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SOME ASPECTS OF COVID-19 TREATMENT — CURRENT RECOMMENDATIONS AND OUR

OBSERVATIONS

HEKOMHN ACIIEKTH BO JIEKYBAIETO HA KOBU/1-19 — AKTYEJIHU TIPEITIOPAKHU U HALIIA

INO3HABAIBA

Mile Bosilkovski

Faculty of Medicine, Ss Cyril and Methodius University Skopje, Republic of North Macedonia

Abstract

Treatment of COVID-19 is currently a global challen-
ge. Since the beginning of the infection, owing to a
well-planned and organized research, knowledge in its
treatment has been gained and recommendations have
been made. These recommendations are flexible and
subject to changes depending on the results obtained in
the latest investigations. There is no officially accepted
protocol for treatment of patients with COVID-19 in
the Republic of North Macedonia. This has resulted in
very diverse therapeutic regimens mainly based on in-
dividual experience and intuition and without sufficient
consistency with the globally recommended therapeutic
principles. By conducting a survey-questionnaire among
doctors who are working in COVID-19 centers in our
country, the aim of this paper was to verify this sta-
tement and to offer a solution for uniform approach to
treatment of COVID-19 based on the recommendda-
tions of renowned world health institutions. Each ques-
tionnaire distributed among those involved in treatment
of COVID-19 contained 10 questions. A total of 194
questionnaires were filled-in anonymously on a volun-
tary basis, and of 1940 possible answers 851 (44%) were
correct. To 6 of the 10 questions, the largest number of
surveyed respondents has chosen the correct answer.
The incorrect answers among the offered ones were in
a range of 0 to 74%. The survey-questionnaire has shown
distinct variations in the received answers, which in
fact reflects the divergent attitudes to treatment of
COVID-19. Therefore, it is indispensable to have a
standardized approach to management of patients with
COVID-19, supported by an organized and stimulated
education of the involved health care workers.

Keywords: treatment, COVID-19, corticosteroid,
oxygen
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Ancrpakr

JlexyBamwero Ha KOBUJI-19 mpercraByBa TiobaiieH
akTyeneH npean3Buk. Oj HeropaTa IojaBa 0 JIEHEC,
6iarogapeHyue Ha OCMUCICHHU U 100pO OpraHu3upaHu
HCIIelyBama ce JI0jlIe JIO T0CTa CO3HaHHWja 3a TpeTMa-
HOT KOH C€ IPETOYCHH BO COOIBETHH Tpernopaku. Bak-
BUTE TIPETIOpaKku ce (PISKCHOMITHY U TIOJUTONKHHU Ha TPO-
MEHH BO 3aBHCHOCT OJI PE3YJITAaTUTE KO ce TOoOMBaat
BO HajHOBHUTE HCJeayBama. Bo Pemybnrka Makenonu-
ja He mocrou odunujanHo TpUdaTeH MPOTOKONI 3a
nekyBame Ha narueraTute co KOBU/I-19. Pesynrar Ha
TOA € TIOCTOCH:C Ha Hajpa3IMIHN TEPAITUCKH IIIEMH O0HMY-
HO 0a3WpaHd Ha COINCTBEHH HCKYCTBa W WHTYUIIH]a,
YecTonaTH 0e3 COOJIBEeTHAa HaydHa MOJIPKAHOCT U 6e3
JIOBOJTHA YCOTJIACEHOCT CO TI00AHO TpETopavyaHuTe
Tepanucku npuHiMnu. Llen Ha Tpymor Oerie mpeky
CIIPOBEJICHA aHKETa - MPAIIAJTHAK HAMECHETa 33 JICKapH
kou paborat Bo KOBU/I-19 nenTpy Bo HamaTa apka-
Ba J1a Ce YTBPIU BEPOJOCTOJHOCTA HA BAKBOTO TBpAE-
€ U Ja ce MOHYAN PEeIIeHHe 32 YHUPHUIUPAH IpHCTal
BO JIEKyBam-¢ Ha MAMEHTUTE, Oa3UPaHO HA TPETIOPaKU
Ha aBTOPUTETHUTE CBETCKH 3/IPABCTBCHU WHCTUTYIIHH.
Mery 194 100poOBOJHO TIOMOJIHETH AHOHUMHHU AHKETHU
MpaITHAI OJ1 KOU cekoj coapxkeme mo 10 mparra-
a, 011 BKyITHO MoxHH 1940 oxarosopu Tounu Oea 851
(44%). Kaj 6 on meceTTe mocTaBeHW Mpallama HajTo-
neMuoT Opoj Ha aHKETHpaHW ro MMaa W30paHO TOY-
HHUOT OATOBOp. 3acTarieHOCTa Ha W30paH HETOUeH ONro-
BOp Mery moHyjeHute oerre Bo uatepsai o1 0 1o 74%.
AHKeTaTa-npallaTHAK YTBPAM H3pa3cHa TUCIIEp3Hja
Ha JOOWEHHWTE OJATOBOPH, IITO BCYITHOCT TH pediek-
THpA IUBEPreHTHUTE CTABOBH OKOJY JICKYBamETO HA
nanuentute co KOBU/I-19. 3apanu Toa € HEonxoaHO
Jla ce U3rpaau YHHGOUIMPAH MPUCTAIl BO MEHALIHPAhe-
to Ha nauuenture co KOBU/I-19, HagononHer co opra-
HHU3UpaHA U CTUMYJIMpaHa eyKallrja Ha JICKapuTe.

Kiayunn 300poBu: tperman, KOBU/I-19, xoptukocre-
ponau, KUCIIOPO
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Introduction

More than a year has passed since the beginning of
COVID-19 pandemic and the medical science has al-
ready reached distinct achievements in fighting the
new coronavirus. Rapid identification of virus genome
[1], detection of the modes of its transmission [2], deter-
mination of the pathogenetic mechanisms [3-5] and
consequently defining the stages of the disease [4,6] as
well as development of effective vaccines [7] are a
constituent part of the success in treatment of COVID-
19. Many questions still remain unsolved and there are
a lot of unknown issues related to this virus that have
to be clarified in the future. The crucial question refers
to treatment of patients having in mind that there are
no confirmed and approved antiviral drugs [8,9], and
on the other hand, the emphasis has been given to
agents and procedures that have not yet proved clearly
their effect in large randomized controlled studies
(RCS), such as convalescent plasma (CP) and specific
immunoglobulins [10-12], monoclonal antibodies, cyto-
kine inhibitors, interferons, ivermectin, statins [2,10,11,
13], colchicine [14], numerous nutritional supplements
[15], immunoadsoption [16], etc. Today, many univer-
sities in the world have prepared their own instructions
and strategies (protocols) for treatment. However, they
have presented divergent approaches since some insti-
tutions accept the attitudes based on the recommend-
dations of authoritative world organizations and insti-
tutions such as the National Institutes of Health of USA
(NIH), Centers for Disease Control and Prevention of
USA (CDC), United States Food and Drug Adminis-
tration (FDA), Infectious Diseases Society of America
(IDSA), World Health Organization (WHO), as well
as the findings obtained in large RCS or large obser-
vational trials leading to systematic reviews and meta-
analyses. Recommendations of other institutions, on the
other hand, have been based on drugs and procedures
that have not still been confirmed and have not passed
adequate controls, but are usually inexpensive and
promising [5,6].

The first attempt to create an adequate national strate-
gy (protocol) for treatment of patients with COVID-19
in the Republic of North Macedonia was made in
October 2020, 8 months after the onset of the first case
in the country (conclusion of the Commission for
Infectious Diseases at the Ministry of Health from
23.10.2020). Of reasons unknown to the author of this
paper, this protocol [17], although prepared, has never
been legitimately distributed to the doctors involved in
treatment of COVID-19. Thus, in lack of a defined na-
tional strategy for treatment of COVID-19, from the very
beginning each and every involved doctor has been
compelled to manage patients by using different fo-
reign protocols or, to a large extent, using individual
experience. This resulted in evident discrepancies and
individualism in the therapeutic approach not only

among doctors, but among COVID-19 centers in the
country; hence confusion and uncertainty have arisen
among doctors regarding the treatment, and patients’
confidence has also been reduced. Some of these discre-
pancies are the indications for use of empiric antimic-
robial therapy, eventual antimicrobial choice, indica-
tions for application of corticosteroids, the choice of
the agent and its dosage, indications for application of
invasive mechanical ventilation, indications for appli-
cation of thromboprophylaxis or thrombotherapy, indi-
cations for using antiviral and other immunomodulato-
ry agents, etc.

This survey-questionnaire that contained items associated

with treatment of COVID-19, based on voluntary will

and anonymity, was conducted in order to:

1. recognize the level of essential knowledge among
doctors who treat patients with moderate and
severe forms of COVID-19 regarding the choice
of certain therapeutic decisions;

2. offer well-argued instructions for efficient
clarification of the existing dilemmas and to
recommend uniform approach in management of
this category of patients, predominantly based on
the current recommendations given by renowned
world health institutions, experts and experiences
cited in journals with a high impact factor.

Methodology

This investigation was my personal initiative and the
opinions expressed herein reflect my views and do not
represent the official position of any institution or
organization, nor there has been any financial interest.
The author obtained the approval by the Ethics
Committee of the Faculty of Medicine in Skopje.

A survey-questionnaire was prepared containing 10
questions with offered multiple answer options. The
survey-questionnaire was designed to be anonymous
and on a voluntary basis. It was prepared and distribu-
ted among doctors who were or were not specialists in
some medical specialty. The only criterion for partici-
pation in the survey was at least several weeks of clini-
cal experience in the work with patients with moderate
and severe form of COVID-19 admitted in the COVID-
19 centers in the Republic. The participants in the
survey were asked to independently answer the ques-
tions and to present their knowledge based on their
own experience and learnt by reading and retrieval of
medical literature, attendance to webinar presentations
or by contacts with medical experts.

Some doctors who are working in different COVID-19
centers in the Republic offered their help in distribu-
tion and collection of the filled-in questionnaires and
their delivery as a hard copy or via viber to the author
of this investigation. After receiving of all filled-in
questionnaires, they were analyzed with the Excel
program. The answer to the question was assessed as
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correct or incorrect. If the question was not answered
or if several answers were given, the answer was con-
sidered as incorrect. Furthermore, an additional analy-
sis was made regarding the frequency of the selected
answer from the offered options. The answers were pre-
sented as frequencies and percentages and displayed in
figures.

Results

In a two-month period (December 2020-January 2021), a
total of 194 filled-in questionnaires were received from
22 institutions from our country where patients with
COVID-19 were treated. The survey-questionnaire was
not distributed only among specialists from the Uni-
versity Clinic for Infectious Diseases and Febrile Con-
ditions as well as among doctors who worked in the
COVID-19 centers within the internal clinics in Skopje.
Of 1940 possible answers, 851 (44%) were correct,
1080 (55.5%) were incorrect, and no answer was given
to 9 (0.5%) questions. Herein are the questions and the
chosen answers presented in figures along with
author’s commentary.

Question 1. What is the difference between the severe
and moderate form of COVID-19?

a) presence of clinical or chest x-ray verified

pneumonia

b) comorbidities

C) age >70 years

d) saturation <94%

e) all of the above

Results 1. The choice whether the answer was correct
or not (in frequencies and percentages) to question 1 is
presented in Figure la. The selected answer from the
offered options (in percentages) to question 1 is shown
in Figure 1b.

Figure l1a. Answers (frequency, %)

_ 35 (18%)

B correct

B incorrect

159 (82%)

Fig. 1a. Correct/incorrect answer (frequency and %) to question 1

Figure 1b. Multiple answer options (percentages)
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Fig. 1b. Choice between the offered answer options (in
percentages) to question 1

Commentary 1. The correct answer is d). Moderate
COVID-19 is present in patients with clinically or
chest x-ray confirmed pneumonia in whom oxygen
saturation (SpO2) is >94%. A severe form of the di-
sease is seen in patients with pneumonia verified with
clinical or x-ray examination plus one of the following
parameters: (i) respiratory frequency >30/min., (ii) a
severe respiratory distress (accessory muscle use,
inability to complete full sentences, very severe chest
wall indrawing, grunting, central cyanosis) and (iii)
SpO2 <94% [10,18,19]. The value of SpO2 <94% in
differentiation of a moderate from a severe illness has
been presented in many clinical trials [20-23], whereas
others have used different modifications of the SpO2
values such as < 94% [11] or <90% [24]. However, it
has to be pointed out that these values are arbitrary and
should be interpreted cautiously depending on the
clinical condition of patients, their previous diseases
and eventual progression of the condition [25].

The advanced age and the presence of comorbidities
are risk factors for the severity and progression of the
disease and are an important indicator for careful mo-
nitoring of the patients, but these factors are not in-
cluded in the definitions of moderate and severe clini-
cal forms of COVID-19. On the other hand, pneumo-
nia offered as one of the answers is characteristic for
both forms.

Question 2. The easiest way to clinically verify a
severe dyspnea is by observing the following:

a) persistent irritating cough

b) saturation <92%

c) intermittent speech

d) high levels of ferritin, CRP, DD and IL-6

e) no improvement in spite of administration

of 10 L oxygen

Results 2. The choice whether the answer was correct
or not (in frequencies and percentages) to question 2 is
presented in Figure 2a. The selected answer from the
offered options (in percentages) to question 2 is shown
in Figure 2b.
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Figure 2a. Answers (frequency, %)

. 52 (27%)

B correct

Bincorrect

142 (73%)

Fig. 2a. Correct/incorrect answer (frequency and %) to
question 2

Figure 2b. Multiple answer options (percentages)
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Fig. 2b. Choice between the offered answer options (in
percentages) to question 2

Commentary 2. The correct answer is c). Dyspnea is
a subjective feeling and is not always present during
hypoxemia [6,26,27] and vice versa, there is normal
oxygenation even if progressive or severe dyspnea is
present [28]. Severe dyspnea is characterized with air
hunger while resting, which is an indication for respi-
ratory involvement. Patients cannot complete full sen-
tences [28-30] neither can they perform basic functions
for which they use accessory muscles [28]. The patient
with COVID-19 has to be asked if his/her breath is so
short that he/she cannot say more than a few words,
and the assessment has to be made by a direct commu-
nication with the patient [31].

Answers listed under b) and €) are indicative of hypo-
xemia and not dyspnea; coughing is an independent
clinical manifestation, and laboratory parameters along
with dyspnea are associated with the severity and can
serve in assessment of disease evolution, but are not in
a direct correlation with dyspnea.

Question 3. In a severe form of COVID-19, the
treatment must consist of:

a) convalescent plasma

b) antibiotic

C) oxygen

d) Janus kinase inhibitor (baricitinib)

e) non-specific immunoglobulin

Results 3. The choice whether the answer was correct
or not (in frequencies and percentages) to question 3 is
presented in Figure 3a. The selected answer from the

offered options (in percentages) to question 3 is shown
in Figure 3b.

Figure 3a. Answers (frequency, %)

0, "
92 (47%) 2 102 (53%) B correct

B incorrect

Fig. 3a. Correct/incorrect answer (frequency and %) to question 3

Figure 3b. Multiple answer options (percentages)
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Fig. 3b. Choice between the offered answer options (in
percentages) to question 3

Commentary 3. The correct answer is c) [10,21,25,30].
Having in mind that in the severe COVID-19 there is
hyposaturation, an adequate oxygen substitution is a
priority therapeutic procedure and it must be supple-
mented with a systemic corticosteroid [10,21,23,24].
Contrary to this, in the moderate COVID-19, neither
oxygen supplementation nor corticosteroids are reco-
mmended [10,21,25,30,32].

The role of convalescent plasma (CP) in COVID-19
treatment including the severe form remains an unsolved
puzzle. Certain benefits have been seen in those who
received CP (better survival rate when the administra-
tion happened within the third day from the onset of
symptoms) [12]. However, several randomized studies
have found no clear clinical and prognostic benefit
[12,19,28]. Currently, some of the institutions approve
the use of CP alone in clinical trials [11,19,24], whe-
reas others have no sufficient agruments either for or
against the use of CP in the routine treatment [10].

In patients with COVID-19 routine application of em-
piric antimicrobial therapy is not needed if the sus-
picion of bacterial infection is small. Thus, the antimi-
crobial immediate and long-term adverse effects can
be eliminated [11,24,33]. At this moment NIH has not
enough arguments to recommend the use of a wide-spec-
trum empiric antimicrobial treatment in patients with
severe and critical illness in absence of other indica-
tion [10]. Despite administration of antimicrobial thera-
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py, clinical non-improvement in patients generally
does not alert to bad choice of antibiotics but rather to
bad decision for their use. The absence of clinical im-
provement during antibiotic administration most fre-
quently indicates that there is no bacterial infection
and that the cause should be in SARS-CoV-2 virus and
the mechanisms it induces. Therefore, it is absolutely
unjustified to replace the used antibiotics with others.
But, however, antimicrobial therapy can be applied in
patients with pneumonia in whom COVID-19 diagno-
sis has not been confirmed as well as in patients with
confirmed COVID-19 when there is clinical suspicion
of bacterial pneumonia [24,33,34]. The decision on the
empiric antimicrobial treatment has to be made in con-
jugation with patients’ characteristics and in line with
the local epidemiological situation. This therapy should
be evaluated on daily basis in order to be discontinued
as soon as possible [10,24].

Insufficient data show that baricitinib, a Janus kinase
inhibitor, gives certain hope in treatment of non-intu-
bated patients with severe COVID-19 who cannot be
given corticosteroids. In cases like these baricitinib
must be given in combination with remdesivir [10,11].
Using a non-specific SARS-CoV-2 immunoglobulin in
treatment of COVID-19 is not recommended, except
in clinical trials or when there is another indication for
its application [10,19].

Question 4. In which stage of the disease, if indicated,

corticosteroids are recommended in COVID-19
patients?
a) as soon as possible from the onset of
symptoms

b) up to the fifth day from the onset of
symptoms at the latest

c) after the first week from the onset of
symptoms

d) is not related to the onset of symptoms
e) only in patients with comorbidities
independently of the onset of symptoms

Results 4. The choice whether the answer was correct
or not (in frequencies and percentages) to question 4 is

Figure 4a. Answers (frequency, %)
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Fig. 4a. Correct/incorrect answer (frequency and %) to question 4

presented in Figure 4a. The selected answer from the
offered options (in percentages) to question 4 is shown
in Figure 4b.

Figure 4b. Multiple answer options (percentages)
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Fig. 4b. Choice between the offered answer options (in
percentages) to question 4

Commentary 4. he correct answer is ¢) and this reco-
mendation is found in several protocols [2,13,23,35].
The principal role of the corticosteroids in treatment of
COVID-19 is to stop or alleviate the harmful systemic
hyperinflammatory response. This response can be
observed in some of the patients usually by the end of
the first and the beginning of the second week. The
onset of the systemic inflammatory response coincides
with the period when there is an obvious regression of
viral replication and of viral load [2,4,6,21]. Hyperin-
lammatory syndrome leads to respiratory failure and
multiorgan dysfunction in some patients [10,11]. Timely
administration of systemic corticosteroids can signifi-
cantly influence on the course of the disease, with evi-
dent reduction in mortality [19]. Early administration
of corticosteroids within the first week can result in
unfavorable effect; it can inhibit the initiation and deve-
lopment of the host immune defense mechanisms and
to enable prolonged intensive active viral replication by
intensifying immunosuppression and aggravation of
the course and outcome of the disease [2,4,32,36]. One
study has demonstrated that corticosteroid administered
within the second week after the onset of symptoms
has improved the favorable outcome in comparison
with their administration in the first or third week [37].
Definitely, an absolute precondition to apply cortico-
steroids in COVID-19 treatment is the existence of a
severe or critical form of the disease, which almost
always begins within the second week after the onset

Question 5. Corticosteroid therapy — recommended
choice:
a) high doses of dexamethasone (>20 mg/day)
b) low doses of dexamethasone (6-8 mg/day)
) “pulse” doses of methylprednisolone (> 240
mg/day)
d) avoiding dexamethasone and insisting on
methylprednisolone
e) start with “pulse” doses of methylprednisolo-
ne and continue with low doses of dexamethasone
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of initial symptoms. Systemic corticosteroids are to be
given during the first week if hypoxia appears, which
is a very rare case [29]. The application of systemic cor-
ticosteroids in patients who are not oxygen-dependent
can have an opposite effect and can result in higher
mortality [10,11,30,32,38].

Results 5. The choice whether the answer was correct
or not (in frequencies and percentages) to question 5 is
presented in Figure 5a. The selected answer from the
offered options (in percentages) to question 5 is shown
in Figure 5b.

Figure 5a. Answers (frequency, %)
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Fig. 5a. Correct/incorrect answer (frequency and %) to question 5

Figure 5b. Multiple answer options (percentages)
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Fig. 5b. Choice between the offered answer options (in
percentages) to question 5

Commentary 5. The correct answer is b). Currently,
low doses of dexamethasone (6 mg/day) in duration of
10 days are recommended [10,11,21,38,39]. Low dose
and short therapeutic courses with dexamethasone result
in minimal adverse effects [19]. It is unknown whether
the other corticosteroids show worse, simial or signify-
cant benefit than dexamethasone since there have been
no studies that compared the efficacy of different cor-
ticosteroid formulations, but dexamethasone has been
associated with the greatest therapeutic benefit compa-
red to other corticosteroids in trials where comparison
was between corticosteroid and non-corticosteroid re-
gimens [19]. Still, if dexamethasone is unavailable, then
alternative regimes are allowed with other corticoste-
roids with doses equivalent to 6 mg/day dexametha-
sone, 40 mg/day prednisone, 32 mg/day methylpred-
nisolone and 160 mg/day hydrocortisone [2,10,11,32].

Contrary to dexamethasone, trials with other cortico-
steroid formulations have led to inconclusive results
and have shown no benefit when compared to treat-
ments with placebo [28,30,39]. There are a few RCS
where high doses of dexamethasone have been used
[29,30]. Also, there are just few recommendations that
favor methylprednisolone as listed under c) and d)
[5,6,40]. Higher doses (1-2 mg/kg) of methylpredniso-
lone or other corticosteroids in equvalent doses are re-
commended in patients with onset of excessive infla-
mmatory response and progressive deterioration of
oxygenation, elevation or rising of laboratory markers
(CRP>75 mg/L, ferritin>1,000 ng/mL, LDH>300 U/L,
and D-dimer>1,000 ng/mL), rapid exacerbation of the
x-ray finding and development of ARDS [6,23,32,36].
In situations like these, some suggest methylpredniso-
lone at doses of 250-1000 mg/day as a salvage treat-
ment [5,37,41-43]. The choice of a corticosteroid agent,
optimal dose and treatment duration still remain un-
known [29,37,44-46]. Also, so far there is no informa-
tion on the association of high doses of corticosteroids
with a greater benefit in comparison with low doses
[45,47]. Also, when making decision about the corti-
costeroid dose and regimen, physicians should always
have in mind the possibility of adverse effects, some-
times serious, associated with this category of drugs.

Question 6. Thromboprophylaxis in patients with
COVID-19 is recommended in:
a) all subjects (from asymptomatic to critical)
b) all hospitalized patients
c) patients with confirmed pulmonary
embolism/deep vein thrombosis
d) all oxygen-dependent patients
e) patients in  whom corticosteroid
administration was mandatory indicated

Results 6. The choice whether the answer was correct
or not (in frequencies and percentages) to question 6 is
presented in Figure 6a. The selected answer from the
offered options (in percentages) to question 6 is shown
in Figure 6b.

Fugure 6a. Answers (frequency, %)
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Fig. 6a. Correct/incorrect answer (frequency and %) to question 6
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Figure 6b. Multiple answer options (percentages)
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Fig. 6b. Choice between the offered answer options (in
percentages) to question 6

Commentary 6. The correct answer is b). Hypercoagu-
lability is an important pathogenetic characteristic of
COVID-19. Therefore, all hospitalized adults with
COVID-19 should receive anticoagulant prophylaxis if
there are no contraindications [2,10,19,24,28]. Antico-
agulant or antiaggregation prophylaxis in vein throm-
boembolism or arterial thrombosis is not recommen-
ded in non-hospitalized patients with COVID-19, un-
less there is another indication [2,10]. In patients with
confirmed pulmonary embolism or deep vein throm-
bosis thrombotherapy is necessary and not prophylaxis.

Question 7. In a 74-year-old previously non-hospita-
lized patient with COVID-19, who was insulin-depen-
dent, with no particular problems over the last year,
who was sick for 7 days, with saturation of 86% and
parameters indicating bacterial pneumonia, which em-
piric antimicrobial therapy would you recommend?

a) piperacillin/tazobactam monotherapy

b) meropenem monotherapy

c) ceftriaxone plus azithromycin

d) piperacillin/tazobactam plus vancomycin

e) azithromycin plus moxifloxacin

f) meropenem plus piperacillin/tazobactam plus

vancomycin

Results 7. The choice whether the answer was correct
or not (in frequencies and percentages) to question 7 is
presented in Figure 7a. The selected answer from the
offered options (in percentages) to question 7 is shown
in Figure 7b.
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Fig. 7b. Choice between the offered answer options (in
percentages) to question 7

Commentary 7. This is a case of a community-
acquired pneumonia, which should be treated in line
with the existing recommendations for treatment of
this kind of pneumonia [13,32,35,48]. Consequnetly,
the correct answer is ¢) having in mind that the listed
combined therapy can have effect on all possible causes.
The offered options a), b), d) should be considered in
case of hospital-or ventilatory-acquired pneumonia and
when there is a suspicion or proof of highly resistant
strains of bacterial causes, whereas the antimicrobial
combinations listed under e) and f) are absolutely illogi-
cal because of the overlap of the antimicrobial spectrum.

Question 8. If there is an indication of ceftriaxone
administration for bacterial pneumonia, the dose
should be:

a) 1 gram twice daily

b) 2 grams once daily

) 2 grams twice daily

d) 4 grams once daily

Results 8. The choice whether the answer was correct
or not (in frequencies and percentages) to question 8 is
presented in Figure 8a. The selected answer from the
offered options (in percentages) to question 8 is shown
in Figure 8b.

Figure 8a. Answers (frequency, %)
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Fig. 8a. Correct/incorrect answer (frequency and %) to question 7

Commentary 8. The correct answer is b). Pharma-
cological and microbiological specifics of ceftriaxone
enable its administration once daily at a dose of 1-2
grams for treatment of bacterial pneumonia [48, 49].
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Fig. 8b. Choice between the offered answer options (in
percentages) to question 7

Ceftriaxone is administered twice daily at a maximum
dose of 4 grams if the main indication is bacterial
neuroinfection [49].

Question 9. In a patient with COVID-19 and
pneumonia, which laboratory parameter can in the
best way exclude the bacterial etiology of pneumonia?

a) low ferritin level

b) low procalcitonin level

c) high ferritin level

d) low D-dimers level

e) high procalcitonin level

Results 9. The choice whether the answer was correct
or not (in frequencies and percentages) to question 9 is
presented in Figure 9a. The selected answer from the
offered options (in percentages) to question 9 is shown
in Figure 9b.
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Fig. 9b. Choice between the offered answer options (in
percentages) to question 9

Commentary 9. The correct answer is b). There are
almost no bacterial coinfections or superinfections in
patients with COVID-19 who have a low procalcitonin
level and hence, these patients are not to be given an-
tibiotics [35,50]. On the other hand, the increased level
of serum procalcitonin in COVID-19 is not a sensitive
marker for bacterial superinfection because sometimes
it can be found in COVID-19 pneumonia, too [32,35].
D-dimers and ferritin are not sensitive markers for
presence or absence of eventual bacterial infection.

Question 10. How long the empricial antimicrobial
therapy has to be administered?
a) 5-7 days
b) no longer than two weeks
c) approximately three weeks
d) until normalization of D-dimers, LDH and
CRP
e) until normal x-ray/CT finding of the lungs
is obtained

Results 10. The choice whether the answer was co-
rrect or not (in frequencies and percentages) to ques-
tion 10 is presented in Figure 10a. The selected answer
from the offered options (in percentages) to question
10 is shown in Figure 10b.
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Commentary 10. The correct answer is a). The dura-
tion of the empirical antimicrobial treatment should
last as short as possible, in general 5-7 days [13,24,
35,51]. The duration of antimicrobial therapy should
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be based on validated measures of achieved clinical
stability-normalization of vital signs and conscience,
and antibiotic therapy should be continued until the
patient’s condition is stabilized [48]. The given options
under b) and c) refer to exceptional cases in population
at high risk, in clinical instability or when microbiolo-
gical testing suggest the need of a long-term therapy
[51]. It might take longer for normalization of labora-
tory and radiological parameters after clinical impro-
vement is achieved and they are not a sensitive marker
for treatment discontinuation.

Discussion

The results obtained from the survey-questionnaire have
shown that there are obvious distinctions in manage-
ment of patients with a moderate and severe COVID-
19 in our country from those of the current world reco-
mmendations (presented in Figures 1a-10a). At the same
time, these results have demonstrated evident discrepan-
cies among doctors in our country regarding the attitudes
in treatment of COVID-19 (presented in Figures 1b-10b).
The principal reason for this kind of inconsistency and
variations is due to the lack of an uniform strategy for
treatment of patients with COVID-19 that would comply
with the current recommendations given by renowned
world health institutions and consequently protocols
given by distinguished universities. The acquired clinical
experience, upon which almost without exception thera-
peutic procedures in the Republic of North Macedonia
are based, is not usually grounded on the respected stan-
dards for clinical management, but on observation and
without a review process. Also, the results obtained have
shown insufficient level of information of the doctors
included in this survey regarding the basic principles
by which COVID-19 patients should be treated at the
moment. Possible reasons for this situation might be
absence of exchange of staff and experiences amongst
health care workers from the neighboring countries and
beyond, as well as amongst our doctors who work in
COVID-19 centers worldwide, then lack of initiative
by our doctors for personal broadening their knowledge
by continual search of the available medical literature
and participation to different online symposia and groups
related to COVID-19 topic, as well as enforcement of non-
flexible strategy by appointed coordinators, which di-
ffers from the current principles and is based on perso-
nal impressions and alleged experience of the coordinator.
Overcoming of these discrepancies by education of the
doctors and preparation of a uniform approach to ma-
nagement of patients with COVID-19 according to pre-
viously given principles might result in adequate benefit
for patients’ outcome, but at the same time, they can give
doctors stimulus, security and motivation in treatment
of these patients.

Recommendations (instead of conclusions):

1. Assessment of oxygen saturation is an important
step in COVID-19. It enables differentiation of the
moderate from severe form of the disease.

2. Treatment of the moderate form of the disease
does not require administration of supplementary
oxygen or systemic corticosteroid.

3. In patients with a severe form (SpO2 <94%) supp-
lementary oxygen along with systemic low doses of
dexamethasone must be administered. Severe form
and need for this kind of therapy in general becomes
obvious within the second week of the disease.

4. All hospitalized patients with COVID-19 (with mo-
derate and with severe form) must receive trom-
boprophylaxis.

5. Antibiotics should be given only in rare situations
when there is clinical or laboratory suspicion of
bacterial coinfection or superinfection or when
this infection has been confirmed.

Acknowledgments: The author would like to thank to
his colleagues, physicians, from various COVID-19 cen-
ters throughout the country that gave great contribution
in the distribution and collection of the filled-in survey-
questionnaires (in alphabetical order): Andonovski
Angelcho, Chamurovski Nikola, Dema Fatjon, Dimitrova
Eli, Djuzenkova Fanka, Duganovska Maja, Fejza Fluturije,
Josifova Sunchica, Kochova Nade, Kostoska Emilija,
Kuzmanovska Biljana, Ljatkoska Lidija, Maninska Liljana,
Mishkova Silvana, Mitrevski Vladimir, Naumovski Ratko,
Ridov Elencho, Shishkova Dijana, Stamenkova Angela,
Tupare Slagjana and Vasilevski Sasho.

Conflict of interest statement. None declared.

References

1.  Zhu N, Zhang D, Wang W, et al. A Novel Coronavirus
from Patients with Pneumonia in China, 2019. N Engl J
Med 2020; 382: 727-733. doi: 10.1056/NEJM0a2001017.

2. Travax. Coronavirus Disease 2019 Outbreak Report. 2021.
https://www.travax.com/library/coronaviruses/events/
coronavirus-disease-2019. Last updated January 20, 2021.

3. Dhama K, Patel SK, Pathak M, et al. An update on SARS-
CoV-2/COVID-19 with particular reference to its clinical
pathology, pathogenesis, immunopathology and mitigation
strategies. Travel Med Infect Dis 2020; 37: 101755. doi:
10.1016/j.tmaid.2020.101755.

4. Siddiqu HK, Mehra MR. COVID-19 IlIness in Native and
Immunosuppressed States: A Clinical-Therapeutic Staging
Proposal. J Heart Lung Transplant 2020; 39: 405-407.
doi: 10.1016/j.healun.2020.03.012.

5. Marik P. EVMS COVID-19 Management Protoco.l An over-
view of the MATH+ and I-MASK+ Protocols. Eastern
Virginia Medical School. Updated December 27th, 2020.
Available at: https://www.evms.edu/media/evms_public/
departments/ internal_medicine/ EVMS_Critical_Care_
COVID-19_Protocol.

6. Kory P, Meduri GU, Iglesias J, et al. Clinical and
Scientific Rationale for the "MATH+" Hospital Treatment
Protocol for COVID-19. J Intensive Care Med 2021; 36:
135-156. doi: 10.1177/0885066620973585.


https://pubmed.ncbi.nlm.nih.gov/32479816/
https://pubmed.ncbi.nlm.nih.gov/32479816/
https://pubmed.ncbi.nlm.nih.gov/32479816/
https://pubmed.ncbi.nlm.nih.gov/32479816/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7118652/
https://dx.doi.org/10.1016%2Fj.healun.2020.03.012
https://pubmed.ncbi.nlm.nih.gov/33317385/
https://pubmed.ncbi.nlm.nih.gov/33317385/
https://pubmed.ncbi.nlm.nih.gov/33317385/

Bosilkovski M.

58

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Castells MC, Phillips EJ. Maintaining Safety with SARS-
CoV-2 Vaccines. N Engl J Med 2020: NEJMra2035343.
doi: 10.1056/NEJMra2035343.

Beigel JH, Tomashek KM, Dodd LE, et al. ACTT-1 Study
Group Members. Remdesivir for the Treatment of Covid-
19 - Final Report. N Engl J Med 2020; 383: 1813-1826.
doi: 10.1056/NEJM0a2007764.

WHO Solidarity Trial Consortium; Pan H, Peto R, et al.
Repurposed antiviral drugs for COVID-19-interim WHO
Solidarity trial results. N Engl J Med 2020; DOI: 10.1056/
NEJMo0a2023184.

NIH COVID-19 Treatment Guidelines. https:/files.covid19
treatmentguidelines.nih.gov/guidelines/covid19treatmentg
uidelines. Last updated 21.1.2021.

Infectious Diseases Society of America Guidelines on the
Treatment and Management of Patients with COVID-19.
IDSA COVID-19 Treatment Guidelines, https:/Aww. idsociety.
org/practice-guideline/covid-19-guideline-treatment-and-
management. Last updated, 1/8/2021.

Agarwal A, Mukherjee A, Kumar G, et al. PLACID Trial
Collaborators. Convalescent plasma in the management of
moderate covid-19 in adults in India: open label phase Il
multicentre randomised controlled trial (PLACID Trial).
BMJ 2020; 371: m3939. doi: 10.1136/bmj.m3939.
Massachusetts General Hospital (MGH) COVID-19
Treatment Guidance. https// www.massgeneral.orgassetsMGH
pdfnewscoronavirusmass-general-COVID-19-treatment-
guidance. Version 7.1 12/11/2020.

Tardif JC, Bouabdallaoui N, L’ Allier PL, et al. Efficacy of
Colchicine in Non-Hospitalized Patients with COVID-19.
medRxiv. https:// doi.org/10.1101/2021.01.26.21250494.
Zhang L, Liu Y. Potential interventions for novel coronavirus
in China: A systematic review. J Med Virol 2020; 92: 479-
490. doi.org/10.1002/jmv.25707.

Yigenoglu TN, Ulas T, Dal MS, et al. Extracorporeal
blood purification treatment options for COVID-19: The
role of immunoadsorption. Transfus Apher Sci 2020; 59:
102855. doi: 10.1016/j.transci.2020.102855.

Milenkovik Z. Terapiski pristap kaj pacientite so KOVID-
19. Preporaki na NIH COVID-19 treatment Guidelines.
lzvadok so nasoki za koi ima dokazi. Protokol v.4/20.
Objaven revidiran elektronski document na 22.10.2020.
Food and Drug Administration. COVID-19: Developing
Drugs and Biological Products for Treatment or Prevention.
Guidance for Industry. May 2020. https:/Awwv.fda.gov/ regulatory-
information/search-fda-guidance-documents/covid-19-
developing-drugs-and-biological-products-treatment-or-
prevention.

Alhazzani W, Evans L, Alshamsi F, et al. Surviving Sepsis
Campaign Guidelines on the Management of Adults With
Coronavirus Disease 2019 (COVID-19) in the ICU. First
Update. Critical Care Medicine January 28, 2021. doi:
10.1097/CCM.0000000000004899.

Wu Z, McGoogan JM. Characteristics of and Important
Lessons From the Coronavirus Disease 2019 (COVID-19)
Outbreak in China: Summary of a Report of 72 314 Cases
From the Chinese Center for Disease Control and Prevention.
JAMA 2020; 323: 1239-1242. doi: 10.1001/jama.2020.2648.
Gandhi RT, Lynch JB, Del Rio C. Mild or Moderate
Covid-19. N Engl J Med 2020; 383: 1757-1766. doi:
10.1056/NEJMcp2009249.

Wang Y, Zhang D, Du G, et al. Remdesivir in adults with
severe COVID-19: a randomised, double-blind, placebo-
controlled, multicentre trial. Lancet 2020; 395: 1569-1578.
doi: 10.1016/S0140-6736(20)31022-9.

Ministarstvo zdravstva Republike Hrvatske. Smjernice za
lije¢enje oboljelih od koronavirusne bolesti 2019 (COVID-

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

19). verzija 2 od 19. studenoga 2020. https://bfm.hr/
koronavirus-aktualno/.

World Health Organization. COVID-19 Clinical management:
living guidance, 25 January 2021 WHO/2019-nCoV/
clinical/2021.1.

World Health Organization. Therapeutics and COVID-19:
living guideline, 17 December 2020. World Health
Organization. https://apps.who.int/iris/handle/10665/337876.
Bass JB JR. Dyspnea. In: Walker HK, Hall WD, Hurst
JW. editors. Clinical Methods: The History, Physical, and
Laboratory Examinations. 3" Edition. Boston: Butterworths;
1990. Chapter 36.

Xie J, Tong Z, Guan X, et al. Critical care crisis and some
recommendations during the COVID-19 epidemic in
China. Intensive Care Med 2020; 46: 837-840. doi:
10.1007/s00134-020-05979-7.

Cohen P, Blau J. Coronavirus disease 2019 (COVID-19):
Outpatient evaluation and management in adults.
Available from UpToDate, Waltham, MA. https://mwww.
uptodate.com/contents/coronavirus-disease-2019-covid-
19-outpatient-evaluation-and-management-in-adults. Last
updated Jan 21, 2021.

Lamontagne F, Agoritsas T, Macdonald H, et al. A living
WHO guideline on drugs for covid-19. BMJ 2020; 370:
m3379. http://dx.doi.org/ 10.1136/bmj.m3379.

World Health Organization. Corticosteroids for COVID-
19: living guidance, 2 September 2020. World Health
Organization.https://www.who.int/publications /i/item/WHO-
2019-nCoV-Corticosteroids-2020.1.

Greenhalgh T, Koh GCH, Car J. Covid-19: a remote
assessment in primary care. BMJ 2020; 368: m1182. doi:
10.1136/bmj.m1182.

EMCirit Project. COVID 19 Complete Chapter by Josh Farkas.
Updated January 17, 2021. https://femcrit.org/squirt/c19complete.
Lansbury L, Lim B, Baskaran V, Lim WS. Co-infec-
tions in people with COVID-19: a systematic review and
meta-analysis. J Infect 2020; 81: 266-275. doi: 10.1016/j.
jinf. 2020.05.046.

Long B, Liang SY, Rosenberg H, et al. Just the facts:
What drugs are safe and effective for COVID-19? CJEM
2020; 22: 591-594. doi: 10.1017/cem.2020.403.

Michigan medicine. University of Michigan. Guidance for
treatment of COVID-19 in adults and children. http://www.
med.umich.edu/asp/pdf/adult_guidelines/COVID-19-
treatment.pdf.

Ye Q, Wang B, Mao J. The pathogenesis and treatment of
the "Cytokine Storm' in COVID-19. J Infect 2020; 80:
607-613. doi: 10.1016/j.jinf.2020.03.037.

Ruiz-lIrastorza G, Pijoan JI, Bereciartua E, et al. Second
week methyl-prednisolone pulses improve prognosis in
patients with severe coronavirus disease 2019 pneumonia:
An observational comparative study using routine care data.
PLoS One 2020; 15: e0239401. doi: 10.1371/journal.
pone.0239401.

RECOVERY Collaborative Group; Horby P, Lim WS,
Emberson JR, et al. Dexamethasone in hospitalized
patients with Covid-19 - preliminary report. N Engl J Med
2020; NEJM0a2021436. Online ahead of print.
Siemieniuk R, Rochwerg B, Agoritsas T, et al. A living
WHO qguideline on drugs for covid-19. BMJ 2020; 370:
m3379. doi: 10.1136/ bmj.m3379.

Draghici S, Nguyen TM, Sonna LA, et al. COVID-19:
disease pathways and gene expression changes predict
methylprednisolone can improve outcome in severe cases.
[published online May 19, 2020]. Medrxiv. doi:10.1101/
2020.05.06.20076687.


https://doi.org/10.1056/nejmoa2023184
https://doi.org/10.1056/nejmoa2023184
https://doi.org/10.1002/jmv.25707
https://pubmed.ncbi.nlm.nih.gov/32636114/
https://pubmed.ncbi.nlm.nih.gov/32636114/
https://pubmed.ncbi.nlm.nih.gov/32636114/
https://emcrit.org/author/pulmcrit/

59

COVID-19 treatment-recommendations and observations

41.

42.

43.

44,

45.

46.

Callejas-Rubio JL, del Castillo JDL, Fernandez JD, et al.
Effectiveness of corticoid pulses in patients with cytokine
storm syndrome induced by SARS-CoV-2 infection. Med
Clin-Barcelona 2020; 155: 159-161.

So C, Ro S, Murakami M, et al. High-dose, short-term
corticosteroids for ARDS caused by COVID-19: a case
series. Respirol Case Rep 2020; 8: e00596. doi: 10.1002/
rcr2.596.

Zhang Y, Li H, Zhang J, et al. The clinical characteristics
and outcomes of patients with diabetes and secondary
hyperglycemia with coronavirus disease 2019: a single-
centre, retrospective, observational study in Wuhan.
Diabetes Obes Metab 2020; 22: 1443-1454.

Hasan SS, Capstick T, Ahmed R, et al. Mortality in
COVID-19 patients with acute respiratory distress syn-
drome and corticosteroids use: a systematic review and
meta-analysis. Expert Rev Respir Med 2020; 14: 1149-
1163. doi: 10.1080/17476348.2020.1804365.

WHO Rapid Evidence Appraisal for COVID-19 Therapies
(REACT) Working Group; Sterne JAC, Murthy S, Diaz
JV. Association between Administration of Systemic
Corticosteroids and Mortality among Critically 11l Patients
with COVID-19: A Meta-analysis. JAMA 2020; 324:
1330-1341. doi: 10.1001/jama.2020.17023.

van Paassen J, Vos JS, Hoekstra EM, et al. Corticosteroid
use in COVID-19 patients: a systematic review and meta-

47.

48.

49.

50.

51.

analysis on clinical outcomes. Crit Care 2020; 24: 696.
doi: 10.1186/s13054-020-03400-9.

Fernandez-Cruz A, Ruiz-Antoran B, Munoz-Gomez A, et
al. A retrospective controlled cohort study of the impact of
glucocorticoid treatment in SARS-CoV-2 infection
mortality. Antimicrob Agents Chemother 2020; 64:
€01168-20. https://doi.org/10.1128/AAC.01168-20.
Metlay JP, Waterer GW, Long AC, et al. Diagnosis and
Treatment of Adults with  Community-acquired
Pneumonia. An Official Clinical Practice Guideline of the
American Thoracic Society and Infectious Diseases
Society of America. Am J Respir Crit Care Med 2019;
200: e45-e67. doi: 10.1164/rccm.201908-1581ST.

Craig WA, Andes DR. Cephalosporins. In Bennett JE,
Dolin R, Blaser MJ, editors. Mandell Douglas and
Bennett’s Principles and Practice of Infectious Diseases
8th Edition. Philadelphia: Elsevier Co 2015; 278-292.
Vaughn VM, Gandhi T, Petty LA, et al. Empiric
Antibacterial Therapy and Community-onset Bacterial Co-
infection in Patients Hospitalized with COVID-19: A
Multi-Hospital Cohort Study. Clin Infect Dis 2020:
ciaal239. doi: 10.1093/cid/ciaal239.

Murphy S, Thomson L. NICE community-acquired pneumonia
guideline review. Arch Dis Child Educ Pract Ed 2020:
edpract-2020-319376. doi: 10.1136/archdischild-2020-31937.



Max Meo Ilpezaeo 2021; 75(1): 60-63

Original article

ARTERIALIZATION OF GREAT SAPHENOUS VEIN IN SITU FOR LIMB SALVATION: OUR
CLINICAL EXPERIENCES

APTEPMJAIINZALIUJA HA V. SAPHENA MAGNA MPU KPUTUYHA HUCXEMHUJA HA
HOI'ATA: HAIIN KNIMHUYKU UCKYCTBA

Vlatko Cvetanovski®, Andreja Arsovski®, Liljana Brajevikj', Aleksandar Mitevski', Marija Cvetanovska?,
Borislav Kondov® and Zoran Dimitrov*

"Private General Hospital “Remedika”, Department of Surgery, “University Clinic for Infectious Diseases
and Febrile Conditions, Faculty of Medicine, Ss. Cyril and Methodius University, Skopje *University Clinic
for Thoracic and Vascular Surgery, Faculty of Medicine, Ss. Cyril and Methodius University, Skopje “Public
Healthcare Institution “General Hospital Gevgelija”, Department of Surgery, Republic of North Macedonia

Abstract

Introduction. Critical lower limb ischemia in the ab-
sence of distal arterial circulation presents an urgent
situation, which must be treated immediately if we
want to save the foot or limb from amputation.
Approximately 14%-20% of patients with critical lower
limb ischemia are unsuited for distal arterial reconstruc-
tion and face major distal amputation [1]. Arterializa-
tion of great saphenous vein is a unique procedure in
which the venous bed is used as an alternative conduit
for perfusion of peripheral tissues of lower limb.
Methods. We present our clinical experience in 6
patients who underwent in situ arterialization of great
saphenous vein for treatment of critical below- and
above-knee ischemia.

Maintaining the great saphenous vein in situ allows the
arterialization with one anastomosis without removing
the vein of its original bed. All patients were diagnosed
with color Doppler ultrasound and with CT angiography.
Results. In all 6 patients we managed to safe the limb
or foot from amputation in the first 6 months after the
procedure. Postoperative color Doppler ultrasound was
performed to assess arterial inflow and arterialized
flow in the graft, the anastomosis and venous run-off.
In all patients with significant intraoperative reverse
flow in upper and below the knee part of great saphe-
nous vein the procedures were initially successful.
Conclusion. Distal revascularization of the limb with
critical ischemia, by creating a reverse flow with in
situ saphenous vein arterialization must be seriously
considered as an attempt for salvage of the foot or
below-knee without distal arterial run-off.

Keywords: arterialization of vein, great saphenous
vein, critical limb ischemia, end-stage peripheral
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artery disease, gangrene

AOcTpakT

Bosen. Kputnuna ncxemuja Ha Horata HacTaHyBa IIPH
OTCYCTBO Ha apTepHCKa MHUpPKyJalHja Ha OWII0 Koe
HHBO Ha HOTATa W MPETCTaByBa ypreHTHA cocToj0a Koj
MOpa BeiHAll Ja ce JeKyBa CO IIeJ Jia Ce CIacH eK-
cTpeMHTeToT of ammyrauyja. [Ipuommnxao 14-20% on
MAIMEHTHTE CO KPUTHYHA HCXEMHja Ha HOraTa He ce
HIOTOJTHH 32 JIUCTaJHA apTeprcKa PeKOHCTPYKILUja U ce
coouyBaart co ammytandja [1]. Aprepujanusarmjata Ha
v. saphena magna mpeTrcraByBa eJUHCTBEHA MPOLICAY-
pa BO Koja ce KOPHUCTH BeHaTa Kako IaT 3a 00e30emyBa-
€ Ha apTeprcKa KpB BO Nepr()epHUTE TKHBA Ha HOTaTa.
Metoau. Bo oBaa cTyauja ru mpe3eHTHpaMe HaIUTe
KJIMHUYKA UCKYCTBA Of M3BEAYBAMHETO HA apTepHaIn-
3arujara Ha v. Saphena magna Bo TpeTMaH Ha KPUTHY-
Ha UCXeMHja Ha HoraTa kaj 6 maruentn. Kaj opaa mpo-
meaypa ce W3BeAyBa caMo €IHa aHACTOMO3a CO 3ap-
JKyBame Ha V. saphena magna Bo Hej3uHaTa aHATOMCKA
noniox6a. [larueHTTEe BKIy4eHH BO OBaa cTynuja Oea
JvjarHoctuiupanu co Komop moriep exotomorpadu-
jau KT anruorpacguja.

Pesyaratu. Kaj HUTY efeH manueHT BO INpBUTE 6 Me-
CeIy TIoclie MHTEepBEHIIMjaTa Hemalle motpeda o aMmy-
tanmja. [Iponemypata 3a aprepujanu3aiyja Ha BeHaTa
Oerle okapakTepH3MpaHa KaKo YCIIEIIHa KOora co KO-
Jop moriep exoroMorpaduja ce BepuduIpa UHTpa-
OTICpaTUBEH M IIOCTONPETHUBEH T.H. OOpaTeH KPBEH
IPOTOK BO crebnoto Ha v. saphena magna. TTocrore-
PaTHUBHO KOJIOp JOILIep exoToMorpaduja ce BpIIH 3a
Ja ce MPHUKaXe WHHUIUJATHHOT apTePUCKH KPBEH IIPO-
TOK BO ymoTtpebenara V. saphena magna, nporieHa Ha
cocTojbara Ha MECTOTO Ha aHACTOMO3aTa M BEHCKHOT
MOBPATOK HU3 JUTAOOKHOT BEHCKH CHCTEM.

3akay4ok. PeBackynapusanuja Ha Horata co KpUTHY-
Ha NCXEMH]ja IPEKy CO37aBam-¢ Ha 00paTeH KpBEeH Mpo-
TOK BO V. Saphena magna mpeky Hej3uHa apTepHjaid-
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3anuja Tpeda Ja ce 3eMe Kako CEepHO3eH OOH[] BO KITHU-
HUYKaTa [IpaKca 3a 3a9yBYBambe HA €KCTPEMHUTETOT.

Kuay4ynu 360opoBu: apTepujanisaiiija Ha BeHa, rojiemMa
cadeHCKa BeHA, KPUTHYHA UCXEMUja Ha SKCTPEMUTET,
KpacH CTaguyM Ha mepudepHa aprepucka OolecT,
raHrpeHa

Introduction

Critical limb ischemia (CLI) is the clinical end-stage
of peripheral artery disease (PAD) and is associated
with high amputation and mortality rates, and poor
quality of life [2].

It is estimated that 5-10% of patients with peripheral
artery disease who are older than 50 years will develop
severe or critical limb ischemia (CLI) within 5 years [3].
Critical lower limb ischemia in the absence of distal
arterial circulation presents an urgent situation, which
must be treated immediately if we want to save the
foot or limb from amputation.

The reduced arterial flow in these situations is not
adequate to provide metabolic requirements of lower
limb even in rest.

According to Fountain these patients are classified in
Class Il or in Class IV.

Approximately 14%-20% of patients with critical lo-
wer limb ischemia are unsuited for distal arterial recon-
struction and face major distal amputation [1].

In critical ischemia without arterial run-off, one of the
treatment options to enable revascularization is to turn
the course of the flow reversely through the venous
system to treat rest pain, to promote healing of the
ulcers or to salvage the limb from amputation [4].
Distal venous arterialization is a unique procedure in
which the venous bed is used as an alternative conduit
for perfusion of peripheral tissues of lower limb.
Patients with critical lower limb ischemia can be treated
by arterialization of great saphenous vein.
Atherosclerosis obliterans (AO), especially associated
with diabetes mellitus, thromboangiitis obliterans (TO)
in most cases and popliteal artery aneurysms with dis-
tal bed thrombosis are conditions that justify the indi-
cation of this procedure [4].

Material and methods

Thise study was designed as a controlled, randomized,
prospective, clinical study with predetermined protocol,
which was conducted in the Private General Hospital
“Remedika” in the period from January 2016 to July 2021.
All patients had stage IV Fontaine critical lower limb
ischemia due to unreconstructable arterial disease and
were considered unfit for endovascular or surgical re-
constructive procedures. All patients had severe, per-
sistent rest pain without gangrene.

Conventional treatment would have resulted in major
amputation.

All 6 patients initially underwent color Doppler ultra-
sound for investigation of arterial and venous systems
of both legs.

All patients also underwent CT angiography with 3D
reconstruction.

The primary outcome measure was postoperative limb
salvage at 6 months.

The secondary outcome measures were postoperative
control with color Doppler ultrasound on the second
postoperative day, 6 weeks after surgery, at 3-month
intervals in the first year and at 6-month intervals in
the second year, walking with or without orthopedic
device one year after surgery, surgical site occurrence
rate and need of amputations in the follow-up period
after performing this surgical procedure.

Preoperative preparation

Preoperatively laboratory examination was made with

the following analyses:

- Blood counts

- Protein status

- Ureaand creatinine

- Liver function

- Electrolytes levels

- D-dimmers

- Blood group and Rh factor

- Screening for infectious disease transmissible
through blood

Preoperative anesthesiology evaluation was performed
in all patients.

Three patients were operated under general anesthesia
and 3 patients underwent surgery in spinal anesthesia.
Once again preoperatively in the operating room, we
performed color Doppler ultrasound of the venous sys-
tem in order to recheck both venous systems for presence
of thrombus and to perform mapping of collateral
branches of great saphenous vein in the leg that would
undergo a surgical procedure.

We intravenously administered 5000 1U heparin intra-
operatively in all patients.

Surgical technique

We start all the procedures with separation of con-
fluence of great saphenous vein into femoral vein on
the leg that is to undergo surgery.

We create small separate incisions of the limb to iden-
tify previously mapped collateral branches and we per-
form ligation and resection of these branches.

We ligated and resected all collateral branches within
three incisions in 3 patients of this group of treated pa-
tients and within 4 incisions in the remaining 3 patients.
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The point of the beginning of great saphenous vein
near medial malleolus was identified and at this point
we opened the great saphenous vein.

In order to ensure arterial flow via vein, at this point
we inserted a valvulotome in great saphenous vein and
we destroyed all valves from the point of entrance to
previous ligated entrance of great saphenous vein into
femoral vein.

During destruction of great saphenous vein valves, we
did not verify any large thrombotic masses to evacuate
with valvulotome from the vein as we previously double
checked the peripheral and deep venous system with
color Doppler ultrasound.

In order to ensure the arterial flow on the dorsal part of
the foot, we completed the destruction of valves at the
level of the first interdigital space and ensured the exit
point from dorsal venous arch via the system of small
saphenous vein.

After preparing the vein, we continued the procedure
with preparation of the place for anastomosis of the
common femoral artery.

We created the anastomosis between great saphenous
vein and the artery using continuous 6.0 polypropylene
sutures.

Peroperatively we noticed presence of pulse and trill in
the dorsal venous arch as well as weakened pulsation
in proximal part of small saphenous vein.

Postoperative care

Patient (koj pacient) was admitted in Intensive care
unit and we administered continuous heparin therapy
with 25000 1U/24 hours in first four with targeted APTT
over 60 seconds.

After four days patient was transferred to the surgical
department and we switched the anticoagulant therapy
on low molecular weight heparin at a dose of 1 mg/kg
body weight.

Results

We succeed in our primary goal in all patients and
postoperatively we saved all of the operated limbs
from amputation in the first 6 months after surgery.
The follow-up period of 1.5 years showed an excellent
quality of life in 4 patients. These patients could walk
more than 1.5 kilometres without the help of orthope-
dic devices.

In 2 patients the follow-up period of 1 year a good
quality of life was achieved and they could walk more
than 1 km with one crutch.

Postoperatively color Doppler ultrasound was perfor-
med to assess arterial inflow and arterialized flow in
the graft, the anastomosis, and venous run-off.

The waveforms appeared to behave analogously to
those in hemodialysis grafts, with a mono- to biphasic

arterial spectrum in the conduit to the anastomosis and
low-resistance monophasic waveforms in the draining
venous system.

The velocities in the postanastomotic venous system
were typically high due to the small caliber of the ve-
nous arch or vena comitans. Follow-up color Doppler
ultrasound was part of a regular surveillance program
consisting of imaging performed after 6 weeks, at 3-
month intervals in the first year, at 6-month intervals
in the second year, and yearly thereafter at the discre-
tion of the consultant vascular surgeon.

On the second postoperative day as per our postopera-
tive protocol we performed a control color Doppler
ultrasound with satisfactory arterial circulation in the
great saphenous vein and in dorsal venous arch of the
operated limb.

One patient required a postoperative intervention since
residual venous valve in below the knee part of great
saphenous vein was postoperatively noticed on color
Doppler ultrasound. This patient underwent a local val-
vulectomy with Fogarty catheter.

In three patients we noticed subcutaneous hematoma at
the place of anastomosis between the artery and the
vein as well as few hematomas on the skin incision
where we had cut the veins branches.

Two fingers of the foot were amputated in one patient
one year after the surgical procedure.

Discussion

In 2006, Lu et al. performed a meta-analysis on the
effectiveness of venous arterialization for limb salvage
in critical limb ischemia [5].

They included seven studies comprising a total of 228
patients and found a pooled limb salvage rate of 71%
at 12 months. The authors concluded that venous arte-
rialization can be a viable option to save the limb
when no arterial reconstruction is possible.

Not all patients are candidates for venous arterializa-
tion and even without intervention a proportion of pa-
tients with CLI will keep their limb. There is a lack of
comparative studies, although Matzke et al. showed
that wound care and pain relief led to 50% limb sal-
vage after 12 months, which suggests that not all pa-
tients need revascularizsation [6].

In the studies by Djoric et al. 13% limb salvage was
observed in those patients treated by conservative
means, while 83% and 93% limb salvage was obtained
in the venous arterialization group [7,8].

These findings and the differences in limb salvage
rates in the studies included here suggest that patient
selection might be important. Unfortunately, there are
no data robust enough to support any recommendation
on how to appropriately select patients for either venous
arterialization or conservative treatment or amputation.
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Conclusion

Decision for performing arterialization of great saphe-
nous vein for limb salvation in patients with critical is-
chemia should be considered as necessary and adequate
option for treatment in patients when other techniques
will not provide good postoperative results.

A small number of performed procedures of venous
arterialization in literature is not a limitation to draw
conclusions and give strong recommendations.

Every performed procedure should obtain adequate fo-
llow-up of patients in order to measure the results
from the surgical procedure and to collect necessary
information so as to improve the technique and to
share information on global level.

Avrterialization of the venous system of the foot should
be considered as first choice for salvage of the limbs
where the absence of distal arterial bed leads to critical
ischemia.

Conflict of interest statement. None declared.
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Abstract

Introduction. Degenerative hip diseases are one of the
most common musculoskeletal disorders. The large num-
ber of patients and the large number of surgeries perfor-
med annually at the University Clinic for TOARILUC,
due to degenerative hip diseases, as well as the exis-
ting controversy regarding the choice of optimal app-
roach to implantation of total hip endoprosthesis, were
the motivation for conducting this study.

Aim of the study. To perform a comparative analysis
of the results obtained after the application of two app-
roaches in the implantation of total hip endoprosthesis.
Methods. This retrospective-prospective study was
performed at the University Clinic for TOARILUC in
Skopje from January 2018 to May 2021. A total of 60
surgically treated patients with degenerative hip disease
were included in the study. The patients were divided
into 2 groups based on the approach chosen for implan-
tation of a total hip endoprosthesis, a modified Watson
Jones antero-lateral approach according to group A
(AA), and group B with a posterior approach (PA).
Results. The mean age of patients was 62.6 years in
AA group and 71 years in PA group. Most of the pa-
tients from the two groups were retired and had nor-
mal BMI. The difference between the level of preope-
rative and postoperative creatinine kinase in PA group
was statistically significant (p<0.0001). We compared
the postoperative creatinine kinase level between the
two groups and found statistically significant different-
ce (p<0.00001). In most of the patients (34%) treated
with the posterior approach the surgery lasted for more
than 2 hours, and in those with AP approach (100%) it
lasted up to 2 hours. Only one complication occurred
in the group with posterior approach to the hip, and it was
dislocation of the prosthesis two weeks after the surgery.

Correspondence to: Aleksandar Trajanovski, University Clinic for
TOARILUC (Clinic for Traumatology, Orthopedic diseases, Anesthesia,
Reanimation, Intensive care and Emergency Centre) Skopje, R. N. Macedonia;
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Conclusion. Patients operated with a modified antero-
lateral approach according to Watson Jones had shorter
and more effective rehabilitation than patients operated
with posterior approach. The duration of surgery was
also shorter compared to the group treated with posterior
approach. Only one complication occurred during the stu-
dy in the group with posterior approach, and it was dis-
location of the prosthesis two weeks after the surgery.

Keywords: modified antero-lateral approach, posterior
approach, Harris Hip score

Arncrpakr

Bogen. JlerenepaTuBHHTE 3a00JTyBamba Ha KOJKOT CE
€IHU O]l HajueCTUTEC HapylIyBama Ha MYCKYJIHO-CKe-
JETHHOT cucteM. ['oleMruoT Opoj Ha MAalMEHTH U TO-
JEeMHUOT OpOj Ha OTepaIliy MTO Ce MpaBaT FOJUIIHO Ha
Yuusepsurerckata knuHuka 3a TOAPWJIVIL, nopaau
JeTeHepaTUBHA 32007yBama Ha KOJKOT, KaKO M II0C-
TOjHATa IMOJICMHKA BO BPCKa CO M300pOT Ha ONTHMAa-
JICH TIPHCTAIll 3a BrpalyBamke Ha TOTAJTHA €HIONpPOTE3a
Ha KOJIKOT, CE€ MOTHB 32 TOQ UCTPaKyBaIbE.

[ex na cryaujara. [la ce w3BpIm KOMIapaTHBHA aHa-
JM3a Ha pe3yaTaTHTe 100MEeHM 10 IPUMEHATa Ha BaTa
IpuCTana Ipy UMIUIaHTalllja Ha TOTAIHA CHAOIPOoTe3a
Ha KOJIKOT.

Metomu. OBa € peTpOCTIEKTUBHO-TIPOCIIEKTUBHO HCTpa-
JKYBarmbe M3BPILIEHO Ha YHUBEP3UTETCKATa KIIMHUKA 32
TOAPUJIIVYI] Bo Cxkomje Bo mepuox of janyapu 2018
1o maj 2021 romuna. BxymHo 60 Xupypiuku TpeTupa-
HH TAIUEHTH CO JACTCHEPaTUBHO 3a00TyBambe Ha KOJIKOT
Oea BKIIy4eHH BO cTyaujara. [lanmenture Gea momerne-
HU BO 2 TPYIH BP3 OCHOBA HA M30PaHUOT IIPUCTAI 32 FM-
IJIaHTaIMja Ha TOTaJHA CHIOMPOTE3a Ha KOJKOT, MOJH-
(UILIIPaHUOT aHTEpO-JIaTepalieH IpucTan cropen Watson
Jones rpymnara A u rpynata b co 3ameH npucrar.
Pesyararu. Cpennara Bo3pact Oemie 62,6 TOAUHU BO
rpynata All u 71 roxuna Bo rpynata III1. IToBekero
MAIMEeHTH Of JBETe TPyHH OWje BO IEH3Hja CO HOP-
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maneH BMU. Pasnukarta momery BpemHOCTa Ha Tpe.-
olepaTUBHATA U ITOCTONEpaTHBHATA KPeaTHH KHHA3a Kaj
rpymara [II1 e cratuctruku 3HadajHa co p<0,0001.
Hwue ja cropemuBme mocTomepaTHBHATa BPETHOCT Ha
KpeaTHH KWHa3aTa IoMery JIBe TPYIH U OTKpPUBME Jie-
Ka pa3luKaTa ce CMeTa 3a CTATUCTUYKH 3HAuajHa Cco P
<0.00001. TloBekeTo marMeHTH, TPETHPAHU CO 3aJI€H
IIPUCTAIl UMAJIe ONEPATUBHO BpeMe MoBeke oX 2 vaca,
34% on IIIT u 100% on nmauuentute ox rpynara All
“Malie onepaTuBHO BpeMe 1o 2 yaca. CaMo eqHa KOM-
IJIMKAIMja ce MojaBy BO Ipymara co 3ajeH MpucTar, AnC-
JIOKallWja Ha MpoTe3aTa ABE HEJEIH Mo onepalyjara.

3akay4ok. [TaneHTHTE ONIEpUpPaHn CO MOTUBUITPAH
aHTepo-iarepaner npucrtan crnopex \Watson Jones,
MMAaaT MOKpaTKa U Moe(uKacHa pexaduiuraryja OTKOJIKY
MAIMEeHTHTE OIEPHPAaHM CO 3aJeH mpuctam. Bpewe-
TpacwkeTo Ha olepalyjaTa Oerre UCTO Taka IMOKPAaTKO
BO criope0a co rpynata TpeTHpaHa co 3a/ieH IPUCTaIl.
Camo eHAa KOMIUIMKAIMja ce CIy4d 3a BpeMe Ha CTy-
JMjaTa BO TpylaTa co 3aJCH IPHCTal, a Toa Oerle Juc-
JIOKallfja Ha MpoTe3aTa B HEeNH 110 oIepanyjaTa.

Kayunu 300poBu: MOTU(HUIHPaH aHTEPO-CTPAHUYCH
npucrar, 3ajeH npucrtan, Harris Hip pesysirar

Introduction

Osteoarthritis (OA), also known as age-related arthritis
or degenerative joint disease, is among the most often
joint disorders worldwide [1]. It can involve any joint,
and primarily affect the articular cartilage and surroun-
ding soft tissues [2]. The hip joint is body’s largest weight-
bearing joint, secondary to the knee, and is commonly
affected by OA [3]. This process presents with prog-
ressive loss of the articular cartilage, osteophytes, sub-
chondral cysts, muscle weakness, periartricular ligamen-
tous laxity and synovial inflammation [2]. The invol-
vement of the hip results in reduced mobility and phy-
sical impairment that often leads to loss of independence
and to increased use of health services. It has serious
impact on daily activities of patients and substantial di-
sability or dependency in stair climbing, rising from a
seated position, walking or using a public transportation.

OA of the hip may be primary, if it occurs in the absence
of trauma or disease but is associated with the risk fac-
tors such as female gender, age of the patients, obesity,
anatomical factors, etc. On the other hand, secondary
OA occurs with pre-existing abnormality of the joint
such as trauma or congenital disorder of the hip, avas-
cular necrosis, inflammatory or infectious arthritis, osteo-
porosis, Marfan syndrome or hemoglobinopathy [4,5].

Its presentation and progression can vary from person
to person, but it is mainly presented with joint pain,
locomotor restriction and stiffhess; it may also mani-
fest as muscle weakness and balance issue. The diag-
nosis is based on the clinical examination with serious

limitation on the range of motion and radiology
findings.

OA of the hip is treated surgically by implantation of
total hip endoprosthesis, for which different surgical
approaches are used, and the choice of the optimal
approach depends on the experience of the surgeon.
Even today, there is still no general consensus among
orthopedic surgeons around the world about the best
approach for primary total hip arthroplasty, because
both approaches (modified antero-lateral by Watson
Jones and posterior) have their advantages and limi-
tations. A review of studies by Jolles and Bogoch [6]
to determine which approach is superior to the other
showed that, despite numerous studies examining the
effect of the surgical approach in total hip arthroplasty
(THA), the quality and number of such examinations
are insufficient to provide a firm conclusion as to
whether one approach is superior to the other. Of the
four prospective cohort studies included in this review,
only one study by Barber et al. [7] included functional
outcomes, using the Harris Hip Score and 2-year pa-
tient follow-up, involving 49 patients. The impact of
the surgical approach on the rate of dislocation after
primary total hip arthroplasty has also been the prima-
ry focus of a number of studies [8-12], but to date there is
still no agreement as to which approach is associated
with the higher dislocation rate.

The aim of our study was to perform a comparative
analysis of the results obtained after the application of
both approaches, modified antero-lateral Watson Jones
and posterior approach, in the implantation of the total
hip endoprosthesis as well as to determine the impact
of the surgical approach on intraoperative complications,
on the type and severity of postoperative complications.
Also, it was our aim to determine the impact on the
length and quality of rehabilitation.

Materials and methods
Patients and treatment

The study was conducted at the University Clinic for
TOARILUC in Skopje, at the Clinic for Orthopaedic
Diseases and the Clinic for Traumatology in a retro-
spective-prospective setting. A total of 60 surgically
treated patients with degenerative hip disease were
included in the study. The patients were assigned to 2
groups based on the approach chosen for implantation
of a total hip endoprosthesis, a modified Watson Jones
antero-lateral approach-group A, and a posterior app-
roach-group B. Patients signed informed consent for
the procedure itself, as well as for voluntary inclusion in
the study, according to the principles of good clinical
practice. We determined the following parameters:-
clinical preoperative parameters [body mass index,
laboratory (blood count, complete biochemical analy-
sis, hemostasis with D-dimers)], -the level of creatini-
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ne kinase, Harris Hip Score result and Visual Analogue
Scale, (abduction, adduction, internal and external rota-
tion of the hip), -intraoperative parameters (duration of
operative intervention), -postoperative parameters (control
laboratory -blood count, complete biochemical analysis,
hemostasis with D-dimers), -functional results (active
and passive movements in the hip) and complications
(infection, endoprosthesis luxation, limb shortening,
fracture). Follow-up of patients after discharge was
scheduled on the 30th postoperative day, and sub-
sequent check-ups 6 and 12 months after surgery.

Statistical analysis

All results were analyzed with the statistical program
Statistics 8 for Windows, and the results obtained are
presented in figures. Methods of descriptive statistics
were used, such as non-parametric and parametric sta-
tistical analyses. Percentage and structure were deter-
mined for attributive series. The relationship between
two samples with numerical features was determined
with the Pearson correlation coefficient (p). Differen-
ces between two independent numerical samples were
determined with t-test for independent samples and
Mann-Whitney U test was used. Levels of probability
for the realization of the null hypothesis, which were
used in accordance with international standards for
biomedical sciences, were 0.01 and 005.

Results

There were two groups of patients. The first group
comprising 30 patients was treated with anterior app-
roach (AA) and the second group of 30 patients was
treated with posterior approach (PA). The mean age
was 62.6 years in AA group and 71 years in PA group.
Distribution of patients according to gender with
female domination is presented in Figure 1.

Distribution of patients according to gender

B83.30%

663

16.60%

female AA female PA male AA male PA

Fig. 1. Distribution of patients according to gender

Most of the patients from the two groups were retired
(Figure 2).

Most of the patients who were treated with posterior and
anterior approach had normal BMI (18.5-24.9) (Figure 3).

Distribution of patients according to working status

B&%

employed AA employed PA retirement AA retirement PA

Fig. 2. Distribution of patients according to working status
Distribution of patients according to BMI

=25 PA

=25 AA

18-24.9 PA

18-24.9 AR

Fig. 3. Distribution of patients according to BMI

The average level of preoperative and postoperative
creatine kinase is presented in Figure 4.

We used t-test to compare the value of preoperative
and postoperative creatine kinase in PA group and we
found an extremely statistically significant difference
(p<0.0001); 95% confidence interval of this difference:
from -3761.98 to -2933.28. Then, we used the Mann-
Whitney U test and we compared postoperative level
of creatine kinase between the two groups and we found
a statistically significant difference (p< 0.00001). .

Distribution of patients according to average value of
Creatine kinase

postop.ck AA [ 6022

preop.ckPA ] 943

preop.CKAA l 86.9

Fig. 4. Distribution of patients according to Creatine kinase

Distribution of patients according to diagnosis is
presented in Figure 5.

In most of the patients (66%) treated with the posterior
approach the surgery lasted for more than 2 hours,
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Distribution of patients according to diagnosis

60%
40%
I
coxart.Ldex AA coxart.Lsin AA coxart.Lsin PA

coxart.Ldex PA

Fig. 5. Distribution of patients according to diagnosis

while 34% of patients in PA and 100% of patients in
AP group had an operating time of 2 hours.
Distribution of patients according to time of hospital-
lization is presented in Figure 6.

Distribution of patients according to time of
hospitalization

57%

<7 days PA

=7 days AA 43.30%

<7 daysPA 43%

56.60%
<7 days AA

Fig. 6. Distribution of patients according to time of
hospitalization

All patients (100%) from both groups had Harris hip
score <70 on the first preoperative day.

Distribution of patients according to Harris hip score
on 30 postoperative day

<70 AA <70 PA 70-80 AA 70-80 PA

Fig. 7. Distribution of patients according to Harris hip score on
30th postoperative day

Figure 8 and Figure 9 show distributions of patients
according to Harris hip score at 6 and 12 months
postoperatively.

According to VAS scale preoperative patients had
score 7 to 10 in AA and 8 to 10 in PA group (Figures
10 and 11).

Distribution of patiens according toHarris hip score at 6
months postoperatively

90-100 PA IW%
90-100 AA l 16.60%

B0-90 PA

Prox

80-90 AA '33-30%

Fig. 8. Distribution of patients according to Harris hip score at 6
months postoperatively

Distribution of patients according to Harris hip score at
12 months postoperatively

100%

65%

35%

B0-50 AR 50-100 PA

00-100 AA

Fig. 9. Distribution of patients according to Harris hip score at
12 months postoperatively

Distribution of patients according to VAS scale
preoperatively

-

a7 =8 =9 =10

Fig. 10. Distribution of patients in AA group according to VAS
scale preoperatively

Distribution of patients according to VAS scale
preoperatively

mB a9 =10

Fig. 11. Distribution of patients in PA group according to VAS
scale preoperatively.
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Distribution according to VAS scale on the 30th post-
operative day is presented in Figures 12 and 13.

Distribution of patients according to Vas scale
on 30 postoperative day

3.30%

mlm2 83 =5

Fig. 12. Distribution of patients in AA group according to VAS
scale on the 30th postoperative day

Distribution of patients according to VAS scale on 30
postoperative day

]l n2 3

Fig. 13. Distribution of patients in PA group according to VAS
scale on the 30th postoperative day

Assessment of pain according to VAS scale at 6 and
12 months postoperatively showed score 0 (ho pain) in
all patients from AA and PA groups.

The average operative and postoperative surgical draina-
ge of blood was 461 ml in AA group and 680 ml in PA
group. All patients (100%) received one unit of blood
after surgery in PA group. In the anterior approach group
43.3% of patients received one unit of blood after sur-
gery, and 56.6% received two units of blood after sur-
gery (Figurel4).

Ditribution of patients according to units of blood
transfusion after surgery

ah

= lunitAA = lunitPA 2 units AA

Fig. 14. Distribution of patients in AA and PA groups
according to units of blood transfusion after surgery

Most of the patients underwent long rehabilitation las-
ting for more than 20 days (Figure 15).

Distribution of patients according to rehabilitation time
85%

35%

15%

<20 days AA <20 days PA =20 days AA =20 daysPA

Fig. 15. Distribution of patients in AA and PA groups
according to days of hospitalization

The mean value of preoperative and postoperative D-
dimers in AA and PA groups is presented in Figure 16.

Distribution of patients according to average value of

D-dimers
3090 3101
2162
469
preop.DD AA preop.DD PA postop. DD AA postop. DD PA

Fig. 16. Distribution of patients according to average value of
D-dimers

We used t-test to determine preoperative and postope-
rative D-dimer levels and we found extremely statis-
tically significant difference (p<0.0011); 95% confidence
interval of this difference: from -4255.17 to -1129.49.
We used the Mann-Whitney U test and we compared pre-
operative level of D-dimers between the two groups and
we found a statistically significant difference (p< 0.01).

Discussion

According to gender most of the patients in our study
were female. Most of the patients had normal BMI
18.5-24.9. The length of the skin incision was under
10 cm in both groups. Patients operated with modified
antero-lateral approach according to Watson Jones had
shorter operating time compared to patients operated
with posterior approach. Patients operated with poste-
rior approach had longer hospital stay than patients ope-
rated with modified antero-lateral approach according
to Watson Jones. In this study we obtained similar re-
sults as those published in the study by Wang Gang et
al. in 2010 [17].
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The approach can be declared minimally invasive if
the positioning of the prosthesis is associated with spa-
ring as many anatomical structures as possible. Spa-
ring the periarticular muscles is generally quite impor-
tant, because the separation and reinsurance of the ten-
dons, despite good healing, involves local "biological
fatigue” and leads to a longer period of rehabilitation.
There is a general consensus that the length of the skin
incision is not what determines the success of the sur-
gery, but the sparing of the soft tissue and neurovascu-
lar structures. Of particular importance is the adequate
positioning of the patient, which will allow the sur-
geon to optimally position the femoral stem and the
acetabular component, which is a supination position.
This is generally the preferred position for surgeons, even
when navigation systems are used. Anaesthesiologists
also prefer the conventional supination position, due to
the possible need for urgent intubation during regional
anaesthesia. In our country and in our clinic, the most
commonly used approach is the modified antero-lateral
approach according to Watson Jones, mainly due to the
rapid rehabilitation of patients and shorter hospital stay.
On the other hand, in implantation of a total hip repla-
cement, a posterior approach can be used, for which the-
re are several modifications. It was first described and
applied in 1874 by Von Langenbeck. The modern pos-
terior approach is closest and most reminiscent develo-
ped by Moore in 1957, and it is also known as the
"Southern™ or Moore approach [13-15].

Even today, there is still no general agreement among
orthopaedic surgeons around the world, which is the
best approach for primary total hip arthroplasty, be-
cause both approaches have their advantages and limi-
tations. A review of studies by Jolles and Bogoch [16]
regarding the most acceptable approach showed that,
despite numerous studies examining the effect of the
surgical approach in THA, the quality and number of
such examinations are insufficient to provide a firm
conclusion as to whether one approach is superior to
the other.

Conclusion

In conclusion, in our patients operated on with a modi-
fied antero-lateral approach according to Watson Jones,
postoperative rehabilitation was shorter and more effec-
tive than in patients operated on with a posterior app-
roach. The duration of surgery in patients operated on
with a modified antero-lateral approach was shorter
than in patients operated on with a posterior approach.
There was a lower rate of complications in the modi-
fied antero-lateral approach compared to the posterior;
in our study only one complication was registered, and
it was dislocation of the endoprosthesis, only two weeks
after the surgical treatment.

Conflict of interest statement. None declared.
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Abstract

Introduction. Acute exacerbations of COPD lead to
disruption of stable phase of the disease and worsening
of symptoms. The main etiological factor are infectious
agents; their presence is associated with increased infla-
mmation, decreased lung function and frequent exacer-
bations. The aim of our study was to detect respiratory
pathogens in patients with acute exacerbation of COPD,
using PCR method that simultaneously detects typical,
atypical and viral microorganisms in a sputum sample
and their correlation with respiratory function.
Methods. This prospective study included 49 patients
with diagnosis of acute exacerbation of COPD, admi-
tted to the hospital ward of the University Clinic for
Pulmonology in Skopje in the period from October 2019
until February 2021. Sputum samples were analyzed
with a new rapid PCR method. Patients were divided
into two groups, with pathogen-positive and pathogen-
negative exacerbations. The pathogen positive group
was further subdivided to viral, bacterial and combined
pathogen exacerbations. For statistical analyses we used
the Mann-Whitney U test, one-way ANOVA test and
Spearman’s correlation analysis with p value <0.05
considering significant.

Results. In the study 25 patients had pathogen-positive
exacerbation and 24 pathogen-negative. The most co-
mmonly detected respiratory pathogens were Influenza
A virus (n=9), Haemophilus influenzae (n=7), Pseudomonas
aeruginosa (n=6), Streptococcus pneumoniae (n=5) and
Human Rhinovirus/Enterovirus (n=5). Correlation of de-
tected respiratory pathogens with lung function (FEV1%)

Correspondence to: Irina Angelovska, University Clinic for
Pulmonology and Allergology, 1000, Skopje, R. N. Macedonia; E-mail:
irina.angelovska@yahoo.com

was not found. A significant difference existed only bet-
ween the group with bacteria and the group with vi-
ruses as a causative agent (p=0.048), thus the lower the
percentage of FEV1 (%), the greater is the likelihood
of bacterial infection.

Conclusion. We found a positive correlation of bac-
terial presence with lower values of FEV1 % pre-
dicted, which indicates that bacterial infections as etiolo-
gical trigger of exacerbation of COPD are more likely
to be found in patients with severely compromised lung
function.

Keywords: acute exacerbation, COPD, respiratory
pathogens, PCR, FEV1

AOcTpakT

BoBen. Akyraute erzamepbanmuun Ha XOBb noseny-
BaaT JI0 HapylIlyBame BO cTabmiaHaTta ¢a3a Ha Ooiecta
1 BJIOITYBamkbC Ha CHUMIITOMHUTE. I'maBeH eTHOJIOIIKH
(dakTop ce WMH(MEKTHBHUTE arcHCH, HUBHOTO IIPUCYC-
TBO € acOLMPaHo co 3rojieMeHa uH(pIamaiuja, onara-
e Ha OenoapoOHaTa (yHKIM]ja U 3a4eCTEHH er3alep-
Oanmu. llenta Ha Hamiata cryndja Oerie na ce JeTeK-
THpPAAT PECIUPATOPHUTE IATOTCHU Kaj IMAaIeHTH CO
akyTHa er3anep6anuja Ha XOBb co momomr Ha PCR
METO/a KOja CUMYITaHO OJpEayBa THITUYHU, aTHITAI-
HU OaKkTepHW W BHPYCH OJ CIIyTYM M HHBHA KOpeja-
Mja co OenoapoOHara (pyHKIH]a.

Metonu. Bo oBaa npocniekTuBHa cTyanja 6ea BKIy4e-
HU 49 TanWeHTH cOo JHjarHo3a Ha aKyTHa er3arepoa-
muja Ha XOBb, npuMeHn Ha XOCIUTAIHUOT OJIIeN Ha
YHuBep3uTETCKaTa KIMHKKA 32 TyaMoloruja Bo CKorrje
Bo nepuoa ox Oxromepu 2019 mo dedpyapu 2021.
[Ipuemponu on cyTym Oea aHaTM3MpaH co HOBa Op3a
PCR merona. [Tanmenture 6ea mojeneHu BO JIBE TPY-
IT1 HA MATOTEH-TIO3UTUBHA U ITaTOTCH-HETaTUBHA IPY-
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na. [laToren mo3uTuBHATA rpyma moHaTaMy Oelre mo-
JIeTICHa Ha BUPYCHU, OAKTEPUCKH M KOMOWHUpAH THII
Ha erzamepOanui. 3a CTaTHCTHYKA aHAIM3a Ha MONATo-
murte TU KopucteBMe Mann-Whitney U tecrotr, ANOVA
TECTOT W Spearman-oBaTa KOpelalicKa aHajan3a CO
3Ha4ajHOCT Ha BpenHocTa Ha p<0.05.

Pesyararu. Bo crynujata 25 mamuentu 6ea co maTo-
reH-T03UTHBHA er3anepbanyja a 24 co maToreH-Hera-
tuBHa. Hajuectn nerektupanu narorenu Oca Infuenza
A (n=9), Haemophilus influenzae (n=7), Pseudomonas
aeruginosa (n=6), Streptococcus pneumoniae (n=5) u
Human Rhinovirus/Enterovirus (n=5). Kopenanuja Ha
JETEKTHPAHH IaTOTeHH co OeioapoOHaTa QyHKIWja
(FEV1) He Oeme HajmeHa. 3HauajHa pasnuka Oere
Jo0MeHa caMO Mery TpynuTe cO OaKTepUCKH U BHU-
PYCHH NIPUYMHUTENH, Taka Ja ,KOJIKY € IToMana Bpea-
Hocta Ha FEV1% Ttonky e moromema BepojaTHOCTa 3a
OakTepucka uHpekuja.

3akuyuok. Bo cryamjaTta 1oOMBMe MO3UTHBHA KOpe-
Janyja Ha 0aKTePHCKOTO MIPUCYCTBO CO TIOHUCKH BpeE/-
Hoctu Ha npeasuneHnoT FEV1%, mto ykaxyBa Ha
TOa JeKa OaKTepUCKUTe MHPEKIUH KAKO TMPUYIHHHUTEI
3a erzanepbaruu Ha XOBb e moBepojaTHo 1a ce jaBat
Kaj MalMeHT! Co HapylllyBamke Ha OenonpoOHaTa (yHK-
IHja OJ1 TIOTEIKOK CTETICH.

Kayunu 360poBu: akytHa erzanepbanuja, XObb,
pecnupaTtopuu natorenu, PCR, ®EBI1

Introduction

Chronic obstructive pulmonary disease (COPD) is a he-
terogenic inflammatory disease which is characterized
with progressive, partly irreversible airflow limitation.
It is associated with high mortality and morbidity and its
prevalence coincides with the prevalence of cigarette
smoking. In the evolutionary course of the disease, the
stable phase is often disrupted by worsening of basely-
ne respiratory symptoms called acute exacerbations.
They are considered to be one of the main reasons for
the increased mortality as well as the deterioration of
the overall health status of the patients with COPD and
increased number of hospitalizations and treatment in
general. Global Initiative for Chronic Obstructive Lung
Disease (GOLD) defines acute exacerbations as worse-
ning of respiratory symptoms which needs additional
therapy and divides them into mild, moderate and se-
vere type [1]. In contrast, Antonizen gives definition
and classified exacerbations of COPD based on the
presence of three main symptoms (worsening of dys-
pnea, increased sputum production and purulent sputum)
and several minor symptoms (cough, wheezing, fever,
upper respiratory infection and increase in respiratory
or heart rate by 20% of basal values) [2]. Numerous
studies have shown that exacerbations play a role in di-
sease progression, especially in milder forms of COPD

and in “frequent exacerbators* [3]. The annual decline
in FEV1 has been demonstrated in patients in COPD
GENE studies who have been followed for 5 years,
especially in moderate and severe COPD [4]. Similar
results were obtained in the ECLIPSE study during the
follow-up period where a decrease of FEV1 of 2 ml
per year was proven [5,6].

The etiology of acute exacerbations of COPD is lar-
gely due to infectious agents and according to some
studies, up to 78% of other causes are environmental
factors such as polluted air and other harmful inhaled
particles [7]. Application of the molecular methods like
multiplex, polymerase chain reaction (PCR) enables
simultaneous detection of a large number of respira-
tory pathogens in a short time. Their high sensitivity
for virus detection in some studies showed quite high
detection of viral pathogens, approximately in 40-60%
of COPD exacerbations. The most common detected
viral pathogens were human rhinovirus, influenza viru-
ses, respiratory syncytial virus, and coronavirus, which
are also found to be most common in healthy people
[8,9]. Based on this, the importance of bacterial tri-
ggers in acute exacerbation of COPD (AECOPD) has
gained an intermediate role, especially since in recent
years the role of bacterial infections in exacerbations
of COPD has been overestimated or misinterpreted.
The advent of new molecular methods for sequencing
and further detection of microbial genetic material has
enabled the understanding of the lung microbiome as
well as the new concept of immune and inflammatory
profile in exacerbations of most chronic lung diseases
including COPD [10-14]. The presence of bacterial
pathogens in the lower respiratory tract in patients with
COPD is associated with increased inflammation, dec-
reased lung function, and frequent exacerbations [15-
17]. Acquisition of a new type of respiratory pathogen
is considered to be a risk factor for the development of
AECOPD [7]. The most common causes detected in acu-
te exacerbation of COPD are Haemophilus influenzae
as the main bacterial causative agent followed by
Streptococcus pneumoniae, Moraxella catarrhalis and
Pseudomonas aeruginosa [18]. At the onset of exacer-
bation, physiological changes such as a reduction in
FEV1 or PEF are not so significant and do not play a
major role in predicting exacerbations. Larger changes
such as increased dyspnea and the onset of symptoms
of cold, such as prodromal syndrome and cough are
associated with viral triggers and therefore these should
indicate earlier introduction of therapy especially that
viral exacerbation are more severe [19].

The aim of our study was to detect respiratory patho-
gens in patients with acute exacerbation of COPD, using
a new rapid molecular PCR method that simulta-
neously detects typical, atypical and viral microorga-
nisms in a sputum sample and their correlation with
respiratory function.
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Materials and methods

In this prospective, observational study, we included
49 patients, over 40 years of age with diagnosis of
acute exacerbation of COPD, admitted to the hospital
ward of the University Clinic for Pulmonology and Aller-
gology in Skopje in the period from October 2019 until
February 2021. Sputum samples from all patients were
analyzed with a new rapid PCR method. Patients were
divided into two groups, with pathogen-positive and
pathogen-negative exacerbations, depending on the
detection of respiratory microorganisms. The pathogen
positive group was subdivided to viral, bacterial and
combined pathogen exacerbations.

Inclusion and exclusion criteria

Presence of COPD was diagnosed according to
GOLD-2019 recommendations with postbronchodilatator
FEV1 (Forced expiratory volume in 1 second)/FVC
(Forced vital capacity) ratio <70%. The diagnosis of
acute exacerbation was made also according to the
criteria of the GOLD, which classifies them into-mild,
which are treated only with short-term bronchodilators, -
moderate, which are treated with short-term broncho-
dilators, antibiotics and/or oral corticosteroids, and -
severe exacerbations that require hospital treatment
[1]. All our patients were hospitalized, which meant all
of them had severe exacerbation of COPD. Exclusion
criteria were: presence of severe lung diseases such as
tuberculosis, cystic fibrosis, pulmonary fibrosis and
lung cancer, pneumonia and other severe infectious and
neoplastic diseases. Patients who could not produce
sputum even after the induced sputum procedure and
patients who could not perform spirometry were not
included in the study.

Methods

On admission we collected data about comorbidities,
allergies, current therapy, smoking status, body
temperature, body mass index (BMI), blood pressure,
heart rate, chest radiography, blood gas analysis by
measuring of pH, PaO2 (kPa), PaCO2 (kPa), SaO2
(%), HCO3- (moll/L) laboratory blood tests, including
C-reactive protein (CRP), eosinophils and neutrophils,
and a standard 12-channel electrocardiogram.

Sputum samples from all 49 patients were analyzed
with a PCR method. We used a multiplex microarray
PCR-based molecular method that enables rapid detec-
tion of a large number of deoxyribonucleic (DNA)
sequences and thus a large number of targets at the sa-
me time in one sample. It uses a clinically approved
BioFire Filmarray Pneumonia Plus panel that identi-
fies 34 targets, which are 18 bacteria (11 gram-negati-

ve, 4 gram-positive and 3 atypical), 9 viruses and 7
markers of antibiotic resistance. It consists of a closed
system containing all of the necessary reagents for
sample preparation, reverse transcription, polymerase
chain reaction (PCR) and detection in order to isolate,
amplify and detect nucleic acids from multiple respi-
ratory pathogens. All targets are qualitatively determi-
ned and marked as detected or not-detected except ty-
pical bacteria which are determined not only qualitati-
vely but also quantitatively, thus expressing bacterial
concentration as the number of genomic copies per
milliliter. The result is considered positive if a value of
10"4 copies / mL and above is obtained.

The lung function was examined in all patients with
spirometry several times during hospitalization. The Po-
wer Cube spirometer (Ganshorn, Niederlaner, Germany)
was used for spirometry and performed according to
current recommendations of the European Respiratory
Society (ERS) and the American Thoracic Society. (ATS)
[20]. Forced expiratory volume in the first second
(FEV1), forced vital capacity (FVC) and FEV1/FVC
ratio were determined. The lung function data were
obtained from spirometry prior to discharging patients
from the hospital.

Statistical analysis

Categorical parameters were summarized as percenta-
ges and continuous parameters as a mean * standard
deviation. The difference in parameters of lung func-
tion between the two groups was tested using the Mann-
Whitney U test and difference among subdivided posi-
tive group was tested using the one-way ANOVA with
Bonferroni correction for post-hoc analysis. Assess-
ment of correlation was done using the Spearman’s
correlation analysis.

All data analyses were performed using the SPSS
version 26.0 (IBM SPSS, Inc., Chicago, Illinois) and a
p-value <0.05 was considered significant.

Results

The study included data analyzed for 49 patients with
severe acute exacerbation of COPD. The demographic
data and basal characteristics of the patients are shown
in Table 1. A larger number of patients were men - 32
(65.3%), with mean standard deviation (SD) at the age
of 63.5100 9.10. The largest percentage (51%) of
patients were former smokers. The majority of patients
belonged to GOLD I1-GOLD 1V stage of COPD with
mean postbronchodilatatory FEV1 values of 1.08010]
0.40 and 40.69010J 13.13% of the predicted (Tablel).

sputum samples, of which 28% were bacterial, 44%
viral and 28% combined respiratory pathogens (Table
2). Of the 49 samples of sputum, the most commonly
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Table 1. Basal characteristics of patients with acute

exacerbation of COPD
Features

Age (years)

Max-min

Gender (n/%)

Male

Female

BMI (kg/m2)
Max-min

Body temperature (C°)
Max-min

SyBP (mmHg)
Max-min

DiaBP (mmHg)
Max-min

HR

Max-min

Smoking status
Pack/years of smoking
Max-min

Current smoker (n/%)
Ex-smoker(n/%)
Non-smoker (n/%)

Values
(n=49)
63.5111019.10
82-43

32/65.3
17/34.7
31.520017.15
53.33-19.00
36.80110.6
39.0- 36.2
126.511115.2
180-90
78.30117.6
100-60
90.31116.1
129-59

60.240111 31.12
140-20
18/36.7
24/51.0
8/16.3

Lung function (postbronchodilatatory testing)

FEV1 (L)
FEV1 (%)
FVC (L)

FVC (%)
FEV/FVC (%)

1.08101 0.40
40.6900(" 13.13
1.90000 0.63
57.08(111 14.20
56.670119.65

Note: BMI: Body mass index; SyBP: Systolic blood pressure;
DiaBP: Diastolic blood pressure; HR: heart rate; FEV1: forced
expiratory volume in 1 second; FVC: forced vital capacity

detected respiratory pathogens were Influenza A virus
(n=9, 18.4%), Haemophilus influenzae (n=7, 14.3%),
Pseudomonas aeruginosa (n=6, 12.2%), Streptococcus
pneumoniae (n=5, 10.2%) and Human Rhinovirus /
Enterovirus (n=5, 10.2%). (Table 3).

In our study, using a multiplex PCR method, patho-
gens were detected in 51% of the examined

Patients with acute exacerbation of COPD were divi-
ded into a group with pathogen-positive exacerbations
(n=25) and a pathogen-negative group (n=24). Al-
though spirometry parameters were reduced in patients
with detected pathogens, the comparison did not show
significant differences between groups. Correlation of
detected respiratory pathogens (by multiplex PCR
method) with lung function (FEV1%) was not found.
Furthermore, pathogen-positive group of patients was
subdivided according to the type of pathogens detected
using the PCR method to bacterial (n=7), viral (n=11)

Table 2. Percentage of detected pathogens by PCR and
type of pathogens

Features (\éilﬁ)
Detected pathogens by PCR method (n /%)
Present 25/51
Absent 24/49
Type of pathogen detected (n /%)
Bacteria 7128
Viruses 11/44
Combined (bacteria + viruses) 7/28

Table 3. Registered respiratory pathogens by PCR method

Values
Features (n=49)
Acinetobacter calcoaceticus-baumannii complex (n/%) 1/2.0
10"4 (n/%) 1/100%
Enterobacter cloacae complex (n/%) 2/4.1
104 (n/%) 2/100%
Escherichia coli (n/%) 1/2.0
104 (n/%) 1/100%
Haemophilis influenzae (n/%) 7/14.3
10"4 (n/%) 1/14.3
10”5 (n/%) 1/14.3
1076 (n/%) 2/28.6
1077 (n/%) 3/42.9
Moraxella catarrhalis (n/%) 3/6.1
1074 (n/%) 1/33.3
1077 (n/%) 2/66.7
Pseudomonas aeruginosa (n/%) 6/12.2
1074 (n/%) 3/50%
10"6 (n/%) 1/16.7
1107 (n/%) 2/33.3
Serratia marcescens (n/%) 1/2.0
104 1/100
Staphylococcus aureus (n/%) 3/6.1
104 2/66.7
1076 1/33.3
Streptococcus pneumoniae (n/%) 5/10.2
104 1/20
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10”6

(11077
Mycoplasma pneumoniae (n/%)
Coronavirus (n/%)
Human Rhinovirus/Enterovirus (n/%)
Influenza A (n/%)
Parainfluenza Virus (n/%)
Respiratory Syncytial Virus (n/%)

and combined (n=7) exacerbations. Using ANOVA-test

to compare multiple groups we found a statistically
significant difference between the groups in relation to
FEV1 (%), which showed the lowest value in those with

1/20
3/60
1/2.0
4/8.2
5/10.2
9/18.4
1/2.0
1/2.0

bacteria as a pathogen. The post-hoc analysis showed
that the significant difference existed only between the
group with bacteria and the group with viruses as a
causative agent (p = 0.048) (Table 4).

Table 4. Comparison of lung function in patients divided by type of pathogen detected

Features Bacteria Viruse Combined D
(n=7) (n=11) (n=7)
FEV1 (L) 0.81011 0.29 1.16011 0.55 0.97011 0.25 0.245
FEV1 (%) 29.00 10.63 43.27 12.25 38.71 10.61 0.051
FVC (L) 1.62 0.47 1.93 0.87 1.84 0.42 0.653
FVC (%) 46.71 11.88 56.18 15.34 57.57 10.75 0.256
FEVIFVC (%) 47.85 6.51 61.14 8.53 53.35 12.01 0.020

Note: FEV1: forced expiratory volume in 1 second; FVC: forced vital capacity

FEV1(%)

Bacteria

Viruses

r=0.342; p=0.095
-

.

Combination

Type of pathogen
Fig 1. Correlation between type of pathogen found in the sputum using PCR
Method and percentage of FEV1 assessed by spirometry

A positive borderline significant correlation was found
between the existence of the type of detected patho-
gens only with the level of FEV1% (r=0.342; p=0.095).
Thus, the lower the percentage of FEV1 (%), the greater
was the likelihood of bacterial infection (Figure 1).

Discussion

Acute exacerbations are important events which lead
to deterioration of health status and quality of life in
patients with COPD. Respiratory infections are the most
important etiological factor with a large percentage of
bacterial infection isolated with classical microbiologi-
cal culture. In the recent studies, using PCR molecular
methods a higher percentage of viral pathogens was
found (40-60%) with the results that correlated a direct
viral presence with exacerbation of COPD. The com-
bined presence of viral and bacterial infection has been

proven to be associated with a more severe exacerba-
tion [21-23].

In our study we found that 51% of exacerbation had
respiratory infectious etiology with a prevalence of
28% of bacterial pathogens, 44% of viral pathogens
and 28% of combined (viral+bacterial) pathogens. These
data were easily obtained by using the new molecular
PCR-based method, which simultaneously detected
viral and bacterial pathogens in one sample. The most
frequent isolated bacteria were Haemophilus influen-
zae, Pseudomonas aeruginosa and Streptococcus pneu-
moniae, which was in agreement with most clinical stu-
dies using PCR methods [24,25]. Influenza A (n=9, 18.4%)
was the most common viral pathogen, followed by
Human Rhinovirus/Enterovirus (n=5, 10.2%). Prevalence
of Influenza A coincided with the results presented by
Tan et al. and Tping Y et al., but not with the results
of West-European and American studies [26,27].
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Our research found no significant difference between
negative and positive pathogens group in regards to
lung function (FEV1). There is a limited number of
studies that have analyzed the correlation of lung
function and PCR detected respiratory pathogens; most
of the studies only used microbiological culture and
showed similar results [24,28].

The most relevant data found was by comparison of
pathogen-positive subgroups: viral, bacteria and com-
bined exacerbation. Most importantly in the bacterial
subgroup there was a lower value of FEV1 in com-
parison to the other subgroups. There was a positive
correlation with borderline significance about the type
of detected pathogen and FEV1 parameter of lung
function. The study of Groenewengen et al. found lo-
wer values of FEV1 in bacterial positive sputum cultu-
re with no differences in the type of bacteria. Fanny et
al. in their study of sputum bacteriology in Hong Kong
found that FEV1 >50% was associated with a positive
growth of Hemophilus influenzae [29,30]. These results
are consistent with ours regarding the correlation bet-
ween lower FEV1 and presence of bacteria, but their
big limitation was using only one method which did
not include viral or atypical bacteria. Our study did not
involve patients with mild and moderate exacerbations
of COPD, so, we only have results from severe
exacerbations of hospitalized patients.

Conclusion

The most common detected respiratory pathogens in
our patients with severe acute exacerbation of COPD
were Influenza A, followed by Haemophilus influenzae,
Pseudomonas aeruginosa, Streptococcus pneumonie and
Human Rhinovirus/Enterovirus. Although we detected
pathogens in 25 subjects, we could not find a correla-
tion between lung function and infectious etiology
overall. We found a positive correlation of bacterial
presence with lower values of FEV1 % predicted,
which indicates that bacterial infections as an etiolo-
gical trigger of exacerbation of COPD are more likely
to be found in patients with severely compromised
lung function. More studies are needed to evaluate this
correlation in patients with stable COPD.

Conflict of interest statement. None declared.
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Abstract

Introduction. Fractures of the proximal end of the hu-
merus are complex injuries and are seen most co-
mmonly in the elderly population, following a low-ener-
gy fall [5]. Proper treatment of these fractures requires
a good knowledge of the shoulder joint anatomy, mecha-
nics of movement, proximal humeral fracture classifi-
cation and good knowledge of various surgical techni-
ques. The purpose of our study was to evaluate the
functional outcomes of surgically treated patients with
fractures of the proximal end of the humerus (Neer 111
and 1V), with open reduction with a locking Philos plate.
Methods. The study was performed at the University
Clinic for Traumatology in the period from January
2014 to December 2016. In this study, fractures were
classified according to the Neer classification for pro-
ximal humeral fractures [2] and 28 patients were inclu-
ded. Only patients with Neer 11l and 1V fractures were
included; 20 patients were classified as Neer Il and 8
patients were classified as Neer IV with female to male
ratio 1.33 (f: m=16:12). Standard X-rays and CT scans
were used. All patients were surgically treated with
PHILOS (Proximal humeral internal locking system).
Results. Follow-up was done on the 10th postoperati-
ve day, at 1 month, 3 months and 6 months. At 6 months,
the functional outcome was tested using the Constant
and Murley score for functional evaluation preoperatively
and postoperatively. The Constant and Murley ques-
tionnaire was used as an indicator of the impact of im-
pairment on the level and type of disability.
Discussion. What is the reason for the poor functional
result despite the seemingly correct surgical treatment
and good X-ray results? In a study by Studkamp, Bayer
and Hepp for surgically treated fractures of the proxi-
mal humerus, the functional results of the operated limb
were 70.6 plus or minus 13.7 [1]. The percentage of
complications was 40%. In this study, the results were
taken from a larger group of patients. The reason for such

Correspondence to: Andreja Gavrilovski, University Clinic for
Traumatology (TOARILUC), 1000 Skopje, R. N. Macedonia; E-mail:
gavrilovskia@yahoo.com

a large number of complications was in the incorrect
surgical technique.

Conclusion. To ensure good functional recovery of
patients with fractures of the proximal end of the hu-
merus treated with deltoid approach and fixation with
a locking Philos plate, it is necessary to have good
knowledge of the anatomical features of the shoulder
joint, thorough, precise surgical technique and adherence
to appropriate principles and early physical therapy as
a guide to proper functional recovery.

Keywords: proximal humeral fractures, humerus,
PHILOS, adults, functional outcome

Ancrpakrt

BoBex. CkpmeHHIITE Ha NPOKCUMATHHOT Kpaj Ha
XYMEpYCOT c€ KOMIUICKCHH IMOBPENN U ce 3a0eIeKy-
BaaT HajueCTO Kaj Imocrapa momynarmja, mocie “low
energy” mospeza (moBpea o AejCTBO Ha cnaba cuia)
[5]. 3a mpaBmIHO JeKyBame Ha OBHE (PAKTYPH IIOT-
pebHO e noOpo Mo3HaBamke HAa aHATOMHUjaTa Ha pame-
HUOT 317100, MEXaHWKAaTa Ha JIBUXKEHE, Kiacu(uKaiu-
jata Ha (pakTypaTa Ha MPOKCUMAIHHOT XyMepYC H J00-
PO TO3HABamke Ha PA3NUYHUTE XHUPYPIIKA TEXHHKH.
Ilenta Ha Hamarta cTyauja Oeme Ja ce oueHaT (yHK-
OUOHATHATE MCXOAW Ha XUPYPIIKH TPETHPAHU TalfeH-
TH cO (paKkTypu Ha MPOKCHUMAITHHUOT Kpaj Ha XyMepy-
cot (Neer Il u V), co oTBOpeHa peno3uiyja co 3akx-
ayayBauka (locking) PHILOS mmouka.

Metomu. Cryaujata Oelre U3BpIICHA HA YHUBEP3UTET-
CKara KIMHHUKA 32 TPayMaToJIOTHja BO TMEPHOAOT O]
janyapu 2014 roguna mo aekemBpu 2016 roguna. Bo
cTynujara, ¢ppaktypute Oea KiIacHpUIUpaHH CHOPEX
Neer kmacudukanujata 3a GpakTypd Ha MPOKCUMAI-
HHUOT Kpaj HAa XyMmepycoT [2] u OGea BKiyueHH 28 ma-
nuenTu. Bxirydenu ce camo nanuentu co Neer | u IV
¢bpaxtypu, 20 mammeHTr ce Kiacudumpany kako Neer
Il u 8 manmenTu ce xnacudunupanu kako Neer IV co
cooanoc xenu u Maxu 1,33 (f: m=16: 12). Kopucrenu
ce cranmapaad RTG u KT-ckenoru. Cute narmeHTH
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6ea xupypiuku tpetupanu co PHILOS (Proximal hu-
meral internal locking system).

Pesyarartu. IlocTonepatuBHa KOHTposa Oelle Hampa-
BeHa Ha 10-TH mocTomnepaTuBeH JieH, 1o 1 mecerr, 1o 3
Mecenu u nocie 6 mecenu. Ha konTponara Ha 6-THOT
Mecel, Oelle TecTUpaH (PYHKIMOHAIHUOT HCXOA CO
ynotpeba Ha Constant u Murley ckop 3a dyHKmOHA-
Ha TIPOLEHKa IPEIONEPATHBHO W MOCTONEPATHBHO.
Constant u Murley mpammamHUKOT ce KOpUCTEIe Kako
WHIUKATOp 32 BIMjAaHHETO HAa OIITETYBAHETO BpP3
HUBOTO ¥ BUAOT Ha MTOTIPEYCHOCTA.

Hduckycnja. Koja e npuurHaTa 3a cnabuoT QyHKIMOHA-
JICH pe3yiTaT M MOKpPaj HABUIAYM IMPABIIHHOT XHPYP-
KA TpetMaH u nobpurte pesyntatn Ha PTI cHum-
kute? Bo crymumjata ma Sudkamp, Bayer u Hepp 3a
XHPYPUIKH TPEeTUPaHH (PaKTypH Ha MPOKCHMATHUOT
XyMepyc, (DYHKIMOHATHUTE pPe3ylNTaTH Ha OIepupa-
HUOT ekcTpemuteT 6ea 70,6 myc wim munayc 13,7 [1].
[Ipouentot Ha komrumkanuu € 40%. Bo oBaa ctynyja,
pe3yiaTaTHTe ce 3eMEeHH O/ Iorojema rpyna Ha Iia-
nueHTH. [IpuanHaTa 3a TOJIKY rojieM 0poj Ha KOMIUIH-
KalluH € BO HEMIPaBUIIHA XUPYPIIKA TEXHUKA.
3akay4ok. 3a 1a ce 00e30enu 1006po PyHKIIMOHAIHO
3aKpeNHyBamke Ha MAIMEHTUTE CO (PpaKTypH Ha MPOK-
CHUMAaJIHHAOT Kpaj Ha XyMepycOT TPETHPAHH CO IEINTO-
WJIeH mpucTan u gukcanuja co 3axiryyysauka PHILOS
IJI0YKa, MOTPEOHO € J0Opo Ja ce Mmo3HaBaaT aHATOM-
CKUTE KapaKTEpPUCTHKU HAa PaMEHHOT 3IITI00, TeMeJHa,
MpELU3Ha XUPYPILIKA TEXHUKA, TIPUAPIKYBAEHE KOH COOJI-
BETHU TPHHIMIHN W paHa (U3MKaTHA Tepamnuja Kako
BOJMY 32 MPABWIHO (PYHKIIMOHAIHO 3aKPEITHYBAIbE.

Kiryunn 360poBu: $hpakTypy Ha IPOKCUMATTHHOT XyMEPEH
tpakT, xymepyc. PHILOS; Bo3pachm; ¢yHKIMOHATICH
UCXOJ

Introduction

Fractures of the proximal end of the humerus are com-
plex injuries. According to the Neer classification, there
are four types of proximal humeral fractures [2]:

I part - includes surgical neck, anatomic neck, lesser
tuberosity or greater tuberosity and fracture pattern
with less than 1 cm displacement,

Il part - includes surgical neck, anatomic neck, lesser
tuberosity or greater tuberosity,

111 part - includes surgical neck and greater tuberosity
or surgical neck and lesser tuberosity,

IV part — includes surgical neck, lesser and greater
tuberosities and in 11, 11l and 1V part the fragments

must be displaced by 1 cm.

Most fractures are minimally displaced and can be ma-
naged non-operatively in adults. Displaced and unstable
fractures are difficult to manage and should be treated
[4]. There are different types of surgical techniques in
order to achieve painless shoulder and full function.
The aim of our study was to evaluate the functional
outcomes of surgically treated patients with fractures
of the proximal end of the humerus (Neer Ill and 1V),
with open reduction with a locking Philos plate.

Materials and methods

The study was performed at the University Clinic for
Traumatology in the period from January 2014 to
December 2016. In this study, fractures were classified
according to the Neer classification for proximal
humeral fractures and 28 patients were included. Only
patients with Neer Il and IV fractures were included.
There were 16 female patients (9-right arm, 7-left arm)
and according to the Neer classification-11 patients
had a Neer Il fracture and 5 patients had a Neer IV
fracture. The average age among female patients was
61.7 years and 12 male patients (4-right hand, 8-left
hand) and according to the Neer classification-9 male
patients had a Neer 111 fracture and 3 male patients had
a Neer IV fracture. The average age among male patients
was 55.9 years. According to Neer classification 20
patients were classified as Neer |11 and 8 patients were
classified as Neer IV with female to male ratio 1.33 (f:
m=16:12). Standard X-rays and CT scans were obtained.
All patients were surgically treated between the 2™
and 5" day of hospital admission and underwent open
reduction with deltoid pectoral approach and internal
fixation with locking Philos plate. Hospitalization pe-
riod was 3-5 days, in average 3,5 days. Postoperatively
all patients had immobilization, control X ray on the
2" postoperative day (Figure 1) and were postope-
ratively treated with LMWH, antibiotic therapy and
analgesic therapy. Follow-up was done on the 10th
postoperative day (removed immobilization and refe-
rred to physical therapy), at 1 month (control X ray), at
3 months (control X-ray and depending on the fun-
ctional status, tips for performing daily activities) and
at 6 months (control X-ray). The sixth month is taken
as the final recovery period, after which period com-
plications are considered to occur that affect the fun-
ctional recovery. At 6 months, the functional outcome
was tested using the Constant and Murley score for fun-
ctional evaluation preoperatively and postoperatively.
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Proximal humeral fractures

Fig. 1. A 70-year-old male fell from a standing height and sustained a displaced proximal humerus
fracture. Open reduction and fixation with Philos plate. Control X ray on the 2™ postoperative day

Results

The Constant and Murley questionnaire was used as an
indicator of the impact of impairment on the level and
type of disability. The following four parameters were
evaluated:

O Pain assessment

O Examination of shoulder joint function

0  Shoulder movement range

[0  Strength measurement

According to the Constant and Murley shoulder score
[3], the average value for female patients is 50.4, while
for male patients it is 51.7 points. In the female popu-
lation of a total of 16 patients -2 had excellent results,
1 very good result, 6 good results, 7 bad results. In the
male population of a total of 12 patients -1 had exce-
llent results, 2 very good results, 2 good results, 7 bad
results. In our study, the male population on average
was restored to the maximum possible function on ave-
rage 5, 5 months after injury, while the female popula-
tion was 4.6 months after injury.

Discussion

What is the reason for the poor functional result des-
pite the seemingly correct surgical treatment and good
X-ray results?

In a study by Sudkamp, Bayer and Hepp on opera-
tively treated fractures of the proximal humerus, the
functional results of the operated limb were 70.6 plus
or minus 13.7. The percentage of complications was
40% [1]. In this study, the results were taken from a
larger group of patients. The reason for such a large
number of complications was in the incorrect surgical
technique which included the following:

00 Unnecessary soft tissue trauma;

O Axillary nerve lesion;

O Inadequate treatment of the anterior capsule of the
humerus-scapular joint;
O Late and inadequate rehabilitation;

Conclusion

To ensure good functional recovery of patients with

fractures of the proximal end of the humerus treated

with deltoid approach and fixation with a locking Philos

plate, it is necessary:

0 Good knowledge of the anatomical features of the
shoulder joint;

O Thorough, precise surgical technique and adhe-
rence to appropriate principles;

O Early physical therapy as a guide to proper func-
tional recovery.
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Abstract

Introduction. The incidence and prevalence of diabe-
tes mellitus (DM) has increased worldwide but also in
the Republic of Macedonia, Diabetes is a high-ranking
a cause of death, primarily as a cause of cardiovascular
death. In the United States, 42% of diabetic patients
have diabetic nephropathy, with a 20-fold increased
risk of cardiovascular mortality. Arterial rigidity is
another independent risk factor for CV death, which is
a degenerative process of remodeling the large arteries
wall. There is increased arterial rigidity in both: diabetic
patients and in patients with arterial hypertension, but
studies that address these issues do not have consisten-
cy in the results, which was our motive for this study.
Methods. This was a cross-sectional study that coma-
prised 62 patients with diabetes mellitus type 2, aged
over 38 years, followed at the University Clinic for
Nephrology for diagnosis of, or already diagnosed hy-
pertension. The control group consisted of 22 healthy
subjects who had not been diagnosed with either DM
type 2 or arterial hypertension. We examined pulse wave
velocity, and analyzed hypertension with data obtained
from 24-hour ambulatory blood pressure monitoring.
The obtained data were statistically processed.

Results. The results were displayed in tables.
Conclusion. Arterial stiffness (measured by PWV)
was higher in patients with DM compared to the
control group of healthy subjects. In our study HgAlc
had impact on PWV which can serve as a tool for
assessing CV risk and arterial rigidity.

Keywords: diabetes mellitus, arterial hypertension,
arterial rigidity, pulse wave velocity
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AncTpakr

BoBen. MununeHnara u npeBajieHIiaTa Ha nujaberec
MEJIMTYC € 3rojieMeHa BO CBETCKH HO M BO PaMKH Ha P.
Maxkenonuja. JlujaberecoT € HA BHCOKO MECTO KaKo
HPUYMHA 32 CMPTHOCT M TOa TIpeJ] Ce Kako MPUYHHA 32
kapauoBackynapHa cMpt. Bo CAJl 42% on GoxHute
co mujaberec MMaar aujabeTmyHa Hedpomaryja, a Kaj
HUB 32 20 matu e 3rojieMeH PU3MKOT 3a KapAHOBac-
KyJlapHa cMpTHOCT. Ho Kako He3aBUCEH pU3UK (PaKTop
3a KB cMpT ce jaByBa m apTepuckara pUrHIHOCT Koja
€ JeTeHepaTUBeH MPOLEC Ha PEMOIEIUpamke Ha SUIOT
Ha TojJeMHTEe apTepHuu. 3rojieMeHa apTephcKa PHUIHA-
HOCT UMaMe Kaj OOJIHUTE co aujadeTec M Kaj OOJHUTE
CO apTepUCKa XWIIEPTeH3Hja, HO HeMaMe KOH3HCTEH-
THOCT BO pe3yJIaTHTEe Ha JOCETalllHUTe CTYIUU LITO
Oellle MOTHB 3 JIa € HApaBH CTy/IHjaBa.

Mertoau. Ctyaujata € npeceyHa, aHaIU3UpaHu ce 62
naruenTu co [ujaberec MenuTyc TUM 2 Ha BO3PAcCT OJ1
Haja 38 ronuHu cneneHu Ha KnmHuka 3a Hedpomoruja
3apamy TUjarHOCTUINPAbE TN Beke IHjarHOCTHIINPA-
Ha XumnepreH3uja. Bo koHTpomHaTta rpyma Oea ucne-
JeHu 22 3[paBW HCIUTAHHUIM (HEMaaT JUjarHOCTHIIN-
pan JIM Tun 2 u aprepucka xunepTeH3uja). Mcmury-
BaHa ¢ Op3WHa Ha MyJICeH OpaH, aHAIM3UpaHa € XUIIep-
TEH3HWja CO MOAATOIHM 3eMeHH o]l 24 yacoBHO amOyra-
TOPHO MOHUTOPHpPAE HA KPBEH IpuTHCOK. CoOpaHm-
T€ TIOJATOIM CTATHCTUYKK ce 00paboTHja.

PesyaraTu. Pesynratute ce npukaxaa Bo Tabenu.
3akaydok. Aprepuckara KpyTocT u3mMepeHa co PWV,
OUYEKYBaHO € MmorojieMa kaj 00JiHuTe Ko umaar JIM Bo
OJIHOC Ha 3/7paBara mnomyinaiyja Bo P.Makeaonuja. Bo
HalllaTa CTyAWja OIHOCOT momerly Op3uHaTa Ha Myd-
CHHOT OpaH M HUBOTO Ha TTUKO3MIMPAH XEMOTIIOOHH €
CTaTHCTHYKM 3HAyaeH BO o0ere rpymu U MoOXe Ja
HOCITYXU Kako ajarka 3a npoueHka Ha KB pusuk.

Kayuynn 300poBu: amjabeTec MeENUTYC, apTEpHCKa
XUIIEPTEH3Mja, apTEPUCKa PHUTHUAHOCT, Op3uWHA HAa
IyJICeH OpaH.
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Introduction

The incidence and prevalence of diabetes mellitus (DM)
has increased in the world as in the Republic of Mace-
donia. According to data from the World Health Orga-
nization there were 422 million individuals with DM
in 2014 [1]. Prevalence increased from 4.7% in 1980
at 8.5% in 2014, and additionally it is growing. The
International Diabetes Federation (IDF) provided in-
formation that there were 185,600 people with DM in
the Republic of Macedonia in 2015, with a prevalence
of 10.3% [2]. This silent Killer was a cause of death for
1.6 million people in 2015. It is predicted that DM will
be the seventh cause of death in 2030. Life expectancy
is shortened by 10 years for diabetic patients, and 75%
of them die from macrovascular complications. DM is
a high-ranking cause of death, primarily as a cause of
cardiovascular (CV) death worldwide.

Acrterial stiffness, a degenerative process of remode-
ling large arteries wall, is another independent risk fac-
tor for CV death. There is an increased arterial stiff-
ness in patients with DM. It is not known yet whether
arterial rigidity primarily affects central or peripheral
part of the arterial tree (trunk). The pathophysiology of
increased arterial stiffness in diabetic subjects is also
unclear and not clarifyed yet.

High values of arterial rigidity predict the development
of CV diseases and death in general population and in
subjects with DM type 2 [3].

It has been proven that the increase in the number of
CV risk factors precedes the appearance of DM type 2,
[4, 5] i.e. the macrovascular changes associated with
DM type 2 are developing in the pre-diabetic phase.
And vice versa, the very appearance and presence of
micro and macrovascular complications in DM type 2
is associated with a further increase in arterial rigidity.
DM is associated with arterial stiffness not only through
arterial hypertension (HTA), but also with central obesity,
higher fasting glucose and less with dyslipidemia.
HTA is a significant social problem because every third
person has arterial hypertension. Fifty percent of dia-
betic patients have arterial hypertension [6,7]. Preva-
lence of HTA is doubled in diabetics compared to the
general population [8, 9]. It is the dominant risk factor
for increased arterial stiffness. Of particular important-
ce to prevent and delay DM complications are glyce-
mic control, metabolic control and good hypertension
regulation, because diabetic patients with hypertension
have 4 times higher risk of CV diseases than the gene-
ral population [7].

Hyperglycemia, hypertension, dyslipidemia and obesity
are risk factors for CV disease.

We can treat DM, HTA and arterial stiffness with life-
style changes, pharmacological drugs and other nonin-
vasive and invasive procedures, and thus they can be
brought under control which can contribute to a less as
possible final organ damage. Therefore, their noninva-

sive assessment is important with methods such as:
ambulatory monitoring of blood pressure (AMBP),
pulse pressure, pulse wave velocity, frequent glycemic
and occasional HgAlc monitoring.

These topics have been covered in studies but there is
not consistency in the results, which gave us the moti-
ve for our study.

The primary aim of study was to assess arterial stiff-
ness through PWV in DM type 2 patients without renal
impairment and also to assess arterial hypertension
using a 24-hour AMBP and finally to show expected
difference of arterial stiffness between DM type 2
patients and healthy subjects. Our secondary aim was
to assess the association between DM, hypertension,
gender, age, fasting glucose, lipid status on one side
with arterial stiffness in the subjects on the other side.

Material and methods

This cross sectional, observational study was conduc-
ted at the University Clinic for Nephrology from De-
cember 2017 to March 2020.

Examined population were 62 patients with DM type 2
over the age of 38 who were followed at the Univer-
sity Clinic for Nephrology for diagnosis of, or already
diagnosed hypertension. The control group consisted
of 22 healthy subjects. Exclusion criteria were: pa-
tients with DM type 1, patients with malignancies and
CKD, patients at the stage of severe infection or other
severe clinical condition and subjects with age under
38 years.

Methods

O  24-hour ambulatory monitoring of blood pressure
(AMBP) performed with 3 automatic readers (ASPEL
S.A. produced in 2007) in use at our Clinic from
January 22, 2008. We statistically processed only
a part from the data obtained from 24-hour AMBP:
average values of daily systolic blood pressure, ave-
rage values of daily diastolic blood pressure, daily
mean arterial pressure (MAP) and daily pulse pre-
ssure (PP). Furthermore, according to the previously
obtained information from the 24-hour AMBP, for
each patient it was assessed individually whether
he/she was normotensive if he/she did not receive
antihypertensive therapy or had arterial hyperten-
sion. In this way: stages of arterial hypertension
were determined and the night fall of BP was
estimated: dipper, non-dipper, reverse dipper [10].

[0 Carotid-femoral pulse wave velocity (PWV)=D
(meters)/Dt (seconds). PWV was determined using
ultrasound apparatus with a linear probe (Esaote
MyLab) made in Italy. It has been in use at the
University Clinic for Nephrology since 2016, and
additionally as equipment of the ultrasound device
electrocardiogram (ECG) for synchronization is
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being used. This method was described by Calabia J
in 2011, [11] and in the Republic of Macedonia
this method was used and described for the first
time by Avramoski P in 2013 [12].

[0 Standard laboratory tests: hematological blood
tests and biochemical analysis of serum.

[  Questionnaire (Survey) to record daily salt intake,
physical activity and smoking status of subjects.

Statistical method

The data was statistically analyzed: summarily, with a
description of the total sample as well as by groups of
patients with diabetes mellitus and control subjects.
The distribution of the continuous variables was che-
cked using the Shapiro-Wilk test to test the normal dis-
tribution by groups. Variables that deviated from the
normal distribution assumption were tested with the
nonparametric test (Mann-Whiteny U), while variables
that showed a normal distribution schedule were com-
pared using the T-test between the two groups. Then, a
correlation analysis was performed between different
variables for the status of diabetes mellitus and the pul-

se wave velocity, using Pearson’s r.
Results

Demographic and clinical characteristics are given in
Table 1.

In our study participated 84 respondents, of which 62
were with DM type 2 (group 1), and 22 were a control
group of healthy respondents (group 2).

The average age in Group 1 was 47.5+4.64 years, 32.3%
of them were men, with average BMI of 30.63+5.8 kg/m2.
In group 2, the subjects had an average age of 45.32+
4.38 years, with an average BMI of 26.49+4.17. There
were 10 (45.45%) men.

In Group 1 active smokers were 46.8%, while in group
2 - 22.73%. Most of the respondents had a moderate
salt intake, 43.54% in Group 1 and 54.54% in Group
2. Excessive salt intake of 5 grams and more during
the day had 37.09% of patients with DM type 2 and
only 18% of Group 2 with healthy subjects.

81.82% of the healthy subjects in the control group
were physically active, while in Group 1 only 29% of
the diabetics were physically active.

Table 1. Demographic and clinical characteristics

_ Patients with Healthy subjects Associated

Sample, n =84 DM type 2 (n = 62) (n=22) p-value
Age (mean, SD) 4753 4.64 45.32 4.38 0.043
Gender, male (%) 20 32.3% 10 45.45% 0.306
Duration of DM2 in months 705 0.43 0 0.00
(mean, SD)
Oral antidiabetic drugs (%) 39 62.9% 0 0.00%
Insulin (%) 11 17.7% 0 0.00%
Combined therapy (%) 12 19.4% 0 0.00%
Glycosylated hemoglobin (%) 7.62 1.93 5.23 0.34 0.000
T. Cholesterol (mmol/l) 5.73 1.09 4.76 0.45 0.000
LDL-cholesterol (mmol/l) 3.55 1.01 2.73 0.36 0.000
Triglycerides (mmol/Il) 242 1.01 1.07 0.55 0.000
Duration of HTA in months 5826 48.42 0 0.00
(mean. SD)
Smoking status 0.076
Non-smoker (%) 31 50.0% 17 77.271%
/(%/t:)stalned (Former smoker) 2 3.20 0 0.00%
Smoker (%) 29 46.8% 5 22.73%
Physical activity-active (%) 18 29.0% 18 81.82% 0.000
BMI m/kg"2 (mean. SD) 30.63 5.81 26.49 4.17 0.005
Hemoglobin. g/L. (mean. SD) 137.53 11.06 151.27 10.83 0.000
Creatinine clearance CKD EPI 98.71 13.40 104.36 756 0.088

(mean. SD)

Part of the data obtained from the 24-hour AMBP for
two groups are shown in Table 2. Table 2 presents
mean values of carotid-femoral PWV for both groups.
The average daily systolic BP for Group 1 was 147.94

+18.55 mmHg, and the average daily diastolic BP was
91.55+10.81 mmHg. In Group 2, the average daily
systolic BP was 117.46+9.37 mmHg, while the ave-
rage daily diastolic BP was 72.65+8.61 mmHg.
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Table 2. Part of the data obtained from the 24-hour AMBP

Sample, n=84 Patients with DM2 Healthy subjects Associated
' (n=62) (n=22) p-value

Daily SBP (mmHg) (mean. SD) 147.94 18.55 117.4636 9.37 0.000
Daily DBP (mmHg) (mean. SD) 91.55 10.81 72.65 8.61 0.000
Average daily PP (mean. SD) 56.39 10.33 44.81364 2.04 0.000
Average daily MAP. (mmHg) (mean. SD) 110.31 12.99 87.6 7.96 0.000
Normotensive % 4 6.45% 22 100.00%
Controlled arterial hypertension % 16 25.8% 0 0
Dipper % 43 69.4% 16 72.73% 0.956
Non dipper % 16 25.8% 5 22.73%
Reverse dipper % 3 4.8% 1 4.55%
Augmentation pressure (mm Hg) (mean. SD) 8.44 4.35 5.86 161
Augmentation index (mean. SD) 23.79 7.87 17.41 5.10 0.002
Pulse wave velocity (m/s) (mean.SD) 8.74 1.23 5.69818 0.50 0.000

Number
o
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4,000 5,000 6,000 7,000 8,000

10,000 11,000 12,000 13,000 14,000

Pulse wave velocity (m/s)

Fig. 1. Histogram of the distribution of pulse wave velocity values in groups

PWV was higher in Group 1 with an average value of
8.74£1.23 m/s compared to healthy respondents in
Group 2 with an average value of 5.69+0.5 m/s (Figure 1).
Finally, the relationship between pulse wave velocity

and glycosylated hemoglobin level showed a graphica-
lly linear positive relationship in both groups of
patients. The Pearson’s correlation coefficient was 0.697,
with an associated p-value below 0.0001 (Figure 2).

Glycosylated hemoglobin (%)

O Diabetes mellitus
O Control

J

Pulse wave velocity (m/s)

Glycosylated hemoglobin (%)

Pulse wave velocity (m/s)

Fig. 2. Scatter-plot display between measured glycosylated hemoglobin values and pulse wave velocity. The red dots are obtained
from the controls, while the blue dots show the values from the patients with diabetes mellitus.

Discussion

As expected, DM type 2 patients (Group 2) had higher
values for PWV compared to the control group (Group

2) with healthy subjects. In our study these values
were affected by the disease itself (DM), by arterial
hypertension but also by obesity. According to
SHIELD data, in a study by Green AJ et al. obese pa-
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tients who had DM and HTA had a poorer quality of
life, a higher incidence of depression, and an increased
cost of health care compared to those who had only
DM [13]. Obesity is a major pathogenic factor and is
considered to contribute to the coexistence of DM and
HTA in developed countries [14,15].

In this study women were represented with 67.7% in
Group 1 (DM type 2). It was observed that women
with DM had a higher risk of CV death than man [16].
According to a study by Chen G et al., prevalence of
men and women with DM equals after age of 64 [17].
Avrterial stiffness is a process in which the elasticity of
the large arteries is lost mainly due to their remode-
ling, during which the elastic fibers are lost and repla-
ced with solid collagen 4 fibers, therefore blood ve-
ssels become rigid. The remaining elastin, which is
deformed, is the site of deposition of AGE (advanced
glycation end) products leading to endothelial dysfun-
ction. In turn, endothelial dysfunction increases smooth
muscle tone and thus increases pulse pressure (PP) and
mean arterial pressure (SAP). A result of this changes
are isolated systolic hypertension, increased PP and
PWV, rigid and deformed large arteries, reduced coro-
nary circulation, peripheral circulatory damage and
risk of cerebrovascular insult (CV1).

Possible mechanisms that contribute to increased arte-
rial stiffness are inflammation, increased oxidative stress,
[18] activation of the sympathetic nerve system [19],
etc. Also, HTA has a major impact on arterial stiffness.
Avrterial hypertension contributes to the progression of
diabetic vascular complications, which are important
factors for CV disease. Good control of BP in diabetic
patients who have HTA contributes to later occurrence
of micro and macrovascular complications [20,21],
and thus reducing the risk of CV disease and death
[22,23,24] It is being debated about the ideal systolic
and diastolic BP values for “good BP control” because
a number of studies has demonstrated that reaching
target BP values below 130/80 mmHg makes no diffe-
rence in reducing CV fatal and non-fatal outcomes
compared to target systolic BP value under 140 mmHg
except for CVI [25-30]. However, diabetic patients
have the greatest benefit when achieving systolic BP
values 130-135 mmHg and diastolic BP values from
80 to 85 mmHg, implying that an individual approach
is required for each person [31]. Despite these debates,
HTA has not yet been managed since 50% of hyper-
tensive patients do not have a good BP control.

It is already known that different types of antihyper-
tensive drugs have a different effect on arterial stiff-
ness although they have the same effect on the BP
reduction. Thus, different antihypertensive drugs have
different effect on reducing CV disease and death in
diabetic patients with hypertension.

It is established that hypertensive patients have higher
values of PP. In our study these higher PP values indi-
cated advanced changes in the artery wall of diabetic

patients, i.e. increased arterial stiffness of the aorta and
large arteries in Group 1 subjects. Namely, an in-
creased arterial stiffness in large arteries leads to a
decrease in their compliance and triggers a chain of
mechanisms and reactions that eventually lead to in-
creased load on the heart chambers and oxygen demand
by the myocardium. At the same time, the higher PP
values are a result of the reaction of the stroke volume
and the elastic characteristics of the large arteries.
Therefore, the values of systolic BP are significantly
higher than the increased diastolic BP values in pa-
tients with DM type 2, and especially in patients with
DM type 2 who have hypertension.

The analysis of PWV and glycosylated hemoglobin
(HgA1c) level showed a linear positive relationship in
both groups of patients, which would suggest that large
arteries may be seized with atherosclerotic changes
affecting the outcome. However, we did not analyze
this issue in this paper. In patients with DM type 2,
vascular complications are the cause of CV disease
and mortality. In the literature, increased arterial stiff-
ness has been presented and it appears in the early
stages of DM type 2; therefore, stricter control of glu-
cose and maintenance of the HgA;c value around 7%
is mandatory to prevent micro and macrovascular
complications [32].

Further, coexistence of DM and hypertension increases
the risk of CV disease and chronic kidney disease [22]
compared to patients who have only DM or only hy-
pertension.

Conclusion

In conclusion, our study has shown an increased arte-
rial stiffness (measured with PWV) in diabetic patients
compared to healthy subjects as expected, and HgAlc
has an impact on PWV which can be used to assess
CV risk and arterial stiffness in diabetic patients.

Conflict of interest statement. None declared.
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Abstract

SARS-CoV-2 is a novel virus of which transmission, in-
cidence and mortality rates have made it a global emer-
gency. In March 2020, the World Health Organization
(WHO) published interim guidelines recommending the
use of extracorporeal membrane oxygenation (ECMO) in
Acute respiratory distress syndrom (ARDS) patients
unresponsive to mainstream therapies, in order to main-
tain cardiorespiratory function [1], ECMO is currently a
widely accepted support measure for selected patients
with a life-threatening respiratory failure that does not
respond to maximal support care with mechanical
ventilation [2].

Here we report the first case using extracorporeal
membrane oxygenation of a COVID-19 patient in
Skopje, North Macedonia.

Keywords: extracorporeal membrane oxygenation,
respiratory failure, ECMO, COVID-19, ARDS,
COVID 19-pneumonia

ArncTpakrt

SARS-CoV-2 ¢ HOB BHUpYyC, YHH CTallka Ha MPEHOC,
MHIMICHIIA 1 CMPTHOCT MPETCTaByBaar rio0aiHa UT-
HocT. Bo mapt 2020 ronuna, CBeTckara 31paBCcTBEHA
opraumanyja (C30) objaBu MPUBPEMEHH yIIATCTBA KOU
TperiopadyBaaT yrorpeda Ha eKCTpaKopIiopaHaTa MeM-
Opancka okcurenanyja (EKMO) kaj manueHTH co aky-
TeH pecrupaTopeH auctpec cuaapom (ARDS) xou e
pearnpaar Ha OpJMHHpaHaTa Tepaluja, ce co Lell 1a ce
OJIp’KH KapauopecruparopHara ¢pynkija. [1], EKMO
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BO MOMCHTOB € HIMPOKO npn(baTeHa MCTOJa 3a 1oAa-

JpIIKa Ha OJIPEJICHH MallMeHTH KOM UMaaT KMBOTO3ar-
po3yBauka peclHupaTopHa WHCY(DHUIMCHIIMja Koja He
pearnpa Ha MaKCHUMaJlHa IIOJUIPIIKA CO MEXaHHYKa
BeHTHIAIH]a [2].

Tyka ro mpHjaByBamMe NMPBHOT CIIy4aj HA TMAIUEHT CO
COVID-19 koj Gertie nocraBeH Ha KCTPaKopIIopaiHa MeM-
Opancka okcureHanmja Bo Ckornje, CeBepna MakenoHuja.

Kayuynn 360poBu: ExcTpakopriopanHa MeMOpaHCKa
OKCHUTIeHaluja, pecrupaTopHa uacyuipeniuja, ECMO,
COVID-19, ARDS, COVID 19-nmaeBmonmja

Introduction

Coronaviruses are a family of viruses that can cause
illnesses such as the common cold, severe acute respi-
ratory syndrome (SARS) and Middle East respiratory
syndrome (MERS) [3]. Coronaviruses were named
from the way they looked under a microscope. The virus
consists of a core of genetic material surrounded by
an envelope with protein spikes. Coronavirus disease
2019 (COVID-19) is defined as illness caused by a
novel coronavirus, now called severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2), which was si-
milar to SARS and was being characterized primarily by
fever and respiratory symptoms [7]. The virus was first
identified amid an outbreak of respiratory illness cases
in Wuhan City, Hubei Province, China [1]. It rapidly
spread, resulting in an epidemic throughout China, follo-
wed by a global pandemic. Currently, there is no effec-
tive cure for COVID-19, and supportive care remains
the cornerstone of management [3].

COVID-19 is a multi-system disease with the respira-
tory system being the most commonly involved. In most
patients, the illness produces mild to moderate symp-
toms but approximately 10% progress to severe pneumo-
nia, about 1% of patients experience progression that can
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quickly progress to profound hypoxemia and/or ARDS
[6] Given previous experience, extracorporeal membrane
oxygenation (ECMO) has been proven to be an effecti-
ve therapy in the treatment of respiratory failure or acute
respiratory distress syndrome (ARDS) [3].

Case presentation

A 45-year-old male with no past medical history pre-
sented to the emergency department (ED) of our hos-
pital with worsening shortness of breath for a few days
on August 10, 2020. After admission, throat swab of the
patient was harvested and tested positive for SARS-
CoV-2 nucleic acid by the fluorescence quantitative
RT-PCR. He denied any other symptoms including fe-
ver, dry cough and tiredness. On examination, he was
tachycardic, anxious, and lung sounds were notable for
crackles. The SpO2 (oxygen saturation) of the patient
was 90-94%. Other vital signs were a blood pressure
of 140/85 mmHg, heart rate of 100/min and tempera-
ture of 37.5°C. Initial laboratory tests were significant
for C-reactive protein of 3.30 mg/dL, Urea 9.7 mmol/L,
ALT 214 U/L, LDH 388 U/L, GGT 451 U/L, white blood
cells of 19.01x109/L without lymphopenia, blood glu-
cose of 8.45 mmol/L, procalcitonin of 0.02 ng/ml, fib-
rinogen 6,83 g/L and ferritin of 1599.8 ng/ml. His ini-
tial CT chest scan showed diffuse bilateral ground-glass
pulmonary consolidations. Immediately after admission,
the patient was given oxygen inhalation by a facial mask.
The patient’s condition became worse. The monitored
oxygen saturation decreased to 90% (oxygen inhala-
tion 4 L/min). Blood gas analysis: PO2 58 mmHg, PCO2
39 mmHg, FIO2 41%. Favipiravir, Flucosansole, Acetyl-
cysteine, Vit D3 drugs were administered orally, while
Meropenem, Azithromycin, Ascorbic acid, Diazepam,
Furosemid, Gastrazol, HEPA MERZ (I ornithine, |
aspartate) and methylprednisolone were given by an
intravenous injection and infusion.

On August 14, 2020, the disease deteriorated; he had
myalgia, body temperature was 37.6C, shortness of
breath and chest pain. The monitored oxygen saturation
decreased to 85% (oxygen inhalation 8 L/min). Laborato-
ry tests were significant for C-reactive protein of 8.22
mg/dL, Urea 9.9 mmol/L, ALT 214 U/L, LDH 388 U/L,
GGT 451 U/L, white blood cells of 17.69x10"9/L, LYM
0.75x10M/L, LYM% 4.2%, ANC 16.44x10"9/L, NEU%
93%, RBC 3.61x10"12/L, HGB 105 g/L, blood gluco-
se of 8.18 mmol/L, procalcitonin of 0.02 ng/ml, D-
dimer 10.18 ug F.E.U./ml and Ferritin of 1312 ng/ml,
IL-6 85 pg/ml.

On August 15, 2020, the patient’s blood oxygen satu-
ration declined again to 78% and mechanical ventila-
tion was immediately performed by orotracheal intu-
bation. The patient was provided the standard ARDS
treatment with lung-protective ventilation, pronation,
neuromuscular blockade with rocuronium, suxametho-
nium and inhaled epoprostenol. His initial ventilator

settings were pressure-regulated volume control mode
of ventilation with a tidal volume (V;) of 360 mL (6
mL/kg of ideal body weight), respiratory rate (RR) of
24 breaths per minute, and positive end-expiratory
pressure (PEEP) of 14 cm H,O. He was sedated with mor-
phine, fentanyl, and propofol continuous intravenous
infusions. Dopamine was used to treat hypotension and
low cardiac output. Tocilizumab, Linazolid, Azithromycin,
Fluconasole, Human albumin, Octagam 10% (immu-
noglobulin), Kabiven peripheral, Heparin 25000/5ml,
Ascorbic acid, Furosemid, Gastrazol, HEPA MERZ (I
ornithine, | aspartate) and methylprednisolone were
given by an intravenous injection and infusion.

On August 22, 2020 his chest computed tomography
scan revealed extensive multifocal ground-glass opacities
bilaterally. Examination of blood routine revealed WBC
26.29.1x10M9/L, LYM 3.09 x10M9/L; ANC 21.83 x10M9/L,
NEU 81.8%, HGB 105 g¢/L, blood glucose of 11.52
mmol/L, procalcitonin of 0.02 ng/ml, D-dimer 0.75 ug
F.E.U./ml. Due to the refractory hypoxemia despite
maximal conventional medical management for ARDS,
the patient was considered for ECMO by a multidisci-
plinary team consisting of experts from Anesthesiolo-
gy and Intensive Care, Cardiac Surgery, Cardiology,
and Infectious Diseases. Transthoracic echocardiogram
revealed normal biventricular function with no valvu-
lar abnormalities.

On day 12 of hospitalization 22.08.2020 (approximate-
ly day 13-14 of the disease process), he was initiated
on VV ECMO. Bifemoral cannulation was performed
with ultrasound guidance at the bedside in the patient’s
room. During ECMO treatment, the patient also re-
ceived deep sedation treatment. At the same time, anti-
coagulant heparin sodium during ECMO operation pum-
ped continuously. Coagulation function was reviewed
every 3 hours, and partial thromboplastin time (APTT)
was maintained for 50-60 seconds. The patient had
complications with unstable circulatory function in the
early stage, while norepinephrine saline was pumped
to maintain systolic pressure between 100-120 mmHg.
Norepinephrine gradually decreased until stopped du-
ring ECMO treatment. Blood gas analysis was perfor-
med every 4 hours, ECMO rotation speed was regulated
according to the patient’s blood oxygen saturation and
blood pressure level, blood flow was controlled to
about 3.0-4.5 L/min, and PCO2 was maintained at
about 40 mmHg and SPO2 at about 95%. ECMO oxy-
gen concentration was given to 80% in the early stage
and gradually decreased to 40% during the treatment.
During ECMO treatment, the patient also continuously
underwent pressure-controlled ventilation and his blood
oxygen saturation was significantly improved. On day
20 of hospitalization he was successfully decannulated
at the bedside, and VV ECMO was removed, and ex-
tubated on day 21 of hospitalization. His discharge chest
computed tomography scan revealed still multifocal
ground-glass opacities bilaterally.
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Fig. 1. 10.08.2020 CT scan of the chest showing bilateral
ground glass opacities

Fig. 3. 01.09.2020 Discharge CT scan of the chest, revealed still
multifocal ground-glass opacities bilaterally

Discussion

The present report is the first case of COVID-19 su-
ccessfully treated by ECMO in North Macedonia.

Most patients with COVID-19 have mild symptoms
and can be cured. However, some can progress to se-
vere illness, and patients can develop dyspnea and hy-
poxemia about one week after the onset of the disease.
Severe patients can rapidly develop acute respiratory
distress syndrome (ARDS), and subsequently multiple
organ failures or even death [4]. The health status and
virus susceptibility of a patient are important factors
that need to be considered in order to establish a prog-

nosis of the disease. Elderly individuals, patients with
cardiovascular diseases and those with chronic under-
lying diseases have poor prognosis. Patients surviving
critical illness often have disability that might require
prolonged hospital stay or rehabilitation [2].

In this case, the authors chose to give ECMO support
treatment at an early stage when oxygenation fell to
about 78%.

Early ECMO support treatment for critically ill pa-
tients may help patients survive the most severe lung
lesions and up-regulate the success rate of treatment
[6]. For ECMO type, the authors chose VV-ECMO
since the patient only had pulmonary failure but no
basic cardiac diseases. The EF value of the heart measu-
red by bedside B-ultrasound was about 67%. The authors
monitored coagulation function, blood gas and made
chest x-ray film regularly to prevent complications du-
ring ECMO treatment.

Finally, national and institutional protocols must be
provided to guide physician decisions regarding re-
source allocation and patient selection for ECMO for
critically ill patients with COVID-19.

Conclusion

Based on this successful experience, we recommend
ECMO treatment for severe COVID-19 patients.
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Abstract

Introduction. Achondroplasia is the most common
non-lethal skeletal dysplasia and the main cause for
dwarfism in humans.

Case presentation. A 27-year-old pregnant woman
came into our hospital in the third trimester of preg-
nancy with a medical report of short fetal limbs (<5
percentile). Our US exam revealed rhizomelic shorte-
ning of the limbs, with frontal bossing, depressed nasal
bridge and a trident hand. These findings were highly-
suggestive for achondroplasia which was confirmed by
DNA testing for FGFR3 mutation after a well-adap-
ting male baby was born.

Conclusion. Achondroplasia displays US features that
raise a suspicion for the disease prenatally.

Keywords: achondroplasia, shortening of the limbs,
frontal bossing, trident hand, FGFR3 mutation

Arncrpaxkrt

Boeen. Axonnporurazuja ¢ Hajyectata GopMa Ha Cke-
JIETHA JUCIUIa3Mja ¥ OCHOBHA MPUYMHA 34 IIy[IECT pacT
Kaj JIyreTo.

IIpuxa3 Ha cay4yaj. 27 roguinHa OpeMeHa *KeHa BO
TPET TpUMeCTap 0] OpeMEeHOCTa J10j]Ie BO Hamiara 00J-
HUIIA CO MEJWIMHCKH HAO0J 3a KpaTku (ETaTHU eK-
crpemuteTH (<5 mepuenTwia). Hammor Y3 mperiten
YTBpAH TOCTOCHE Ha PU3OMENINYEH THUI HAa CKpaTyBa-
BC Ha EKCTPEMUTCTUTE, HCTAKHATOCT HA YEJIHUOT IIPEC-
JIeTI, aIlTaTUpamke Ha KOPSHOT Ha HOCHATA MHPAMHUIA U
,,Tpo3aba“ mmanka. OBue Y3 Haoau moOyIUja cepros-
HO COMHEBAme 3a MOCTOCHE Ha (eTaiHa aXOHAPOILIa-
3Wja, WTO (IO parameTo Ha BUTAJIHO Mamko Oebe) Oe-
me 1 notBpaeHo co JIHK ananmm3za va FGFR 3 renor.
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3akay4dok. AXOHIpoIuiazdjaTa mpojaByBa Y3 Kapak-
TEPUCTHKU KO, YIITE BO NPEHATAIHUOT Mepuo, Oyaar
COMHEX 32 IOCTOCHE Ha OoJecTa.

Kiayynu 300poBH: aXoHIPOIUIa3Wja, CKpaTyBamke Ha
EKCTPEMHTETHTE, YETHO MCTIAKHYBakE, TPO3ada JUIaHKa,
FGFR 3 myranuja.

Introduction

Achondroplasia is the most common and the best
known non-lethal skeletal dysplasia [1]. The prevalence
of the disease differs between the regions from 1 per
10 000 to 1 per 30,000 births [1,2]. The systematic re-
view in 2020 found worldwide prevalence of 4.6 cases
per 100,000 births [3] giving around 250,000 affected
persons worldwide [4]. In our hospital, reviewed data
from the past 10 years (2011-2020), revealed only 2
cases of suspected skeletal chondrodysplasias at birth
(of which only one was DNA confirmed as a real
achondroplasia) among 34,578 deliveries.
Achondroplasia is a genetic disorder caused by fibro-
blast growth factor receptor 3 gene (FGFR 3) mutation
[5-7] which displays autosomal dominant inheritance
pattern. The vast majority of the mutations are “de
novo” paternal point mutations [8,9], and only 20% are
mutations inherited from an already affected parent.
This has implications in terms of genetic counseling
the couple. It is important to emphasize to the couple
that the recurrence rate in case of “de novo” mutation
is very low-less than 1% [10]. On the other hand, with
one affected parent, there is a 50% chance for transfe-
rring the disease to the offspring [11].

There are two types of achondroplasia. The homozygote
type is clinically insignificant, because it is lethal in
utero or during early infancy as a result of severe pul-
monal hypoplasia [12]. The heterozygote type, contra-
riwise, despite obvious phenotypical appearance has
near normal life expectancy. Some studies, however,
dispute this claim, arguing that the life expectancy is
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up to 10 years shorter [13] primarily due to cardiovas-
cular implications.

The main clinical feature in heterozygous achondro-
plasia (FGFR3 mutation prevents converting cartilage
to bone) is dwarfism due to rhizomelic shortening of the
limbs [11,14]. Intelligence is not affected. Deviation
from the normal growth pattern of the fetal limbs starts
after the 22th week of pregnancy and it aggravates
over time [15,16]. In addition to the limb shortening,
the fetal skeleton displays (in various proportion) some
other signs, such as: frontal bossing, depressed nasal
bridge, collar-hoop sign, trident hand, macrocephaly
etc. [15,17,18]. These US findings can raise a suspicion
for the disease and facilitate prenatal diagnosis by con-
ducting invasive or non-invasive DNA testing. Having
a diagnosis before the birth is of great importance: it
gives the parents an opportunity to decide whether to
continue or to terminate the pregnancy and allows the
obstetrician to manage the perinatal period adequately.

Case presentation

A 27-year-old G2P1 woman was referred to our hospi-
tal after US finding of long bones shortening. Her first
pregnancy went well and she delivered, 2 years ago, a
healthy male baby weighing 3230 g and 51 cm tall.
The patient denied a history of a short stature among
hers, or her partner’s family members. The patient’s me-
dical history, as well as paternal age were uneventful
too. Regarding the obstetrical history, the US exam at
13th and 20th week showed normal fetal growth pa-
ttern. A deviation in terms of limbs shortening was first
noticed at 34 gestational week, which was the woman’s
first US examination after the second trimester anomaly
scan. The deviation was remarkable (<5 percentile).

Fig 1. Long bones shortening

The patient came into our hospital in 36+ 1/7 week of

gestation. Our US examination showed the following:

- All of the long bones measures were below 5 per-
centile. Proximal limb expressed more severe shorte-

ning on its upper portion, i.e., rhizomelic type of
shortening (humerus adequate for 26+week while
radius and ulna for 30+ week). The distal limb was
equally affected (all three bones had measures
adequate for 26+ week of gestation) (Figure 1).

coolar hoop

Fig 2. “Collar-hoop” sign

Besides shortening, the femur also displayed “collar-
hoop” sign. We measured the femoral proximal
diaphysis-metaphysis angle of 149° (Figure 2).

Fig 3. Tri-dent hand

The hands and the fingers didn’t appear signifi-
cantly smaller. However, the presence of a trident
hand was notified (Figure 3).

The fetal head was bigger than average regarding
the gestational age (BPD and HC above 90
percentile), but still the head did not reach criteria
for macrocephaly (BDP and HC <95 percentile).
The fetal profile displayed depressed nasal bridge
and frontal bossing above (Figure 4).
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Fig. 4. Depressed nasal bridge with frontal bossing

- Abdominal circumference was within the normal
range, but the fetal chest compared to the abdo-
men on sagittal plane appeared narrow (Figure 5).

%
A Chest
R -
Abdomen!

Fig 5. TC/AC discrepancy

- Polyhydramnios was also present. AFl equaled
170 mm, which was above 95 percentile regarding
the gestational age.

- Uterine blood flow was uncompromised (mean Pl
0.8).

Based on US findings, a suspicion for fetal achondro-
plasia was made. Proceeding to prenatal testing was
offered to the patient. She declined the procedure. A
regular antenatal care was carried out until spontaneous
onset of labor occurred.

At 40+1/7 week of gestation, the woman gave sponta-
neous vaginal birth to a male baby weighing 2970 ¢
and 47 cm tall. The initial inspection revealed correla-
tion between our US findings and phenotypical appearan-
ce of the newborn. The baby had prominent forehead
and flattened nasal bridge (Figure 6). His limbs were
smaller than normal with obvious rhizomelic shorte-

ning of proximal one, thorax was a bit narrower than
expected (circumference of 310 mm), which was em-
phasized by the baby’s frog belly (Figure 7). The trident
hand was present (Figure 8).

Fig 6. Flattened nasal bridge with prominent forehead

Fig.7. Rhizomelic limb shortening, narrowed thorax and frog bely

The blood samples were collected from the baby, the
mother and the father and were sent to our National Re-
search Center for Genetic Engineering and Biotechnology
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Fig 8. Tri-dent hand

(Macedonian Academy of Sciences and Arts) for mole-
cular diagnosis. The analysis of newborn’s DNA con-
firmed a mutation on FGFR3 gene in heterozygote ma-
nner with a pathological variant in exon 9 ¢.1138G>A,
while the mother and the father had normal alleles for
FGFR3 gene.

Discussion

Bone shortening in our case was notified in the third
trimester of pregnancy which is typical for achondropla-
sia [18]. Unlike FGR, which also shows a deviation
from the normal growth pattern in the third trimester,
here the abdominal circumference and the uterine artery
Doppler were within normal range, and oligohydramnios
was not present. Moreover, we observed a moderate poly-
hydramnios which can be seen in 50% of achondropla-
sia cases [17]. Apart from the shortening, we revealed
a “collar-hoop” sign on the femur which pretends to be
one of the most prominent features of this entity [17].
The fetal head presented relative macrocephaly with
depressed nasal bridge and prominent forehead, which
are among the features of thanatophoric dysplasia, too
[18]. However, unlike the later one, the fetal chest wasn’t
severely narrowed, and the long bones shortening wasn’t
brutal as it starts much latter in the pregnancy. Shor-
tening of the ribs wasn’t detected, too [18]. Trident hand,
almost a pathognomonic sign for a skeletal dysplasia,
was also observed.

DNA analysis of the newborn confirmed our suspicion,
and showed the most frequent c1138G>A mutation on
FGFR3 gene which is, along with ¢.1138G>C mutation,
responsible for achondroplasia in 98% of the cases [9].
Lack of the parents’ FGFR3-gene mutation, classified
this case as “de novo” mutation in line with findings
that 4/5 of achondroplasia cases are sporadic ones [9].

Conclusion

Achondroplasia expresses some features that can be
detected by US examination in the late fetal period and
accurately raises a physician’s suspicion to the disease
prenatally.

Conflict of interest statement. None declared.
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Case report

COLLAPSING GLOMERULOPATHY-RARE VARIANT OF FOCAL SEGMENTAL
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Abstract

Focal segmental glomerulosclerosis (FSGS) is classi-
fied into five variants, with the collapsing variant being
the most rare one. However, the number of idiopathic
cases is increasing and the presentation becoming mo-
re routine.

We report the case of a 77-year-old female patient, with
nephrotic syndrome and histopathologic features of glo-
merular capillary collapse. She presented with chronic
renal failure with serum creatinine-126...154...174 umol/L.
Nephrotic syndrome with feet and ankles edema, prog-
ressively extended, at first failed to respond to diuretic
therapy. The level of total serum protein fraction was
54g/l, albumin-29...24...28g/L. Urinalysis demonstrated
proteinuria 7.8 g/l... 6.15g/L and 12.3 g/24 h. Presen-
ce of 25-30 erythrocytes and 2-3 leukocytes in urine
sediment was also noticed. Renal biopsy was perfor-
med to determinate the presence of glomerular disease.
The histopathological analysis showed fibrously thicke-
ned Bowman’s membrane, with discretely thickened glo-
merular basal membrane and collapsed vascular lumen
on TEM analysis. The treatment of the patient included
corticosteroids, angiotensin-converting enzyme inhibitor
and lipid lowering agents, which resulted in lowering
of the proteinuria, followed by withdrawal of the edema.

Keywords: focal segmental glomerulosclerosis (FSGS),
genetic, renal biopsy, capillary collaps

ArncTpaxkr

doKalTHO cerMeHTHATa TIIOMEpPYJIOCKIIepo3a € Kiachdu-
[MpaHa BO 5 BapHjaHTH, O] KOW KOJIalICHATa BapHjaHTa
e HajpeTka. Kako u 51a e, OpojoT Ha UIUOMATCKU CITy4au
pacTe W Ipe3eHTaljaTa CTaHyBa ce MoYecTa.
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ITpukaxxyBaMe manpieHTKa Ha 77 TOAMIIHA BO3PacT CO
HE(POTCKH CHHAPOM M XHCTOIMATOJOIIKH HAOM 3a
KOJIAIICHA IJIoMepyJionaryja. Taa mpojaBU XpPOHHYHA
OyOpexHa HMHCY(DHIMEHIIM]ja CO KPEaTHHUH BO CEPyM
126...154...174 muxpomon/n. HedpoTckuor cunapom
CO eJIeMH Ha cTomajiaTa W TIIYXKJIOBUTE, KOM Iporpe-
CHUBHO C€ 3rojieMyBaaTr, BO IIOYETOKOT Oea 0e3 edekT
O] Tepamnujara co AnypeTuir. HUBOTO Ha BKYITHU TIpO-
TenHu Oeire 54 /i, anOymunu 29...24...28 r/in. Ananu-
3aTa Ha ypHHA IOKaXka ImpoTrennypuja 7,8 r/1...6,15 r/n
u 12,3 r/24 gaca. 3a0enexano Oelre IpPHCYCTBO Ha 25-
30 epurporMTH 1 2-3 JICYKOIIUTH BO YPUHAPHHUOT CEIU-
MEHT HCTO Taka. PeHanaHa Ouoricuja Oellie HalpaBeHa
3a Jla ce JeTepPMUHUpA TIIOMEPYJIApHOTO 3a00JyBambe.
XHUCTOMATONOIIKATA aHATHM3a MTOKaka GpuOpo3HO 3aze-
Ocirena bomaHoBa MemOpaHa, CO JUCKPETHO 3aaebe-
JieHa TJIoMepyJiapHa 0a3ailHa MeMOpaHa W KoJlabupaH
BackynapeH JiymeH Ha TEM anamuza. TpeTMaHOT Ha ma-
[MEHTKATa BKITyJdyBaIlle KOPTHKOCTEPOHIH, HHXHUOUTOPH
Ha aHTHOTCH3WH KOHBEPTHPAUYKU CH3UM, XHIIOJUIICMH-
M. YCIEIIHO JICKYBambeTo Oellle MpaTeHo co Hamaly-
Bam¢ Ha MPOTEHHYPHUjaTa U MOBJICKYBabe HA CIEMUTE.

Kiyunu 300poBu: (oKaIHOCETMEHTHA TJIOMEPYIIOCKIIe-
po3a, TeHeTHKa, peHalHa OHoTIcHja, KaluiiapeH KoJarc

Introduction

Focal segmental glomerulosclerosis (FSGS) is defined
as an increase in the mesangial matrix in some glome-
ruli with obliteration of capillary lumens, sclerosis, hyali-
nosis, foam cells, and adhesions to the Bowman’s capsule.
Collapsing glomerulopathy is a morphologic variant of
focal segmental glomerulosclerosis (FSGS) characteri-
zed by segmental and global collapse of the glomeru-
lar capillaries, marked hypertrophy and hyperplasia of
podocytes, and severe tubulointerstitial disease. The
cause of this disorder is unknown [1-3].

Depending on the cause, it could be classified as:
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0  Primary, when no underlying cause is found; usually
presents as nephrotic syndrome

[  Secondary, when an underlying cause is identified;
usually presents with kidney failure and proteinuria.
This is actually a heterogeneous group including
numerous causes: toxins and drugs such as heroin
and pamidronate, familial forms, secondary to neph-
ron loss and hyperfiltration, such as chronic pyelo-
nephritis and reflux, morbid obesity, diabetes mellitus.

There are also many other classification schemes.

Pathological variants

Five variants of focal segmental glomerulosclerosis
may be distinguished by the pathological findings seen
on renal biopsy:

1. Collapsing variant

2. Glomerular tip lesion variant

3. Cellular variant

4. Perihilar variant

5. Not otherwise specified (NOS) variant.
Recognition of these variants may have prognostic value in
individuals with primary focal segmental glomeruloscle-
rosis (i.e., where no underlying cause is identified) [4,5].
It is proposed that collapsing glomerulopathy is a dis-
tinct entity characterized by massive proteinuria, rela-
tively rapidly progressive renal insufficiency, and dis-
tinctive pathological findings. The data suggest that
collapsing glomerulopathy is clinically, pathologically,
and epidemiologically different from noncollapsing
FSGS [6,7]. Although collapsing glomerulopathy resem-
bles HIV-nephropathy both pathologically and clinica-
Ily, it differs clinically by having no evidence for asso-
ciated HIV infection and other viruses, and differs
pathologically by lacking endothelial tubuloreticular
inclusions. Collapsing glomerulopathy may occur in
an idiopathic (primary) form and in association with a
wide spectrum of infectious and inflammatory condi-
tions and medications [8-10].

Case report

We report the case of a 77-year-old female patient,
with nephrotic syndrome and histopathologic features
of glomerular capillary collapse. She was admitted to
our Department with present edema and incipient chronic
renal failure. The medical history showed arterial hy-
pertension, 2 years ago, without clinical symptomatolo-
gy. The follow-up presented chronic renal failure with
serum creatinine -126...154...174 pmol/L. Nephrotic
syndrome with feet and ankles edema, progressively
extended, at first failed to respond to diuretic therapy.
The level of total serum protein fraction was 54 g/l, al-
bumin -29...24...28g/L. Urinalysis demonstrated pro-
teinuria 7.8 g/l... 6.15g/L and 12.3 g/24 h. Presence of
25-30 erythrocytes and 2-3 leukocytes in urine sediment

was also noticed. Renal biopsy was performed to de-
terminate the presence of glomerular disease.

Fig. 1. HE 400 x Nikon 80: Glomerulus with collapsed
glomerular basement membrane and synechial between
Bowman’s parietal and visceral epithelium

Collapsing glomerulopathy and FSGS biopsy speci-
mens were evaluated by light microscopy using stan-
dard paraffin section techniques. The pathological cha-
racteristic for a diagnosis of collapsing glomerulopa-
thy was the presence of focal, segmental or global glo-
merular capillary collapse (Figure 1). Glomeruli were
with enlarged volume, discrete fibrously thickened glo-
merular basal membrane, because of the mesangial cell
proliferation. Protein resorption in tubular epithelium
with acute dilatation were seen. The vessels were with
lightly hypertensive changes. This lesion was characte-
rized by collapse and wrinkling of glomerular basement
membranes, obliteration of capillary lumens, disappearan-

Fig. 2. TEM analysis: collapsed glomerular basement membrane
with cloudy subendothelial deposits-there is segmental fussion
of the podocytes
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Collapsing glomerulopathy

ce of endothelial and mesangial cells, and hypertrophy
and hyperplasia of adjacent visceral epithelial cells.
Under electron microscopy Bowman’s membrane was
fibrously thickened and ischemic, with proliferative pa-
rietal epithelium. GBM was thickened with deposition
of basal membrane material (Figure 2). Mesangial matrix
was with an enlarged number of mesangial cells. Renal
biopsy finding suggested collapsing glomerulopathy,
with probably idiopathic or genetic disorders.

The treatment of the patient included corticosteroids,
angiotensin-converting enzyme inhibitor and lipid lo-
wering agents, which resulted in lowering the proteinu-
ria, followed by withdrawal of the edema.

Discussion

Collapsing glomerulopathy is a distinct entity charac-
terized by massive proteinuria, relatively rapidly prog-
ressive renal insufficiency, and distinctive pathological
findings. The data suggest that collapsing glomerulo-
pathy is clinically, pathologically, and epidemiologi-
cally different from noncollapsing FSGS. In fact, se-
condary collapsing glomerulopathy is a heterogeneous
group including numerous causes: toxins and drugs such
as heroin and pamidronate, familial forms, vasculitis
[9-11], Lupus erithematosus, secondary to nephron
loss and hyperfiltration, such as chronic pyelonephritis
and reflux, morbid obesity, diabetes mellitus.

Focal segmental glomerulosclerosis may also develop
acquired loss of nephrons from reflux nephropathy.
Proteinuria is nonselective in most cases and may be
in subnephrotic range (nephritic range <3.0g/24hr) or
in nephritic range.

Genetic causes

The first gene involved with this disorder is ACTN4,
which encodes alpha-actinin 4. This protein crosslinks
bundles of actin filaments and is present in the podocytes.
Mutations in this protein associated with FSGS result
in increased affinity for actin binding, formation of in-
tracellular aggregates, and decreased protein half-life.
A second gene associated with FSGS is TRPC6, which
encodes member of the canonical family of TRP cha-
nnels. This family of ion channels conduct cations in a
largely non-selective manner. As with ACTN4, TRPC6
is expressed in podocytes [11].

Another gene that may be involved in hereditary forms
of FSGSis the gene known as CD2A (CD2 associated
protein) or CMS (Cas binding protein with multiple
SH3 domains). The protein expressed by this gene is
expressed in podocytes [11].

Another gene associated with FSGS is INF2, which
encodes a member of the formin family of actin-regu-
lating proteins [12,13].

Mutations in the NPHS2 gene, which encodes for the
protein called podocin, can cause focal segmental glome-

rulosclerosis [14-16]. This is a recessive form of FSGS.
NPHS-mediated FSGS is resistant to treatment with
steroids.

Treatment of FSGS

In our presented case,treatment of FSGS included
symptomatic and immunosuppressive therapy.
The objective of the symptomatic treatment is to treat
the imbalances brought about by the illness: edema, hy-
poalbuminemia, hyperlipemia, hypercoagulability and
infectious complications. There are a number of reco-
mmendations such as: rest, medical nutrition therapy,
medication (especially loop diuretics, such as furose-
mide). Hypoalbuminemia is treated using the medical
nutrition therapy described as a treatment for edema. It
includes a moderate intake of foods rich in animal
proteins. For hyperlipidemia lipid lowering agents are
used. Thrombophilia also must be controlled with anti-
coagulant therapy.
For infectious complications an appropriate course
of antibacterial drugs can be taken according to the
infectious agent. Blood pressure control includes ACE
inhibitors as a drug of choice. Independent of their
blood pressure lowering effect, they have been shown
to decrease protein loss.

The treatment of kidney damage may reverse or delay

the progression of the disease. Kidney damage is

treated by prescribing drugs; in our practice, we use
corticosteroids and immunosuppressors [17-19]. Predni-
sone is usually prescribed at a dose of 60 mg/m? of

body surface area/day during the first treatment for 4-8

weeks. After this period, the dose is reduced to 40

mg/m? for the next 4 weeks. People suffering a relapse

or children are treated with prednisolone 2 mg/kg/day
till urine becomes negative for protein.

We used methylprednisolone as a pulse therapy 500

mg/day, for 3 days and then continuing with therapy

per os, 0.5 mg/kg/day for 4 weeks. Frequent relapses
are treated with cyclophosphamide or ciclosporin. Patients
can respond to prednisone in a number of different ways:

- Patients with corticosteroid sensitive or early ste-
roid-responder: the subject responds to the corti-
costeroids in the first 8 weeks of treatment. This is
demonstrated by a strong diuresis and the dis-
appearance of edemas, and also by a negative test
for proteinuria in three urine samples taken during
the night.

- Patients with corticosteroid resistant or late steroid-
responder: the proteinuria persists after the 8-week
treatment. The lack of response is indicative of the
seriousness of the glomerular damage, which could
develop into chronic kidney failure.

- Patients with corticosteroid intolerance: complica-
tions such as hypertension appear, and they gain a
lot of weight and can develop aseptic or avascular
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necrosis of the hip or knee, cataracts and thrombotic
phenomena and/or embolisms.

- Patients with corticosteroid dependent: proteinuria
appears when the dose of corticosteroid is dec-
reased or there is a relapse in the first two weeks
after completed treatment.

Immunosuppressors (cyclophosphamide, ciclisporin) by
protocol: only indicated in recurring nephrotic syndrome
in corticosteroid-dependent or intolerant people [19-
21]. In the first two cases, the proteinuria has to be
negated before treatment with the immunosuppressor
can begin, which involves a prolonged treatment with
prednisone. The negation of the proteinuria indicates
the exact moment when treatment with cyclophospha-
mide can begin.
The treatment is continued for 8 weeks at a dose of
3 mg/kg/day, the immunosuppression is halted after
this period. In order to be able to start this treatment,
the person should not be suffering from neutropenia nor
anemia, which would cause further complications. Cyclo-
phosphamide can cause side effect such as alopecia.
Blood count tests are carried out during the treatment in
order to give advance warning of a possible infection.
In our case, the effect was achieved with the treatment
with corticosteroids, angiotensin-converting enzyme inhi-
bitor and lipid lowering agents, which resulted in lo-
wering the proteinuria, followed by withdrawal of the
edema. Renal function remains the same without deline
of the creatinin values.

In conclusion, the treatment of the collapsing glomeru-

lopathy needs complex therapy depending on the ma-

nifested symptoms and course of the disease. The the-
rapy is individually modified, according to the guide-
lines for treatment of the disease.

Conflict of interest statement. None declared.
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Case report

DEEP VEIN THROMBOSIS OF THE UPPER EXTREMITIES DUE TO SPORTS INJURY - A

CASE REPORT

JJIABOKA BEHCKA TPOMBO3A HA I'OPHUTE EKCTPEMUMTETH IIOPAIU CIIOPTCKA

ITOBPEJIA- ITPUKA3 HA CJIYYAJ
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Abstract

The purpose of the authors of this paper is to give an
overview of a modern and common situation that we
face in practice through everyday work. Namely, it is a
matter of deep vein thrombosis of the upper extremi-
ties as a result of sports injury, a condition that is more
common among young athletes.

In this study we present a case of deep vein thrombosis
of the upper extremities caused by a sports injury.

In this study we present the case of a young man,
athlete, hospitalized at the Cardiology Clinic due to
pain, swelling, redness of the right arm (from flat
waist to forearm).

A few months before hospitalization due to neck pain,
magnetic resonance imaging (MRI) of the neck was
performed on the neck based on the recommendation
of a neurosurgeon, a pain that occurred after several
hours of continuous exercise (skiing).

Athletes are generally young, high-functioning indivi-
duals. Pathology in this cohort is associated with a dec-
rease in function and consequently has major implica-
tions on quality of life. Venous disorders can be attri-
buted to a combination of vascular compression with a
high burden of activity. Deep venous thrombosis (DVT)
arises with an incidence of about 1 per 1000 persons
per year; 4-10% of all DVTs are located in an upper
extremity (DVT-UE). DVT-UE can lead to complica-
tions such as post-thrombotic syndrome and pulmonary
embolism and carries a high mortality. Diagnostic algo-
rithms are of little use, but ultrasonography is very help-
ful in diagnosis. DVT-UE is treated by anticoagulation,
with heparin at first and then with oral anticoagulants.
Direct oral anticoagulants are now being increasingly
used. The thrombus is often not totally eradicated. An-
ticoagulation is generally continued as maintenance
treatment for 3-6 months. Interventional techniques can
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be used for special indications. Patients with DVT-UE
have a high mortality, though they often die of their
underlying diseases rather than of the DVT-UE or its
complications.

DVT (deep venous thrombosis) of the upper extremity
is becoming increasingly common, though still much
less common than DVT of the lower extremity. The
treatment of choice is anticoagulation, which is given
parallel to that given for DVT of the lower extremity.

Keywords: deep venous thrombosis, thrombosis,
anticoagulation, upper extremity

Ancrpakrt

Lenta Ha aBTOpUTE HA OBOj TPYH € NMPEKy MpUKa3 Ha
Clly4aj JIia ce Jaje OCBPT Ha €IHa COBpEMEHa U decTa
cocroj0a co Koja ce coouyBame BO MpakcaTa HH3 ce-
KOjIHEeBHOTO paboTeme. FiMeHo, cTaHyBa 300p 3a Jyia-
0OKa BEHCKa TpoM0O3a Ha TOPHU €KCTPEMHUTETH KaKo
pe3yaTaT Ha CHOpTCKa ToBpena, coctojda koja e ce
MOYECTa Kaj MIIaJIUTE CIIOPTUCTH.

Bo oBaa crymuja mpe3eHTHpame ciiydaj Ha Juiaboka
BEHCKa TPOM003a Ha TOPHHUTE EKCTPEMHUTETH, TIPEIU3-
BUKaHa O]] CITIOPTCKA TOBPE/a.

Bo oBaa crynauja B TO MpeTcTaByBaMe CIIydajoT Ha eleH
MJIaJ] 90BEK, CHOPTHUCT, XOCTIUTAIH3UpaH Ha KimHnka-
Ta 3a KapIMOJIoTHja mopaju 00JIKa, OTOK, IIPBEHHJIO Ha
JiecHaTa paka (07 paMeH I0jac JIO MOIJIaKTHIIA).
Hexonxy Mecenu mpe XOCIHUTANN3AIH]a TOpaxy 00II-
Ka BO BparoT, Omja HampaBeHa MarseTHa pe3oHaH3a
(MP) Ha BparHa perdja 1o IpernopaKa Ha HEBPOXHPYPT,
00JIKa KOja ce MojaBUiIa MOCie HEKOJKY YaCOBHO KOH-
TUHYHPAHO BeXOarme (CKHjambe).

CHopTHCTHTE CE TeHEPATTHO MJIaIH, BUCOKO-(DyHKIIFIOHAT-
Hu wHaUBHAYH. [laTonorujara Bo oBaa rpyma e moBp-
3aHa CO HamallyBame Ha (pyHKIMjaTta U, CIEICTBEHO,
UMa TOJIeMH BIMjaHHja BP3 KBAIUTETOT Ha >KUBOTOT.
Benckure HapyrryBama MOXKE Ja CE MPUITAIIAT HA KOM-
OvHaIMja Ha BacKyJIapHa KOMIIPECHja CO TOJIEM TOBap
Ha akTUBHOCT. [[maboka BeHcka Tpombo3za (IBT) ce
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jaByBa co wHIMIeHIa o1 okosry 1 Ha 1000 muma ro-
muirHO; 4-10% ox cute DVT ce Haoraat BO TOpHHOT
excrpemurer (DVT-UE). DVT-UE moxe nma moBene
70 KOMIUTMKAIIUK KaKO IITO C€ HOCT-TPOMOOTHYEH CHH-
IpoM u OenopoOHa eMOomHja U HOCH BHUCOKA CMPT-
HOCT. JIMjarHOCTHYKHTE AITOPUTMH CE O] Majia KOPHUCT,
HO ynTpacoHorpadujaTa € MHOTY KOPHCHA 3a Jujar-
Hoctunupame. DVT-UE ce Tpetupa co aHTHKOarysna-
[Uja, Ha MOYETOKOT CO XCMapHH, a IOTOa CO OPaTHU
AHTHUKOAryJIaHCcH. JIMPEKTHUTE OpaTHA aHTHUKOAryJIAHCH
cera ce moBeke ce kopucraT. TpoMOOT YecTo He ¢ Iie-
JIOCHO MCKOpPEHET. AHTHKOArylalujaTta TeHepaIHo ce
MPONO/DKYBA Kako TPETMaH 3a OJpXKyBame 3-6 Mmece-
u. MIHTEepBEHTHN TEXHUKH MOXE Ja Ce KOPHCTAT 3a
nocebun nuaukanuu. [Tanmenture co DVT-UE umaar
BHCOKa CMPTHOCT, HAKO THE YECTO YMHPAAT O] OCHOB-
HUTe Oosiectd OTKONKY ox DVT-UE wnm Hej3uHHTE
KOMITTHKALIUHL.

JABT Ha TOpHHOT €KCTpPEMHTET CTaHyBa CC IIOYECT,
nako c¢ ymre e MHory nopenok ox BT Ha nomnuor
excTpeMuTeT. TpeTMaH 1Mo u300p € aHTHKoarylaiuja,
KOja ce JaBa aHAJOTHO Ha OHOj naneH 3a JIBT Ha
JIOJTHUOT EKCTPEMHTET.

Kayunu 360poBu: amaboka BeHCKa TpOM003a,
TpoMO03a, aHTUKOATYIIAIM]ja, TOPHH eKCTPEMHUTETH

Introduction

Researchers have extensively studied deep vein throm-
bosis (DVT) of the lower extremities. With the increased
use of central venous catheters, cardiac pacemakers/
defibrillators, and peripherally inserted central catheter
(PICC) lines DVTs in the upper extremities have
become more commonplace and require a heightened
index of suspicion from clinicians [1]. Patients can be
otherwise asymptomatic but commonly present with
limb swelling. The most serious complication associated
with any DVT, including upper extremity DVT, is a
pulmonary embolus (PE). Recognition and appropriate
intervention may prevent significant patient morbidity
and mortality.

Upper extremity DVT primarily involves brachial, axi-
llary, and subclavian veins. The internal jugular veins
and the more distal radial and ulnar veins are involved
less frequently [2]. There are 2 forms of upper extre-
mity DVT: primary and secondary. The primary form
is known as Paget-Schroetter syndrome (PSS) [3] and
typically occurs in the dominant arm of younger athletic
patients involved in activities requiring excessive and
repeated motion of the upper extremities such as wrest-
ling, swimming, gymnastics, and sports involving repeti-
tive ball throwing (i.e., football, baseball, and basket-
ball). The secondary form occurs most commonly in
patients with central venous catheterization or patients
with malignancy [4].

Upper extremity DVTs currently comprise 5% to 10%
of all DVTs, with the incidence rising annually. The
majority of patients have a central line, while PSS
accounts for only 10% to 20% of cases [5]. The rate of
upper extremity DVT in all patients with central
catheterization is between 14% to 23%. PE occurs in
up to 6% of DVTs affecting the upper extremities
compared to 15% to 30% in the lower extremities.
Post-thrombotic syndrome occurs in less than 5% of
DVTs in the upper extremities compared to greater
than 50% in the lower extremities.

In the primary form (PSS) [5,6], repeated motions of
the upper extremity result in hypertrophy of the
scalene muscles, which can compromise the neurovas-
cular bundle as it exits the thorax between the cervical
rib and surrounding musculature. Repeated compre-
ssion of the subclavian vein results in venous stasis as
well as perivenous microtrauma activating the intrinsic
coagulation pathway with eventual thrombosis. In the
secondary form, catheterization disrupts the endothe-
lial lining and also activates a similar coagulation cas-
cade. Additionally, congenital and acquired cases of
coagulation disorders such as Factor V Leiden muta-
tion or malignancy also increase the risk of upper
extremity DVT [1,5,6].

A focused history and physical exam often reveal
clinical findings suggestive of upper extremity DVT,
which can then be confirmed with subsequent imaging
studies. The majority of patients present only with
limb swelling and arm discomfort [7]. The onset and
duration of limb swelling along with any previous
history of DVT should be obtained. Patients may also
complain of arm heaviness. The physical exam may
also reveal limb erythema with visible veins across the
chest and upper extremity (Urschel’s sign). Personal
and family history of hypercoagulable disorders are
relevant as well as if any prior central venous cathete-
rization has been attempted. In the primary form (PSS)
[8], patients will present with a sudden onset of severe
limb pain and swelling often in the dominant arm. These
patients are younger and often participate in activities
requiring excessive and repeated motions of the upper
extremity (e.g., baseball pitcher). In all patients, distal
pulses should be assessed. Limbs appearing pale, cool
and mottled are at risk of ischemia [11,12]. Any motor
or sensory deficit should be noted, as these require
emergency intervention [9,10].

Deep vein thrombosis of the upper extremities due
to sports injury-Case report

In this study we present the case of a young man,
athlete, hospitalized at the Cardiology Clinic due to
pain, swelling, redness of the right arm (from flat waist to
forearm).

A few months before hospitalization due to neck pain,
MRI was performed on the neck based on the reco-
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mmendation of a neurosurgeon; the pain that occurred
after several hours of continuous exercise (skiing).
Patient's medical history of past diseases revealed:
appendectomy, lipoma opium, disc herniation (C5-
C6), bursitis subacromioclavicularis | dextri- 4.2019,
protrusion disci i.v.-5.2019. Family history-positive for
CAD, DM, varicose veins. Personal history: smoker, acti-
ve athlete. The patient denied a pharmacological history.
On examination, the patient was contactable with or-
derly heart and lung status. Blood pressure 120/80 mmHg
was measured. Examination of the upper extremities:
swelling and redness of the right arm. During the hos-
pitalization, laboratory examinations were performed
which proved to be in order. Hemostasis was also normal.
Neat echocardiography. D-Dimers: 2404... 637... 444,
Thrombophilic tests were performed on the patient
during hospitalization: lupus anticoagulant, lupus anti-
coagulant screening, AFA-negative screening, ATIII,
PC, PS-negative.

The thrombophilia test is useful for both people with
risk factors and their family members. A thrombophilia
test can identify genetic predisposition and the risk of
thrombosis.

In our case thrombophilia tests are taken in order to
accurately define the choice of anticoagulant drug,
duration of anticoagulant therapy and intensity of anti-
coagulant therapy.

The patient was also tested for genetic factors: V
(Leiden | 8CR2), Prothrombin, MTHFR C677T, MTHFR
A1298C, Factor XIII.

Mutations in V (Leiden | 8CR2), Prothrombin, MTHFR
C677T, MTHFR A1298C, Factor XIII cause various
forms of thrombophilia-a condition of increased ten-
dency to create abnormal blood clots in blood vessels.
People with mutations in any of these genes are more
likely to develop deep vein thrombosis or pulmonary
embolism, as well as clogging of any blood vessel in
the body. Polymorphisms of these genes are risk factors
for a variety of conditions and diseases (cardiovascular
disease, neurosis, glaucoma and other diseases).

The test result was negative and showed no genetic
mutations.

Autoantibodies: ASC IgA, AGAIgA, ATAIgA-b.o
Duplex ultrasonography- Obstructive thrombotic mass
in the right V. subclavian, v. axilaris, v. brachialis.
Control Doppler during hospitalization-thrombi in the
phase of recanalization.

Control Doppler after 1 month-Thrombotic mass present
(chronic finding) on the wall of the right v. axilaris
and v. subclavia.

The duplex color Doppler of the arteries of the upper
extremities in the v. Basilica dex shows an inhomoge-
neous, mostly hypoechoic thrombus in the length of
over 15 cm, it continues in almost the entire length of the
v. Subclavian dex with complete occlusion of the same.

,,,,,

Fig. 1. Duplex color Doppler of the arteries of the
upper extremities

Khirwka 7a Kardhologya
010104 2:56:51

Kiinika za Kardiologija 12L RS
01/01/04 2:54:46 ADM UEV

Khirwka za Karchologua
01/01/04 1:10:49 ADM LEA

Fig. 2. Control Dopper during hospitalization - thrombi in the
phase of recanalization.
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During the hospitalization, a color Doppler control was
performed which shows recanalization of the thrombus.
The color Doppler control is shown in Figure 2 below.
The patient underwent computed tomography of the
pulmonary vessels. Neat view of the truncus pulmona-
lis, both pulmonary arteries as well as lobar segments
branches bilaterally.

Do not send a defect in charging.

Mediastinal structures neat without pathological changes.
The computed tomography finding is shown in Figure 3.

= ™~

[ .

Fig. 3. Computed tomography of the pulmonary vessels

Fig. 4. Phlebography of the upper extremities

During the hospitalization,a phlebography of the upper
extremities was performed, which is shown in Figure 4.
At the Clinic for Cardiology the patient was treated
with LMWN-5 days, then with NOAK-tbl. Rivaroxaban
2x15 mg 1x1, antibiotic and gastroprotective therapy.
Treatment continued with recommended home therapy
Tbl. Rivaroxaban 2x15 mg (6 more days), then 20 mg
1x1, Thl. Pantoprazole 40 mg 1x1.

A focused history and physical exam can reveal fin-
dings suspicious for DVT in the upper extremity. The
best way to confirm a diagnosis is with compression
duplex ultrasonography [1,5,6]. This test has a sensiti-

vity of 97% and specificity of 96% for determination
of DVT in the upper extremity and is often the test of
choice. However, several other imaging modalities in-
cluding magnetic resonance and computed tomogra-
phic venography are superior to ultrasonography, but
their clinical use may be limited by high costs, radiation
exposure, and/or availability. The sensitivity of compre-
ssion duplex ultrasonography is 97%, which is lower
than magnetic resonance venography (100%) [5,6].
However, it is non-invasive, less expensive and widely
available, thus remains the test of choice to diagnose
upper extremity DVT. Laboratory studies are not re-
quired for diagnosis, but a coagulation assay can be
ordered in patients suspected of having a hypercoagu-
lable condition. In patients with a low suspicion of
upper extremity DVT, a d-dimer test can help rule it
out. A patient with upper extremity DVT complicated
by PE may present with chest pain and shortness of
breath. ECG should be performed because it will most
commonly demonstrate sinus tachycardia.

The treatment of upper extremity DVTs depends on
the clinical presentation. The majority of patients pre-
sent with limb swelling in the setting of central venous
catheterization [1,5,6]. If it is required (e.g., total
peripheral nutrition), it should remain in place, and the
patient should be started on anticoagulation therapy. If
the line is not needed, it should be removed but only
after completion of 3 to 5 days of anticoagulation the-
rapy. In the hospital, patients can be bridged to warfa-
rin with unfractionated heparin. Patients should continue
on warfarin for 3 to 6 months after diagnosis. The role
of novel oral anticoagulant agents is under current in-
vestigation, but recent data suggest that these drugs can
be used for treatment of upper extremity DVT with
acceptable efficacy and safety.

Conclusion

Upper and lower extremity deep venous thrombosis
(DVT) is defined as a blood clot within the deep veins
of the affected extremities. These blood clots can either
occur spontaneously or be associated with specific risk
factors. Regardless of the cause, DVT is associated
with significant morbidity and mortality and has the
potential for lethal complications. The most notable
complication is the potential for development of pul-
monary embolism from a lower extremity DVT. As stu-
dies have reported, more than 90% of acute pulmonary
emboli arise from the proximal veins. Venous throm-
boembolism is also associated with a significant eco-
nomic burden on the health care system and the indivi-
dual patient. In this article, we have discussed DVT of
the upper and lower extremity including risk factors,
signs and symptoms, diagnosis, and management.

DVT of the upper extremity is becoming increasingly
common, though still much less common than DVT of
the lower extremity. The treatment of choice is anticoagu-
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lation, which is given parallel to that given for DVT of
the lower extremity.

Conflict of interest statement. None declared.
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Case report

ANALYSIS OF THE DIFFUSION CAPACITY OF THE LUNGS FOR CARBON MONOXIDE -
CLINICAL BIOMARKER IN SETTINGS OF POST-ACUTE CARE OF PATIENTS WITH COVID-19

AHAJIN3A HA IU®Y3UOHUT KAITAIIUTET HA BEJIMTE JPOBOBU 3A JAI'VIEHOPOJIEH
MOHOKCH/ - KIMHUYKH BUOMAPKEP BO IIOCTABKHU 3A IIOCTAKYTHA HEI'A HA

MNAIOMEHTH CO COVID-19

Suzana Arbutina, Deska Dimitrievska, Marija Zdraveska, Zoran Arsovski, Dejan Todevski, Jagoda

Stojkovic, Dejan Dokic and Dragan Danilovski

University Clinic for Pulmonology and Allergology, Faculty of Medicine Skopje, Ss. Cyril and Methodius

University in Skopje, Republic of North Macedonia
Abstract

COVID-19 is an infectious disease resulting in respira-
tory, neurological, cardiovascular, and digestive disor-
ders that are likely to stem from a systemic endothelial
dysfunction. Even though the lungs are the major or-
gan affected by COVID-19, the clinical manifestations
of this disease are widely unpredictable, ranging from
asymptomatic to severe respiratory dysfunction (in about
5% of the cases), which leads to an intensive care.

In all patients affected with pulmonary problems, the lung
function is disturbed in varying degrees of intensity, whi-
le the findings deviate in both the functional and radio-
logical examinations. The diffusing capacity of the lungs
for carbon monoxide (DLCO) is one of the parameters
that reflect the damage to the alveolocapillary membrane.
DLCO/VA considers the differences in lung size. For this
reason, it is sometimes considered as a more accurate
expression of its own function of gas exchange in the
lungs. The observation that the DLCO may be im-
paired while the DLCO/VA may not be impaired in pa-
tients after COVID-19, may be an indication that the di-
ffuse membrane change plays a significant role in causing
lung dysfunction in comparison to the reduced VA.
The systemic functional assessment should be taken in
consideration for all moderately severe patients infec-
ted with COVID-19 at the time of their discharge from
hospital, and such a multidisciplinary approach can be
provided by individualized rehabilitation programs. Lung
function tests can be considered as necessary tools for
monitoring of the functional impairment, planning of the
rehabilitation, managing of the possible complications,
as well as for prevention of the long-term side effects.

Keywords: diffusion capacity of the lungs, KOVID-
19, rehabilitation

Correspondence to: Suzana Arbutina, University Clinic for
Pulmonology and Allergology, 1000 Skopje, R. N. Macedonia; E-mail:
suzana.arbutina@yahoo.com

AbcTpakT

COVID-19 e unHpekTHBHA 060JIECT CO PECHHUPATOPHO,
HEBPOJIOIIKO, KAPIUOBACKYIAPHO M JUTSCTHBHO 3ace-
rame BepOjaTHO KaKo pe3yiITaT Ha CHCTEMCKa €HI0Te-
nujanHa nucyHaknuja Mako, 6emuTe 1poOoOBH ce TaB-
HUOT opran norogeH on COVID-19, kmuHuvkuTe Ma-
HU(ecTanuy Ha 0oJieCTa ce IHUPOKO HENpeIBUITUBH,
ITOYHYBAjKH OJ] OHUE KOU ce 0€3 CUMIITOMH JI0 CEPHO3-
HU HapylllyBama Ha JUIIeHeTo (BO okoiy 5% of ciy-
YauTe), ITO TOBEMYBA, 10 PHUEM Ha MHTCH3UBHA HETa.
Kaj cute manueHTH KoM MMaaT 0eJIONPOOHO 3acerame
HAaCTaHyBa MOpeMeTyBame Ha OenojpoOHaTa (yHKIHMja
O]l pa3IMYCH UHTCH3UTET M OTCTANyBalbe HA HAOMIUTE
BO (DYHKIIMOHATHHUTE W PEHTTEHOJIOIIKH UCIIUTYBambA.
KamanuretoT Ha Audysuja Ha Oenute QpoOOBH 3a jar-
nepox mouokcun (diffusing capacity of the lungs for
carbon monoxide-DLCO) e mapamerap k0j Tu pediiek-
THpA OIITETYBamhaTa Ha ATBEOOKAIIIIApHATA MEMOPaHa.
DLCO/VA ru 3emMa npeBU/I PA3IUKUTE BO TOJIEMUHA-
Ta Ha OexuTe APOOOBH, 1A 3aTO0A MOHEKOTAIIl CE CMETa
KaKo MOTOYCH U3pa3 Ha CONCcTBeHaTa (YHKIIHM]a 3a pa3-
MeHa Ha racoBU Bo Oenute nqpoboBu. HabpynyBameTo
neka kaj nauentute nociae COVID-19, DLCO moxe
na oune Hapyrreno, nogeka DLCO/V A moxe na He Grze
HApYIICHO, MOXE J]a ¢ WHAUKAIMja HAa TOa JeKa Mpo-
MeHaTa Ha qudy3HaTa MeMOpaHa MMa 3HavyajHa yjora
BO TIPETU3BHKYBAKHETO Ha TUCHYHKIMjA Ha OennTe JIpo-
00BU BO criopenda co HamaeHata VA.

Tpeba nma ce pasriema cucreMckara (yHKIIMOHATTHA
MPOIICHKA 3a CHUTE YMEPECHO TEIIKU MAIMeHTH CO
COVID-19 BoO MOMEHTOT Ha HCIYIITamE Of OOMHHUIIA,
a TaKOB MYJITUAUCHUIUIMHAPCH IIPUCTAIl MOXE Ja C€
00e30e1M CcO MHAMBUAYATU3UPAHU MPOrpaMu  3a
pexabwimnranmja. TecroBure Ha (QyHKIHjaTa Ha
OenmuTe IPOOOBU MOXKE Jla C€ CMETaaT KaKo HEOIXOTHH
QJIATKH 32 CIIe/ICHhe Ha (DYHKITMOHATHOTO OIITETYBAbE,
3a TUIAHHUPAkEe HAa peXxaOWiInuTalrja, 3a YIIPaByBambe CO
CBEHTYaJIHUTC KOMIUIMKAIMY, KaKO U 32 CIPEeUyBarbe
Ha JTOJITOPOYHH HECAKAHU TTOCIICIUIIH.
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Kayunu 360poBu: 1udy3HMOHEH KanauTeT Ha Oenn
npobosu, KOBUI-19, pexabunuranuja

Introduction

In December 2019, the new SARS-CoV-2 was respon-
sible for the onset of the COVID-19 pandemic, from
Wuhan, China. Shortly after the infection spread around
the world, on March 11, 2020, the World Health Orga-
nization (WHO) declared a global COVID-19 pandemic.
COVID-19 is an infectious disease with respiratory,
neurological, cardiovascular, and digestive disorders
that most likely occur because of a systemic endothelial
dysfunction [2]. Although the lungs are the major organ
affected by COVID-19, the clinical manifestations of
the disease are widely unpredictable, ranging from
asymptomatic to severe respiratory distress (in about
5% of cases) which leads to an intensive care due to
the acute respiratory failure and acute respiratory
distress syndrome [3].

In some patients, even after denigration of the swab
test (which excludes the risk of further transmission of
the infection), the negative result does not indicate the
end of the disease itself. Persistent symptoms have
been reported in patients recovering from the disease,
suggesting the presence of ‘post-COVID-19 syndro-
me’, even in patients with mild to acute illness [4]. In
this regard, several studies postulate that patients with
COVID-19 may not return to baseline functional status
and baseline levels of post-infection health require-
ments. Hence, given the complexity and variability of
clinical manifestations, as well as the possible long-
term consequences, the implementation of post-acute
care strategies for patients with COVID-19 could be a
step forward regarding the management of health in
these patients after a negative swab test [5, 6].
Persistent and long-lasting symptoms because of an
impaired lung function and decreased respiratory capa-
city have been previously reported in both SARS and
MERS. In patients recovering from SARS, significant
diffusing capacity of the lungs for carbon monoxide
(DLCO) has been documented in 27.3% of cases [7],
with this percentage being even higher (37%) for pa-
tients with MERS after only a one-year follow-up [8].
Similarly, upon completion of hospital treatment for
acute attack, patients with COVID-19 may still have
residual computed tomography (CT) changes and fun-
ctional impairments. The most common radiographic
finding is represented by changes like blurred glass,
while reduced DLCO with restrictive ventilatory de-
fects are considered as common functional and more
acute consequences. The severity and duration of both
DLCO damage and restrictive ventilatory defects appear
to be related to the severity of the acute illness. In ge-
neral, pulmonary function abnormalities may persist
for up to 6 months or more, with the possibility of vas-

cular and alveolar remodeling evolving into pulmona-
ry fibrosis in many patients [9].

In a study of 110 COVID-19 discharged patients with
mild to severe clinical picture, Mo et al. reported changes
in the percentage of DLCO in 47.2% of cases, total vi-
tal capacity (TLC) in 25%, forced expiratory volume,
or expiratory volume in the first second (FEV1) in
13.6%, changes in forced vital capacity (FVC) in 9.1%,
FEV1/FVC in 4.5% and changes in small airway func-
tion in 7.3% of cases. The changes in DLCO correla-
ted with the severity of pneumonia, and were observed
in 30.4% of mild, 42.4% of moderate, and up to 84.2%
of severely affected patients [10].

In a prospective study that was conducted 12 weeks
after the onset of symptoms in previously hospitalized
patients with COVID-19, an abnormal DLCO was ob-
served in 52% of the cases, while 45% of them had
concomitant restrictive ventilatory defect. Interestingly,
all patients who exerted oxyhemoglobin with physical
exertion had an abnormal DLCO. A strong correlation
was documented between the number of days spent
with the addition of oxygen during the acute phase and
changes in the DLCO and CT findings. In a similar
manner, a strong association of dyspnea severity with
DLCO changes (deviations) was observed [11]. Also,
both DLCO and TLC displayed a moderately strong
negative correlation with the ventilation duration (r=-
0.43; p=0.008 and r=-0.42; p=0.01).

In a meta-analysis comprising 380 patients after
COVID-19, altered DLCO was observed in 39% of the
general population, while 66% were observed in pa-
tients with severe disease [12]. Similar results were re-
ported in a retrospective study of 57 patients with
COVID-19 conducted by Huang et al. [13]. During the
30-day follow-up, various forms of CT scan changes
were documented in 94.1% of severe and 37.5% of
mild cases. Furthermore, deviations in DLCO were re-
ported in more than 50% of the surveyed population.
In addition, there was a higher incidence of DLCO
damage (76.5 vs. 42.5%) and TLC, as well as a 6-
minute gait test compared to the mild cases.

In another study conducted on 55 non-critical COVID-
19 patient survivors, who were evaluated three months
after their hospitalization, radiological and pulmonary
abnormalities were observed in 25%. Decreased DLCO
was the most common pulmonary abnormality repor-
ted in 16% of the observed patients. In addition, the
authors of the study found that elevated D-dimer va-
lues on admission suggested changes in DLCO three
months after hospitalization [14].

One large national study in Switzerland has recently
investigated the pulmonary effects of COVID-19 within
four months after the onset of symptoms. Impairment
of pulmonary function and physical performance was
reported as more pronounced in patients with severe
and critical COVID-19 than in those affected with
mild to moderate form of the disease. In this regard,
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DLCO was particularly reduced in the severe/critical
patients with COVID-19, which was associated with
the reduced walking distance and oxygen desaturation
exercise in the post-acute phase. At the same time, a
negative correlation between the duration of ventilation
and the abnormality of DLCO and TLC was observed
in patients who underwent mechanical ventilation during
their hospitalization [15].

A direct correlation between the disease severity and
functional consequences of COVID-19 was not confir-
med when patients were evaluated in the early stages
of this disease (30 days after the onset of symptoms).
More specifically, a recent study documented that DLCO,
FVC, and TLC (% predicted values) did not differ sig-
nificantly between the groups of clinical and radiological
severity, although they were still significantly impaired in
the overall population affected by the disease [16].
Based on the results of the above studies, DLCO can
be generally identified as a useful functional biomar-
ker for patients with COVID-19 on discharge from hos-
pitals, i.e., on discharge from acute care and admission
to post-acute care facilities (nursing homes, care centers,
rehabilitation facilities, public health facilities, etc.).
DLCO reflects the gas exchange function of the alveolar-
capillary barrier of the lung, which is the product of
the carbon monoxide (CO) multiplied by the alveolar
volume (VA) [17]. CO reflects the gas exchange per
unit volume of the lungs and depends mainly on the
thickness and area of the alveolar capillary membrane,
the volume of blood in the capillaries that supply ven-
tilated alveoli, as well as on the concentration of he-
moglobin in the alveolar capillary blood.

The decrease in DLCO may occur due to a decrease in
CO, VA, or both. Thus, it may be difficult to interpret
which is the dominant mechanism of impaired DLCO
[17]. The pathological changes seen in the lungs of de-
ceased patients with COVID-19 to some extent may
explain the impairment of DLCO, since the main cha-
racteristic of SARS-CoV-2 lung infection is an exten-
sive injury to the alveolar epithelium and endothelial
cells, followed by secondary fibroproliferation [18].
Interestingly, in approximately 50% of patients with
COVID-19 with altered DLCO, the DLCO/VA value
remained within the normal range, as reported by Mo
et al. [10]. DLCO/VA considers differences in lung size,
so it is sometimes considered a more accurate expre-
ssion of its own function of gas exchange in the lungs.
The observation that DLCO may be impaired while
DLCO/VA may not be impaired in patients after
COVID-19, may present an indication that diffuse
membrane change plays a significant role in causing
lung dysfunction compared to reduced VA [10].

Conclusion

In conclusion, provided we also consider the tropism
of SARS-CoV-2 for alveolar epithelial cells [19], the

evidence for abnormal lung function tests in patients
after COVID-19 raises doubts and fears associated
with the possible fibrotic evolution of disease. This
requires an urgent need for specially designed more
acute care strategies to timely predict and manage the
consequences of COVID-19 in patients.

In this respect, DLCO has the potential to become a
useful functional biomarker for patients after COVID-
19, especially in patients admitted to post-acute care fa-
cilities. Systemic functional assessment should be con-
sidered for all moderately severe patients with COVID-
19 at the time of their discharge from hospital, and
such a multidisciplinary approach can be provided by
individualized rehabilitation programs. Lung function
tests can be considered as necessary tools for monitor-
ring of the functional impairment, planning of the re-
habilitation, management of the possible complica-
tions, as well as for prevention of long-term side effects.
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YIIATCTBO 3A ITPUJABA HA TPY1 O COPABOTHULUTE HA MMII

"Maxkenoncku mepuiuacku npersen” (MMII) e cTrpyyHo cnucanme Ha MakKegoOHCKOTO JIEKapCKO
APYIITBO, TPBEHCTBEHO HAMEHETO Ha JIeKapuTe Off OIIITAa MPaKTUKA, CIENHjaJTuCTUTE Off OfICTTHUTE
MEIMIIMHCKY MUCIMILUIMHA W UCTPaKyBauuTe BO obOjlacTa Ha 0a3WYHUTE MEIUIIMHCKY U APYTU CPOIHA
HayKHU.

CrniucaHueTo I'i UMa CJIeIHUBE PyOPUKY U KaTErOpuy Ha TPY/lOBU:

N3BopHu TpypoBR

CoomuryBama 3a KIMHUYKH 1 JITA00PATOPUCKH HCKYCTBA

IIpuka3n Ha cxy4yau

Op npakTnka 3a npakTHKa

Enykarusan cratnn

Bapuae (mucma on pepakuujara, OIIITECTBCHA XPOHMKA, IPUKA3d HAa KHHUTU, W3BELUTAW Of
KOHTPECH, CAMITIO3UYMH 1 IPYTH CTPYyYHH cooupu, pyopukara ,,Bo cekaBame,, i p).

ok wn

W3BopHuTE TpydOBUM MMaaT OeJjie3 HAa HAyYHHM TPYAOBHU, MOfeKa TPYAOBUTE KaTErOpU3MpaHU BO
pyopukute 2-5 uMaat Oejie3u Ha CTPYYHU TPYJOBH.

Bo MMII ce o6jaByBaaTt TpygoBu Ha wieHoBuTe Ha MJIJ] wnm Ha WieHOBM Ha JPYTrd CTPYYHH
30pYyKeHHja. ABTOPUTE C€ OJrOBOPHM 3a NOYUTYBAHETO HAa €TUUYKHUTE Hayesla IpPU MEAUIUHCKUTE
UCTpaxKyBamba, a N3HECEHUTE CTABOBU, U3BEICHU O]l aHAjlu3aTa Ha COICTBEHHUTE pPE3yJTaTH, HE ce
HY>KHO U cTaBoBU Ha Penakumjata na MMIT.

PenaknujaTta ru mcnpaka pakoNUCHTE Ha CTPYYHa peleH3Hja; peleH3eHTor (ure) u Pemakimjara ja
onpepenyBaar Ae(UHUTHBHATA KaTeropusalyja Ha PaKONUCOT KOj € INpudaTeH 3a NevyaTewme.
PepakuujaTa ro 3app:KyBa IpaBOTO PaKOIUCUTE /1a ' IeYaTU CIOPe]] PeLeH3UPAHUOT IPUOPUTET.
YnarcrBoro 3a copaboTHunute Ha MMII e Bo corjmacHoct co BaHkyBepckuTe mnpaBuiia 3a
n3eHauYeHn Oapama 32 paKOIUCUTE KOU ce MpaKkaaT 10 OMOMEIMIMHCKUATE CIIUCaHMja.

1. TEKCT HA PAKOIINCOT

CuTe pakONKCHU Ce UCIPaKaaT BO eJIEKTPOHCKA (popMa Ha elleKTpoHcKaTa afpeca (e-mawmi) va MJIJI-
MMII, co gBOEH mpopen U HajMHOTY 28 pefoBH Ha CTpaHuua. TpygoT ce MOAHECyBa Ha AHIVIMCKH
jasuk natunHudeH oHT Tumec Hew Poman ronemmna 12 u ancrpakT Ha MaKelOHCKH ja3uk. JIeBo,
rope u goyy Tpeba a ce ocTaBu clI0OOHA MapruHa Off HajMaJiky 3 cM, a fiecHo off 2,5 cM.. Peganor
Opoj Ha CTpaHWLMTE CE MUIIYBA BO IECHUOT TOPEH aro.

Pakomucor Ha TpymoT Tpeba fa € NpUAPYKEH CO MUCMO Ha MPBUOT aBTOP, CO U3jaBa JieKa MCTHUOT
TEKCT He € BeKe 00jaBeH WM MOoAHeceH/mpudaTeH 3a NeyaTeme BO APYrO CIUCAaHUE WU CTPy4YHA
ny6MKanyja u co MOTBPAA fileKa pakoMMUCOT € MperyiefjaH ¥ ofoOpeH Off CUTe KOaBTOPH, OTHOCHO CO
IpUAPY>KHA IeKJIapaliyja 3a eBeHTyaleH KOH(INKT Ha HHTEPECH CO HEKO] Of aBTOPHTE.

HacnoBnara crpana Tpe6a Ja WMa: HAcllOB Ha MaKeJOHCKW W aHTJIMCKW, UMHUEba U MPE3UMUba Ha
aBTOpUTE, KaKO M WHCTUTYIMATE Ha KOW UM TpHIaraar, AMUEbaTa Ha aBTOPUTE W HACIOBOT Ha
yCTaHOBaTa ce MOBp3yBaaT CO apancky OpOjKU; aBTOP 3a KOpPECIOHJelHja CO CUTEe ieTanu (Tell. e-
Mami); KaTeropmja Ha TPYJAOT; KpaTOK HacloB (o 65 KapakTepu 3aeHO CO MPA3HUOT MPOCTOP);
Kako M mH(poOpMalnuja 3a MPUJOHECOT 3a TPYAOT Ha CeKOj KoaBTop (uWjeja, Au3ajH, coOOMpame Ha
MOJATOIM, CTATUCTHCTUIKA 00paboTKa, MAIITYBamke Ha TPYAOT).

HacnoBoT Tpeba KOHIIM3HO /12 ja u3pa3u cofpKuHaTa Ha TpyaoT. Ce mpenopauysa fja ce n30ernyBa
ynotpe6a Ha KpaTeHKH BO HACIOBOT.

M3BopHNTE TPYAOBH U COONIITYBAKATA FO UMAAT CIEAHUOB (pOpPMaJIEH pefocye/l: HacllOBHA CTpaHa,
M3BaJIOK Ha MaKETOHCKY ja3uK (BOBEJ, METOMH, PE3YJITATH, 3aKIYIOK) CO KIYIHU 300pOBH, N3BAJJOK
Ha MaKe[JOHCKHU ja3WK CO KJIy4HU 300pOBHU, BOBEJ], MaTepHjall U METOAM, Pe3yJTaTH, JUCKycHja U



3aKJIy4OLH, JJUTepaTypa 1 npuiao3u (Tabenu, rpaduld U CIUKN) U JETESHAN 3a MPUIO3UTE BO efleH

caja.

IIpuka3ute Ha caydam Tpeba jja cogpxkaT BOBeJ, JAETalieH NMpHKa3 Ha CIIy4ajoT, AHUCKYCHja CO
3aKJIYYOK W JIUTEpaTypa co MPUIO3H.

N3BagoKkoT Ha MaKeTOHCKH ja3uk Tpeba fa coipxku HajMHOTY 250 300pOBU U Jla Oujie CTPYKTYypHUpaH
CO cUTe OWTHU YMHUTEM M3HECEHW BO TPYAOT: BOBEJ CO IEJTa Ha TPYIOT, METOAOT, pe3yaTaTu (co
HYMEPHUYKHM TOaTOLM) U 3aKJIy4oIH. 3aeHO CO M3BaJJOKOT, Tpeba fa ce JocTaBaT ! 0 5 KIyUHH,
UHJIEKCHU 300pOBH.

N3BajoKoT HA AaHIVIMCKH ja3MK MOpa J1a € CO COAp>KMHA UJIEHTHUYHA CO COfpXKMHATA Ha U3BAIOKOT Ha
MakKeIoHCKH ja3uk. Kiyunure 360poBu Tpeba fa ce Bo coriacHocT co MeCX (Meauman Cubjenr
Xeaunrc) nucraTta Ha Mugen Meaumyc.

Bosenor Tpeba na npercraByBa KpaTOK M jaceH IpHKa3 Ha MCIUTYBAHUOT NMPOOJEM M LEIUTE Ha
UCTPaXKyBawkETO, CO HaBE[lyBahe Ha €TUYKMOT KOMUTET OJHOCHO MHCTHUTYIMjaTa Koja ro ofo0puia
UCTIUTYBakeTO (KJIMHUYKA CTyAdja Koja ce paboTh crmopej NPUHOUNUTE Ha XeJICHHIIKATa
lleKJIapanyja 3a MaqieHTuTe ¥ HUBHUTE MpaBa).

Metopute Tpe6a 1a GMpaT TOYHO Ha3HAYEHHW, 32 Jla CE OBO3MOXH NOBTOPYBaHmE Ha NMPHUKAKaHOTO
ucrpaxyBame. OcoOeHO € BaXHO fa ce MpenusupaaT KpPUTEPHUYMHUTE 3a CceJeKiuja Ha
OIICEPBUPAHUTE Cliydau, BOBEJJCHUTE MOHI/Iq)I/IKaIII/II/I Ha BeKe TIO3HATUTe METOAHU, KaKO Hu
ufileHTu(uKanyja Ha YHOTpeOeHUTEe JIEKOBH CIOpE]l T€HEPUYHOTO HME, JO3UTe U HAYMHOT Ha
aJIMUHNCTpalyja.

Pe3syaraTure Tpeba fga ce mpuKaxkar jacHO, IO JIOTUYEH penocien. Pesyarature ce m3HecyBaaT BO
craggappaute CU epmanmm. Bo TekcToT Tpeba ja ce Ha3HAUM ONTHMAHOTO MECTO Kajie Ke ce
BMETHAT TabelnuTe U WIyCTpalnuTe, 3a 1a ce U30erHe HeMOTPeOHOTO NMOBTOPYBalkhe HAa U3HECEHUTE
noplaToly. 3HauyajHOCTa Ha pe3yiaraTute Tpeba a ce o0paboTH CTaTHUCTHYKH, CO JIeTaJeH ONUC Ha
yInoTpeOeHUTe CTaTUCTUYKKM METONIU Ha KPajoT Ha JIETIOT MeitioOuU.

Hduckycujara Tpeba N[a T'M KHCTaKHE UMIUIMKAUUUTE Off JIOOMEHUTE PE3YJITaTH, CIOPENEHH CO
MOCTOJHUTE CO3HAHUja 3a UCHIUTYBAaHUOT MPOOIIEM.

3akaygonure Tpebda ga He 6upat nogoiaru of 150 300poBH.
2. IIPH/IO3H

Kako npunor-gokymMeHTanyja Ha TPyAOBUATE MPEAJIOKEHN 3a NleyaTehe, MOXKe fia ce IocTaBaar o 5
npwiora (Tabenu, (OUrypu,/CITUKY - HITYCTPAIHH).

TaGemnTe ce mocTaByBaaT Ha KpajoT Ha TPYAOT Bo HcTHOT ajn. Cekoja Tabena Tpeba Ja MMa CBOj
HACJIOB ¥ pefieH Opoj KOj ja MOBp3yBa €O TeKCTOT. XOPU30HTAIHU W BEPTUKAIHY JIMHAN HA TabeaTa
He ce JO3BOJICHH; O3HAKUTE Ha KOJIOHWTE BO TabellaTa ce MUIIyBaaT CKPATEHO WU CO CMMOOI, a
HUBHOTO 00jacHyBam¢ ce MUIIyBa Ha JHOTO Ha TabesiaTa, BO BUJ Ha JIETCHA.

WnycrpanunTe ce IOCTaByBaaT coO pefieH OpOj KaKO CIWKa BO IPHO-0esia TEeXHUKA, a CeKoja CIMKa
Tpeba fla e mpuapysKeHa co Jerenia (Oommuc).

MukpogoTtorpagunre MoxKe fa cogpKaT MOceOHN O3HAKU BO BUJ| Ha CTpeJIKU uiu cumoOonn. ITokpaj
OTIUCOT Ha CIMKAaTa, MOpa fla ce HaBeJe U 3roJIEMYBalkETO M BUAOT Ha OOCHETO Ha MpenapaTor (ako
TOa BeKe He € HallpaBeHO BO CEKIUjaTa Mailiepujan u meiioou).



Cure o3Haku Ha ¢ororpaduure Mopa ja OujgaT JOBOJHO TOJEMH, 3a Ja MOXE jacHO Jla ce
pacno3HaaT M 1O CMallyBakbeTO BO MeYaTHUIATA, NMPU HUBHOTO BKIyUyBame BO IeyaTeHaTa
CTpaHMIIA HA CIIMCAHUETO.

3. JIUTEPATYPA

LuTupanara nurepaTtypa ce nuiIyBa Ha KpajoT Ha TPYAOT IO 3aKJIyUOIUTE, CO PEIHA OPOEBU CIIOpEN
penocaenoT Ha 0jaByBalk€TO Ha IIUTATOT HA TEKCTOT Ha TPYJAOT CTAaBEHH BO CPEIHM 3arpaju u 6e3
pocTop Mefy HUB (aKO ce MOCIe0BaTEN A Tpeba 1a ce MOBP3aHy cO IPTHUKa, Ha np. 113-6K).
JIutepaTypara ce @uTUpa Ha CICIHUOB HAuWH (KpaTEHKHUTE 3a HACIOBHUTE Ha CIUCaHWjaTa Tpeba na
ce criopep nucrara npugarenu Bo Mugen Menuiyc):

a) ciawuja 60 cuucanue (ce HaBeyBaaT CUTE aBTOPH, aKO ' UMa JI0 4 WU TIOMAJIKY; aKO TH UMa
noBeke off 4 ce HaBelyBaaT NMpBUTE 3 aBTOpW W ce jopaBa: u cop.) Hernmma JIT Meagowmc AT,
PoGucon JIJ1 ez aa. Cenonp HeomnacMce adprep amyTe JISMIXOOJACTUL JIeyKeMua uH nxuigxoon. H
Enra J Mepn 1991; 325:1330-6.

0) 3aeOHu4Ku asuiop

I'MBUO (MutepaucuumnuHaps rpoyn ¢op HaHIep nape eBallyaTnoH). PeqynuHr fuaraocTur fenas
uH Opeact nanuep. [loccubne Txepaneyrun ummmnaTuonc. Llanuep 1986; 58: 1756-61.

B) Oe3 asiuop - anHoHUMHO. Bpeact cupeeHuHr: Hew eBujieHle. (Eouitiopuana Jlanyeiu 1984; u :1217-
8).

r) llozaasje 60 KHUzZa uau monozpaduja

Weuncrenn JI, Cwapt3 MH. Ilarxorenun npomneptuec od WHBAagUHT MumpoopraHucmc. Bo:
Cogeman HA Jp, Comeman WA, Ex. IlarxoreHul] NXSCHOJIOTS: MelXaHUCMC o pAmceace.
[Ixunangennxua; b b Caynnepc, 1974: 457-72.

[TpBuTe oTHEeyaTonM Ha TPYIOBUTE UM Ce MTpaKaaT Ha aBTOPUTE 3a KOPEKIFja: aBTOPUTE CE TOIKHU
KOPUTHUPAHHUOT OTIEYaTOK jla U To BpaTaT Ha Pemakiujara Ha MMII Bo pok of 2 neHa.

Anpecara na Pegakuujara
ame I'pyes Op. 3
I'papcku sup 6mox U,
1000 Ckorje,

Ten.: ++ 389 02 3162 577

Enexkrponcka anpeca (E-mann): Miai2KyHeT. oM. MK

N3BectyBame 3a uneHopute Ha ML/

CuTe IITO caKkaaT M HATAMY /1a 0 A00MBAAT CHUCAHHETO TPebda Aa ja MMAaT yIUIATeHO WIEHAPUHATA
3a 2019 roquna Bo BucuHa ox 600 nenapu um 3a Toa na ja MHGoOpMHUpaaT CTpPyYHATA CJIyxk0a Ha
MakeIoHCKO JIeKapCKo APYLITBO, MMCMEHO WJIM NPeKy TeaedoH.

Jerasnu nHdopmanuu Moxere 1a 1oouere Ha Tejedonor Ha Jpymreoro 02 3 162 557.
N3BecTyBame 3a penensenture 3a MMII
Bo ckaanx co npaBuiaHukoT Ha YKHUM penenzeHTUuTe IITO HABPEMEHO M OArOBOPHO Ke ja oxpadorat

peunen3ujata ke nooujat 0.4 Goma Kom ce codMpaaT 3a yHampeayBamke€ BO aKAJAEMCKHTE 3Bamba.
BonoBuTe MoKaT 1a ce 100UjaT U peTporpagHo npexky modapysame Bo MJI/I - 3162 557.
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