYIUM IPUKaKyBaaT o3upate o 100mr/
KT OIHOCHO SMJT Of ammyJiata IITO e 3HAuMTeslo MoMaja
7o3a O] OHaa TOTpeOHA Kaj TYMOPCKHUTE OIepalyH.
Mapkoc [lenapeTu u copabOTHHMIUTE VKa)KyBaaT Ha Toa
neka 0.5MT/KT e 7I0BOJTHA /103 3a TIPHKa3 Ha BaCKy/TapHUTe
MO30YHM CTPYKTYpH (1). 3a pasnuka of HUB, BO HANIMOT
CJy4aj Kaj malueHTOT O TejecHa Te;kuHa of 90 Kr, 3a
lo0MBame Ha jaceH NpWKa3 Oemre yroTpebeHa Iiea
ammyna Ha Hatpuym dnyopecuun op 500Mr.

Knyunu 36opoBu: Hatpuym dmyopeci, Mo304Ha
aHeBpH3Ma, MHTpatepedpanHa XeMmoparuja,
cybapaxHouzanHo KpBaBeme, Mo3ouHa CT aHruorpaduja.
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ABSTRACT

Medicus 2025, Vol. 30 (1): 142-143

Uterine leiomyomas result in masses associated with a variety of gynecologic problems, the most prominent are
the asymptomatic pelvic mass and abnormal vaginal bleeding. Uterine leiomyomas are usually spherical masses
of tissue that can vary from a few millimeters to many centimeters in diameter. Surgery has been the mainstay
of fibroid treatment, and various minimally invasive procedures have been developed in addition to hysterectomy
and abdominal myomectomy. New research into the basic biology of these neoplasms may add new treatment
options for the future as the role of growth factors and genetic mutations in these tumors are better understood

[1].

Keywords : Uterine Leiomyoma, Treatment, Hysterectomy.

INTRODUCTION

Fibroids are clearly delineated benign tumors of the
smooth muscle tissue of the uterus that constitute a
group of the most important benign tumors of this
organ. They occur most frequently between the ages of
35 and 50, in about 35 to 40 percent of women, and by
some authors as many as 75 percent. Significant factors
for the occurrence of myomas are: heredity, race and
constitution. Histological types of fibroids: Cellular
fibroids, Hemorrhagic cellular myoma or apoplectic
myoma, Atypical fibroids, Epithelioid fibroids, Vascular
leiomyoma [2].
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CASE PRESENTATION

A case of a 43 years old patient with a past history of
two spontaneous births. Her PAP smear was normal
. Preoperative ultrasound showed a large myoma with
dimensions of 7x7 cm and several smaller ones. Chest X-ray
was normal. Blood analysis, preoperative preparation
and anesthesiology preoperative preparations were made
by the standard protocol.

In May 2024 the patient underwent abdominal
hysterectomy  with hilateral salpingectomy without
bilateral oophorectomy. Histopathologically, after
thorough processing microscopic examination of the
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specimens showed a pattern of leiomyomas with zones
of ischemic necrosis and hyaline. Microscopically, there
is no detectable cellular atypia or even mitotic activity.
It blood vessels are dilated and congested. After 5th
postoperative day the patient left our clinic with a given
advice for regular gynecological examinations.

Figure 1- ultrasound image of the uterine myoma prior
to surgery

Figure 2- surgical procedure

DISCUSSION

Uterine corpus apoplectic leiomyoma is a rare condition
involving a type of benign tumor known as a leiomyoma,
or fibroid, within the muscular wall of the uterus.
Characteristics for them are central zone of hemorrhage
and necrosis with increased mitotic activity in its
periphery or myxoid changes (zonation phenomenon).

“Apoplectic” refers to sudden bleeding or hemorrhage
within the fibroid, which can lead to acute symptoms.
While leiomyomas are common, the apoplectic variant
is less frequently encountered and can present unique
challenges in diagnosis and management [3].

Apoplectic leiomyoma is a distinctive smooth muscle
tumors usually occurring in women either taking
oral contraceptives, currently pregnant or recently
postpartum. The incidence of apoplectic leiomyoma is
not well documented because it is a rare complication
of uterine fibroids. However, some studies suggest that

Case report I

hemorrhagic or red degeneration occurs in about 3-8 %
of uterine fibroids, most commonly during pregnancy
due to increased blood supply to the uterus. In non
pregnant women apoplectic changes in fibroids are even
less common and are usually associated with vascular
compromise, such as torsion of a pedunculated fibroid or
rapid fibroid growth.

CONCLUSION

Variants of leiomyomas were relatively rare, but it is
importanttodifferentiatethemfrommalignantneoplasms
of the myometrium, as they have good prognosis. Tumor
size, nature of margin, presence or absence of vascular
invasion, coagulative necrosis, cytological atypia are
most important histological features for differentiation.
Apoplectic leiomyoma can be alarming for pathologists
because they may have characteristic  generally
onsidered as of leiomyosarcomas. The major differences
with leiomyosarcoma are that apoplectic leiomyoma are
generally small, often multiple, and have discrete areas
of hemorrhage and little or no atypia. Also, their mitotic
activity is confined to a narrow zone adjacent to the
hemorrhage. To expand our knowledge of leiomyomas,
we need further research to identify predisposing genetic
factors for potential use to better target preventive care
[4,5].
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ABSTRACT

Endometrial cancer is one of the most common cancers in females worldwide and accounts for 7% of new
cancer diagnoses and 4% of cancer deaths [1, 2]. Although the most common subtypes of endometrial cancer
are endometrioid and serous carcinomas, several rare pathological types have been identified in recent years.
Endometrial neuroendocrine carcinoma (NEC) is a rare type of endometrial cancer that originates from endocrine
cells in the neural ectoderm, neural crest, and neural endoderm [3]. It is characterized by high invasive and
metastatic potential. Endometrial NEC is generally considered more aggressive than other types of endometrial
carcinoma . A previous retrospective study from the National Cancer Database (NCDB) showed that patients with
endometrial NEC had a worse prognosis than those with endometrioid endometrial carcinoma, with a hazard
ratio (HR) of death of 2.32 (95% CI, 1.88-2.88). Early lymphatic and hematogenous spread leads to metastases,
most commonly to the lymph nodes, with reports of distant metastases to the lungs and brain. Here, we present
a rare case of neuroendocrine cancer of the endometrium with metastases to the left calcaneus. However,
due to its rarity, there are currently no guidelines or consensus for the management of endometrial NEC.
Key words: Endometrial neuroendocrine carcinoma (NEC), distant metastases

INTRODUCTION and metastatic potential. Endometrial NEC, also known as
endometrial high-grade neuroendocrine neoplasm (NEN),
accounts for less than 1% of all endometrial cancers. NENs
canoccurin various organs and are frequently observed in
the gastrointestinal tract (62-70%), followed by the lungs
(25%). The World Health Organization (WHO) proposed a
comprehensive classification system for NENs based on
the degree of cell differentiation, aiming to standardize
their classification. Insummary, NENs are divided into two
groups: low-grade NENs and high-grade NENs. The former
includes neuroendocrine tumors (NETs), such as typical

Endometrial cancer is one of the most common cancers
in females worldwide, accounting for 7% of new cancer
diagnoses and 4% of cancer deaths. Although the
most common subtypes of endometrial cancer are
endometrioid and serous carcinomas, several rare
pathological types have been identified in recent years.
Endometrial neuroendocrine carcinoma (NEC) is a
rare type of endometrial cancer that originates from
endocrine cells in the neural ectoderm, neural crest, and
neural endoderm, and is characterized by high invasive
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carcinoids and atypical carcinoid tumors, which are
rarely observed in the endometrium. The latter comprises
highly aggressive neoplasms known as neuroendocrine
carcinomas, which include small-cell neuroendocrine
carcinomas and large-cell neuroendocrine carcinomas.
Endometrial NEC is generally considered more aggressive
than other types of endometrial carcinoma. A previous
retrospective study from the National Cancer Database
(NCDB) demonstrated that patients with endometrial
NEC had a worse prognosis compared to those with
endometrioid endometrial carcinoma, yielding a hazard
ratio (HR) of death of 2.32(95% CI, 1.88-2.88). Furthermore,
large-cell neuroendocrine carcinoma has been found to
have a greater risk of distant metastasis compared to
small-cell neuroendocrine carcinoma. Early lymphatic
and hematogenous spread leads to metastases, most
commonly to the lymph nodes, with reports of distant
metastases to the lungs and brain. Here we present a
rare case of neuroendocrine cancer of the endometrium
with metastases to the left calcaneus. However, due to
its rarity, there are currently no guidelines or consensus
for the management of endometrial NEC. Although two
large studies have summarized the clinicopathologic
characteristics and prognosis of endometrial NEC using
the SEER database and the National Cancer Database
(NCDB), additional cases are needed to better define the
therapy and prognosis of endometrial NEC.

CASE REPORT

The patient is a 59-year-old female with one childbirth
who initially presented with a history of postmenopausal
bleeding, for which endometrial sampling revealed
uterine carcinoma. Subsequently, she underwent surgery
where hysterectomy (HTA) and bilateral salpingo-
oophorectomy (BSO) were performed. Histopathological
analysis confirmed mixed large cell neuroendocrine
carcinoma and endometrioid adenocarcinoma of the
endometrium (pTNM= pT2 pNx G3 L1 V1 NG3 ST.II).
Because of the stage, the patient underwent oncological
treatment. She received four courses of chemotherapy:
Taxol/Carboplatin protocol, along with external beam
radiation therapy (EBRT) and brachytherapy (from
13/11/2020 to 2/4/2021).

Contrast-enhanced computed tomography (CT) of the
chest, abdomen, and pelvis showed two retroperitoneal
lymph nodes measuring 12 mm and 24 mm, which were
suspicious for metastasis (MS) on 17/06/2021; other sites
were clear. A PET CT performed on 21/07/2021 showed
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the same retroperitoneal lymph nodes with malignant
characteristics (Fig 1). For this reason, palliative
radiotherapy of the para-aortic region was performed on
18/10/2021. The patient was stable, so she was placed on
regular follow-up after three months.

Fig.1

Immunohistochemistry analysis of our patient was
significant for MMR proficiency.The patient’s follow-
ups from 2022 to 2023 were stable, without evidence of
metastasis or recurrence. Contrast-enhanced computed
tomography (CT) of the chest, abdomen, and pelvis were
performed. The tumor marker Cal25 was stable, vaginal
samples were clear, and abdominal ultrasonography
was clear as well. In June 2024, the patient complained
of itching in the left foot and difficulty moving. A PET
CT showed a lytic lesion on the left calcaneus without
destruction of the cortex, while other parts of the body
were clear. A bone scan with Tc-99 was suggested. The
bone scan (812 MBq 99mTc-MDP) and SPECT/CT showed
SUVmax=77, d=32mm, and the result was suspicious for
metastasis (Fig 2). On 24/09/2024, a transthoracic CT-
guided biopsy was performed, and the histopathological
result indicated a metastatic deposit from a primary
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tumor in the calcaneus. After an MRI of the left
calcaneus, surgery was performed on 16/11/2024, which
involved trepanation, curettage, biopsy, cauterization,
and application of MMA to the calcaneus.

Initially, after surgery, due to the high hormone receptor
positivity of the tumor, hormone therapy in combination
with bisphosphonates was administered. Contrast-
enhanced computed tomography (CT) of the chest,
abdomen, and pelvis on 16/12/2024 showed metastatic
deposits in the liver and retroperitoneum. Consequently,
it was decided to discontinue the hormone therapy
and initiate a new chemotherapy regimen consisting
of Taxol and Carboplatin on a three-week schedule, in
combination with bisphosphonates. The patient tolerated
the therapy well.

Fig2
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CONCLUSION

Endometrial NEC is generally considered to be more
aggressive than other types of endometrial carcinoma.
Patients with NEC have a worse prognosis compared to
those with endometrioid endometrial carcinoma, with
a hazard ratio (HR) of death of 2.32 (95% CI, 1.88-2.88).
Additionally, large-cell neuroendocrine carcinoma has
been found to have a greaterrisk of distant metastasis than
small-cell neuroendocrine carcinoma. Endometrial NEC,
also known as endometrial high-grade neuroendocrine
neoplasm (NEN), accounts for less than 1% of all
endometrial cancers. Early lymphatic and hematogenous
spread leads to metastases, most commonly to the lymph
nodes, with reports of distant metastases to the lungs
and brain; they can also metastasize to bones. Here, we
present a rare case of mixed neuroendocrine cancer and
endometrial adenocarcinoma with metastases to the
left calcaneus. Preoperative diagnosis of these tumors
is challenging. The primary approach for managing
endometrial NEC can be a multimodal treatment centered
around surgery.
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ABSTRAKTI

Hyrje: Perforimi i septumit nénkupton defekt té ploté té késaj strukture té hundés, dy shtresat anésore té té cilés
pérbéhen nga mukoza ndérsa pjesa e brendshme e tij nga kérci ose kocka. Shkaku mé i shpeshté i perforimit
té septumit éshté jatrogjenik, gjé qé ndodh gjaté ndérhyrjeve kirurgjikale gé¢ mé sé shpeshti kané té béjné me
deviacionet e septumit. Shkage té tjera pérfshijné traumén, marrjen e drogave pérmes hundés (kokaina), kancerin,
infeksionet, etj. Né té shumtén e rasteve preket pjesa e pérparme e septumit e pérbéré nga kérci.

Raportim rasti: Pacientja femér, 25 vjece, pa sémundje tjera shogéruese, me analiza né kufij té normales, vjen
per operacion estetik té hundés, pa probleme né frymemarrje dhe simptoma tjera shogéruese. Gjaté ndérhyrjes
kirurgjikale vizualizohet prania e perforimit té septumit né pjesén e pérparme kércore té tij me diameter rreth 8
mm. Pacientja nuk ka dijeni pér praniné e perforimit. Njé gjé e tillé nuk éshté evidentuar né raportin e radiologut
pér CT-né e béré ndérsa fibroskopia e hundés para operacionit nuk éshté béré.

Diskutimi: Perforimi i septumit té hundés mund té jeté simptomatik dhe té mos shkaktojé shgetésime né rastet kur
éshté me pérmasa té vogla, por né perforimet me pérmasa té médha mund té pengojé frymémarrjen normale dhe
té jeté mjaft shqgetésues. Perforimet e vogla asimptomatike nuk ka nevojé té korigjohen. Korigjimi i perforimeve
me pérmasa té médha éshté njé sfidé e véshtiré. Konstatimi i perforimeve té lindura shpesh éshté i véshtiré pér
shkak té pamundésisé sé diagnostikimit té tyre né lindje. Konstatimi i tyre i mévonshém bén gé zakonisht ato té
cilésohen si perforime idiopatike.

Konkluzioni: Zbulimi i pranisé sé perforimeve té septumit té hundés duhet té jeté pjesé e géllimit té ekzaminimeve
té béré paraoperatore. Perforimi mund té diagnostikohet me tomografi té kompjuterizuar/rezonancé magnetike
ose me fibroskopi paraoperatore té hundés. Kjo ka réndési edhe pér diagnostikimin e sakté preoperator té gjendjes
sé pacientit por edhe pér arsye mjekoligjore, pér té shmangur akuzat se operacioniibéré ka gené shkak i perforimit.

HYRJE Septumi i hundés éshté struktura gé e ndan hapésirén e
hundés né dy pjesé dhe e ndalon kalimin e ajrit nga njéra
ané tek ana tjetér e hundés. Qé té ndodhé perforimi i
septumit duhet té keté defekt indor té ploté né té tre kéto
shtresa té septumit: si shtesés kércoro-kockore né mes
ashtu edhe té mukozés né té dy anét e septumit.

Septumi pérbéhet ngakérciseptal né pjesén e pérparshme,
e cila nga pas ka laminén perpendikularé té kockés
etmoidale, ndérsa pas dhe poshté kockén e vomerit. Né
pérbérje té septumit, né bazén e tij hyjné edhe kreshtat e
kockés maksillare dhe té asaj palatine. Kérci dhe kockat
e septumit jané té mbuluara nga té dy anét me mukozé. Perforimi i septumit té hundés paraget njé vrimé né
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septum e cila shkakton komunikim né mes dy hapésirave
té hundés. Pér nga madhésia ata mund té jené té vogla
(mé pak se 1 cm), té mesme (1 - 2 cm) dhe té médha (mbi
2 cm).

Shkaktarét mé té shpeshté té perforimit té hundés jané:
ndjérhyrjet kirurgjikale té hundés (né radhé té paré
ndérhyrjet né septum), traumat, infeksionet, pérdorimi
i dekongestantéve dhe Kkortikosteroideve si spreje,
narkotikét si kokaina, traumat, sémundjet infektive
specifike si sifilizi dhe tuberkulozi, sarkoidoza, sémundje
autoimune sic éshtj¢ granulomatoza Wegener, rastet
kongjenitale etj. Simptomet e perforimit té septumit
jané té ndryshme tek pacient té ndryshém dhe variojné
varésisht nga madhésia e vrimés sé perforimit. Ka raste
kur pacientet jané asimptomatiké, por simptomet mé
té shpeshta té perforimit té septummit té hundés jané:
fishkéllime népér hundé, dhimbje, formimi i krustave,
gjakderdhje nga hunda, kruarja e hundés, ndjenja e
bllokimit té hundés edhe pse kalimi éshté iliré, eré e kege,
rrjedhje nga hunda, dhimbja e kokés, dhimbjet né hundé,
etj. Shpesh zbulimi éshté rastésor dhe pacienti nuk ka
dijeni pér praniné e perforimit. Evidentimi i perforimit
té septumit té hundés zakonisht béhet me tomografi té
kompjuterizuar ose rezonancé magnetike té sinuseve
paranasalé ose me ekzaminim fibroskopik té hundés.

RAPORTIM RASTI

Pacientja 25 vjece, paragitet pér intervenim kirurgjikal
estetik té hundés pér shkak té pakénagesisé me pamjen
e hundés dhe kérkesés pér korigjimin estetik té saj. Né
pranim ajo nuk referon pér probleme té frymémarrijes.
Rezultatet e analizave té gjakut jané brenda vlerave
normaie, ndérsa rentgeni i mushkérive éshté pa vecori
patologjike. Né raportin e incizimit paraoperator me
tomografi té kompjuterizuar té sinuseve paranasalé nuk
pérshkruhet ndonjé problem strukturor qé ka té béjé me
hundén.

Pacientja i nénshtrohet intervenimit kirurgjik me
anestezion té pergjithshém. Ndérhyrja realizohet me
metodén e hapur té rinoplastikés. Fillimisht aplikohet
anestetik lokal Lidocaine 1% me adrenalin 1:100 000.
Pastaj béhen incizione té brendshme té kolumelés sé
hundés dhe incizione pér ekspozimin e pjeséve kércore
laterale. Béhet skeletonizimi i hundés duke mos i détuar
strkturat kartilaginozé dhe kockore té majés dhe té
kurrizit té hundés. Gjaté eksplorimit té kavitetit nasal,
duke béré zgjerim me spekulum, né mesin e kércit té
pérparé té hundés, mé shumé nga pjesa e poshtme e tij,
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evidentohet prania e njé defekti indor té ploté té septumit
me formé rrethore dhe diametér rreth 8 mm (Foto. 1, 2
dhe 3). Pér shkak se dimenzionet e defektit té septumit
i takojné grupit té perforimeve té vogla si dhe mungesa
e simptomave dhe ankesés sé pacientes né frymémarrje
nuk u pa e nevojshme té béhet mbyllja e defektit.
Intervenimi vazhdoi me hapat e métejshém duke béré
hegjen e kurrizit té hundés, béhet osteotomi laterale dhe
modelim i majés sé hundés duke béré gepjen e strukturave
me suturé té paabsorbusheme polipropileni 5/0 ose
suturé té absorbueshme acid poliglikolik 5/0. Né fund
béhet tamponim me gaza vazeline, vendosen fllasteré
si dhe béhet imobilizim i kockave té thyera me pllaké
plastike. Operacioni dhe ecuria postoperative kaluan
miré dhe pa komplikime. Pacientja léshohet né shtépi té
nesérmen. Tamponat me garza vazeline higen ditén e dyté
postoperatore ndérsa ditén e teté postoperatore higen
penjté, fllasterét dhe pllaka e plastikés. Né rishikimin
postoperator té CD-sé sé tomografisé sé kompjuterizuar
té béré para operacionit vihet re prania e njé perforimi
té septumit, i cili nuk éshté pérshkruar né raportin e
tomografisé para operacionit.

Foto 1
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DISKUTIM

Perforimi i septumit té hundés éshté njé gjendje qé nuk
duhet neglizhuar. Ai mund té jeté asimptomatik dhe
té mos shkaktojé shqetésime né rastet kur éshté me
pérmasa té vogla, por né perforimet me pérmasa té
médha mund té pengojé frymémarrjen normale dhe té
jeté mjaft shqetésues. Perforimet e vogla asimptomatike
nuk ka nevojé té korigjohen. Perforimet e septumit té
hundés, varésisht nga madhésia e tyre, mund té trajtohen
né meényré konzervative ose kirurgjike. Korigjimi i
perforimeve me pérmasa té médha éshté njé sfidé e
véshtiré. Zbulimi i perforimit té hundés zakonisht béhet
me tomografi té kompjuterizuar ose rezonancé magnetike
té sinuseve paranasalé, pas ndérhyrjeve operatore, ose
me ekzaminim fibroskopik té hundés. Shpesh zbulimi
éshté rastésor dhe pacienti nuk ka dijeni pér praniné e
perforimit. Konstatimi i perforimeve té lindura éshté i
véshtiré pér shkak té pamundésisé sé diagnostikimit té
tyre né lindje, prandaj éshté pothuajse e pamundur qé
pér njé perforim té thuhet se éshté i lindur. Konstatimi
i tyre i mévonshém bén qé zakonisht ato té cilésohen
si perforime idiopatike, né rastet me pamundési té
Foto 2 ) konfirmimit té njé etiologjie me natyré tjetér dhe as té

b diagnostikimit té tyre né lindje. Njé rast i tillé éshté edhe
rasti yné, ku pacientja nuk kishte fare dijeni pér praniné e
perforimit té septumit e as nuk referonte pér mundésiné
e veprimit té ndonjé prej shkaktaréve té njohur gé mund
té rezultojné me perforim té septumit hundés.

PERFUNDIM

Cdo kirurg plastik ose otorinolaringolog, para cdo
ndérhyrje kirurgjikale né hundé, duhet té jeté né dijeni té
mundésisé sé pranisé sé perforimit té septumit té hundés.
Ai mund té jeté i pranishém edhe né rastet pa simptoma
apo shqetésime nga pacienti. Pér kété arsye ekzaminimi i
kujdesshém me fibroskopi té hundés dhe/ose tomografia
e kompjuterizuar ose rezonanca magnetike e sinuseve
paranasalé, né té cilat ekspozohet edhe hunda, duhet té
jeté i domosdoshém. Analizimi i kujdesshém i rezultateve
éshté me réndési pér té véné re perforimet e pérmasave
té vogla. Evidentimi i pranisé eventuale té perforimit té
hundés éshté i réndésishém jo vetém pér té pércaktuar
sakté diagnozén dhe gjendjen klinike té pacientit por edhe
pér t"i dokumentuar rastet e tilla me géllim shmangjen e
mévonshme té ankesave té pacientit gé mund ta akuzojé
kirurgun pér shkaktim té perforimit gjaté operacionit apo
rastet e ndryshme mjekoligjore qé mund té pérfundojné
né gjykaté. Kjo éshté e réndésishme jo vetém né rastet
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kur pacienti para operacionit nuk ka dijeni ose nuk ka
simptome pér praniné e perforimit por edhe né rastet me
prani té problemeve té hundés, sidomos problemeve té
frymémarrjes, tek pacientét e operuar paraprakisht nga
kirurgé té tjeré, por ku prania e perforimit té septumit,
qofté paraprakisht prezent, qofté i shkaktuar mé pas nga
operacioni i tyre, nuk éshté e dokumentuar.
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ABSTRACT

Background: Crohn’s disease is a type of inflammatory bowel disease, a multisystem disorder with gastrointestinal
tract involvement. These patients have a 3-4 times higher risk for thromboembolic events compared to the normal
population. The mortality in patients with Crohn’s disease who develop deep vein thrombosis and pulmonary
thromboembolism is about 15%, and the recurrence of a deep vein thrombosis episode is high (2.5-fold higher
than in non- inflammatory bowl disease patients). This case report describes a female patient with known Crohn’s
disease who developed recurrent deep vein thrombosis and pulmonary thromboembolism.

Aim: To describe the importance of early diagnosis and management of deep vein thrombosis and pulmonary
thromboembolism in patients with Crohn’s disease.

Case report: In this case report, a 67-year-old woman presented to our emergency department with syncope,
dyspnea and bilateral leg swelling with a history of arterial hypertension and prior deep vein thrombosis. She
also had Crohn’s disease. Laboratory analysis showed elevated values of Troponin, d-dimmer, the assessed sPESI
score was >1, classifying the patient into the high-risk for pulmonary embolism. Echocardiography showed a
D-shaped left ventricle, McConnell’s sign, and echocardiographic signs of increased pulmonary arterial systolic
pressure and decreased right ventricular contractility assessed by tricuspid annular plane systolic excursion. After
the echocardiographic examination, we suspected the presence of acute PE and confirmed the diagnosis using
contrast-enhanced computed tomography (CT) of the chest. The patient was admitted to the intensive care unit.
The patient was unstable hemodynamically and was treated with fibrinolytic and anticoagulation therapy. Doppler
ultrasonography of the lower extremities revealed a bilateral occlusive popliteal thrombus. Repeat blood gas
analysis was essentially normal, and D-dimer levels decreased significantly. On the sixth hospital day, the patient
was treated with rivaroxaban 15 mg twice daily for the first 21 days, then 20 mg once daily. She was discharged with
normalized right ventricle function and regression of the pulmonary hypertension.

Conclusion: Deep vein thrombosis and pulmonary thromboembolism are very frequent in patients with
inflammatory bowel disease, and it’s very important to be suspected because early diagnosis could save patients
lives. Thrombolytic therapy for massive thrombus is indicated, and prophylactic long-term anticoagulation in
patients (balanced with the bleeding risk) and placement of VCI filters should be considered.

INTRODUCTION abdominal pain, weight loss, and rectal bleeding. This
disease can correlate with systemic and extra-intestinal
complications. [1] In addition to gastrointestinal
manifestations, Crohn’s disease is increasingly recognized
as a prothrombotic condition associated with a higher
risk of venous thromboembolism (VTE), including deep

Crohn’s disease (CD) is a type of inflammatory bowel
disease (IBD), amultisystem disorder with gastrointestinal
tract involvement. This disease is usually characterized
by specific features like chronic or nocturnal diarrhea,
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vein thrombosis (DVT) and pulmonary thromboembolism
(PTE). The exact etiology for the higher occurrence of
thromboembolism in IBD and the specific association
between them is yet unknown, though it seems that
multiple acquired and inherited factors may be involved.
Historically, in 1936, Bargen and Barker first reported
arterial and venous thrombotic complications in UC
patients. [2] After that, many other studies are done. The
pathophysiology behind this hypercoagulable state is
multifactorial, involving chronic systemic inflammation,
endothelial dysfunction, increased platelet activation,
coagulation cascade activation, and immobility during
active disease phases or hospitalization. These patients
have a 3-4 times higher risk for thromboembolic events
compared to the normal population. The mortality in
patients with CD who develop DVT and PTE is about
15%, and the recurrence of a DVT episode is high (2.5-
fold higher than in non-IBD patients). [3] Despite the
recognized association, VTE remains underdiagnosed in
IBD patients, often due to overlapping symptoms such
as abdominal pain, dyspnea, or nonspecific systemic
features, which may mask or delay the diagnosis.

CASE REPORT

A 67-year-old female presented to the emergency
room with dyspnea and bilateral leg swelling and was
hemodynamically unstable. She had a medical history of
arterial hypertension, M.Crohn, previous DVT, and prior
resectionem intestiniileii et coeci partial T L anastomosis.
Laboratory findings revealed a high D-Dimer rate (40000
ng/ml), an aPTT of 29.7 sec, a troponin of 162 ng/l, and a
kalium of 3.40 mmol/l. The assessed sPESI score was >1,
classifying the patient into the high-risk for pulmonary
embolism. We performed echocardiography to evaluate
the cause of dyspnea. Echocardiography showed a
D-shaped left ventricle (LV),(figure 1) McConnell’s sign, and
echocardiographic signs of increased pulmonary arterial
systolic pressure and decreased right ventricular (RV)
contractility assessed by tricuspid annular plane systolic
excursion (TAPSE).(figure 2,3) After the echocardiographic
examination, we suspected the presence of acute PE
and confirmed the diagnosis using contrast enhanced
computed tomography (CT) of the chest.
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Fig 2

Fig 3
Pulmonary CT was performed and revealed massive
pulmonary thromboembolism with riding thromb in
the pulmonary truncus that extends into the right and
left pulmonary artery.(figure 4,5) The CT result suggests
overload of the right ventricle as a result of pulmonary
hypertension.
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Our patient was classified as high-risk, with
hemodynamical instability, and thrombolysis was
immediately performed. Because of a low level of aPTT,
the patient was treated with subcutaneous injection
of low-molecular-weight heparin, Enoxaparin 1 mg/kg
every 12 hours. Doppler ultrasonography of the lower
extremities revealed a hilateral occlusive popliteal
thrombus. Repeat blood gas analysis was essentially
normal, and D-dimer levels

decreased significantly. On the sixth day of treatment,
the patient was treated with rivaroxaban 15 mg twice
daily for the first 21 days, then 20 mg once daily. Control
echocardiography showed a significant reduction of RV
size, reduced tricuspid regurgitation, and no thrombotic
formations. One month later, during a follow-up visit, the
patient reported no chest pain, dyspnea, or hemoptysis.

DISCUSSION

The association between thromboembolism and IBD
was first described by Bargen and Barker in 1936 as a

Case report

rare extraintestinal manifestation [4]. Compared with
an estimated incidence of 10/10,000in the general
population [5], the incidence of DVT or PE has been
reported to be 40/10,000 person-years for Crohn’s disease
and 50/10,000 person-years for UC. [6] Widespread
VTE can have significant mortality and morbidity. The
management of thromboembolism in IBD patients
includes primary prophylaxis of the first thromboembolic
complication, treatment of a thromboembolic
complication, and secondary prophylaxis of the
recurrence of a thromboembolic complication . [7]
However, there are no specific guidelines for the
management of thrombolytic events in patients with
IBD. Consensus recommendations from international
organizations support VTE prophylaxis for hospitalized
patients with active IBD [8]. Patients with an active
disease are at a high risk for thromboembolic events. Data
from hospitalized general medical patients show that the
risk of VTE is significantly reduced by prophylaxis with
low molecular weight heparin (LMWH) or fondaparinux.
[9] There are some issues regarding anticoagulation of
hospitalized IBD patients that need special consideration.
One of them is rectal bleeding, a common symptom in
these patients. Data derived from randomized trials
have shown that thromboprophylaxis is safe in patients
with IBD, with no significant difference in rates of major
bleeding between those who do and do not receive
thromboprophylaxis (0.26 vs. 0 per 1000 person-days,
respectively), even when there is rectal bleeding during a
flare. [10] [11] In hospitalized patients with IBD, we should
take into consideration that hospitalization itself is an
independent risk factor for VTEs and the fact that these
patients may have additional risk factors for thrombosis
like inflammation , catheters, etc. Anticoagulation
prophylaxis is more feasible and cost-effective in clinical
practice. [12] [13] Apart from the general measures and
anticoagulation prophylaxis during hospitalization or
post-operatively, clinicians should routinely assess IBD
patients for cardiovascular risk (hypertension, diabetes,
hyperlipidemia, obesity, hyperhomocysteinemia, and
positive family history), and preventive measures and/
or treatment of these risk factors should be applied.
The duration of anticoagulation after initial treatment
for thromboembolism ranges from 3 months to lifelong,
depending on the individual case. Although there are
documented cases of first unprovoked VTEs in the
absence of active disease, the risk for recurrence of TEs
is bigger in active disease IBD patients. That is why the
duration of anticoagulation treatment must be continued
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at least until clinical remission for this patient. In a
recent decision analysis study [14], it is suggested that
lifetime anticoagulation was more beneficial than time-
limited anticoagulation after a first unprovoked VTE in
the absence of active disease. It also recommends that in
the case of VTE during a flare of the disease, time-limited
anticoagulation with or without prophylaxis during
subsequent flares would be a more suitable option. In
general, LMWHs, vitamin K antagonists (VKAs; warfarin),
or even the new direct oral anticoagulants (NOACs;
rivaroxaban, dabigatran, apixaban, and edoxaban) can be
used for the long-term treatment of TEs. For NOACs, new
evidence from studies suggests that they have comparable
efficacy to that of VKAs with a more favorable safety
profile, but there is no direct evidence for their use in IBD
patients vet [15] [16].

In patients with massive thrombus, thrombolytic therapy
should be considered. Also, placement of VCI filters
should be considered in patients with high bleeding
risk [17]. Echocardiography is the most used imaging
modality for evaluating and managing acute PE. Besides
giving clues about other etiologies for chest pain or
dyspnea, echocardiography can be used in the early
risk stratification and impact management strategies
in patients with acute PE and can be used to predict
prognosis in these patients.

CONCLUSION

DVT and PE are very frequent in patients with IBD,
and it’s very important to be suspected because early
diagnosis could save patients lives. Thrombolytic therapy
for massive thrombus is indicated, and prophylactic
long-term anticoagulation in patients (balanced with
the bleeding risk) and placement of VCI filters should be
considered.
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UDHEZIME PER AUTORET

Kéto té dhéna jané né pajtim me
“Kérkesat uniforme pér Doréshkrimet e Pranuara né
Revistat Biomjekésore”
Dokumentin komplet mund ta gjeni né www.icmje.org)

Medicus éshté revisté ndérkombétare gé boton punime
origjinale shkencore, véshtrime revijale, punime
profesionale, prezentime rasti, kumtesa té shkurtra,
recenzione librash, raporte nga tubime shkencore, letra
dhe editoriale nga fusha e mjekésis€, stomatologjisé,
farmakologjisé si dhe nga fusha tjera té péraferta bio-
mjeksore.

Revista éshté organi“Shoqatés sé Mjekéve Shqiptaré né
Magedoni.”

Gjuha e botimeve éshté né Gjuhé Shqipe dhe Angleze
(késhilli redaktues mund té vendosé nése botimet do
té jené edhe né gjuhé tjera). Autoréve u kérkohet té
lektorojné dhe té redaktojné 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.

Autorétduhet té deklarojné se kontributiityre nuk éshté
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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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 toitsmembers 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 Macedoniax.

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

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

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

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
been published 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.

ArticlestobepublishedinMedicuswillbe peer-reviewed.
The editorial board will take into account the reviewer’s
commentsand maythen promttheauthorforchangesor
further work.
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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 éshté kryer studimi, rezultatet e
fituara, dhe perfundimi.

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

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

Citatet e referencave né tekst duhet fillimisht té€ jené nga
revistat e indeksuara né PubMed. Stili i referencave 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 parég, ai
duhet té jeté i sqaruar me fjalén bazé bashkangjitur.

Pér té gjitha barnat duhet té pérdoren emrat gjenerik
ndérkombétar. Nése né hulumtim jané té pérdorura
brendet e patentuara, pérfshiniemrin e brendit nékllapa
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.

Information for authors

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 pagesand 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;andthename and address 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 to five key words or short phrases should be added
to the bottom of the abstract page.

Quotations of references in the text should primarily be
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

l. 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 fjalét kyqe: 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 (té& dhénat dhe réndésia e tyre statistikore,
nése éshté e mundur), dhe konkluzionet kryesore. Vini theksin
mbi aspektet e reja dhe té réndésishme té studimit apo vrojtimit.
Nén abstraktin indentifikoni dhe shkruani fjalét 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
domosdoshmeérisht, duhet té jeté i ndaré né paragraf me kéta
néntituj: hyrja, metodat dhe materialet, rezultatet dhe diskutimi.

1. Hyrja: Krijoni njé kontekst apo prapavijé (trualli) té studimit
(g€ 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 udhéhegés duhet té jeté i qarté 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.

Nésenjémetodéecaktuarqééshtépérdoruréshtéenjohur,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
department thatis 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.

Il. 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.

Use termsfrom 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.

Ill. Third and further pages - full text of the article: The full text
of research or observational articles should normally be, but not
necessarily, divided into sections with the following headings:
introduction, material and methods, results and discussion.

1. Introduction: Provide a context or background for the study
(that is, the nature of the problem and its significance). To do this
you must complete a literature review - searching for, finding
and reading relevant papers, which must be referenced in your
manuscript. Explain your hypotheses and the plan to test them,
and describe your aims. Clearly state what you expect to find and
the reasoning that led you to the hypotheses that you have made.
The research objective is often more sharply focused when stated
as a question. Do not include data or conclusions from the work
being reported.

2. Methods & Material: This section should include only
information that was available at the time the plan or protocol for
the study was being written. All information obtained during the
study belongs in the Results section.

Describe your selection of the observational or experimental
participants (patients or laboratory animals, including controls)
clearly, including eligibility and exclusion criteria.The guiding
principle should be clarity about how and why a study was done in
a particular way.

Give sufficient details of the methods, apparatus and materials
(give the manufacturer’s name and address in parentheses), and
procedures to allow others to understand and reproduce your
results.

If a particular method used is well known then there is no need
to give a complete description. You can reference the paper in
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pérmendni ndonjé modifikim/ndryshim gé keni béré. 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 rishgyrtuara duhet té pérfshijné
njé paragraf gqé 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,gjéqédotéfokusontevémendjenelexuesit
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 besueshmérisé). Evitoni
mbéshtetjen vetém né testet statistikore té hipotezave, si¢ jané
vleratp,qédéshtojnététransmetojnéinformaciontéréndésishém
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, né tekst.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 t& dhéna mé shumé se njé
heré. Kufizojeni veten né té dhénat qé ndihmojné né adresimin
e hipotezave tuaja. Kjo éshté e réndésishme edhe nése té dhénat
i aprovojné ose nuk i pranojné ato. Nése keni béré analiza
statistikore, duhet té jepni vlerén e probabilitetit (p) dhe té tregoni
se éshté shprehés (sinjifikant né nivelin qé ju po testoni. Varésisht
nga analizat e pérdorura, gjithashtu mund té jeté e réndésishme
té jepni intervalet e besueshmérisé sé rezultateve (Confidence

Information for authors

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 measurementerroror
uncertainty (such as confidence intervals). Avoid relying solely on
statistical hypothesis testing, such as p values, which fail to convey
importantinformationabouteffectsize.Give detailsabouttheran-
domizationanddescribethe methodsand successof 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 most important findings first. Do not repeat all
the data in the tables or illustrations in the text. Emphasize or
summarize only the most important observations.

When data are summarized in the Results section, give numeric
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, aline 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, butdon'tdiscuss
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 garté
domethénien e pérgjithshme pareferencé nétekstin kryesoré, por
mos diskutoni rezultatet né té. Léreni lexuesin té vendosé 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
tekstii ploté. Mos i dérgoni tabelat si fotografi. Secila tabelé duhet
té citohet né tekst. Tabelat duhet té jené me numra ashtu gé té
jené né koordinim me refer-encat e cituara né tekst. Shkruani njé
pérshkrim té shkurté té tabelés nén titullin. Cdo 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 t& méparshém. Rishikoni
referencat e literaturés dhe shihni nése mund té pérfundoni se si
té dhénat tuaja pérkojné me até qé keni gjetur.

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

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

Diskutoni si jané paragitur gabimet né studimin tuaj dhe c¢faré
hapa keni ndérmarré pér té minimizuar ato, késhtu duke treguar
se ju ¢gmoni 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.
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as for the full text. Do not send tables as photographs. Each table
should becitedinthe 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
resultssupportyouroriginal hypotheses.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
statementsandconclusionsnotadequatelysupported bythedata.
Avoid claiming priority or alluding to work that has not been
compared.

5. Referencing: The references are the foundation on which your
report is built. Literature searches and reading of references
should always be the starting point of your project. This section
must be accurate and in—clude all the sources of information you
used.

In the Vancouver format, references are numbered consecutively
as they 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 book s in italics.The following is
a sample reference:



Ay

Né tekst, 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,dheemriirevistés 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.Nationalserviceframeworkforcoronary
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 g€ ju kané
pérkrahur me teknika eksperimentale deri tek ata gé ju kané
késhilluar deri né bérjen e doréshkrimit final.

7. Formati i fajllit té té dhénave pér ilustrimet (figurat): JPG

Nése pérdoren fotografité e pacientéve, qofté subjekti, qofté
fotografité e tyre nuk duhet té jené té identifikuara, ato duhet té
shogérohen me lejen e shkruar nga ta pér pérdorimin e figurés.
Format e lejuara jané né dispozicion nga redaksia.

Nése fajllet e té dhénave jané shumé té médha pér t'u dérguar me
e-mail, rekomandohet dérgimi me CD né adresén toné.

8. Legjendat pér llustrimet (Figurat)

Legjenda e tabelés duhet té vendoset mbi tabelé. Referenca e njé
tabeleje, e cila éshté marré nga ndonjé publikim tjetér, duhet té
vendoset poshté tabelés. (Eshté pérgjegjési e autorit té sigurojé
lejen e ribotimit nga botuesit e atij botimi) Legjenda e figurés
duhet té vendoset né fund té faqges. 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).

Information for authors

Journal articles:

1. LahitaR,KlugerJ,Drayer DE,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.Sportsin juries and their treatment. 2nd
ed. London: S. Paul, 2006.

5. DepartmentofHealth.National service 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”.

6.Acknowledgements: You may wish to acknowledge people who
have helped you. These can range from those who supported you
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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