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Betimi i Hipokratit

Né castin kur po hy né radhét e anétaréve té profesionit mjekésor
premtoj solemnisht se jetén time do ta vé né shérbim té humanitetit.
Ndaj mésuesve do ta ruaj mirénjohjen dhe respektin e duhur.
Profesionin tim do ta ushtroj me ndérgjegje e me dinjitet. Shéndeti i
pacientit tim do té jeté brenga ime mé e madhe. Do t'i respektoj e do
t'i ruaj fshehtésité e atij qé do té mé rréfehet. Do ta ruaj me té gjitha
forcat e mia nderin e tradités fisnike té profesionit té mjekésisé.

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

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

X The Oath of Hippocrates

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

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

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

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

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

My colleagues will be my brothers.

A R T
F

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

......
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IMMUNOGENETIC ASPECTS OF THE ORIGIN OF PREECLAMPSIA

Maja Pejkovska Ilieva” Mirjana Kjaeva Pejkovska?, Ana Pejkovska Ilievska’

L3University St. Cyril and Methodius, Faculty of Medicine, Skopje,
2PHO HCS Institute for mental health for children and adolescents - Youth, Skopje
Republic of North Macedonia

Medicus 2020, Vol. 25 (2): 140-145
ABSTRACT

The combinations of genes of the fetal HLA-C and the maternal KIR affects the pregnancy outcome.

Objective: to examine patients in second trimester of pregnancy by predicting that a change in the immune
response may be demonstrated before the development of preeclampsia symptomatology.

Material and Methods: For the purpose of this study, 100 patients were examined in the second trimester, at the
University Clinic of Gynecology and Obstetrics and at the Institute of Immunobiology and Human Genetics in
Skopje, which analyzed serum levels of cytokines, proinflammatory compared to antiinflamatory antibodies.

Results: The results were obtained using ELISA methodology. Of the above 100 patients, 21% developed clinical
preeclampsia syndrome. In them, there was a change in values in addition to an increase in TNF - ¥, IL-6, IL-2, IL-1K
at the same time a tendency for a decrease in 1L-10 was observed. IL-4 showed no variation in its value.

Conclusion: In our research paper, proinflammatory interleukin TNF-K increases, and by means of Pearson’s
correlation between variables it is verified that not only does it grow, but it grows concurrently with IL-6, which
is a statistically significant result, or p <0.05. IL-1¥ increases concurrently with TNF-K, which corresponds to the
following studies in support of our study.

Key words: immunogenic aspects, prediction of preeclampsia, interleukins

INTRODUCTION classical HLA-C (human leukocyte antigen) and the
nonclassical HLA-E, HLA-F and HLA-G class I ligands each
with their respective roles in the immune acceptance
of the fetus (4). HLA-C promotes cell degranulation and
secretion of granulocyte macrophage colon-stimulating
Immune balance is the most important and from its factor (GM-CSF) and tumor necrosis factor (INF). HLA-E
maintenance derive excreted circulatory cytokines, both  hag a role in early implantation from the 5th to 7th
proinflammatory and antiinflammatory (2). weeks of gestation. HLA-G has a controlling or that is a

The major histocompatibity complex MHC I class over restrictive role on the cytotoxic effect of uNK cells, i.e.
expressed by extravillous trophoblast, interacts directly it p.romotes immunoto?eran'ce by .inhibiting the role of
with numerous receptors for natural killer cells (uNK) and proinflammatory cytokines including IFN- ¥, TNF, IL-1¥,

thereby transmit either inhibitory or activating signal to 116 (5.
their cytotoxicity and production of cytokines (3). uNK cells are responsible for producing cytokines and

The MHC 1 class express a unique combination of the Several growth factors, but are also responsible for

In healthy pregnancies, reduced Th1/Th2 ratio in favor of
higher Th2 cell counts in the peripheral circulation of the
mother maintains an immune tolerance to the fetus (1).
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producing multiple factors whose receptors are located
precisely on the primary extravillous trophoblast. For
example, uNK cells produce high levels of IL-8, INF-H,
TNF, TGFB1, CXCL10 as well as angiogenic factors such as
VEGF-A, VEGF-C, and PGF (6). Maternal-fetal interphase
produces receptors for these ligands by the extravillous
trophoblast itself. The IL-8 receptor is CXCR1, the CXCR3
is CXCL 10 receptor (7), while TNFR1as well as VEGFR-1and
VEGFR-3 later bind to VEGF-A and VEGF-C respectively (8).
TNF and IFN- [ have the potential to inhibit trophoblast
migration and invasion by inducing an increase in PAI
expression and promoting MMP-induced proteolysis (9).

Macrophages, on the other hand, are divided into two
groups: MI, representing the proinflammatory group,
more specifically secreting 1L-6, TNF and IL-8, as well
as the M2, i.e. the anti-inflammatory phenotype with its
typical M2 markers as CD209 and CD206 that directly
secrete IL-10 and TGF-¥ (10). Decidual macrophages
have the ability to suppress T cell activity and induce T
regulatory cells. The association of HLA-G homodimers
with macrophage-associated leukocyte immunoglobulin
like receptor Bl (LILRB1) has been shown to increase
secretion of IL-6, IL-8, and TNF.

There is some evidence to suggest that in cases of
preeclampsia, polarization to the M1 type of macrophages
is likely to exacerbate proinflammatory cytokine
production (11).

In contrast, M2, i.e., anti-inflammatory cytokines such as
IL-10 and TGF-¥, restrict extravillous trophoblast to its
migratory potential.

Disruption of the KIR (killer-cell immunoglobulin-like
receptor) interaction with uNK cells with HLA-C on
the interstitial trophoblast gives an abnormal decidual
immune response resulting in inappropriate remodeling
of the spiral arteries (12). It is presented on Figure 1.
Vinketova et al. (2016). Human Decidual Stromal Cells as
a Component of the Implantation Niche and a Modulator
of Maternal Immunity (25)

In preeclampsia, there is a limited invasion of the spiral
arteries only to the superficial layers of the decidua.

Failure of trophoblast invasion results in decreased
uterine perfusion pressure and consequently placental
ischemia.

In that function, blood samples as well as placenta
samples at genetic level are analyzed in details.

Numerous homologous KIR genes are mapped to the
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19q chromosome and the two basic genetic clusters are
classified as haplotypes A and B. The first type encodes
KIR, thus inhibiting natural killer cells, while the second
type stimulates it.

Preeclampsia is more common in homozygous and
inhibitory A haplotypes (AA) than in homozygous B (BB)
(13).

The HLA-G gene polymorphism is a gene located
at 6p21.3 and belongs to the HLA1 class and has an
immunosuppressive effect. It is an important feature
implicated in modulating the mother’s immune system
in terms of inhibiting pregnancy when the mother makes
contact with the fetus. It is associated with recurrent
miscarriage and preeclampsia (14).

Trophoblast expression of CD200 and CD200R promotes
the production of inflammatory cytokines in the
preeclamptic placenta (15).

In preeclampsia, trophoblast produces significantly more
TNF-X, STNFR-1, IL-6, and IL-8, as well as significantly less
IL-10, compared to trophoblast in normal placenta. That
is, reduced regulation of CD200 expression results in an
imbalance of elevated Thl cytokines and decreased Th2
cytokines in the production of placental trophoblast in
preeclampsia.

The risk of complications from preeclampsia during
conservative (expectative) treatment is development of
severe hypertension (10-15%), eclampsia (0.2-0.5%), HELLP
(hemolysis, elevated liver enzymes, thrombocytopenia
1-2%), abruption of the placenta (0.5-2%), fetal growth
restriction (10-12%), and fetal death (0.2-0.5%) (16).

In contrast, emergency deliveryis associated with preterm
neonates and thus the need for stay and treatment at the
intensive care unit, neonatal respiratory complications
and an increase in neonatal mortality.

With the hypothesis that a change in the immune
response may be demonstrated before the development
of preeclampsia symptomatology, patients in the second
trimester were examined.

MATERIAL AND METHODS

For the purpose of this study, 100 patients were
examined in the second trimester, at the University
Clinic of Gynecology and Obstetrics and at the Institute
of Immunobiology and Human Genetics in Skopje, which
analyzed serum levels of cytokines, proinflammatory
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compared to antiinflamatory antibodies. Patients signed
informed consent to participate in the study. Important
anamnestic data were obtained and an ultrasound
examination was performed.

The results were obtained using ELISA methodology.
Of the above 100 patients, 21% developed clinical
preeclampsia syndrome. In them, there was a change
in values in addition to an increase in TNF - ¥, IL-6, IL2,
IL-1¥ at the same time a tendency for a decrease in IL-
10 was observed. IL-4 showed no variation in its value. A
statistically significant result was obtained, with p <0.05
in relation to the values obtained from patients who were
affected, compared to those who did not develop clinical
signs of preeclampsia. It is presented in Table 1: Results
from the examined interleukins, with correlation of
proinflamatory and antiinflamatory and in the Table 2:
Pearson correlation coefficient in women with developed
clinical preeclampsia syndrome..

The sensitivity and specificity of the interleukins were
calculated individually, sensitivity of TNF-¥ -91% and
specificity of 41%, IL-6 85% with 40% respectively, IL-4
46/49%, 11-10 95/25 %, IL-1 83/29%, 1L-2 77/35%.

Amongthem, i.e., the mutualincrease of proinflammatory
cytokinesis 78-91.2% sensitivity for a predictive parameter.

DISCUSSION

Considering feto-maternal microchimerism as clearly
recognized in normal pregnancy, fetal cells are those that
continuously induce maternal immune activation verified
by detecting anti-fetal HLA antibodies in the mother’s
serum during pregnancy. The fetal cells themselves are
clearly separated from the mother’s immune system and
are contacted by the fetal extravillous trophoblast which
in turn has a low antigenic effect due to poor expression
by classical MHC class I (except HLA-C) and MHC class I1.

Fetal antigens are presented through the maternal antigen
presenting cells (APCs) of the fetal maternal interphase,
that is, the decidua. In fact, up to 50% of the decidual
cells make up the maternal immune cells. Therefore, the
decidua is an important site of events where the maternal
immune system encounters fetal antigens and creates a
mechanism of tolerance. It is therefore not surprising
that recurrent miscarriages as well as preeclampsia
occur due to impaired immune tolerance.

The most commonly studied variant of preeclampsia is
the -308G> A transition region of the promoter region,
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which is associated with increased production of TNF-
and increased risk of preeclampsia, but also diabetes
mellitus type II, coronary artery disease and dyslipidemia.

On the other hand, variation in IL-10 values in the
pathogenesis of preeclampsia have been investigated,
providing an appropriate inflammatory response to
trophoblast cells resulting in appropriate invasion and
remodeling of the spiral arterioles.

Studies have suggested that preeclampsia may be a
consequence of the development of cardiovascular
disease, renal disease, several years after the end of
pregnancy (17).

Increased values of microalbuminuria up to 5 years
after pregnancy have been demonstrated in women
with preeclampsia. This finding is compatible with the
presence of underlying unrecognized renal disease or the
damaging effect of preeclampsia on the kidney (18).

It has been diagnosed so far when symptoms of
hypertension, proteinuria, deviations in laboratory
parameters in addition to an increase in degradative
products, and a decrease in protein derivates in the
blood and the presence of proteinuria, subsequently rich
symptomatology of sight disorder, have been developed.
Edema, develops or worsening of the mother’s condition
or endangerment of the fetus.

Many authors and colleagues appreciate Professor
Redman as one of the founders of the understanding of
the etiology, pathology, diagnosis and management of
preeclampsia. The importance of the immune system
and the presence of immune factors Redman analyzes
in detail (19). The inflammatory response according to
him, is induced by placental particles, ranging from
large deposited multinuclear fragments to subcellular
fragments distributed along the placenta surface.
Changes in the number and magnitude of syncytrophobic
exosomes and microscopic dimensional damages of the
blood vessel are very important in maternal preeclampsia
syndrome. Yanfang Guo is al. through numerous
studies elaborates the immunological base as a trigger
in the maternal systemic circulation (20). Walker ]J
elaborates on the same topic, arguing that it is a failure
or deficiency in the normal defense mechanism to the
fetus. Interleukins such as IL-6, IL-8, and TNF-X co-grow
with lipid peroxidase, proving their monocyte origin (20).
Stimulated monocytes produce free radicals that cause
oxidative damage. Maternal cells are protected from
plasma and intracellular oxidants.
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The very imbalance between oxidants and antioxidants
and subsequent change in membrane oxidation leads to
instability of membrane permeability which is the basis
of clinical manifestations of preeclampsia. To modify
both genetic modification and differentiation in the
production of TNF-¥ and nitric oxide enables modification
in the development of the disease (21).

In our study, proinflammatory interleukin TNF-X
increases, and by means of Pearson’s correlation between
variables it is verified that not only does it grow, but it
grows concurrently with IL-6, which is a statistically
significant result (p <0.05). IL-18 increases concurrently
with TNF-K, which corresponds to the following studies in
support of our study.

Siddiqui et al. have found the presence of agonist
autoantibodies to the angiotensin type 1 receptor (AT1-
AA). (22) Their amount correlates with the severity of
the mother’s clinical condition. Jensen et al. find that
CD19 (+) CD5 (+) from the B lymphocyte population are a
potential source of AT1-AA and are significantly higher in
preeclampsia and in advanced pregnancy (23).

Krasnyi AM et al. in 2018 performed a detailed and
complex analysis of the ratio of total and fetal DNA to
cytokines, which resulted in a significant increase in IL-6
in preeclampsia and the same values are in significant
correlation with fetal extracellular DNA in mothers with
preeclampsia (24).

CONCLUSION

In preeclampsia, an increased amount of circulating
proinflammatory cytokines activate the endometrium,
provoking exacerbation of the systemic immune response.

The immunogenetic aspects of the origin of preeclampsia
are very important and they need to be emphasized
and to be in the final results of the investigation of
this condition. In view of the above, there is a need for
additional methods in the early diagnosis of pregnant
women with preeclampsia before it is even manifested.

Predictive importance is perceived in order to prevent
the pathological condition by appropriately prescribing
therapy, counseling, a hygienic diet and careful
monitoring of the health of both the mother and the
fetus.
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Table and Legends
Table 1: Results from the examined interleukins, with Figure 1. Vinketova et al. (2016). Human Decidual Stromal
Cells as a Component of the Implantation Niche and a
Correlation of proinfllamatory compared to antiiflamatory Modulator of Maternal Immunlty (25)
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Table 2: Pearson correlation coefficient in women with
developed clinical preeclampsia syndrome.
TNF-K IL-6 IL-10 IL-1K IL-4 IL-2
Pearson correlation
coefficient 1 0.256 -0.053 0.505 b -0.138
TNF-K P significance 0.305 0.833 0.032 ) 0.586
Number 21 21 21 21 21 21
Pearson correlation
coefficient 0.256 1 -0.356 -0.193 b 0.273
IL-6 P significance 0305 0.146 0442 . 0274
Number 21 21 21 21 21 21
Pearson correlation
coefficient -0.053 -0.356 1 0.004 b 0.016
11-10 P significance 0.833 0.146 0.987 . 0950
Number 21 21 21 21 21 21
Pearson correlation
coefficient 0.505 -0.193 0.004 1 b 0.392
11 P significance 0.032° 0442 0.987 . 0107
Number 21 21 21 21 21 21
Pearson correlation
coefficient b b b b b b
Ii-4 P significance . . . . .
Number 21 21 21 21 21 21
Pearson correlation
coefficient -0.138 0.273 0.016 0.392 b 1
IL-2 P significance 0,586 0274 0.950 0.107 .
Number 21 21 21 21 21 21
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ABSTRACT

Purpose: The main objective of this paper is to evaluate the value of surgical approach in the treatment of children
with the vesicoureteral reflux (VUR) through a retrospective study.

Material and method: Retrospective study was prepared for the period, from January 2006 until December 2014
on children with symptomatic VUR who were surgically treated. Number of children who were treated was 72, of
whom 56 were female and 16 were male, aged between two and 16 years. They were treated with IV and V grade
reflux ureters. 32 of the unilateral refluxes were left-sided, 18 right-sided, and 22 both-sided. VUR was diagnosed
with Voiding cystourethrography (VCUG). The operation was performed under general endotracheal anesthesia.
Cohen technique was performed in 64 patients or 90%, Politano-Lead better technique in 4 patients or 5% and
Lich-Gregoir technique in 4 patients or 5%.

Results: Out of 72 treated patients, 69 patients had post-operative negative finding of VUR on the performed VCUG,
indicating a high 95% success rate. In three girls, persistent post-operative reflux was found in postoperative
VCUG. In the first patient persistent VUR was unilateral, of the V-grade. The second patient a third-degree VUR
was found and the third patient was diagnosed with II grade VUR. Post-operatively, non-febrile UTIs (urinary tract
infections) were diagnosed in 23 patients (20 female children and 3 male children) out of a total of 72 patients.
One female child was hospitalized with febrile UTI, and 8 patients or 10% developed febrile UTI within one year of
operative treatment.

Conclusion: Open surgery, despite excellent results is used for more complicated cases, VUR grade IV - V or in
previously failed cases and it does not appear to provide definitive correction of VUR in all patients and does not
prevent certain low incidence of UTI postoperatively. Non-febrile UTIs can occur several years after a surgical
correction. Endoscopic treatment is an alternative treatment for VUR.

Key words: children, vesicoureteral reflux, surgical treatment.

INTRODUCTION abnormalities: posterior urethra valve (PUV) (60%), cloaca
(60%), and duplex kidney (46%)(2,3,4). Primary VUR may
be due to either abnormal position or integrity of the
ureterovesical junction (UV]) (60%), and duplex kidney
(46%) (2,3,4). The risk for primary VUR varies based on
ethnicity, gender and age. Reflux is usually a congenital
defect. In most cases, the reflux is lost with the child’s
development. VUR is defined as active if it occurs during
a micturition, while VUR is passive if it is manifested
during bladder filling. There are two forms of VUR:

Vesicoureteral reflux (VUR) represents the retrograde
flow of urine from the bladder to the upper urinary tract.
The true prevalence of VUR is unknown due to the fact
that many children are asymptomatic. The prevalence
of VUR in pediatric population has been estimated
to be 0.4-1.8%(1). The prevalence of VUR is significant
in the siblings of patients with VUR (46%), children
with urinary tract infections (UTI) (30%), infants with
prenatal diagnosed hydronephrosis (16%) and urogenital
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primary and secondary.

Primary VUR as the most common form of reflux, is due to
incompetent or inadequate closure of the ureterovesical
junction (UV]), which contains a segment of the ureter
within the bladder wall (intravesical ureter). Normally,
reflux is prevented during bladder contraction by fully
compressing the intravesical ureter and sealing it off
with the surrounding bladder muscles.

Secondary VUR is a result of abnormally high voiding
pressure in the bladder that results in failure of the
closure of the UV] during bladder contraction. Secondary
VUR is often associated with anatomic (eg, posterior
urethral valves) or functional bladder obstruction (eg,
bladder bowel dysfunction (BBD) and neurogenic bladder
(5).

In the majority of cases, UTT is diagnosed when evaluating
aurinary tract infection. Reflux in children is often hidden
behind the symptoms of acute, chronic or recurrent
urinary infection. In some cases, VUR is “accidentally”
diagnosed when screening patients at risk (those with a
parent, brother or sister with reflux, polycystic kidney
or hydronephrosis). Visualization after first urinary tract
infection is indicated in all children younger than 5 years
with urinary tract infection, children of any age with
febrile urinary tract infection, as well as children with
pre-identified hydronephrosis.

A routine renal and bladder ultrasound is obtained in any
child after an initial UTI to assess the size and shape of the
kidneys, and to detect any renal anatomical abnormality.

Laboratory examination: urine culture, Blood counts,
serum C-reactive protein, and other hematological tests
are routinely determined(6).

VCUG is the gold standard for diagnosing VUR, giving
accurate anatomical details and gradation of reflux.
Radionuclide cystography (RNC) is also used to detect
reflux. Its advantage is the reduction of radioactive
exposure, and its weakness is the distortion of the reflux
levels. Radioisotope methods: static (DMSA) and dynamic
(DTPA) renal scan for visualization of scar changes, renal
function assessment and urine transport dynamics(7,8).
Dimercaptosuccinic acid (DMSA) renal scan is superior
in detecting renal cortical abnormalities compared with
other imaging modalities and should be obtained in
patients who are at risk for scarring or appear to have
loss of renal parenchyma on renal ultrasound.

The VUR grading system was proposed by the
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International Committee for Reflux Study, established
in 1981(9,10). In 1981, The International Reflux Grading
System proposed a 5-degree VUR system. The degree of
reflux is assessed after VCUG. It defines the extent to
which the reflux ranges, as well as the appearance of the
ureter, renal pelvis, and calyx.

Grade I - reflux at the beginning of the urethra.
Grade II - reflux in ureter and pyelon with normal cups.

Grade III - moderate dilation of the urethra, the pylon and
the cups.

Grade IV - Moderately pronounced dilatation of the
urethra, the pylon with ureteral puncture, as well as
marked dilatation of the cups but with papillary prints.

PPN

Graget Grasen Gt W Grage v Gt
Fig. 1 Degree of VUR (International Committee for Reflux

Study - 1981)

Hutch in 1952 initially described the technique of
elongating the intravesical ureter to create an anti-reflux
valve in paraplegic patients with VUR (11). Since then,
multiple additional techniques have been described.

MATERIALS AND METHODS

This retrospective study was realized for the period
January 2006 until December 2014 in children with
symptomatic VUR who were surgically treated at the
University Clinical Center, Department of Pediatric
Surgery in Prishtina, Kosovo. Grading of the severity
of reflux in all patients was made according to the
International Reflux Study committees in 5 groups.
The degree of reflux is estimated based on VCUG.
Generally accepted indications for surgical treatment
were the following: high-grade reflux, low probability of
spontaneous resolution, after unsuccessful endoscopic
treatment, renal scarring, recurrent pyelonephritis,
breakthrough febrile UTI while on continuous antibiotic
prophylaxis, parental preference(10).

Number of children who were treated was 72, of whom
56 were female and 16 were male, aged between two and
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16 years. Refluxiv ureters of grade IV and V were treated.
VUR was diagnosed with VCUG. The operation was
performed under general endotracheal anesthesia.

Open repairs prevent reflux by increasing the length of
the intravesical ureter, facilitating compression of the
ureter against the detrusor muscle during bladder filling
(Table 1). These procedures generally require inpatient
hospitalization for management of post-operative pain
as well as temporary urinary catheter drainage. In
contrast, endoscopic repair is an outpatient procedure
with minimal post-operative pain and no need for
urinary catheter. The average time of the intervention
was about 80 minutes in unilateral reflux and in bilateral
reflux was about 110 minutes. During the operation,
only 10 % of patients received 1 dose of unit of blood or
blood derivate. After the open surgical operation, all
patient received double antibiotic therapy (ceftriaxone
and aminoglycoside). All patients usually received pain
therapy for 3 days. Hematuria was noted in all children
in duration from 3 to 4 days. The majority of children
had no need for blood transfusion. Urinary catheter is
extracted at the 7th postoperative day. Retrovesical drain
wasn’'t necessary in all patient. Retrovesical catheter was
present only in few of them and it was removed after
2 days. Ureteric stent was placed in only 2 cases. After
removing stent and catheter, control ultrasonography
was performed. Complete blood count, examination of
urine sediment, urea, creatinine, was made every second
day.

The postoperative evaluation protocol included renal
echo and VCUG after 3 - 6 months. If VCUG and renal
ultrasound are normal, prophylaxis with antibiotics is
discontinued. Follow-up lasted an average of 4 years.

RESULTS

Out of 72 surgically treated patients due to VUR , 56 were
female and 16 were male (Fig 2.) aged between two and 16
years. Refluxiv ureters of grade IV and V were treated. 32
of the unilateral refluxes were left-sided, 18 right-sided,
and 22 two sided. A total of 94 ureters were treated.
(Tablel.) VUR was diagnosed with VCUG. 64 patients or
90% of cases used the Cohen technique, 4 patients or 5%
used the Politano-Leadbetter technique and 4 patients or
5% the Lich-Gregoir technique (Fig 3).

The average age of operated children was median of x
= 5 years. Indications for surgical intervention were
pronounced grade of UTI (patients with grade IV and V).

Original scientific paper

The postoperative evaluation protocol included renal
ultrasound and VCUG after 3 - 6 months. If VCUG and
renal ultrasound are normal, prophylaxis with antibiotics
is discontinued. Follow-up lasted an average of 4 years.

In this study are included 72 patients, out of which 69
patients had normal postoperative VCUG, representing a
95% success rate. No patient had significant postoperative
hydronephrosis on postoperative renal ultrasound.
Persistent postoperative reflux was found in three
patients. One was a female child with unilateral VUR
grade V, and the other girl had grade III reflux . In the
third patient, also a female child, a grade II VUR was
found, which we expect to spontaneously recede. Also
included in this study are cases of postoperative urinary
tract infections (UTIs). Non-febrile UTIs were found in 23
patients (20 female and 3 male children) out of a total of
72 patients. One patient, a female child, was hospitalized
due to febrile UTI, and the other 8 patients or 10% had
febrile UTI. These UTIs are diagnosed up to one year after
surgery.

Average time of hospitalization for these patients was 7
days (from 5 to 9 days)

One sided surgery was used in 50 patients with VUR of
the left or right ureter, and bilateral surgery due to VUR
was performed in 22 patients.

Desired results represented the achievement of
proportion for the length of the submucosal tunnel of
the ureter to the ureter 4-5:1. With the open surgical
technique, 72 ureters showed lowering of the rate of VUR
by three or more grades.

Tablel. Characteristics of the study group

Male | Female | Male | Female
Number and percentage 0 0
of patients 16 56 22% 78%
Total number of ureters | 94 100%
Left sided refluxes 32 34%
Right sided refluxes 18 19%
Two sided refluxes 22 47%
Patients treated with 0
Cohen method 64 90%
Patients treated with
Politano-Leadbetter | 4 5%
method
Patients treated with 4 59
Lich-Gregoir method ?
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Fig 2. Percentage of the side of ureter affected

Fig.3. Percentage of surgical methods used for VUR
treatment

DISCUSSION

VUR is the most common uropathyin children. Treatment
of children with reflux tend to prevent kidney infection,
kidney damage and complications caused by kidney
damage. Treatment included: pharmacotherapy, surgical
treatment and monitoring. Although spontaneous
resolution in primary reflux is about 70%, it is common
in children younger than 5 years and in lower grade of
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reflux (gr I, gr II). It is considered that Grade III reflux
has spontaneous resolution of 50%, and the resolution
is less likely in children over 5 years. It is unlikely that
expressed reflux will spontaneously withdraw. Sterile
reflux usually does not lead to reflux nephropathy. Long
term antibiotic prophylaxis in children is considered
safe, and surgery used to corrected the VUR is highly
successful (12,13). Antibiotic prophylaxis is considered
successful if child doesn't get urinary infection; doesn’t
develop kidney damage, and scaring in parenchyma and
the VUR spontaneously resolves (14).

Anticholinergic and bladder treeing can reduce symptoms
of dysfunctional voiding and risk of infection.

Depending on sex, age of the patient, grade of reflux, the
changes in the renal parenchyma, systemic changes that
can note in the presence of VUR will decide which type of
treatment would be appropriate choice for the particular
patient. Each treatment is indicated in varying degrees of
development of the disease (15).

Open surgery involves modification of dysfunctional
ureter - vesical circuit, which creates a ratio of 4:1 to 5:1
in the length for intramural ureter to the diameter of
ureter (16).

Surgical correction of VUR hade excellent results. The
success rate was about 95%. Urinary tract infections have
been reported in the postoperative period. The risk of
anesthesia as well as the general surgical risks of open
surgery should not be neglected (17).

Open surgery, despite its excellent results, does not seem
to promise a definitive correction of VUR by eliminating
the possibility of UTIs. Non-febrile UTIs can also occur
several years after surgery.

The International Reflux Study, demonstrates the
incidence of UTI and febrile UTI in a 10-year study in
patients undergoing open surgery. Some of the operated
children in this series with pyelonephritis had early
surgical complications with ureteral obstruction(18).
Recurrent reflux was rare, and other factors such
as urinary diffusion were the main cause of these
recurrences. Most patients were not febrile and were not
accompanied by VUR.

Although statistics shows that open surgical technique
is superior to endoscopic procedure, however endoscopy
proved better in terms of time of verticalization of the
patients, the need to receive additional drug therapy,
blood loss during operation and the duration of the



At

operation (19). But we cannot favor any operational
method because we believe that both methods have their
indicational area in appropriate developmental stage of
VUR (20).

CONCLUSIONS

Open surgical procedure is reserved for more
complicated VUR cases (grade IV-V), and for patients with
previously failed endoscopic procedure. This surgical
method is superior in terms of satisfactory end results.
This is relatively inexpensive method, but the time
of verticalization of the patients, the need to receive
additional drug therapy, long time of operation and
anesthesia, increases the cost.

Summary points

Children with VUR are more likely to develop acute
pvelonephritis and renal scarring compared to children
without VUR.

Surgical correction of VUR reduces the occurrence of
febrile UTIs.

The 2010 AUA guidelines recommend consideration
of surgical (open or endoscopic) correction of VUR in
patients receiving continuous antibiotic prophylaxis with
a febrile breakthrough UTL

Pre-operative reflux grade is the single most important
factor affecting the success rate of endoscopic injection.

Patients with febrile UTI following treatment with
endoscopic injection should be evaluated with VCUG to
rule out recurrent VUR.
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ABSTRACT

Objective: The aim of this study was to evaluate the predictive values of procalcitonin (PCT) as a early diagnostic
and prognostic biochemical marker for sepsis in newborns in correlation withC reactive protein (CRP) and white
blood cells count(WBC). Methods: In a prospective study, 110 newborns with two or three clinical signs of sepsis
who admitted at the Intensive Care Unit (ICU) at the PHI University Clinic of Pediatric Diseases-Skopje were
included . Diagnosis of sepsis in newborns diagnosed according to standard protocols for diagnosis of disease.
Sample for blood culture, PCT CRP and WBC obtained by peripheral venous puncturewere taken the first at
the admission, before initiation of antibiotic therapy in newborns suspected of sepsis, the second on 3-5 days
and the third 6-14 days. Results: 110 newborns were recruited. At first 24 hours of the admission , PCT have a
higher discriminative ability than the WBC in distinguishing a bacterial infection from another inflammatory
process the early infection diagnosis, and also found to have been more reliable than that of the CRP. The highest
average values of PCT (40.37+53.79) were measured during admission with a subsequent sharp jump. The highest
average values of CRP were measured (42.17£61.84) after the second during with a subsequent sharp jump. In the
three measurements they had an average value WBC (16.83+8.35, 16.71=9.64. 16.31+11.72).Conclusion: The values
of procalcitonin (PCT) is a important clinical significance in diagnosis treatment and predicting the prognosis of
newborns with sepsis.

Keywords: sepsis, Procalcitonin (PCT), C-reactive protein (CRP), white blood cells count (WBC)

system to the newborns[2,3]. Newborns can become

infected in utero or during delivery as they pass through
INTRODUCTION the vaginal canal. Late-onset sepsis develops within 3to 7
days after birth,usually be caused by a late manifestation
of vertically transmitted infection,newborns that require
intravascular catheter insertion, or other invasive
procedure that disrupts the mucosa.Preterm newborns
are at higher risk for sepsis than term newborns, as
they tend to require more invasive procedures than
term newborns[4,5,6].Early recognition and treatment
significantly improve outcomes in newborns with sepsis
infections. Initial treatment should lead to stabilization
and correction of metabolic, circulatory and respiratory
disorders],7,8]. Diagnosis of infection caused by bacteria or
other microbiological organisms is essential for effective
treatment and prognostic assessment evaluation. Initial

Neonatal sepsis is a common and life-threatening disorder
in newborns at the intensive care unit.. Despite advances
in perinatal medicine and the introduction of the latest
life-saving procedures and antibiotics, sepsis remains
the most important cause of morbidity and mortality.
Sepsis is the systemic response to infection by microbial
organisms and it is a leading cause of major cause of
mortality and morbidity in newborns with the highest
incidence occurring among infants of very low birthweight
and gestation[1]. Early-onset sepsis develops in the first
2 to 3 days after birth.Early-onset sepsisis caused by the
transmission of pathogens from the female genitourinary
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administration of antibiotic therapy is often either
unwarranted or delayed, due to the fact that the clinical
signs of sepsis are very nonspecific and there are still no
reliable and trustworthy laboratory indicators.[9,10,11].

One promisingbiochemical marker hasbeen procalcitonin
(PCT), whose concentration has been found to be elevated
in sepsis[12].PCT is widely used together with other
biomarkers, such as C reactive protein (CRP) and white
blood cells (WBC) count.Procalcitonin (PCT) is more
specific than other inflammatory markers in identifying
newborns with sepsis and can be used to diagnose
bacterial infections. Rapid elevation in the concentration
of procalcitoninPCT is a promising indicator of sepsis
in newly admitted critically ill newborns capable of
complementing clinical signs and routine laboratory
parameters, makes it an ideal biochemistry markerfor
bacterial infection[13].

MATERIAL AND METHODS

In a prospective study, 110 newborns with two or three
clinical signs of sepsiswho admitted at the Intensive
Care Unit (ICU) at thePHI University Clinic of Pediatric
Diseases-Skopje were included . Diagnosis of sepsis in
newborns diagnosed according to standard protocols
for diagnosis of disease.The clinical criteria taken as
indicative of sepsis in newhorns were:respiratory distress,
lethargy, apnea, tachypnea, bradycardia, seizures, poor
perfusion,lethargy,feeding intolerance, temperature
instability,low birth weight,gestational age, gender,
preterm newborns. All the laboratory examination were
analyzedin the Clinical Laboratory at the PHI University
Clinic of Pediatric Diseases-Skopje.Samplefor blood
culture, PCT CRP and WBCobtained by peripheral venous
puncturewere taken the first at the admission,before
initiation of antibiotic therapy in newborns suspected of
sepsis, the second on 3-5 days and the third 6-14 days.
Procalcitonin was determined by immunoassay: patented
ELFA (Enzyme-linked fluorescent assay) technology,
automated Vidas Biomerieux immunoassay (ng/ml) CRP
levels were determined by using immunoturbidimetric
method Architect c4000 Abbott(mg/L). White blood
cells (WBCs) were determined by using Flow citometry
method on Sysmex xs 800i/1000i.

Blood culture media were incubated at 37 °C for 5days
in BactAlert 3D 360. Positive blood culture were proven
with the new multiplex polymerase chain reaction-based
rapid diagnostic test (BioFire FilmAray Blood Culture
Identification). Statistical analysis . SPSS program was
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used for statistical analysis,to compare means of the
variables, one-way ANOVA test. Categorical variables
between groups were analyzed using Chi-square test.
Results were presented as percent (%), mean, standard
deviation (SD), median, and minimum-maximum (min-
max). A P-value< 0.05 was considered as significant.

RESULTS

In the study was designed as a prospective, we included
110 (M:F=68:42) newborns with two or three clinical signs
of sepsis hospitalized in the Intensive Care Unit at the
PHI University Clinic for Children Diseases - Skopje in
period of January 2019 till 31 October 2019 y .The mean
gestational age of newbhorns was 3741 + 3.2 weeks The
mean birth weight of newborns was 2886.5 = 768.3 grams.
The newborns have been divided into investigation and
control group. Investigation group included 55 proven
sepsis newborns with positive blood culture and clinical
sepsis and II group - 55 suspected sepsis newborns with
negative blood cultures.

In the investigation group of newborns with proven
sepsis in 25 ( 46%) the cause was RDS , in 20 the cause
was Asphyxio, in 10 was Other comorbidities (figure 1).

Irvvestigation group of newborns with proven sepsis
and dimical sign N=5%5%

m Rl
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Figure 1. Distribution of sepsis according to the causes
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Blood cultures were positive for all newborns with proven
sepsis .Twenty nine had two or three bacteria at the same
time. The identified bacteria included Staphylococcus
aureus (n= 24) mecA, Streptococcus (n= 4), Acinetobacter
baumannii  (n= 4), Serratia  marcescens (n= 1)
and Entrobacteriaceae (n= 12), Candida albicans (n= 1)
Candida parapsilosis (n=2)

In the investigation group of newborns with proven
sepsis, 32 (57,30%) were male and 23(42,70%)were female.
The comparable values in the control group were 36
(64,70%)male and 19 (35,30%) were female. There is no



At

significant difference in this parameter between the two
groups (p<0.01)

The average gestational age of the newborn with sepsis
was 36,26+ 3,2 weeks and the control group was 37,26+ 3,5
weeks. There is no statistically significant difference in
average gestational age between the two groups

Preterm newborns in both groups dominated (56,4%
and 54,5%)The tested difference in relation to this
parameter is statistically insignificant (p<0.01).
The average birth weight of newborns was 2590,5 +792,1
grams, and the control group was 2790,2+798,6 grams.
There is no statistically significant difference in average
birth weight between the two groups.

Statistical analysis confirmed significantly different
values of PCT in the analyzed time period in neonates
with sepsis p<0.001. The highest average values
(40.37+53.79) were measured during admission with a
subsequent sharp jump. After the second measurement,
the average values of PCT slowly decreased(37.05+46.19),
so that after the third measurement they slowly began to
normalize(9.78+15.58) (figure 2).

Distribution af the average PCT value in newhormd
wilh degsis everliime
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Figure2. Distribution of the average PCT value in
newborns with sepsis over time sepsis

There was a significant difference between the mean of
PCT level in control group and septic newhorns (P< 0.05)

Statistical analysis confirmed significantly different
values of CRP in the analyzed time period in newhorns
with sepsis p<0.001. At the first measurement, the
average values of CRP slowly increased (25.4+44.37).The
highest average values were measured (42.17+61.84) after
the second during with a subsequent sharp jump. At the
third measurement, the average values of CRP slowly
decreased (21.53+29.59) (figure 3).
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Figure3. Distribution of the average CRP value in
newborns with sepsis over time sepsis

There was a significant difference between the mean
of CRP level in control group and septic newborns (P<
0.05).Statistical analysis confirmed insignificantly values
of WBC in the analyzed time period in newborns with
sepsis. In the three measurements they had an average
value WBC (16.83+8.35, 16.71+9.64. 16.31+11.72) (figure 4).

DHsiribution of the average WBL value in newborrns with
pepa oyer time
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Figure 4. Distribution of the average WBC value in
newborns with sepsis over time sepsis

The statistical analysis confirmed the difference in
the examined parameter between the two groups as
insignificant. Capillary blood test findings show lower
mean pH in newborns with sepsis compared with
control group ( 7,19+0,14 versus 7,22+0,12). Average serum
albumin values in newborns with sepsis showed lower
values compared with the control group( 26,23+3,6g/L
versus 32.87+5,2g/L).Average total serum protein values
in newhorns with sepsis showed lower values compared
with the control group( 47,03+6,6g/L versus 50.47+7,2g/L)

DISCUSSION

Neonatal sepsis is a life-threatening condition and still
represents an important cause of mortality and morbidity
in newborns at the Intensive Care Unit (ICU). It is a serious
medical condition defined as a systemic inflammatory
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response, occurring in the first four weeks of life, caused
by the body’s response to an infection. A newborns who
develops sepsis can have inflammation throughout the
body, leading to organ failure. The aetiology of sepsis is
not always clear and an organism that initiates disease
in one newborns may not in another. Bacterial infections
are the most common cause of sepsis in newborns. The
infection can be located in any of a number of places
throughout the body. For pediatrician earlyidentification
of infections is still a challenge [14]. The research of new
biochemical markers enabling a precocious identification
of neonates at risk of neonatal diseases, allowing a close
monitoring of the disease and providing information
about prognosis,represents a strategic objective of
several current researches. Biochemical markers are
molecules released by or specific to aparticular organ,
can give a glimpse into the physiologicor pathologic
status of that specific organ [15].The last decades use of
noninvasive laboratory hiochemical markershas become
a key element in clinical practice[16]. The research of new
biochemical markersenabling a precocious identification
of neonates at risk of neonatal diseases, allowing a close
monitoring of thedisease and providing information
about prognosis,represents a strategic objective of several
current researches [17].One promising biochemical
marker hasheen procalcitonin (PCT), whose concentration
has been found to be elevated in sepsis. Many authors
found that procalcitonin is a promising marker for the
diagnosis of sepsis in newborns. An ideal biomarker for
sepsis should have high sensitivity and specificity with
early phase elevation, low cost and quick result [18,19].
The diagnostic performance of PCT in numerous studies
from literature has suggested PCT to be useful marker in
diagnosis of sepsis [20,21] During infection it is produced
by extrathyroid tissue. Mononuclear leukocytes and liver
are the most likely sources of PCT in sepsis. Endotoxin
and septic-hound proinflammatory cytokines have a
stimulating effect on PCT by expressing mRNA in human
mononuclear leukocytes. The dynamic concentration of
PCT varies from 0.5 to 500 ng / ml. Unlike CRP, which does
not rise to very high limits, PCT rises and thus reflects
the severity of the disease. Therefore, the diagnosis of
severe septic condition, as well as organic dysfunction, is
strongly related to the concentration of PCT. Therefore, it
is considered particularly useful in monitoring the effect
of anti-infective therapy in sepsis.We examined three
parameters PCT. CRP, WBC in newborns with two or three
clinical signs of sepsis in our study. Procalcitonin rises
more rapidly than C-reactive protein in case of infection
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and decline more quickly in terms of recovery. PCT
secretion begins within 4 h after stimulation and peaks at
8 h .CRP secretion starts within 4-6 h after stimulation,
peaking only after 36 h[22]. Statistical analysis confirmed
significantly different values of PCT in the analyzed time
period in neonates with sepsis p<0.001. The highest
average values of PCT (40.37*53.79) were measured during
admission with a subsequent sharp jump. Statistical
analysis confirmed significantly different values of CRP
in the analyzed time period in newborns with sepsis
p<0.001. At the first measurement, the average values
of CRP slowly increased (25.4+44.37).The highest average
values of CRP were measured (42.17£61.84) after the
second during with a subsequent sharp jump. At the third
measurement, the average values of CRP slowly decreased
(21.53+29.59) Statistical analysis confirmed insignificantly
values of WBC in the analyzed time period in newhorns
with sepsis. In the three measurements they had an
average value WBC (16.838.35, 16.71+9.64. 16.31+11.72).
PCT have a higher discriminative ability than theWBC
in distinguishing a bacterial infection from another
inflammatory process the early infection diagnosis, and
also found to have been more reliable than that of the
CRP[23].

CONCLUSION

Rapid identification of infection has a major impact
on the clinical course, management, and outcome of
critically ill intensive care unit (ICU) patients. However,
procalcitonin is superior to C-reactive protein and WBC
as marker of clinical severity. Procalcitonin should be
included in diagnostic guidelines for sepsis in newborns
in clinical practice at intensive care units in our country.

PCT is a useful biomarker for early diagnosis, treatment
and for monitoring response to therapy of sepsis in
newborns.
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ABSTRACT

Objective: Acute gastroenteritis is one of the most common infections in childhood with increased frequency
within the first 12 months of life, having higher risk of moderate and severe dehydration. The aim of this study
was to to evaluate the clinical pattern of acute gastroenteritis in infants according to the age (0-6 months and
7-12 months), to correlate the severity of the disease related to the type of nutrition and to determine the possible
microbiological causes of the acute gastroenteritis in infants in two age groups

Material and Methods: A total of 58 infants with acute gastroenteritis divided into 4 groups based on the feeding
patterns (type of milk) were included in the study. Investigated indicators were severity of symptoms, dehydration
degree and the need for parenteral rehydration.

Results: It was identified a statistically significant association between group affiliation and severity of symptoms
depending on the feeding type between first and second group and between third and fourth group The most
common cause of acute gastroenteritis in infants was Rotavirus. Our study has shown that exclusive breastfeeding
reduces the risk of Rotavirus infection especially in the first 6 months of life OR=0.0758, 95% CI (0.0071-0.8074).

Conclusion: Breast milk has an effect on the severity of the clinical picture of acute gastroenteritis by reducing the
vomiting frequency, the number and severity of diarrheal episodes, the risk of moderate and severe dehydration and
fever frequency.

Key words: acute gastroenteritis, Rotavirus, breastfeeding, infants, diarrhea

INTRODUCTION loss with consequent moderate to severe dehydration.
Acute gastroenteritis is defined as a decrease in stool
consistency and/or an increase in the frequency of
discharges (> 3 in 24 hours) with or without fever and
vomiting[2]. Acute diarrhea lasts between 7 and 14 days.
The incidence of acute gastroenteritis ranges from 0.5
to 2 episodes per child per year in children younger
than three years. At this age, acute gastroenteritis is

Acute gastroenteritis is a leading cause of morbidity
and mortality in developing and undeveloped countries
where malnutrition and poor local health care are
responsible for the increased severity of the clinical
signs of acute gastroenteritis[1]. Acute gastroenteritis
can be particularly dangerous in the first 12 months of
life with a higher risk of increased water and electrolyte
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the most common cause of hospitalization[2]. Rotavirus
is the most common cause of acute gastroenteritis,
rarer causes are Adenovirus, Norovirus, and Astrovirus.
Bacterial pathogens include Salmonella, Shigella, and
less commonly Escherichia coli, Campylobacter jejuni,
and Yersinia enterocolitica. Enterocyte infection leads to
cell death, lumen extrusion, and atrophy of the intestinal
villi, resulting in reduced intestinal surface area, with
impaired digestive and absorption functions and acute
transient malabsorptive diarrhea.

Breast milk is an optimal nutrition for infants and key
factor in maintaining health and building the solid
ground for growth and cognitive development. Breast
milk is not only a source of energy, but also a very
complex dynamic biological fluid that has a protective
and immunomodulatory role[3]. Human milk is a link
between the mother’s immune system and the infant’s
one. Although infants have antibodies vertically
transmitted, they remain unprotected when they come
in contact with new microorganisms. Breast milk can
reduce this risk through the antibodies present in it and
thus modify the infant’s immune, metabolic and micro
flora systems[3]. Human milk has its own immune system
and a variety of soluble and cellular components that
ensure the development and maturation of the immune
system in infants[4]. Breast milk has antimicrobial
activity against viruses, bacteria and protozoa, may
reduce the incidence of gastrointestinal and non-
intestinal infections in infants[5]. A number of studies
have confirmed that breastfeeding has a protective role
and reduces the risk of diarrhea, especially in infants up
to 12 months of age[6-8|.

The aims of the study were:

-to evaluate the clinical pattern of acute gastroenteritis
in infants according to the age (0-6 months and 7-12
months).

-to correlate the severity of the disease related to the type
of nutrition.

-to determine the possible microbiological causes of the
acute gastroenteritis in infants in two age groups.

MATERAL AND METHODS
Study design

This was a prospective cohort study started in the period
November 15, 2018 until December 31, 2019. The study
included newborns and infants from birth to 12 months

Original scientific paper

of age who were diagnosed with acute gastroenteritis. All
infants were hospitalized at the Children’s Department
in Clinical Hospital - Shtip. Parents’ written consent
was obtained for each infant included in the study after
extensive communication with them. An appropriate
survey questionnaire was designed and responses were
obtained from the infants’ mothers. The questionnaire
covered the following segments: infant age, nutrition
(breast milk, milk formula or cow’s milk) and weaning
practice. Information on the onset of symptoms of acute
gastroenteritis in the last 24 hours before admission, as
well as information on the diet and health status of the
nursing mother were included. Infants were divided into
4 groups according to age in months and according to
milk nutrition and introduction of complementary food.

Group I included newborns and infants from birth to 6
months who were exclusively breastfed. Group Il included
newborns and infants from birth to 6 months of age who
weren't exclusively breastfed and were on mixed milk
nutrition. Group Il included infants from 7 to 12 months
of age in whom, were receiving complementary food and
continued breastfeeding. Group IV included infants from
7to 12 months of age in whom a complementary food was
introduced and no breast milk at all but, milk formula or
cow’s/goat’s milk. Exclusively breastfed were infants who
were fed onlywith breast milk and didn’t receive additional
food or fluids (excluding oral rehydration solution,
vitamins, minerals, and medications). The clinical picture
and degree of dehydration were determined by physical
examination and the degree of dehydration was graded
as mild, moderate and severe through the use of a clinical
scoring system. (World Health Organization: Integrated
management of childhood illness-Module 4, Diarrhea).
For each infant included in the study, a record sheet was
filled and according to the severity of the clinical signs
the need for parenteral rehydration was assessed during
the hospital stay. The study didn’t include infants whose
diarrhea was due to a surgical or extra-intestinal cause,
as well as infants who had received immunosuppressive
therapy.

Laboratory methods

From each infant included in the study, one sample of
diaper stool was taken with a plastic spatula. This stool
sample was collected in a sterile plastic cup with the
general data of the patient and the code written on it and
within 30 minutes was brought to the Microbiological
Laboratory in the Center for Public Health (CPH) - Shtip.
In this stool sample the presence of Rotavirus and
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Adenovirus with Immunochromatographic test (DUO
ROTA-ADENOVIRUS - Check-1 VEDA.LAB, Alencon-
France) was analyzed. From the same stool sample, a
coproculture was performed which was supposed to
identify the presence of enteropathogenic bacteria by
sowing the stool sample on a suitable substrate.

Statistical analysis

The collected data were processed using the statistical
program SPSS 20 and the following statistical methods:

-Descriptive method: attributive statistical series were
analyzed by determining percentages and numerical
series with central tendency measures and with data
dispersion measures.

-Statistical significance of the probability between
the distributions of the frequencies of two attributive
variables was estimated by the Difference test, and
between the numerical series exploring the Student t-test.

-The Odds ratio-OR cross-correlation is used to determine
the relationship between the dependent-criterion
variable and the independent. For CI (confidence interval
95% CI) statistical significance was defined at the level of
standard error less than 0.05 (p). The results are shown in
tables and figures.

RESULTS

The analysis included 58 hospitalized infants from birth to
12 months of age with a diagnosis of acute gastroenteritis,
divided in four groups.

The first group included 7(12.1%) infants, the second group
included 16(27.6%), the third group included 19(32.7%) and
the fourth group included 16(27.6%) infants divided by age
expressed in months and type of nutrition.

Table 1 and Table 2 present the infants with acute
gastroenteritis by gender and sex

The average infant age in the first group was 2.1:0.9
months, in the second group was 3.4+1.5 months, in the
third group was 9.3+1.2 months and in the fourth group it
was 9.5+1.4 months.

Table 1. Distribution of the infants according to the gender
and age (I and II group)
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Group I II

Gender Number | % Number | %

Male 4 571 9 56.25
Female 3 429 7 4375

Age hin Number Iz\/li:an! SD| Number | Mean!SD
months 7 0899735 16 3.411.454877

SD: Standard deviation

Table 2. Distribution of the infants according to the
gender and age (IIT and IV group)

Group I IV
Gender Number | % Number | %
Male 11 579 6 375
Female 8 421 10 62.5
Age ) in | Number Igdgan ! SD| Number | Mean!SD
months . !
19 1249561 16 9.5!1.366260

SD: Standard deviation

The distribution of the clinical signs in the first two
groups is presented in Table 3, which included the
average number of vomiting, average number of liquid
stools, fever, degree of dehydration, number of days of
parenteral rehydration and length of hospital stay. The
average number of vomiting 24 hours before admission
in infants in the first group was 0.30.5, in the second
group was 4.6:3.3, the difference was statistically
significant (p=0.002669). The average number of liquid
stools in infants 24 hours before admission in the first
group was 3.7+0.8, in the second group 10.4+4.9, and
the difference was statistically significant (p=0.002152).
Fever was reported in 14.3% of infants in the first group
and in 81.25% in the second group, with statistically
significant percentage difference (p=0.0025). All infants
from the first group had mild degree of dehydration,
in the second group a mild degree of dehydration was
registered in 25.0%, moderate in 43.75% and a severe
degree of dehydration in 31.25% of infants. The average
number of liquid stools during treatment in the first
group was 9.0£2.2, and in the second group was 21.2+8.5,
the difference between the average number of liquid
stools was statistically significant (p=0.001419). The
average number of vomiting during treatment in the first
group was 0.3+0.8, and in the second group was 3.02.4,
the difference between the average number of vomiting
was statistically significant (p=0.008516). The average
number of parenteral rehydration days in the first group
was 0.7+0.8, and in the second group it was 2.0+1.0, the
difference between the average number of parenteral
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rehydration days was statistically significant (p=0.005246). The average number of hospital days (lenght of stay) in the
first group was 4.1£1.6 and in the second group it was 4.9+1.8, the difference between the average number of hospital

days was statistically insignificant for p>0.05 (p=0.318302).

Table 3. Clinical condition 24 hours before admission and during the hospitalization (I and II group)

Grou Average Average t-test D NI N [SD SD
Numlger of vomiting 24 hours{: ! 0.002669 L1 Il
before admission 0285714 |456250  |-3.40460 : 16 |0487950  [3.265348
Number of stools 24 “hoursis 7 104 349610 0002152 ;W6 0755920  [4.951431
Number of stools during thejg 212 367211 0001419 |7 |16 [2236068  [8.549610
hospitalization : : e : : -
ﬁggﬁgﬁi‘égg’i‘g‘ﬁ‘mng during the|, 3 30 290250 0008516 7 |16 [0755929  [2.304438
rNe‘ilf;‘ggﬁon d‘;gs parenteral 7 20 311436 0005246 |7 |16 0755920 (0966092
Number of hospitalization days|4.1 4.9 -1.02224 0.318302 7 |16 [1.573592 1.768945

SD: Standard deviation; N: Number

The distribution of the clinical signs in the second two
groups is presented in Table 4. The average number of
vomiting 24 hours before admission in infants in the
third group was 2.7+3.3 in the fourth group was 4.6+3.3
the difference was statistically insignificant (p=0.113598).
The average number of liquid stools in infants 24 hours
before admission in the third group was 5.9+2.4, in the
fourth group 9.0+4.2 and the difference was statistically
significant (p=0.011505). Fever was reported in 26.3% of
infants in the third group and in 68.75% in the fourth
group with statistically significant percentage difference
(p=0.0120). In the third group 78.9% of infants had mild
degree of dehydration and 21.1% of infants had moderate
degree of dehydration. In the fourth group mild degree
of dehydration was registered in 18.75% of infants,
moderate in 62.5% and severe degree of dehydration in
18.75% with statistically significant percentage difference
between the two groups for mild (p=0.0004) and for

moderate degree of dehydration (p=0.0128). The average
number of vomiting during treatment in the third
group wasl.4+1.9, in the fourth group was 3.4+3.0 the
difference between the average number of vomiting was
statistically significant (p=0.025661). The average number
of liquid stools during treatment in the third group
was 14.1¢79, and in the second group was 18.6+10.3 the
difference between the average number of liquid stools
was statistically insignificant (p=0.152484). The average
number of parenteral rehydration days in the third
group was 1.7+1.2 and in the fourth group it was 2.1+1.1
the difference between the average number of parenteral
rehydration days was statistically insignificant (p=
p=0.336684). The average number of hospital days (length
of stay) in the third group was 3.9+1.6 and in the fourth
group was 4.9+14 the difference between the average
number of hospital days was statistically insignificant
(p=0.054966)

Table 4. Clinical condition 24 hours before admission and during the hospitalization (II and IV group)

AN

Average Average N N SD SD

Grou t-test p

Numll))er of vomiting 24 hours it 0113598 LIVl Vi

before admission 2.736842 4.562500 -1.62537 ) 19 |16 3.280280 3.346018

Number of stools 24 hours

before admission 5.9 9.0 -2.67615 0.011505 19 |16 [2.391505 4.242641

Number_of stools during theiyy ) 186 146463 0152484 19 [16 [1865350  [3.03040

hospitalization : " g ' : .

Number of vomiting during the

hospitalization 1.4 3.4 -2.33692 0.025661 19 |16 1865350 3.03040

Number of parenteral

rehydration days 1.7 2.1 -0.97494 0.336684 19 |16 [1.240166 1.08781

Number of hospitalization days|3.9 4.9 -1.98968 0.054966 19 (16 1629408 1.43614
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SD: Standard deviation; N: Number

Rotavirus was positive in 26 stool
samples with a prevalence rate of 44.8%.
Rotavirus was positive in one (14.3%) infant in the first
group, in 11(68.75%) in the second group, in 6(31.6%)
in the third group, and in 8(50%) infants in the fourth
group. In one infant from the second group was isolated
Shigella flexneri and in one infant from the same group
was isolated Adenovirus. In the fourth group Salmonella
enteritidis was isolated in two infants, Proteus mirabilis
in one infant and Adenovirus in one infant also (Figure 1).

120.00%

M Rotavirus positive

o
100.00% B Rotavirus negative

80.00% -

Adenovirus positive

60.00% - B Adenovirus negative

. )
40.00% - Negative coproculture
Shigella flexneri
20.00% -
Salmonella enteritidis

o |
0.00% Proteus mirabilis

| ] 1] v

Figure 1: Microbiological findings in stool

DISCUSSION

Several studies have confirmed that breastfeeding has a
protective role and reduces the risk of diarrhea, especially
in infants up to 12 months of age. Frank et al. 2019[6]
have shown that breastfeeding can play a protective role
against respiratory and gastrointestinal acute illness in
infants for at least the first 6 months of life by continuing
to play the same role if breastfeeding continues after the
sixth month of life. It has been observed that infants who
are exclusively breastfed for up to 6 months and in which
breastfeeding is continued for up to 12 months, have a
lower rate of hospitalizations due to diarrhea, while in
infants who have been fed with milk formula have had
a higher incidence and rate of hospitalizations due to
diarrhea[7]. Dialo et al. 2019[8] noticed that breastfeeding
discontinuation before the third month was found to be
significantly associated with a high incidence of diarrhea
at 6 months of age and between 6 and 12 months.
Breastfeeding discontinuation (weaning) before the
sixth month was also associated with a higher incidence
of diarrhea at 6 months of age. Infants who were on milk
formula for > 3 months had a higher incidence of diarrhea
between 6 and 12 months.

In the studies by Duffy et al., 1986[9] and Misra et al.
2007[10] was found that there was no difference in the
incidence of Rotavirus diarrhea among exclusively
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breastfed and non-exclusively breastfed infants. Contrary
to these claims, a study by Maranhao et al. 2008[11] found
that diarrhea was more common in infants less than 6
months of age who were not breastfed or were on non-
exclusive breastfeeding. Krawczyk et al. 2016[12] and
Plenge-Bonig et al. 2010[13] have found that exclusive
breastfeedingiseffectivein preventing Rotavirusinfection
by reducing the risk of Rotavirus infection in children,
especially in the first 6 months of life. Some studies have
shown that Rotavirus is a more common cause of acute
gastroenteritis in infants than Adenovirus[14,15]. These
results support our findings that the most common
cause of acute gastroenteritis in infants was Rotavirus. In
this study, clinical signs and symptoms 24 hours before
hospital admission were evaluated and clinical condition
during treatment was assessed, as well as the need for
parenteral rehydration, and the length of hospitalization.
A statistically significant difference (p<0.05.) for the
average number of vomiting before admission was
registered between the first and second group with less
frequent vomiting in exclusively breastfed infants in the
first group, while between the third and fourth group
that difference was insignificant (p>0.05). Regarding
the number of liquid stool 24 hours before admission,
high statistically significant difference was registered
between the first and second group and less statistically
significant difference between the third and fourth group.
It has been proved that there is a statistically significant
percentage difference for fever between the first two and
between the second two groups. Sherif et al., 2015[16]
did not prove statistical significance for the degree of
dehydration between groups, but in our study all infants
from the first group who were exclusively breastfeed had
a mild degree of dehydration while in the second group
only 25% of infants had a mild degree of dehydration, the
rest had a moderate and severe degree of dehydration.
Regarding the degree of dehydration in infants between
the third and fourth group, it was noted that the mild
degree of dehydration is more present in the third group
while moderate degree of dehydration is more common in
the fourth group. Similar results were obtained in a study
by Fuchs et al. 1996[17]. In the present study vomiting
during treatment was less common in infants in the first
group versus the second group and in the third versus
the fourth group with a statistically significant difference
between the average number of vomiting by p<0.05. In
the study of Weinberg et al. 1984[18] was shown that the
vomiting frequency was significantly lower in breastfed
infants. A study by Eaton-Evans and Dugdale, 1987[19]
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found that infants up to 6 months of age had a lower
number of liquid stools and a lower vomiting frequency
in those who were breastfed compared to other types of
milk, indicating that breast milk has a protective effect
on the intestines of infants younger than 6 months. In
infants older than 6 months, the protective role of breast
milk was not confirmed. Regarding the average number of
liquid stool during the treatment, there was a statistical
significance for p<0.05 between the first and second
group, but not for the third and fourth group p>0.05. In
the study of Weinberg et al. 1984[18] it was noticed that
there was no significant difference between the groups
for diarrhea duration, the number of liquid stools in 24
hours period of time, or the fever frequency. In this study,
it was observed statistical significance for the number
of days of parenteral rehydration between the first and
second group but not betwean third and the fourth
group. For the number of hospital days, no statistical
significance was proved either between the first and the
second group and betwean the third and the fourth group
In contrast to our results in a study by Boccolini et al.
2012[20] was shown that the increase in the prevalence of
exclusive breastfeeding in infants younger than 4 months
with acute diarrhea has a negative correlation with the
duration of hospitalization (Rho=-0.483, p=0.014). This
study has shown that exclusive breastfeeding is effective
in preventing Rotavirus infection by reducing the risk of
Rotavirus infection in children especially in the first 6
months of life OR=0.0758, 95% C1(0.0071-0.8074).

CONCLUSION

This study gives support to the findings that breast milk
has strong effect on the severity of the clinical signs of
acute gastroenteritis by reducing the vomiting frequency,
the number and severity of diarrheal episodes, the risk
for moderate and severe dehydration and fever frequency.
The study will be continued exploring additional effects
of the breast milk on the gastrointestinal function.
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EARLY DIAGNOSTIC OF SEPSIS IN NEWBORNS WITH RESPIRATORY
DISTRESS SYNDROME

Elizabeta Shuperliska, Aspazija Sofijanova, Silvana Naunova Timovska, Sonja Bojadzieva, Avdi Murtezani

PHI University Clinic for Children Diseases - Skopje.

Medicus 2020, Vol. 25 (2): 164-169

ABSTRACT

Objective: Early diagnosis of sepsis in newborns with RDS is essential for life-threatening condition, for reducing
severe sepsis and septic shock in the Intensive care Unit at the University Children’s Hospital in Skopje.Methods: In
this prospective study, we included 100 (M:F=59:41) newborns with Respiratory distress syndrome (RDS) suspected
for sepsis admitted in the Intensive Care Unit in period of December 2019 till 31 May 2020 y. Procalcitonin levels
were measured by using a immunoassay system Vidas based on the ELFA principles. Results: The newborns with
RDS suspected for sepsis have been divided into two groups The first group included 50 newborns with RDS and
positive blood culture and the second group included 50 newborns with RDS and negative blood culture. The
average gestational age of the newborn with RDS and positive blood culture was 36,01+ 3,1 weeks and the newborn
with RDS and negative blood culture 36,26+ 3,2 weeks. Preterm newborns in both groups dominated (64,2% and
58,2%). The average birth weight of the newborn with RDS and positive blood culture was 2490,5 +791,6 grams,
and the newborn with RDS and negative blood culture was 2690,2+788,5grams. There is statistically significant
difference in average PCT between the two groups overtime (p<0.05). There is statistically significant difference
in average PCT between the two groups overtime procedure (MV , BCPAP, OXYGEN MASK) (p<0.05).Conclusions:
PCT is promising sepsis markers in newborns with RDS, capable of complementing clinical signs and routine lab
parameters suggestive of severe infection at the time of ICU admission.

Keywords: Procalcitonin (PCT), newborns, Respiratory distress syndrome (RDS)

respirations that occur immediately or a few hours after
INTRODUCTION birth with flaring of the nasal alae and.subs.termal apd

suprasternal retraction, tachypnea. Radiological studies
Respiratorydistresssyndromeisalsoreferredtoashyaline - ghow diffuse atelectasis which is described as ground-
membrane disease or disorder due to a lack of surfactant  g]ass appearance with visible air bronchograms and low
in the lungs in newborns. It is most common in newborns - Jung expansion(7,8,9]. Differential Diagnosis for an infant
under 37 weeks of gestation, as surfactant is produced with respiratory distress and / or cyanosis are: transient
in the largest amount at 34 to 37 weeks of gestation[1,2]. tachypnoea of newborn, pneumothorax, aspiration
The risk of developing respiratory distress syndrome is of hlood / mucus, meconium aspiration, congenital
inversely proportional to gestational week. Thus, this pneumonia [Nb Group B Streptococcus (Gbs)], pulmonary
condition is most common in premature infants as a hypoplasia, persistent pulmonary hypertension, hydrops
result of surfactant deficiency and underdeveloped lung  fetalis, congenital malformation EG diaphragmatic
anatomy [3,4]. Risk factors that contribute to respiratory Hernia, cystadenomatoid, malformation, congenital
distress syndrome include male sex, white race, caesarean feart disease etc. [10].Complications of this disease are:
section, prematurity, multiple short pregnancies and hronchopulmonary dysplasia, pneumothorax, hypoxia,
newborns from mothers with diabetes [5,6].Symptoms persistentductusarteriosus, retinopathy, intraventricular
and signs of RDS include: labored, rapid, grunting haemorrhage, cardiovascular arrest[11,12]. The therapy
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consists of supportive measures (electrolyte balance,
intravenous fluid administration, glycemic control) and
initial placement of the newbhorn on Nasal CPAP with
a PEEP of 3-8 cm H20. If respiratory failure persists,
endotracheal intubation and mechanical ventilation
are performed and a surfactant is administered
endotracheally within two hours of delivery [13,14].
Sepsis is a leading cause of death in newborns with RDS,
defined as a systemic inflammatory response syndrome
(SIRS) caused by blood stream infections [15, 16] or, as life-
threatening organ dysfunction caused by a deregulated
host response to infection [17], review of clinical,
laboratory and data . The clinical manifestations range
from subclinical infection to severe manifestations of
focal or systemic disease. [18]. Diagnosing newborns with
RDS suspected of sepsis is both challenging and complex.
Biomarkers can play an important role in providing
a timely diagnosis of sepsis, helping the differential
diagnosis with non-infectious SIRS and the decision-
making in the initial management[19]. Biomarkers have
been shown to be useful in the diagnosis of infection and
a good predictor of mortality, severe sepsis and septic
shock in newborn with sepsis before organ dysfunction
has advanced too far.

MATERIAL AND METHODS

The study was designed as a prospective, and we included
100 newborns with respiratory distress syndrome (RDS)
suspected for sepsis admitted in the Intensive Care Unit
at the PHI University Clinic for Children Diseases - Skopje
in period of December 2019 till 31 May 2020 y . Symptoms
and signs of newborns with RDS include: labored, rapid,
grunting respirations that occur immediately or a few
hours after birth with flaring of the nasal alae and
substermal and suprasternal retraction, tachypnea.
Tachypnea is due to an attempt to increase minute
ventilation to compensate for a decreased tidal volume
and increased dead space. Retractions occur as the infant
is forced to generate a high intrathoracic pressure to
expand the poorly compliant lungs. The levels of PCT
was > 2ng/ml. A sample for blood culture, PCT obtained
by peripheral venous puncture was taken at the first
admission in the ICU, the second on 3 day and the third
on day 7.

Medical data records of admitted newborns with
RDS suspected for sepsis injury were analyzed. The
laboratory were done in the Clinical Laboratory at the
PHI University Children’s Hospital-Skopje.Procalcitonin
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levels was measurement by immunoassay: automated
Vidas Biomerieux immunoassay (ng/ml) patented ELFA
(Enzyme-linked fluorescent assay) technology. Blood
culture media were incubated at 37°C for 5days in
BactAlert 3D 360.Positive blood culture was detected
with the new multiplex polymerase chain reaction-based
rapid diagnostic test (BioFire FilmAray Blood Culture
Identification).

Statistical analysis. Data analysis is performed in a
Statistic program 7.1 for Windows and SPSS Statistics
23.0,to compare the means of the variables, one-way
ANOVA test. For all analyses p value < 0,05 was taken for
statistical significance.A P-value< 0.05 was considered as
significant.

RESULTS

In this study who was designed as a prospective, we
included 100 (M:F=59:41) newborns with respiratory
distress syndrome (RDS) suspected for sepsis admitted
in the Intensive Care Unit at the PHI University Clinic
for Children Diseases - Skopje in period of December
2019 till 31 May 2020 y.The newhorns with RDS suspected
for sepsis have been divided into two groups The first
group included 50 newhorns with RDS and positive blood
culture and the second group included 50 newhorns with
RDS and negative blood culture. In first group we isolated
twentyone with two or three bacteria at the same time.The
identified bacteria included Staphylococcusaureus (n=37)
mecA,  Streptococcus  (n=3), Acinetobacter
baumannii (n=5), Serratia marcescens (n=4)
and Entrobacteriaceae (n=35) .

The average gestational age of the newborn with RDS
and positive blood culture was 36,01+ 3,1 weeks and the
newborn with RDS and negative blood culture 36,26+ 3,2
weeks. There is no statistically significant difference in
average gestational age between the two groups(p<0.01).
In the first group of newborn with RDS and positive blood
culture was 64,2 % preterm newborns and 35,8% term
newborns. The comparable values in the second group
were 58,2 % preterm newborns and 41,8% term newborns.
Preterm newhorns in both groups dominated (64,2% and
58,2%).The tested difference in relation to this parameter
is statistically in significant (p<0.01).The average birth
weight of the newborn with RDS and positive blood
culture was 2490,5 +791,6 grams, and the newborn with
RDS and negative blood culture was 2690,2+788,5grams.
There is no statistically significant difference in average
birth weight between the two groups (p<0.01).In the first
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group of newborn with RDS and positive blood culture
was 54% mechanical ventilation BCPAP was 26%and 20%
of oxygen therapy. The comparable values in the second
group were 44% mechanical ventilation BCPAP was
32%and 24% of oxygen therapy. The tested difference in
relation to this parameter is statistically in significant
(p<0.01).

Statistical analysis confirmed significantly different
values of PCT in the analyzed time period in first
group newborns with RDS and positive blood culture
p<0.001(figure.1). The highest average values (42.37+43.59)
were measured during admission with a subsequent
sharp jump. After the second measurement at day 3, the
average values of PCT slowly decreased(39.05+41.29), so
that after the third measurement on day 7,they slowly
began to normalize (9.76:15.58).

Dissribation of the sverape PCT value In Find group -
newlorms with RDSand poiitivie blosd cullure
owertime
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Figurel. Distribution of the average PCT value in
newborns with RDS and positive blood culture over time

Statistical analysis confirmed significantly different
values of PCT in the analyzed time period in second group
with RDS and negative blood culture p<0.001(figure.2).
The highest average values (42.37+43.59) were measured
during admission with a subsequent sharp jump. After
the second measurement at day 3, the average values of
PCT slowly decreased(39.05+41.29), so that after the third
measurement on day 7,they slowly began to normalize
(9.76+15.58).
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Figure2. Distribution of the average PCT value in
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newborns with RDS and negative blood culture over time

There is statistically significant difference in average PCT
between the two groups overtime (p<0.05).

Statistical analysis confirmed significantly different
values of PCT in the analyzed time period in first group
newborns with RDS and positive blood culture with MV
and BCPAP p<0.001(figure.3). The highest average values
(38.31+52.50) were measured in newborns with RDS
and positive blood culture with MV and BCPAP during
admission, with a subsequent sharp jump compared to
newborns with RDS and positive blood culture with
oxygen mask. After the second measurement at day 3,
the average values of PCT slowly decreased(37.61+42.85),
so that after the third measurement on day 7,they slowly
began to normalize(27.87+32.67).

Distribution of the average PCT value in newbaorns
with RDS5 and positive bloed cultune avertime
procedure
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Figure 3. Distribution of average PCT value in newborns
with RDS and positive blood culture over time compared
to procedure (MV , BCPAP, OXYGEN MASK)

Statistical analysis confirmed significantly different
values of PCT in the analyzed time period in first group
newborns with RDS and negative blood culture with MV
and BCPAP p<0.001(Figure.4). The highest average values
(36.35+42.51) were measured in newborns with RDS
and positive blood culture with MV and BCPAP during
admission, with a subsequent sharp jump compared to
newborns with RDS and positive blood culture with
oxygen mask. After the second measurement at day 3,
the average values of PCT slowly decreased(33.71+42.75),
so that after the third measurement on day 7,they slowly
began to normalize(21.77+32.67).
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Distribsation of the average PCT valus In neevdsama with
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Figure 4. Distribution of average PCT value in newborns
with RDS and positive blood culture over time compared
to procedure (MV , BCPAP, OXYGEN MASK)

There is statistically significant difference in average
PCT between the two groups overtime procedure (MV ,
BCPAP, OXYGEN MASK) (p<0.05).

DISCUSSION

Respiratory distress syndrome is a common cause
of hospitalization in the intensive care unit. It is
the leading cause of death in preterm newborns .
Respiratory distress syndrome [RDS] remains the major
cause of mortality and morbidity in preterm newborns.
Respiratory distress syndrome most commonly
occurs in preterm newborns as a result of surfactant
deficiency and lung underdevelopment. [20,21].Risk
factors for sepsis in the postnatal period include: male
gender, hypogammaglobulinemia, birth weight <1000
grams, central venous catheters, prolonged duration of
mechanical ventilation and intravenous alimentation.
Another condition associated with prematurity and severe
sepsis is necrotic enterocolitis [22,23,24].Mechanical
ventilation can effectively improve the arterial oxygen
partial pressure and reduce the mortality of newborns
with RDS.

Sepsis in newborns with RDS is essential for life-
threatening condition and is an unusual systemic reaction
to what is sometimes an otherwise ordinary infection,
and it probably represents a pattern of response by the
immune system to injury(25,26]. A hyper-inflammatory
response is followed by an immunosuppressive phase
during which multiple organ dysfunction is present and
the patient is susceptible to nosocomial infection. Early
hiomarkers to diagnose sepsis in ICU are widely used in
clinical practice and they are useful for monitoring the
infectious process, and can reduce the risk of death in
newborns with RDS[27,28]. The diagnostic performance
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of PCT in numerous studies from literature has suggested
PCT to be a useful marker in the diagnosis of sepsis
[29,30] in newborns with RDS . In our study, we examined
PCT values , in newborns with RDS suspected for sepsis.
Preterm newborns in both groups dominated (64,2%
and 58,2%).Statistical analysis confirmed significantly
different values of PCT in the analyzed time period in first
group newhorns with RDS and positive blood culture
p<0.001The highest average values (42.37+43.59) were
measured during admission with a subsequent sharp
jump. Statistical analysis confirmed significantly different
values of PCT in the analyzed time period in second
group with RDS and negative blood culture p<0.001.
The highest average values (42.37+43.59) were measured
during admission with a subsequent sharp jump. There
is statistically significant difference in average PCT
between the two groups overtime (p<0.05).Statistical
analysis confirmed significantly different values of PCT
in the analyzed time period in first group newhorns with
RDS and positive blood culture with MV and BCPAP
p<0.001. The highest average values (38.31+52.50) were
measured in newborns with RDS and positive blood
culture with MV and BCPAP during admission, with a
subsequent sharp jump compared to newborns with RDS
and positive blood culture with oxygen mask. Statistical
analysis confirmed significantly different values of PCT
in the analyzed time period in first group newborns with
RDS and negative blood culture with MV and BCPAP
p<0.001.The highest average values (36.35+42.51) were
measured in newborns with RDS and positive blood
culture with MV and BCPAP during admission, with a
subsequent sharp jump compared to newborns with RDS
and positive blood culture with oxygen mask. There is
statistically significant difference in average PCT between
the two groups overtime procedure (MV,BCPAP, OXYGEN
MASK) (p<0.05).

CONCLUSION

Rapid treatment of sepsis is of crucial importance
for survival of patients. Specific and rapid markers of
bacterial infection have been sought for early diagnosis
of sepsis. From our study we can conclude that PCT
is promising sepsis markers in newborns with RDS,
capable of complementing clinical signs and routine lab
parameters suggestive of severe infection at the time of
ICU admission. PCT measurement appears to be a better
predictor to distinguish newborns with RDS and positive
blood culture and newborns with RDS and positive blood
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culture when compared to clinical sign and procedure
(MV, BCPAP and OXYGEN MASK). Thus, our data raise the
possibility that the addition of serum PCT to the standard
work-up of critically ill patients with suspected sepsis
could increase diagnostic certainty and improve patient
management.
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ABSTRACT

Objective: Inflammatory bowel disease (IBD), including ulcerative colitis (UC) and Crohn’s disease (CD) are
idiopathic chronic diseases of the gastrointestinal tract.The cytokines produced by T-lymphocytes, monocytes,
intestinal macrophages, granylocytes, endothelial and fibroblast cells play a central role in the modulation of the
intestinal immune defense. Cytokines with proinflammatory function which have main role in pathogenesis of
disease are: Interleukin 1 (IL-1), Tumor necrosis factor alpha (TNF-K), IL-6, IL-8, IL-12. The aim of our study was to
examine pro-inflammatory cytokines in patients with IBD and their correlation with phenotypic characteristics of
disease. Methods:We have examined 46 children with IBD, (25 with CD and 21 with UC). Cytokines were determined
with the ELISA (Enzyne-linked immunosorbent assay) method. Diagnosis was confirmed after the realisation of
all diagnostic protocols provided by the European Society for Pediatric Gastroenterohepatology and Nutrition
(ESPGHAN).Results: The IL-1, IL-6 and TNF- K values were increased in patients with CD and severe forms of disease.
Correlation has been found between the phenotypic characteristics and the cytokines profile through increased
TNF-B and IL-6 values in patients with CD with disease of terminal ileum, stenosis, fistulas and severe forms
of IBD. Proinflammatory cytokines levels significantly decreased during therapy.Conclusion: Proinflammatory
cytokines, especially the key cytokine TNF-K are very important in determing the disease activity, as well as in
deciding when to implement biological therapy.

Key words: Cytokines, Inflammatory Bowel Disease, Crohn’s disease, ulcerative colitis

simultaneous influence of the immunological, genetic,
INTRODUCTION environmental factors and an imbalance between
proinflammatory and antiinflammatory cytokines [6-
Inflammatory bowel disease (IBD), which includes 8. Recent studies suggest that the basic mechanisms

ulcerative colitis (UC) and Crohn’s disease (CD) is an of inflammation and tissue damage during IBD are too
idiopathic chronic disease of the gastrointestinal tract. complex [9].

Ulcerative colitis is a nonspecific chronic inflammation
of the mucosa of the colon, while Crohn’s disease can
affect the entire gastrointestinal tract.The incidence of
inflammatory bowel disease (IBD) ranges from 0.3 - 0.8%
in the general world population [1-3]. It is believed that
20-30% of patients manifest the disease in childhood,
adolescence and before the age of 18 [2-4] and only 5 %
by the age of five [5].Although the disease can occur at
any age, the peak occurrence of IBD ranges from 15 to 30
years of age, and the second, but less frequent between
50-70 years. The etiology and pathogenesis of UC and CD
is still unknown, but the abundant research indicates

Immunopathogenesis of IBD is too complex and not
vet fully explained, but there are several theories
and mechanisms that partially indicate the possible
occurrence of the disease.The cytokines produced
by T -lymphocytes (T1 and T2), monocytes, intestinal
macrophages, granylocytes, endothelial and fibroblast
cells play a central role in the modulation of the intestinal
immune defense. Cytokines with pro-inflammatory
function which have main role in pathogenesis of disease
are: Interleukin 1 (IL-1), Tumor necrosis factor alpha
(TNF-K), IL-6, IL-8, IL-12. Cytokines with pro-inflammatory
function: Interleukin 1 (IL-1), tumor necrosis factor alpha
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(TNF-a), IL-6, IL-8, IL-12, while the anti-inflammatory
role cytokines are: IL-1 receptor antagonist, 1L-4 IL-10
and IL-11 [10,11]. In CD, there is an imbalance between
proinflammatory and antiinflamatory  cytokines,
particularly of complex receptor antagonist IL-1/IL-1 [12-
14]. Inflammatory bowel disease is disrupts the integrity
of the intestinal mucosa resulting in impairment of the
function of the barrier which can lead to easier and
increased passage of bacteria into the surrounding tissues
and the bloodstream. Crohn’s disease involves the Thl
T cell immune response [15], and the humoral immune
response against bacteria. Inclusion criteria. The Porto
ESPGHAN Criteria. According to the Porto criteria,
clinically suspected IBD all children who have a history
of persistent (> 4 weeks) or recurrent (> 2 episodes within
six months), symptoms such as abdominal pain, diarrhea,
rectal bleeding and reducing weight [3]. The classic triad
(abdominal pain, diarrhea and body weight loss) are
suspected to be affected by CD, as well as younger children
that have mild lower abdominal pain and nonclasical
onset of the disease. Other symptoms may include fever,
failure to thrive, malnutrition, nausea and / or vomiting,
psychiatric symptoms, arthropathy, erythema nodosum,
amenorrhea, disturbed pubertal development or perianal
disease. In particular, in clinical presentation of CD,
extraintestinal symptoms that may represent a diagnostic
problem may be dominant. Approximately 25-35% of
patients with CD manifest extraintestinal symptoms, and
in the pediatric population this may be the only dominant
symptom, especially in patients with CD [2,3,16,17]. The
existence of different phenotypical characteristics in IBD
in adults and children indicates the need for prepearing
additional criteria that will be used for children.For
that reason, the ESPGHAN working group outlined
the new guideline in 2005, the Porto criteria [3,16].The
Porto criteria includes realization of endoscopy of the
upper gastrointestinal tract (GIT) and it is important
that it be implemented in all patients with CD, whether
there is presence or absence of upper gastrointestinal
symptoms in order to detect possible gastric or duodenal
pathology, ulcers, but can also be obtained by biopsies [3].
The aim of our study was to examine pro-inflammatory
cytokines in patients with IBD and their correlation with
phenotypic characteristics of disease.

MATERIAL AND METHODS

In this study, we have examined 46 children with IBD,
(25 with CD and 21 with UC) at the University Children’s
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Hospital Skopje in the period of fifteen years (2003-2018y).
In terms of gender distribution. 21 children were female
and 25 male. The age of patients ranged from 4-20 years,
main age was 10.6 years. The control group consisted of
40 healthy children, without anamnestic and clinical
signs of IBD. Cytokines were determined with the ELISA
(Enzyne-linked immunosorbent assay) method.

In the study from the cytokines profile, the following
types of pro inflammatory cytokines were analyzed:
TNF-{, IL-1, IL-6. Diagnosis was confirmed after the
realisation of all diagnostic protocols provided by the
European Society for Pediatric Gastroenterohepatology
and Nutrition (ESPGHAN).

Statistical analysis . Statistical analysis was performed
on a personal computer (PS) using an adequate statistical
program. Descriptive and analytical methods were used
in the statistical processing of the results. ANOVA POST
Hoz Test was used for multiple comparison of samplesThe
level of specificity in accordance with international
standards in biomedical sciences is 0.05 -0.01.

RESULTS

In our study we have examined total 46 patients
(M:F=25:21), (25 with CD and 21 with UC) (figure 1).

Distribution of patients by diagnosis

ucC
21 children
(46%) _\

CD
25 children

(54%)

Figure 1 Distribution of patients by diagnosis.

In terms of age group, patients were divided into three age
groups, younger than 8 years, 8-10 years, and older than
10 vyears (figure 2). In our study, 35 (76%) of all patients
surveyed were older than 10 years.
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Figure 2. Distribution of patients by age divided into three
age groups .
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Figure 3. Average values of TNF-X (pg/l) from patients
with Crohn’s Disease and Ulcerative Colitis.

Anova post Hoc Test, there is no statistically significant
(p>0.05)

The diagnosis of inflammatory bowel disease is placed
on the implementation of the diagnostic protocol
“Porto criteria” by the European Society for Pediatric
Gastroenterohepatology and Nutrition , including in
it, despite clinical and laboratory investigations, and
endoscopy of the upper gastrointestinal tract and
flexible colonoscopic procedures, multiple biopsies
and histopathological confirmation. According to the
phenotypic characteristics of children with CB, we
divided them into several groups (figure 4).
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Figure 4 Average values of IL-1, IL-6 and TNF-alfa pg/ml

The Post-Hoc Test of multiple comparation showed
that IL-1, IL-6 and TNF-X values were statistically
significant (p<0.1) increased in patients with CD. There
were correlation between increased values of cytokines
profile and the structural and fistulous phenotypic
manifestations in children with CD.The IL-1, IL-6 and TNF-
values were increased in patients with CD and severe
forms of disease. Correlation has been found between
the phenotypic characteristics and the cytokines profile
through increased TNF-¥ and IL-6 values in patients
with CD with disease of terminal ileum, stenosis, fistulas
and severe forms of IBD (figure 5). Pro-inflammatory
cytokines levels significantly decreased during therapy.

Average values of IL-6 (pg/ml)

8 |

6 }

2 | -
2 |

0

Crohn Disease Ulcerative Colitis

Figure 5 Average values of IL-6 (pg/ml) from patients with
Crohn’s Disease and Ulcerative Colitis. ANOVA Post Hoc
Multiple Comparison Test was performed, which was
statistically significant for Crohn’s disease in relation to
the group of patients with UC p < 0.01.Various phenotypic
features of CD had different cytokine values. IL-6 elevated
values are noteworthy, especially in stenosis and fistula
forms of the disease (figure 6).
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Correlation between phenotypic characteristics of CD
and IL-6, IL-1 and TNF-a

IL-6
®IL-1
B TNF-a

Figure 6 Correlation between phenotypic characteristics
of CD and IL-6, IL-1 and TNF-K

DISCUSSION

In our study of the total 46 patients, with CD were 25
(54%) children and 21 (46%) with UC. In terms of gender
distribution 21 (36%) female and 25 (54%) male. With
Crohn’s Disease F:M=11:14 and UC F:M=10:11. Male
gender was slightly elevated in CD as a as compared
to some studies from Canada SAD and UK showing
an increased incidence of male children with CD [18].
Gender distribution in our study was not statistical
significant ~ and not determine dominant incidence
in one of the genders which is in correlation with data
obtained in the literature [18,19].In terms of age group,
patients were divided into three age groups, younger than
8 vears were 3 (6.5%) children, from 8 to10 years were 8
(17.3%), and older than 10 years 35 (76%) Figure 2. Only
10 (24%) children were younger than 10 years which is in
correlation with the data from the literature. Heyman,
in his study shows that 47% of children were at the age
6-12 years old and 36.9% older than 13 years. It is believed
that 20-30% of patients manifest the disease in childhood,
adolescence and before the age of 18 (2-4) and only 5 %
by the age of five [16, 20, 21].From clinical aspect, the
intestinal manifestation of the disease was dominant 65%
of the examined patients. Classic triad for Crohn’s Disease
(abdominal pain, diarrhea and weight loss), manifested
31% of patients.

Correlation between the mean TNF-{ values in CD and UC
patients were not statistically significant. Elevated values
of pro-inflamatory cytokines profil IL-1, 11-6 and TNF-
in the severe and structural and fistulous phenotypic
manifestations in children with CD would be explained
by their direct role in disease inflammation, which is in
correlation from literature data (2014 Porto [16]. This
suggests that the immune mechanisms that play a role in
the pathogenesis of the disease are different for UC and
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CD in the beginning and in the course of the disease and
for the development of new therapeutic agents[16,22].
Revolutionary progress has been made in the treatment
flow of patients with IBD using some TNF-X antibodies.
Nowadays, several types of anti TNF-X antibodies approved
for the treatment of refractory forms of CD and UC. This
includes anti TNF-¥ agent, infliximab, adalimumab,
certolizumap adhesion molecule natalizumap. Infliximab
is an IgG4 chimeric monoclonal antibody that targets
the tumot necrosis factor alpha (TNF-N). Randomized
clinical trials have proven the effectiveness of drug
application in heavy active luminal forms of CD and
CD fistulas [23]. Infliximab is the first biological agent
with proven efficacy through its clinical use. With
the introduction of anti TNF-{ agents, the treatment
of refractory forms of IBD has been changed. Clinical
efficacy of anti TNF-H suggests that cytokines have a
powerful potential therapeutic ability in IBD [22,24] . It
is approved for the treatment of fistulizing forms of CD
and the UC, and in cases where the effect is not achieved
with another form of therapy [25-28]

CONCLUSION

Overall, phenotypic, serological and immunological
aspects are key parameters and have an important
role in the diagnosis and therapy in children with
IBD. The implementation of the entire diagnostic
protocol ESPGHAN .including clinical and laboratory
investigations, and upper gastrointestinal endoscopy and
flexible colonoscopic procedures, with multiple biopsies
and histopathological confirmation is important in the
diagnosis IBC in childhood.

We see their importance in the clinical and therapeutic
monitoring of patients with IBD. Pro-inflammatory
cytokines IL-1, 11-6 and TNF- X, especially the key
cytokine TNF-{ are very important in determine the
disease activity, as well as in deciding when to implement
biological therapy. Probably, in the future, even the most
effective drugs will be replaced by the use of biological
therapy .
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TREATMENT OF NERVES INJURIES ASSOCIATED WITH PEDIATRIC
SUPRACONDYLAR HUMERAL FRACTURES-OUR EXPERIENCE
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2University Clinic for Traumatology, Orthopedics, Anesthesiology, Reanimation, Intensive Care and Emergency
Center, Skopje

Medicus 2020, Vol. 25 (2): 175-178
ABSTRACT

Background: Supracondylar fractures of the humerus are the most common type of elbow fracture in children.
Nerve injury is the most common complication. Our study aims to determine the risk of traumatic nerve injury
associated with supracondylar fracture, to compare the risk in flexion-type compared with the extension type
fractures, and to note any iatrogenic nerve injury after pin fixation.

Material and methods: The target group in this study is consisting of pediatric population (90 cases) presented
with a displaced supracondylar fracture of the humerus (Gartland type II and III). All patients were treated at the
University Clinic of Pediatric surgery-Skopje in the period of time from 2010 to 2020. The children were 2 to 14
years old. All of them were evaluated for nerve injury before and after the operation in order to determine if the
nerve injury is traumatic or iatrogenic. Type of fracture, flexion or extension type was noticed.

Results: According to the data from 90 children treated for displaced supracondylar fracture of the humerus,
traumatic nerve injury occurred in 9 patients (10%). 4 (44,4%) of the referred nerve injuries involved the ulnar
nerve. All ulnar nerve injuries were result of a flexion type supracondylar fracture. 3 (33,3%) injuries involve the
median nerve. All of them were result of an extension type of supracondylar fracture. The anterior interosseous
nerve, as a branch of a median nerve was injured in all 3 cases. 2 (22.2%) were injuries of the radial nerve, all of
them as a result of an extension type of supracondylar fracture.

Conclusions: According to our results, among all nerve injury associated with supracondylarar fractures, ulnar
nerve injury predominates. Ulnar neuropathy occurred most frequently in flexion-type injuries. All 9 neuropathies
were directly related to the injury itself and were noted at the time of admission. Spontaneous neurological
recovery occurred in all 9 patients at a mean of 77 months (3 to 15) after injury.

As the median and radial nerves lie anterior to the

supracondylar humerus region they are at a great risk
BACKGROUND for injury, primarily as a result of trauma: stretching,
piercing or impinging at the fracture ends or being
entrapped between two fracture fragments (traumatic
or primary nerve injury) and the ulnar nerve injury is
usually secondary to treatment (iatrogenic or secondary
nerve injury).

Supracondylar humerus fractures (SCHF) are the most
common type of elbow fractures in children. Extension-
type represents approximately 96% to 98% of all pediatric
supracondylar fractures of the humerus. Flexion-type
represents approximately 2% to 4%.

Revisté mjekésore - MEDICUS | 174

IS ISP



At

P e, g

Mt ——

[ -—~"'\(: Ao ooyt

Lol sordyls

== Tirochksa

- R
(3 g it B Y

P iy — = Lar arkery

Flgertigil P -— = MAGCILLM Fdna

—_
T LA Y

Image 1: Anatomy of the arm nerves

The incidence of primary nerve injury in SCHF is 7 - 10%
and about 6% for secondary nerve injury. In the extension-
type of SCHF, postero-medial displacement of distal
fragment usually causes injury to the radial nerve and
postero-lateral placement is more likely to cause median
nerve injury. In the flexion-type of SCHF, the ulnar nerve
injury predominates.

The standard operative treatment for displaced extension-
type and flexion-type supracondylar humeral fractures is
reduction followed by percutaneous pin fixation. The use
of a medial pin may unnecessarily risk ulnar neurapraxia,
whereas the use of lateral pins alone may demonstrate less
biomechanical strength. Of all complications associated
with supracondylar humeral fracture, nerve injury is the
highest. The anterior interosseous nerve is at greatest
risk of . The ulnar nerve is the most often injuried nerve
in flexion-type fractures.

The treatment of nerve injury varies greatly depending
on the severity and underlying cause. In either case, the
goal of treatment is to manage or relieve symptoms and
correct the underlying cause when possible.

Symptoms of a nerve injury include pain, numbness, and
loss of muscle strength and coordination in the arm and
hand.

Common symptoms of nerve injury are: burning feeling in
hand, arm or finger, increased arm numbness or tingling
while typing or writing, increased finger numbness or
tingling while typing or writing, “pins and needles”
sensation (prickling) in the hand, arm or fingers, tingling

Original scientific paper

or other unusual sensations in the hands, weakness (loss
of strength) in the hand, arm or fingers.

Image 2:

A: extension-type supracondylar fracture B: flexion-type
supracondylar fracture

AIM

The purpose of our study was to determine the risk of
traumatic neurapraxia in extension-type as compared
with that of flexion-type supracondylar fractures and to
perform subgroup analysis to assess the risk of iatrogenic
neurapraxia caused by pin fixation.

MATERIAL AND METHODS

Thetarget populationin thisstudyis consisting of pediatric
population presented with a displaced supracondylar
fracture of the humerus. All patient are treated at the
University Clinic of Pediatric surgery-Skopje in the period
of time from 2009 to 2019. The children are at age 2 to
14 years old. All of them were evaluated for nerve injury
before and after the operation in order to determine if
the nerve injury is traumatic or iatrogenic.

Children with other injuries to the elbow, such as
condylar fractures and physeal injuries, were excluded
from the study.

We identified 90 patients with 90 fractures and 9 nerve
injuries. There were 50 boys and 40 girls with a mean
age of 8.1 years. The mechanism of injury in 47 patients
was a fall from a height, 27 during a sport activity and
16 as a result of a traffic accident. All the fractures were
closed and displaced. The fractures were classified using
the Gartland classification. 54 fractures were classified as
Gartland type II and 36 as Gartland type III. 4 fractures
had been treated by closed reduction and above-elbow
casting, 70 by closed reduction and percutaneous
cross Kirschner (K) wire fixation and 16 by formal open
reduction and cross K-wire fixation.
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The operative findings and details of the surgical
procedure were recorded. Post-operative follow-up was
carried out at six weeks, three months and subsequently
every three months until full recovery. The clinical
outcome at the last follow-up was assessed according
to the criteria of Birch, Bonney and Wynn Parry13 and
graded as excellent, good, fair or poor.

RESULTS

We report for 9 patients (10%) with traumatic nerve
injury after a supracondylar humerus fracture. There
was no a case of iatrogenic nerve injury. 4 (44,4%) of the
referred nerve injuries involved the ulnar nerve. All ulnar
nerve injuries were result of a flexion type supracondylar
fracture.

3 (33,3%) injuries involve the median nerve. All of them
were result of an extension type of supracondylar fracture.
The anterior interosseous nerve, as a branch of a median
nerve was injured in all 3 cases. 2 (22.2%) were injuries of
the radial nerve, all of them as a result of an extension
type of supracondylar fracture. All 9 neuropathies were
directly related to the injury itself and were noted at the
time of presentation. There was no case of compartment
syndrome. Spontaneous neurological recovery occurred
in all 9 patients at a mean of 77 months (3 to 15) after
injury, with 8 patients having an excellent and 1 a good
outcome. Surgical exploration wasn’t indicated in the
presented cases.

Table 1: Incidence of nerve injury.

DISCUSSION

Nerve injuries after supracondylar humeral fractures
occur primarily due to tenting or entrapment of the
nerve on the sharp proximal humeral fragment. The
median or anterior interosseous nerves are most
commonly damaged by extension-type injuries, while the
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less common flexion-type injuries affect the ulnar nerve
more often.

Most studies in the orthopaedic and traumatology
literature have reported a good to excellent prognosis for
nerve injuries associated with supracondylar fractures in
children.

Birch and Achan reported 118 cases of repaired nerve
lesions “associated with fractures and dislocations at
the elbow displayed at operation”, of which 91 were in
conjunction with supracondylar fractures. Of these, 43
involved the median, 35 the ulnar and 13 the radial nerve.
They specified that 22 of the 91 injured nerves associated
with supracondylar fractures were found to be entrapped
within the fracture or impaled on a bone spike, while the
remainder were compressed by swelling or fibrosis at or
distal to the fracture, the latter showing uniformly good
recovery after decompression. No reference was made to
the need for grafting.

As pointed out by Lyons et al. the observation of nerve
injury post-operatively does not imply that it occurred
as a result of the intervention - it is possible that it had
simply not been recognised at the time of presentation.
Similarly, the trauma associated with the reduction may
injure the nerve irrespective of whether percutaneous
wiring techniques are used.

CONCLUSION

Nerve injuries associated with supracondylar humerus
fracture is a frequent occurrence. The surgeon should
have high degree of suspicion about it and a careful pre-
operative clinical examination is needed to report it.
Median nerve injury is the most common nerve injury
associated with extension type of fractures. Ulnar nerve
injury is the most common nerve injury in flexion type
fractures. All of the nerve injuries were neuropraxias and
they spontaneously resolve by 7,7 months (average).
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GERALDINE” UNIVERSITY HOSPITAL FROM 2010-2019
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Medicus 2020, Vol. 25 (2): 179-181
ABSTRACT

Introduction: Postpartum haemorrhage (PPH) is defined as a blood loss of 500 mL or more within 24 hours after
birth.

Objectives: Demonstrating the incidence of PPH, the most common cause of it, the incidence of emergency
hysterectomy, the mean age of women complicated with postpartum haemorrhage, maternal and newborn
morbidity and mortality rate.

Materials and Methods: We retrospectivily reviewed data from registry in “Queen Geraldine” University Hospital
from January 2010 to December 2019. There were found 689 women diagnosed with postpartum haemorrhage.

Results: The incidence of postpartum haemorrhage was 1.64% in 2010, 1.51% in 2011, 0.54% in 2012, 1.07% in 2013,
1.04% in 2014, 0.87% in 2015, 0.94% in 2016, 0.73% in 2017, 0.76% in 2018, 1.05% in 2019. The most common cause of
postpartum haemorrhage is placenta previa with 52.24% of all patients with PPH. Maternal mortality rate is 0.
Emergency hysterectomy is performed in 7.54% of patients with PPH. The mean age range of women with PPH is
25-34 years old. There were 21% preterm births and 7.6% of preterm babies died after birth.

Conclusion: The highest incidence in the last 10 years in Queen Geraldine University Hospital was in 2010, 1.64%.
The most common cause of PPH is placenta previa with 52.24% of PPH cases. Placenta previa was also the most
common pathology complicated with hysterectomy. The preterm births were in 32-33 week of pregnancy and 7.6%
of these babies died after delivery.

INTRODUCTION It occurs with a frequency ranging from 5-22% of the total
number of births and occurs in a mortality ratio equal to
1: 1000 / 5: 5000 births in developing countries, equal to
3-5 cases per 1,000,000 births in industrialized countries

(2,8).

Postpartum Haemorrhage (PPH) is commonly defined
as a blood loss of 500 ml or more within 24 hours after
birth. PPH is the leading cause of maternal mortality in
low-income countries and the primary cause of nearly

one quarter of all maternal deaths globally. Most deaths
resulting from PPH occur during the first 24 hours after
birth: the majority of these could be avoided through the
use of prophylactic utero-tonics during the third stage of
labour and by timely and appropriate management (1,3).

It is verified in approximately 5-17% of cases, while in
about 1.1% post-partum massive haemorrhage occurs,
defined by a loss of over 1000 ml or by such a blood loss
that makes it necessary to transfer a certain amount of
blood over 10 units of blood / 24 hours.
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Causes of postpartum haemorrhage include uterine
atonia, lacerations, placentar retension, placenta
acreta,uterine inversion coagulopathy which includes
inherited coagulopathy that can lead to amniotic emboly,
disruption of placenta or severe preeclampsia.

Uterine atony is the most common cause of PPH, but
genital tract trauma (i.e. vaginal or cervical lacerations),
uterine rupture, retained placental tissue, or maternal
coagulation disorders may also result in PPH.
Although the majority of women who experience PPH



At

complications have no identifiable clinical or historical
risk factors, grand multiparity and multiple gestation are
associated with an increased risk of bleeding after birth.
PPH may be aggravated by pre-existing anaemia and, in
such instances, the loss of a smaller volume of blood may
still result in adverse clinical sequelae.

OBJECTIVES

This study aims to document the incidence of PPH in the
last ten years in “Queen Geraldine” University Hospital,
the causes of PPH, maternal and fetal outcome. We have
also compared our data with different studies in Europe
and worlwide.

METHODS AND MATERIALS

This is a retrospective descriptive study carried out in
“Queen Geraldine” University Hospital Tirana, Albania.
Data were obtainde fom labor ward birth registry from
January 2010 to December 2019. The case notes were
retrieved and the demographic, clinical, and outcome
data were gathered. The data included the age of women,
cause of postpartum haemorrhage, age of pregnancy,
baby outcome, complications ecc. There were found 689
women diagnosted with postpartum haemorrhage in the
last 10 years.

RESULTS

There were 66976 deliveries from January 1, 2010 to
December 31, 2019. There were 689 cases of PPH during
the study period. The incidence of PPH was 1.03 %. The
spread of incidence year by year is: 1.64% in 2010, 1.51% in
2011, 0.54% in 2012, 1.07% in 2013, 1.04% in 2014, 0.87% in
2015, 0.94% in 2016, 0.73% in 2017, 0.76% in 2018, 1.05% in
2019. The highest incidence in the last 10 years in “Queen
Geraldine” University Hospital was in 2010, 1.64%. The
mean age range of women was 25-34 years old. Most
of the cases have had lower segment cesarian section.
Luckily the mortality rate is 0. The mean gestational age
for preterm births was 32.6 weeks gestation.The most
common cause of PPH in our hospital is placenta previa
with 52.24% of PPH cases. Placenta previa was also the
most common pathology that ended in hysterectomy.
754% of all cases were complicated with hysterectomy.
144 of cases were preterm births, which means 4.2 %
of all preterm births in the last ten years (3426). 7.6% of
preterm cases died after delivery.
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CONCLUSIONS

The incidence in the last 10 years in “Queen Geraldine”
university hospital was 1.03 %, lower than that reported
elsewhere in similar setting in the literature. This study
is importmant because it reports the incidence and the
common causes of postpartum haemorrhage. 52.24 % of
all cases had placenta previa as the cause of PPH. This is
different from other countries (9) who reported uterine
atony as the most common cause of PPH. It is important
to emphasize that in ten years the maternal mortality rate
was 0%, and a good maternal and newborn outcome with
a low maternal morbidity rate and a low fetal mortality
rate (7.6% of preterm cases or 1.54% of PPH cases).

DISCUSSIONS

The incidence of PPH in “Queen Geraldine” Hospital in
Tirana was 1.03%. The most common cause of postpartum
haemorrhage was placenta previa. According to WHO
statistics and other countries in development, uterine
atony is the most frequent cause. I have compered this
study with a systematic review and meta-analyze from
1148 obtained studies and 11 included meta-analyzes,
published in 2017 in PubMed (5,6,7) .

Several studies have estimated the incidence of PPH
among pregnant women with placenta previa in different
countries. However, there was a wide variation in the
results of the conducted studies. The incidence of PPH
was reported to be approximately 18% in a Canada
population-based retrospective cohort study among 308
cases of placenta previa, 21% in a Italy retrospective
singleton pregnancies cohort between January 2003 and
August 2008 and 59% in a USA retrospective singleton
births cohort that occurred between 1976 and 2001
among the 230 placenta previa women(4,5,6). So the
statistics from our study can be compared with studies in
other developed countries in world.

Future studies should involve the classification, other
risk factors of PPH, prevention and treatment.

The results will be important for informing efforts
to prevent, treat, and identify causes of PPH among
pregnant women with placenta previa and would be
contribute to the planning and implantation of relevant
public health strategies.
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KJIMHUYKA ITPUMEHA HA PA3JTURUTE BO BASUYHUTE
KAPAKTEPUCTURU KAJ TAOMEHTH KAJ KO CE U3BEJYBA
AHTHOTPA®CKHU 1 BY3-BOAEHO CTEHTHPAILE HA TOJITH JIE3NN

Hukona bakpauecku!, Buonera MojcoBcka!, Peseapra Enesu? Hes3at Enesw’®, Hukona OpoBuasnerr

ICrienimjasHa O0/THMIIA 3a TPEBEHIIMja, JIEKyBambe U pexaOuIMTallja Ha KapInoBacKy/lapHu 3a00myBamba — Oxpuj
’Knunnuka 6omuuiia - TeroBo

S[lpxaBeH YHuBep3uTeT - TeToBo

‘MHCTUTYT 3a enueMUOIIOTHja U OrocTaTicThKa, CKomje

Medicus 2020, Vol. 25 (2): 182-186 -
ABCTPAKT

BoBen: [loBeKe KIMHWUKY CTYOWMM IOKa)kaa nOeKa [lepkyraHurte Koponapuu WHrepBenuuu (I[IKKM) BomeHU co
HTpaBacKynapeH YnTpassyk (MBY3) BogaT KoH nofobpyBambe Ha KpaTKOPOUHUTE U [OJIIOPOUYHUTE UCXOAU BO OIJHOC
Ha aHruorpadcku BogieHute [TKU. T'osieM 6poj cTyinu ja loKa)kaa KIMHUUKaTa Ba)KHOCT U BJIMjaHUeTO Ha Oa3uuHuTe
KapaKTepUCTHKY, BO OFHOC Ha YCITeIHOCTa Ha MHTepBHelUjaTa 1 MOKHUATE KOMITUIMKALIY Off UCTaTa.

Hemu: Kommapauuja Ha 6asyMuHUTE KIMHUUKK KapaKTEPUCTUMKU Kaj [IBe ONIe/IHM TPYyIM Ha [aLUeHTH, KOu Ke
MOCTTY>KaT KaKo OCHOBEH MPeNIMKTOp Ha ncxonoT off MBY3 BoneHOTO 1 aHTHOrpadCcKi BOJIEHOTO CTEHTHpame Ha
TIOJITM KOPOHAPHU JIe3UM TPETUPAHU CO 30TapOlyMyc-OOJIO’KeHN CTEHTOBM, BO TeK HAa e[HOTONUINHO Crefiehe Ha
MalueHTuTe.

Matepujan 1 metonu: Bo cryaujara ce BKiydenu 60 marjeHTH co aHTHorpadcKky ToKaykaHa KOpoHapHa apTeprcka
Oorect 3a MepKyTaHa KOpoHapHa WHTePBeHI[Wja: CTeHTUPAarbe Ha Aora KopoHapHa fiesuja. [laleHTrTe ce noyieneHu
BO 1Be rpymu: I rpyna: AHruorpadCcKu-BosieHo cteHTUpame U 11 rpyma: BY3-BomeHo cTeHTHpambe.

I Kaj mBeTe rpyru Ke 6uie UCTIe/lyBaHA 3aCTalleHOCTa Ha CJIeJTHUTEe 6a3MUHN KITMHUUKY KapaKTePUCTUKN: BO3PACT, TIOJI,
XUTIepTeH3uja, XpoHnuHa OybpeskHa mHcyduumenmja (XbU), mujabet, umnepxonecteporneMuja, Myllewme, Ipeie;kaH
MUOKapJieH uHbapkT (MU), peTxoziHa repKyTaHa KopoHapHa uHTepBeHIuja (ITKH), mpeTxojieH KopoHapeH apTeprucKu
6ajmac (CABG), akyTeH KopoHapeH cunnpoM (AKC), uctucHa dpakiuja Ha neBara Komopa (ED);

SBKHY‘-IOKZ EBI/I,HGHTI/Ipa}beTO N CTaTUCTMUKaTa o6pa60TKa Ha OasuyHuTe KapaKTUEPUCTUKM Ha IMallMeHTUTe Ke HU
OBO3MOKaT HO,ELO6pO pa361/1paH)e Ha HacTaHUTe Kou OU ' OUeKyBaJie o caMaTa I/IHTepBeHI/Iia U Ke HU J1aJile MOKHOCT
3a MaKCrMMaJIHa IIOAIOTBEHOCT 3a CIIpaByBakkbhe CO KOMIUIMKaLlMNUTe KON ou ce jaBHHe.

Knyunu 36opoBu: basuuHu KapakTepucTUKY; aHruorpadcku Bogenute [1KM; VMBY3 Bomenu ITKU; monru nesuu;

BOBE]] Oo7ecT MpeKy Hej3UHUOT KamaluTeT 7la HU OBOMOKH
BU3Yelu3alyja Ha SUJOT Ha KPBHUOT Cajl U Hero,aTa
MHTEepaKI[ja co KOPOHAPHUTE MaTepyjasiu Bo K1BO. Kako
nornonHyBake MBY3 wrpa kiayuHa yjiora Bo MofieTo Ha
NePKYTaHUTe KOPOHADHU WHTEPBEHIUH, TPUKaKYBAjKU
HU T HEJJOCTATOL[UTE Off alUTMI[MPambeTo Ha CTeHTOBUTE,
IITO CJIe[ICTBEHO BOMM KOH MOJ00PYBambe Ha TeXHUKUTE
Ha cTeHTHpame. OBOj MCUEKOp ApaMaTHMUHO T HaMaJlu
TMIePUITPOIIeIyPATHATE KOMIUTMKAIIMKM KAKO U 3HAYajHO
HamanuBatbe Ha MACE KoMIukauuy Kaj Mal[ieHTH Kaj
Kaj oBue mnaupeHTH WMHTPABACKYIaPHUOT VATPA3BYK goy ce ynotpebyBa MBY3 criopefieHo co manueTy Kaj Kou

(MBY3) moxe ja Oupie KopucHa ajartka 3a fia JI00MeMe e yaypaBeHa camo KopoHapHa aHruorpaduja.
uHMOPMALMH 3a pa3byparme HA KOPOHAPHATA apTepicKa

Mako  KopoHapHa  aHrWorpaduja  TMpeTCTaByBa
3/1aTeH CTaHfapjl M e NIMPOKO KOpHCTeHa MeTofia 3a
IMjarHOCTUIMpahe Ha KOpOpHapHa apTeprcka 0omecT u
3a BoJlethe Ha IepKyTaHa KopoHapHa nHTepBeHnyja (ITIIH),
Kora ce paboTu 3a AuQy3HU ONTH KOPOHAPHH JIE3UU CE
VIITe OCTaHyBa MpPeIU3BHK 3aToa IITO MpeBajleHIlaTa Ha
MHTEeH3WBHA PecTeHo3a M TPoM003a Ha CTEHT OCTaHyBa
BHCOKA BO CTIOPefI0a CO KPaTKUTe KOPOHAPHY JIe3UH.
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Tokmy  wMmakTOoT Ha  Oa3WUHUTe  KIMHUUYKA
KapaKTepUCTUKU Kaj MallieHTUTe Kaj Kou ce M3BeyBa
KopoHapHa  anrvorpadmja wmi  UBY3  BojeHa
MHTepBeHIMja, MMa 3HAuYajHa yiora BO MpeJBUJYBambe
Ha TeKOT Ha MHTepBeHIMjaTa, OYEeKYBAaHWUOT pe3ynTaT
U MOKHMTE KOMIUTMKAIUM BO TeK Ha UHTEPBEHTUOT U
MOCTUHTEPBEHTHUOT MEPUO].

LEJT

KoMmapaiija Ha 0a3MYHUTe KIMHUYKA KapaKTePUCTUKU
Kaj JIBe OfIJIeJIHU TPYIY Ha MallieHTH, Kou Ke TOC/IyKaT
Kak0 OCHOBeH TpeduKTop Ha wucxomoT op WBY3
BOJIEHOTO ¥ aHruorpad)CKu BOJIEHOTO CTEHTHpame Ha
TIOJI'M KOPOHApHM JIe3Ud TPeTUPaHu €O 30TapoIyMycC-
007I0}KeHH CTEHTOBHU, BO TeK Ha eJHOTO[UILIHO CIIeIehe
HA MalieHTHTe.

MATEPHJAJI U METOIN

3BefieHa e mpocnekTuBHa cryauja Bo CrierujanHa
OoMHMIIA 3a TIpeBeHIMja, TPETMaH W pexaOWIuTaIyja
Ha 3a KapauoBacKylapHu 3a0onyBama “CB.Credhan”
- Oxpupg Bo Tpaewe off eqHa roguHa. Bo crymujata ce
BKIyuyeHH 60 maiueHTH co aHruorpahCcKu JOKaykaHa
KOpPOHApHAa apTepucKa 00/ecT 3a MepKyTaHa KOpOHApHa
WHTepBeHIMja: CTeHTHpame Ha Jlolra KOpOHAapHa
nesuja. [lameHTUTE Ce TofeNeH) BO JiBe rpymu: I rpyma:
Anruorpacdcku-BoieHo creHTupame u Il rpyma: MBY3-
BOJIEHO CcTeHTHpame. [lalueHTHTe Ke OMIAT BKIyUeHH
TOKOJIKY MMaaT HeoCTHjaJiHa CTeHO3a Ha KOpOHapHaTa
apTepuja, morojieMa UM efHakBa Ha 20 mm Bo I0/KMHA,
co pepepeHTeH IjameTap Koj ke JI03BO/IM MMIUTaHTaIdja
Ha CTeHTOBHU co AujameTap >2.0 mm, 6e3 MHBOJIBUPAHOCT
Ha curHu(uKaHTHa O0UHA TpaHKa (gujameTap >2.0 mm).
WckmyuyBauKy KpUTEPUYMHU Ke OMIaT: aKyTeH MAOKap/eH
uHdapkT, KapauoreH mok, JIBE® <25%, HampesmHara
TelllKa BaJIByJlapHa MaHa, Halpe[[HaTa/TelKa XPOHHYHA
oyopeskHa Oorect, KpBaBeukd yikyc Ha [T, mocroeme
Ha ToTanHa okaysuja, TIMI <3 1o cTeHTHpameTo,
MOCTOee Ha KOHTPAMHJMKAIMja 3a KOPUCTeHme Ha
7IBOjHA aHTHMarperamyoHa Tepamnuja (areTUI-CaTUIIHa
KHCe/THHA+KJIOMAIOTper).

Bo ocHoBa Kaj pBeTe Tpynmu Ke Oujie WCIielyBaHa
3aCTalleHoCTa Ha  CJIe[HATe  0asMyHU  KIMHUYKH
KapaKTepPUCTUKM:

m Bospact
m [lon
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XurnepTeH3uja

XpoHuuHa 0yOpesxkHa uHcydunueniuja (XbU)
[lujabet

Xunepxonecreponemuja

[lynieme

[Ipenesxan muokapaeH ungdapkr (MU)

[IpeTxofHa mMepKyTaHa KOpOHapHAa MHTEepBeHIHja
(ITKN)

[IpeTxozieH KopoHapeH apTepucku Oajiac (CABG)

B AKyTeH KopoHapeH cuHgpoM (AKC)
m lcrucha dypakuyja Ha teBaTa Komopa (ED);

CTATUCTKA

AHajnn3aTa Ha MOJIATOIUTE U3BEJIEHA € BO CTaTHCTUYKU
nporpamu Statistica 7.1 for Windows 1 SPSS Statistics 23.0

PE3YJITATH!

basnuHuTe KIMHUKM KapaKTEePHCTUKU Ce eBUeHTHpaa
Kaj CeKoj MallMeHT Off TpylaTa Ha aHruorpadCKu-BoeHo
creHTupame U rpynata co UBY3-BomeHo creHTHpame.
Kaj 30 maiuueHTH Kaj KoM e uU3BeleHO aHruorpadcku-
BOJIEHO CTEeHTHpaie, BO3pacTa Bapupa BO MHTEPBAIOT
62,33+9,53 rogunu; £95,00%CI: 58,78-65,89; MuHMManHaTa
BO3pacT M3HecyBa 46 rofuHM, a MaKCHMaJTHAaTa BO3pacT
u3HecyBa 79 roguHy, gofieKa Kaj 30 maiieHTH Kaj Kou e
usBenieHo VBY3-BosieHO cTeHTHpame, BO3pacTa Bapupa
BO uHTepBalIoT 63,03£9,21 romgunu; +95,00% CI: 59,59-
66,47; MMHMMAanmHaTa BO3pacT M3HecyBa 45 roguHu, a
MaKcHMaJlHaTa Bo3pacT U3HecyBa /7 TOJMHU.

I'papuron 1: JleckpunTiBHA CTaTUCTHKA 3a BO3pacTa Ha
TaleHTUTe

Al goaiioia Tadeai ocoa

O Mean
[ MeantSD
T Meant1,96*SD

40 Ai i a0aoiee-al ddi 1 ok 080aced

EAOG-aiaaii fodi ocoacea
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3a t= -0,29 u p>0,05(p=0,77) maumeHTHTe Kaj KOU €
u3BefieHo MIBY3-BofieHO cTeHTHpame MMaaT He3HauajHo
TorojieMa BO3pacT Of Tal[UEHTUTe Kaj KOU e M3BefleHO
aHruorpad)cKu-BoJIeHo CTeHTHpame (Tadena 1.1).

Tabena 1.1 Pasnuka / Bo3pacT Ha marjueHTUTe

Variable [Mean Mean | e Valid N [Valid N [Std.Dev. (Std.Dev.
ABI [MBYC P JABM  |MBYC |ABM  |MIBYC
Bospacr (62,33 [63,03 [-0,29 580,77 |30 30 953 (9,21

ABU | Auruorpadcku-BofieHo crentupaie; UBYC / BY3-BogeHo
CTEHTUPAmEe

Bo ofiHOC Ha 3acTameHocTa Cropef] Moj Ha MaljueHTHTe,
o 30 mamueHTH Kaj KoM e WM3BeleHo aHThuorpadcku-
BofieHo creHTupame, 10(33,30%) ce xenu a 20(66,70%)
ce Maxku, a off 30 malueHTH Kaj Kou e u3BefeHo MBY3-
BofieHo creHTHpame, 4(13,30%) ce kenm a 26(86,70%)
ce maxku. 3a Pearson Chi-square=3,35 u p>0,05(p=0,13)
/ Monte Carlo Exact Sig.(2-sided) Hema 3HauajHa
pas3/iMKa MoMery JiBeTe IPYIM Ha CTEHTUPAHU TallieHTH
3eMajKi ja BO 003Mp JUCTpUOVIIMjaTa Ha MAIl[MeHTUTE
Mo 10/1. AHAMHECTHUKH TIOfIaTOK 3a JMjarHOCTUIIMpaHa
W TpeTHepaHa xumepTeH3uja o 30 TalWeHTH Kaj
KOM e W3BeJIeHO aHTHOrpa)CKU-BOIEHO CTEHTUpake,
6(20,00%) marenTH Hemase xurepTeHsuja a, 24(80,00%)
IpHjaBYja IPETXOJHO AWjarHOCTUIMpPaHa XUIepTeH3uja
u Bo rpymata Ha WBY3-Bogmeno crentupame of 30
nanyentu, 1(3,30%) Hema xumepreHsuja, a 29(96,70%)
ce CO TIPETXOfIHO IWjaTHOCTUIMpPAHA XuIepTeH3uja Ha
pefioBHa aHTHXUIIePTeH3MBHA Tepanuja. Bo mpukakaHaTa
KpocTaOy/aiija Bo pejaliyjaTa rpyla XUIepTeH3Mja 3a
Fisher’s Exact Test p>0,05(p=0,10) / Monte Carlo Exact
Sig.(2-sided) Hema 3HauajHa pa3/IMKa MOMEIY JIBeTe IPYIN
Ha CTeHTMpaHU MAaI[UeHTH BO OJJHOC Ha MPUCYCTBOTO Ha
xureptensuja. Of pesynTaThTe KOU Ce OffHECYBaaT Ha
Tyliee Kaj CTeHTHPaHUTe Mal[UeHTH W BO JIBeTe TPYIn
(BY3-BomieHO cTeHTHpame W aHrmorpad)cKd BojieHa
VHTEPBEHIMja) PETrMCTPUPAHU Ce eHAKOB 0poj Ha
HaIyeHTH, ofHocHo 1o 17(56,70%) He nymrene ,a 13(43,30%)
ce Mymayy, co KpocraOynaluja BO pe/alujaTa rpyna
nymeme 3a Pearson Chi-square=1,07 u p>0,05(p=0,44) /
Monte Carlo Exact Sig.(2-sided), 6e3 3HauajHa pa3nuka
ToMery JiBeTe TPYNM Ha CTEHTUPAHW MarueHTH. Bo
rpymaTa Ha aHruorpad)cku BojleHa WHTepBeHIUja
epupienTupanu ce 18(60,00%) manueHTH Kou He aajmoa
AHAMHECTMYKM TIOJIaTOK 3a IIPeTXOfleH MHOKapfeH
uHpapkr, a Kaj 12(40,00%) nanueHTy e AUjarHOCTUIMPAH
TNpeTXofieH MMOKapyieH MH(ApKT, 0e3 3HauajHa pasjnKa
ToMery [iBeTe TPYNMM Ha CTEHTUPAHM TMalMeHTH BO
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OIHOC Ha MPUCYCTBOTO Ha IIPeTXOleH MHOKapieH
uHdapkr, Pearson Chi-square=0,07 u p>0,05(p=1,00) /
Monte Carlo Exact Sig.  (2-sided). ITocnemoBaTenHo co
M3BIIeHA TepKyTaHa KopoHapHa wuHTepBeHija (ITKN)
BO aHruorpacku BojeHara rpyma of 30 MalieHTH, Kaj
17(56,70%) e nampaBena IIKM, a 13(43,30%) He pmaBaat
nopmaTok 3a mpertogHa [IKW u Bo rpymara Ha WUBYc-
BojieHO cTeHTHpame, 22(73,30%) Oe3 npertopHa IIKU, a
8(26,70%) manumeHTH MpeTXoAHO ce moaoxkeHn Ha ITKU.
[To craTicTHUKa 00pabOTKa Ha JaJleHUTe MOJaTOLM HeMa
3HayajHa pa3/uKa TOMery JBeTe IPYIM Ha CTeHTHUpPaHU
nanueHTd Bo ofHoc Ha IIKU (Pearson Chi-square=1,83
u p>0,05(p=0,28) / Monte Carlo Exact Sig. (2-sided).
Cniopep mogatoiuTe Ha 3acTaneHocT Ha XbU Bo rpymaTa
Ha aHruorpad)CKu-BOfleHO cTeHTHpame, 29(96,70%)
Hemane XbU a 1(3,30%) uman XBU, momeka Bo rpymaTa
Kaj UBY3-BopieHo crenTupatbe, 29(96,70%) nemane XbU a
1(3,30%) uman XbU. Bo ogHoc Ha mpeTxofieH KOpoHapeH
aprepucku 6ajmac (CABG) Bo rpymata Ha aHruorpadcku-
BOZieHO cTeHTHpame, 29(96,70%) maiMeHTH HeMmaat
npetoned CABG, a 1(3,30%) manueHT gaBa aHaMHECTHYKI
NOJlaTOK 3a IPeTXofJHa XUPYpIIKa peBacKylapu3alidja
Ha muokappoT (CABG), a Bo rpymara Ha MBY3 BomeHa
anruorpacdwuja cre 30 maipenTu ce 6e3 nperxogeH CABG.
Bo mpuKakaHaTa KpocTaOyialuja Bo M BO peJaljyjaTa
rpyna XbU u Bo penaiujata rpyma CABG 3a Fishers Exact
Test p>0,05(p=1,00) / Monte Carlo Exact Sig.(2-sided) Hema
3HayajHa pa3/MKa IOMery JBeTe IPYIM Ha CTeHTUPaHU
naiedTd. Of pesynTaTUTe KOM Ce OfHecyBaaT Ha
akyteH KopoHapeH cuHzapoM (AKC) o 30 mamueHTH Kaj
KOM € M3BeJeHO aHruorpadCKu-BOEHO CTEHTHPAme,
25(83,30%) maumentu He e eBuienTupad AKC, a 5(16,70%)
nauuenTH ce co AKC, gopeka Bo rpymnata co IBY3-BogeHo
crentupame, 27(90,00%) on manmenture Hemaat AKC,
a 3(10,00%) maBaar aHamHectnmuku mopaTok 3a AKC.
Bo opmHOC Ha mcTMTCHaTa (hpakiyja Ha jeBaTa Komopa
(E®), meckpunTMBHATa CTaTHCTHKA eBUeHTHpa Kaj 30
TMaleHTH Kaj KOM e M3BeleHO aHruorpa)CKu-BOJIeHO
creHTtupawe, E® Bapupa Bo uHTepBanoT 49,33+7,04 %;
+95,00%CI: 46,71-51,96; MuHKMManHaTa BpeJHOCT U3HECYBa
35 % a MakcMMajHaTa BpegHocT u3HecyBa 60 %, a ox 30
HaleHTH Kaj Kou e usBefieHo VIBY3-BogeHo cTeHTHpabe,
E® Bapupa Bo uHTepBanoT 46,57+6,23 %; £95,00%CI:
44,24-48,89; muHMManmHaTa BpegHocT u3HecyBa 30 % a
MaKCHMaJiHaTa BpeIHOCT u3HecyBa 60 %.
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Efeni a60aéoe'ai agaaaca &110a(A0)

O Mean
[] Mean+SD
T Mean£1,96*SD

30 A 57 a0adiee-aiadi 1 figdi dboaea
EAOGaT ddi 1 oai o¢ doed

3a Z= 1,35 u p>0,05(p=0,18) narueHTHTE Kaj KOU €
u3BeJieHO aHruorpadcku-BofieHo creHTUpame (ABU)
MMaart He3HauajHo rorosiemMa E® off manmeHTHTe Kaj Kou e
u3BefieHo MBY3-BoeHo crenTHpame (Tabdena 2.1).

Tabena 2.1 Pasnuka /| McrucHa cpakiuja Ha jeBata
KoMopa (ED)

Valid N
BI
30

. Rank Sum [Rank Sum Valid N
Variable B VIRYC U Z  |p-level VIRYC
ED (%) __11006,50 823,50 358,50 11,35 10,18 30

ABU | Auruorpadcku-BofieHo crentupare; UBYC / BY3-BogieHo
CTEHTHPake

JINCKYCHJA

OBaa cTymuja Ke ja MOTBpAM KOPUCTa W MpeJHOCTa Ha
TeMeJIHaTa 00pabOTKa Ha Oa3WYHMTE MOJATOLY Kaj
maleHTHTe KoM Ke mopierHatr Ha WBY3-BogeHoTo
CTEHTHPatbe Ha JIO/TH JIe3UH U aHruorpad)CKu-BOJieHOTO
CTEHTHpame , MOTEHIMPajKKU ja 3aBMCHOCTA HA PaHUTE
U JIOIHUTe KIMHUYKM MCXOMM Off YIOTpeOaTa Ha OBHe
TIOJIATOLM 1 BO JIBeTe IPYITH Ha MaijueHTH. Toa Ke moBefie
710 TOfI00pO pa3dbUparme MPUUUHUTE KOU Ce Pe3y/lTaT Ha
pa3yIMKKUTe BO Oa3UUYHKTE TIOfIAaTOLM Kaj OfipefieHa Tpyma
Ha MalMeHTH, a KOW TPUIOHEeCyBaaT 3a 3rojieMyBaibe,
OCHOCHO HaMaJTyBambe Ha YCIIeITHOCTa Ha MHTePBeH1[1jarTa,
pa3/iuKa BO OJJHOC Ha OUEKYBAHMOT pe3yaTaT U MOKHATa
T0jaBa Ha Herpe[BUjieH! KOMIUKAIL[MU TIPU U3Be[TyBame
Ha KopoHapHaTa aHruorpacdwuja 6e3 u co IBYC npoiieHka.

MMajKu T BO TIpefiBU/] CTATHCTHUKUTE PA3/MKU KOM TH
eBUJIEHTHPABME BO OJJHOC Ha Oa3UUHKTE KapaKTePUCTUKH
Kaj HallMTe MaljMeHTH, IUTaHOT 3a TMpUIIpeMa W TPeTMaH
Ha MAIMeHTOT BO MpPeJUHTePBEHTHUOT, HHTEPBEHTHHOT
¥ TIOCTHHTEPBEHTHHUOT MEPHOf, ke Oujie MpuarofieH Bp3
OCHOBA Ha rpymaTa Bo Koja € eBU/IeHTHOPaH MalieHTOT,
a Ke Ouje OasupaHa Bp3 HaleTO MPETXOJHO MCKYCTBO
CO MOKHHM KOMIUTMKALMK ¥ CTYUK CO KOM € MOTBp/ieHa
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KopernaidjaTa TOMery ofjpefieH pHU3UK (aKkTop U
OUYeKyBaHUTe KOMIUTUKAIIK Off KOpOHAapHA MHTePBEHIIHja.

OBaa cTyauja mpeTcTaByBa TNPeIUKTOP  Ha TEKOT
Ha VHTepBeHI[WjaTa, MAajOPHUTE HECaKaHU CPLEBU
soupnyBama (MACE) Kom OM M oueKyBaje IIpu
W3BelyBale Ha KopoHapHa anruorpacduja u UBY3
BOJIEHO CTEHTUPame, Koja Ke ja OueKyBame BO IPYIIUTe Ha
TaIMeHTH Kaj KO e eBUJIeHTUpaHa 3HavajHa CTaTUCTUIKA
pa3/iika BO ITI0fIaTOlMTe, BO HallaTa CTyldja Toa Ce
TPYIIUTE Ha XUIEPIUIMIEMHUja 1 CPLIeBa C1aboCT.

3AKJIYYOK

MoKycoT Ha COBpeMeHaTa MHTEPBEHTHA KapuoIoruja
ce TpeHece KOH MOJ0OpYBameTo Ha Oe30bemHOCTa Ha
KOPOHAPHUTE MHTEPBEHIMH, KAKO Ha aHruorpad)cKu
BofleHuTe, Taka M Ha WBY3 BojeHu WHTepBeHIWH.
TokMy eBHJIEHTHPAETO M CTATHCTHUKaTa 00OpabOTKa
Ha OasMuHHUTe KapaKTHePUCTHMKN Ha IaleHTUTe Ke
HU OBO3MOKAT II0I00p0 pasOupame Ha HACTAHUTE KOU
01 M oueKyBaze of caMaTa MHTEpPBeHHja U Ke HU Jafie
MOKHOCT 3a MaKCHMaJIHa MOATOTBEHOCT 3a CIPaBYBAIbe
CO KOMIDUIMKAIIHUTE,
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NETEHEPATHBHO 3AbOJTYBAILE HA IIEPBUKAJIHUOT CETMEHT O]
‘PBETOT KAJ IALIMEHTH CO IIEPBUROBPAXHJAJIEH CHH]IPOM
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'YHuBep3uUTeTCKM UHCTUTYT 3a paguonoruja, Cxkomje, P.C.MakenoHuja
’YHuBep3uTeTCKa KIMHUKA 3a HeBponoruja, Ckomje, P.C.MakeoHuja
SYHMBep3UTeTCKa KJIMHUKa 3a racTpoeHTepoxernaTonoruja, Ckomje, P.C.MakefoHuja
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ABCTPAKT

BoBen: EfHa ofi rimaBHUTE IPUUKMHY 3a pedpaKTopHa BpaTHa 00JIKa e [lereHepaTUBHOTO 3a00/yBatbe Ha LIEPBUKaIHUOT
cerMeHT of1 pbeToT. Haria 11e71 e a ro mpuKaskeMe TUTIOT Ha JlereHepaTHBHOTO 3a00/TyBabe Ha [IepBUKATHIOT CETMEHT
o/1 'pbeToT Kaj oBre MalueHTH.

Marepujanu u Mmetogu: CTynujaTa e aHamMTHUKA-TpaHCBep3asiHa CTyAuja Bo Koja bea KopucteHn MP mperneguTe Ha
LIEPBUKAJIHUOT POET 1 MOJATOINTE Off TTpallaTHUOT AW3ajHIpPaH 3a oBaa cTynuja. MoKycHaTa Ipyria ce coctou off 98
HCIIUTAHULIY Ha Bo3pacT off 35-70 rofi. co pedpaKTopHa BpaTHa OOJIKa.

Pesynratu: HamraTa cryauvja rmokaska fgeka Kaj 77 MCIIUTAHULIY [TIOCTOU Ha/lyB Ha efleH WU [TOBeKe MHTePBepTeOpaiHu
IIVICKOBHU JIofieKa Kaj 50 ucrmraHuiy pesyarature o MP Ha 1IepBHMKa/IHUOT CErMEHT o7 ‘POeToT MoKaykaa JieKa IoCTou
[IPOTPYy3Mja Ha eJleH WK [IOBEeKe MHTepBepTeOpaHy JUCKOBY. BakBUOT HAO He3HAUAjHO e acOoLMpaH 1 CO TpayMaTcKa
noBpepna Ha BparoT (Chi-square=0,54 df=1 p=0,46).

3aknydyok: HasyB Ha nHTepBepTebpaseH AUCK Ha 1IePBUKAJIHAOT CETMEHT off ‘pOeTOT KaKo IaTosIolka MTpoMeHa e
YyecT Kaj CMMIITOMaTCKUTe MallMeHTH 1 ce perucrpupa Kaj 78,57% op ucniuranuuure. Of1 pyra cTpaHa rojaBara Ha
IIMICKYC XepHHja He e TOJIKY UecTa U Ce jaByBa Kaj HeIlTo IToBeKe off IIOJI0BUHA of1 ucrutanuiure (51,02%).

Knyunu 36opoBu: MP, HapyB, mycKyc XepHHja, pedpaKTopHa BpaTHa OorKa, poerT.

Tmepuojl off KMBOTOT. AHAMHe3aTa e Off To/ieMa MOMOII
Bo fucepeHImjalifjaTa Ha pa3/MyHATa MATOIOTHjA Ha
1epBUKaHUOT ‘poOet. [loBeKeTo MCIMTAHUIIM O OONKa
BOBPATOT MMaaT OTCYCTBO HA HEYPOJIOMIKH CHUMIITOMH
TP HEYPOJIONIKK TIperyie]] Kako pesynTaT Ha OeHWTHa
0o/Ka BO BPATOT 3a Koja He e MOTpeOHa MOHATaMOIIHA

BOBE]I

31paBjeTo e eieH off HajBAKHUTE eleMeHTH M aTpuOyTH
Ha HAIIMOT JKMBOT, MPENYCJIOB 3a W3BPILIVBake Ha
CeKOjJHEeBHUTE AKTUBHOCTH U BOJlele Ha CpeKeH

*uBot Boorto. Bo 1948 roguna C30 ro dopmamusupa
MOJIEPHOTO pa30Mpame Ha 37IpaBjeTo, Ma MCTOTO TO
nedMHMpa Kako: ,3[paBjeTo € cocToj0a Ha IiellocHa
(bu3nuKa, TCUXUYKA M COIMjajiHa Oarococtojoa, a He
caMo OTcycTBO Ha Oonmect u uuBamuputer”[1]. Bomectu
Ha COBPEMEHMOT JKMBOT Ce He3apasHMTe COCTOjOM KOU
CTaHaa BOJIeYKa MPMUMHA 32 MOPOUUTET ¥ MOPTAJIUTET
BO pa3BueHuTe 3eMju. OBa enujieMUOTIOIIKO TIOMECTYBabe
cé TI0BeKe 3eMa 3aMaB 1 BO 3eMjuTe Bo pa3Boj2]. bonkata
BO BpaToT e MHOTy uyecta nojaBa. Kaj ckopo 70% of
Homy/anyjata ce jaByBa 0OJKa BO BpaToT BO HEKOj
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KIMHMuKa eBanyaiujal3]. Kaj 35% op unpuBumyure 0e3
CHMIITOMH BO BpaToT, II0CTOM aOHOpMaJIeH HaoT (HajlyB Ha
IMCKOT, (paceTHa JieTeHepaIiyja, CIIMHANHA CTeHo3a). Kaj
ACHMIITOMATCKUTe UHIMBUIYM Ha Mar€eTHa pe30HaHIla
e HajueHo 52% HapayB, 27% MpoTpy3uja u 1% ekcTpysuja
[4].MaBHa TpMYMHA Ha 1IePBUKAJHUOT CHHIPOM Ce
JllereHepaTHBHUTE MPOMEHM Ha IIePBUKAHUOT ‘pOerT.
Pajiiiononikute Hao[| Ha IiepBUKaIHA CIOHMI0ApPTPO3a,
Kako penykiuja Ha W.B. mpocropor, dopmupame Ha
octeoUTH W CKIepo3a Ha amoQu3HUTE 3I7000BH Ce
yecTd. BeprebpanHaTa CIOH/IMI03a € eBUIeHTHPaHa Off



At

MaTojo3uTe Tpef ToBeKe ofi efeH Bek. llepBuKanHara
CIIOH/TJI03a e MPOHajjieHa Mpy ayTorcK Ha 30 rofuIIHu
KaJlaBepy ¥ e JIOKQKaHO JieKa Mporpeaupa 3a OKOMy
70% u 90% kaj 70 roguim xeHu ¥ Maxku. llepBukamHara
PaJMKy/IoNaTHja off JlereHepaTHBHHU 3a00yBamba MOKe
na ce neduHMpa Kako OOJKa Koja ce IIMpH BO efieH
WM BO 00aaTaa TOPHM EKCTPEMUTETH KAaKO pe3yiTaTr
Ha KOMIIpecuja M/WIM MpUTalWja Ha efleH WM ToBeKe
IlepBUKaIHM  HepBHUM KopeHu [5]. IlepBuKanHaTa
paguKynonaTuja ce jaBya Kaj 85 Bo 100.000 unguBuayH,
MHOTY TOMajKy of JyMmbamHata pajjuKyIonaTuja.
Hajuecro 3achaTeHu 1epBrKaaiHi HepBHU KopeHu ce 117
(60%) u 116 (25%) [6].

IIEJIN
I'maBHa nen

Jla ce HampaBH pa/juoJIOIIKa aHA/IM3a Ha lereHepaTUBHUTE
3a00/yBama Ha I[ePBUKAJTHUOT CErMEHT of ‘pOeToT Kaj
HalyeHTHTe €0 pedpakTopHaTa IepBUKOOpaxujanHa
OoJKa.

Cremuduynu memm

Jla ce mpurakaT memorpa)CKuTe KapaKTepHCTHKM Ha
VICITAHULIATE CO JlereHepaTUBHO 3a00/yBarbe Ha pOeToT
(o, Bo3pacr);

[la ce mpuKaKe TUIIOT Ha JIereHePaTUBHOTO 3a00/TyBatbe
Ha I1ePBUKATHAOT CEIMEHT Off ‘pOeToT;

MATEPHJATI 1 METOH

HcTpaxkyBameTo TnpeTcTaByBa MpPOCIeKTUBHA
aHAIMTMYKA - TPaHCBep3alHa (cross-sectional) crymuja.
Ce cripoBenyBaiie Ha J3Y YHUBEP3UTETCKUOT UHCTUTYT 3a
paguonoruja - CKolje Kajie ITO ce BpIelle TPUOUPAbeTo
Ha pe3y/ITaTy ofi UCIIUTAHUIIUTe W aHa/KM3a Ha HAOJuUTe.
Kako u3Bop Ha nogaTonu ce kKopuctea MP mpernenure Ha
IIePBUKATHUOT CETMEHT Off POETOT U CIeIUjaTuCTUUKUTE
PAJIMONIOIIKM M3BEINTad, KaKo W MOJaTOIUTe J00ueHH
of TIpAlIaJHUKOT JIM3ajHAPaH 3a TMOTpeOUTe Ha
UCTPAKYBAbeTO 32 UCTUTE UCTIUTAHUIIN.

(MokycHara rpymna ce CoCTOH Off UCIMTaHUIIM Ha BO3PACT Off
35-70 rop. co pedppakTopHa BpaTHa OojKa. McruryBaHaTa
TPyIa ja COUMHYBaaT MCIIMTAHUIM CO PAOOTHA IWjarHosa
IIepBUKOOpaxujajieH  CHHAPOM  WIM  IL[epBUKAIHA
pajiukynionaTija, yrmaTeHd Ha  YHUBEP3UTETCKUOT
MHCTUTYT 3a paguoinoruja Bo Ckomje, 3apajiu MP miperneq,
Ha IIePBUKAJIHMOT CerMeHT ofi ‘pOertor. ['onemMuHa Ha
MPUMEPOKOT ja COUMHYBAAT rpoma off 98 ucmuraHuI.

Profesional paper

PE3Y/ITATH

Bo Hamiata crynuja cropen pesynrtatute o MP Ha
IIePBUKAJTHAOT CETMEHT 0/l ‘pOeTOT lereHepaliyja oJHOCHO
JexuzipaTallija Ha MHTepBepTeOpaieH IUCK UK JUCKOBU
ce peructpupa Kaj 78 (79,59%) MCIIUTaHULH, CO TTPUTNYHO
paMHOMepHa Io/oBaTa AUCTpuOyIMja of 48 (48,98%)
mamiku 1 50 (51,02%) skeHcku ucnuTaHuny. Pesynratute
Ofl MCTPa)KyBambeTo MOKa)KyBaaT JieKa [ereHepaliyjata
Ha HHTepBepTeOpalHUTe [UCKOBM Ha II€PBUKAIHUOT
Jen Ha ‘pOeTOT CUTHU(DMKAHTHO 3aBUCH Of IIOJIOT Ha
ucrmranuuTe (Chi-square=9,68 df=1 p=0,0019), wro ce
JO/DKM Ha 3HAYajHO MOYecT HAoj Ha OBaa IAaToJIONIKa
cocTojba Kaj skeHute. Bo oBaa cepuja Ha MCIMTAHWUIIH,
JereHepaija Ha HHTepBepTeOpaHUTe JIUCKOBM Ha
1IePBUKAIHUOT Jie/l Ha ‘poeToT umaat 32 (41,03%) Mauiku
ucnutanuiy u 46 (58,97%) skeHCKU UCTIMTAHUIH.

Amcmne e nn @0 e

[Ipoceunara Bo3pacT Ha UCIIMTAHUIUTE CO JlereHepalja
Ha WHTepBepTeOpalHUTe [UCKOBM Ha II€PBUKAIHUOT
Jen Ha ‘pberor uW3HecyBa 35,35+4,2 roguHM, MOfieKa
IpoceyHaTa BO3pacT Ha rpymaTa 6e3 Haoj 3a iereHepariyja
u3HecyBa 25,6454 romuHu. Pa3nukaTa BO IpoCeYHaTa
Bo3pacT of 9,75 rofiMHU Mery MCIUTAaHUIUTE 0e3 U co
HAof 3a JiereHepanyja ¥ CTATUCTUUKM Cce TOTBPAY KaKo
curiugukanTHa (t=8,68 p<0,001). 3ronmemyBame Ha
BO3pacTa 3a efHa rofguHa 3a 35,9% (95% CI 1,203 - 1,535)
TIaTH ja 3rojieMyBa IlIaHCaTa 3a II0jaBa Ha JiereHepaTUBHU
POMEHH Ha [IePBUKAIHAOT JIeJT Ha ‘pOeToT.

Bo ofHoC Ha 110jaBa Ha HaJlyB Ha MHTepBepTeOpasIeH [UCK,
OJJHOCHO JIMCKOBH, pe3yatatute of MP Ha epBUKaTHIOT
cerMeHT oy ‘pbeToT MoKajkaa [ieKa TaKBa IaTOMOrHja
TI0CTOM Kaj 77 (78,57%) MCIIMTaHHUIIY.

Hapys N (%)
Hema 21(21,43%)
uma 77(78,57%0

BKYITHO 98 (100%)

[TonmoT Ha MCTTMTAHUIMTE HEMA CUTHU(UKAHTHO BJIMjaHKe
Ha [M0jaBaTa Ha HaJlyB Ha MHTepPBepPTeOPATHHUTE JIUCKOBH
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Ha 1epBUKaMHUOT Jien off ‘poetor (Chi-square=1,27 df=1
p=0,26). Bo MP HaofioT of1 LiepBUKATHUOT JIeJ Off ‘pOeToT
ce 3abenekyBa HazyB Kaj 40 (51,95%) mamku u 37 (48,05%)
JKeHCKY UCTIUTAHULIH.

IlojaBaTa Ha HajiyB Ha M1.B uCK off LiepBUKATHUOT el Off
‘pbeToT cUrHU(MKAHTHO Ce 3rOIEMyBa CO 3TOJIEMYBarbe
Ha CTapocHaTa Tpyna Ha MCIUTaHuIMTe. UcmuTaHuLuTe
CO HaoJ| 3a HaJlyB Ha MHTepBepTeOpayHUTEe NUCKOBHM Ha
LIepPBUKAIHUOT Jie7l Off ‘pOeTOT MMaaT CUrHU()MKAaHTHO
TIorojieMa IpoCceyHa BO3pacT Off UCIIUTaHULIUTe Oe3 BaKOB
Haop (34,26 = 5,2 Bc 30,05 £ 7,5 t=2,99 p=0,0035).

PesynraTute o MP Ha 1lepBUKaTHAOT CETMEHT Off ‘pOeToT
Kaj 50 (51,02%) uciuTaHuIM OfIaT BO MTPHJIOT Ha IPOTPY3Hja
WIM eKCTpPY3Hja Ha MHTepBepTeOpaseH AWCK, OJHOCHO
MHTepBepTeOpaTHH JIUCKOBH.

JIICKYC 0
XEPHIJA N (%)
HeMa 48 (48,98%)
nMa 50 (51,02%)
BKYIIHO 98 (100%)

Pesynrarure of WCTPaKyBameTo IIOKaKyBaaT [ieKa
rojaBata Ha XepHMjallija Ha MHTEpBepTeOpaHuTe
IOMCKOBM HAa  IEpPBUKAJIHMOT Jiel  Ha  ‘poeToT
CUTHU(PUKAHTHO 3aBUCH Of] IIONIOT HAa MCIUTAHUIUTE
(Chi-square=6,88 df=1 p=0,009), mwro ce pomKM Ha
3HauajHO TOYECT HAOj] Ha OBaa IATONMOINIKA COCTOj0a Kaj
eHute. Bo oBaa cepuja Ha MCTIMTAHULIM, XepHUjallMja Ha
MHTEepBepTeOpaIHUTe TUCKOBY Ha LIEPBUKATHUOT JIeT Ha
‘pbetoT umaar 18 (36%) MCUTaHUIK O MAIIKHM MO 1 32
(64%) eHCKU NCTIUTaHULIY.

non
w, =

mrrroe kel s Ak awne

[IpoceuHara Bo3pacT Ha MCIUTAHUIUTE Off TpymaTa
CO XepHWjallija Ha WMHTepBepTeOpaJHUTe UCKOBM Ha
IIePBUKAIHUOT Jie7T Ha ‘pbeToT M3HecyBa 35,02 + 4,42
TOJIMHH, ¥ CUTHU(HUKAHTHO (t=2,93 p=0,0042) e noBICcoOKa
of1 TPOCEYHATA BO3PACT Ha MCTIUTAHUIIUTE Off TpyraTa 0e3
IMCKYC XepHHja, Koja u3HecyBa 31,62 + 6,83 roguHu.

Revisté mjekésore - MEDICUS | 188

IS ISP

000000000000

JUCKYCHJA

Kako pesynTaT Ha oBaa cTyauja JOOMBMe IIpecTaBa 3a
3acTaleHoCTa Ha JiereHepaTHMBHUTE 3a00/yBama Ha
IIeBUKAIHAOT CETMEHT Off ‘pOEeTOT Kaj MOMy/aluja BO
P.Maxkenonuja. Criopeg mopgaTouuTe Ha VIHCTUTYTOT 3a
jaBHO 31paBje Bo CKomje, off cuTe MYCKV/IO-CKeJleTHH
sabonmyBaa BOo P.MakemoHuja, 3a0onyBameTo Ha
MHTepBepTeOpaHUTe IUCKOBM € Ha IIPBO MECTO 0
IMjarHOCTUIIMPAHK CITy4au, cO CTamka off 6,45 ciyyau Ha
10.000 skuTenu, co MPOCEUHO Tpaekke Ha JIeKYBabeTo BO
0ONMHUYKM cTarjoHap of 13,74 mexoBu [7].

Ilenrn Ha oBaa cTyaMja Oea fa ce HalpaBM aHaIM3a
Ha JereHepaTHMBHUTe 3a00/yBaikha Ha I€PBUKAIHUOT
cerMeHT off ‘pOeToT Kaj momynaiujaTa Bo P.Makeonuja,
1 Jla ce mpUKakaT JieMorpa)cKuTe KapaKTepHCTUKU Ha
VCTIUTAHUIUTE CO JiereHepaTUBHO 3a00/yBatbe Ha POeToT
(mon, Bospact). [lereHepaiyjaTa WM Aexuaparaiyjata Ha
MHTepBepTeOpaHAOT MCK IO3HATO € JieKa HacTaHyBa
KaKo pe3y/ITaT Ha MPUPOJHKOT IPOLIeC Ha CTapeerhe o
BJIMjaHNe Ha Pa3/IMYHU HaJIBOPEIHY U TeHETCKH (haKTOPH.
Jl1cKyc xepHUjaTa co OMOII HA MArHeTHA pe30HaHI[a MO3Ke
Ia bupe auMjarHocTULpaHa Kaj 10% of acUMITTOMaTCKUTe
UHAMBUYY TIomiaiu off 40 rofguHu 1 Kaj 5% off oHKe Kou
cenocrapu off 40 ropunu. [lerenepanujata Ha M.B. guckot
MO3Ke Jia Oujie JeTeKTupaHa Kaj 25% oj] aCUMITOMATCKUTe
uHauBuAyn momnamu of 40 rogunau u 60% op oHue
noctapu of 40 ropuHu. Pa3Hu CTYIUM MOKaKase JeKa off
51 - 67% op Bo3pacHUTe UYBCTBYBaaT OOJIKa BO BPaToOT U
paKaTa BO HeKoj Ilepuoyi off }KUBOTOT, Off KOU Kaj 54% Taa
0o7Ka e TMpUCyTHa M Bo mocaenHute 6 Meceru. Bo egHa
BaKBa CTyIHWja BO Koja yuyecTByBajie 497 acCMMITOMATCKU
37paBy MHIMBU/VY € 3a0eJIeKaHo JieKa MHIUeHIaTa Ha
nereHepaiiija Ha U.B. qucKoT ce 3roneMyBa co rofiMHKTe,
IpompaTeHO CO HaMmaayBaie Ha cuUrHajoT Ha MP Kaj
17% on mamkuTe 1 12% off ;KeHCKUTe UcUTaHUIM off 20
70 29 rogunu u 86% o mamkute U 89% of KeHCKUTe
MCIMTaHUIM Ha Bo3pacT of 60 o 69 roguHu. XepHujaiyja
Hall.B. muck mpeTeKHO ce jaByBa Kaj IIOM/Iaid HICITUTAHULH
opHocHo nomajiu of, 40 rogunu. Jlofieka fereHepaliyja Ha
W.B. a1cKOT MpeTesKHO e jaByBa Kaj MHAYBUAYH IIOCTapH
of 40 rogMHM Kako [iell off MpPOIecOT Ha IMPUPOIHO
crapeme. OBue MHAMBUAYM Toctapu of 40 ropuHM
MMaart TorojieM PU3WK Off IiepBUKAIHA PafuKyIomaTHja
(8). OBume pesynrTaTd BO OHOC Ha IIPOTPEIUPAETO
Ha maroforujata Ha IepBukanHute W.B. mauckoBu co
TOIMHUTE Ce BO COTJIACHOCT CO HaIllaTa CTYIXja OJHOCHO
3rojIeMyBambeTOo Ha BO3pacTa 3a e[Ha rofiMHa ja 3rojieMyBa
IIaHcaTa 3a TojaBa Ha JlereHepaliija Ha eJieH Ui TIoBeKe
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N.B. nuckoBu 3a 36%.

Bp3 ocHoBa Ha pesyaratuTe [OOMEHM Of HAIIETO
HCTPaKyBarbe 3a MHIIU/IEeHIATa Ha TaTOOIKUTE COCTOjOn
Ha 1.B. nuckoBuTe 071 1epBUKATHUOT CETMEHT Off ‘pOeToT
BO MCIUTYBaHUOT IIPOMEPOK Ce foara /10 3aK/IyUoK Jleka
Kaj 78 (79,59%) ucnuTaHWIM BO HAIIaTa CTYHja TIOCTOU
JllereHepaiyja (mexuapaTaiyja) Ha eleH WIM TOBeke
I1.B. puckoBu. HajyB Ha uHTEpBepTeOpaieH QUCKYC WK
IMCKOBY Ha IIe€PBUKAJTHUOT CEIMEHT off ‘POeTOT ce mpaTu
Kaj 77 (78,57%) ucuTaHULY, OJeKa IIOBEKe Off MOJIOBMHA
on ucnutaHuuure Bo crymujata 50 (51,02%) umaar
HEKOj CTelleH Ha XepHHjallija Ha HHTepBepTeOpaneH
IIUCK, OJHOCHO WHTepPBepPTeOPATHU  JUCKOBU O]
IIepPBUKATHUOT CerMeHT Ha ‘pOeToT. Bo momynaiuckaTa
crynuja Bo Pouectep, Muneanomuc, C.A.Jl., romuiniHaTa
TOKYMEeHTHpaHa 10jaBa Ha IlepBUKaHA Pa/iuKy/Ionaryja
Kaj Maku 1 skenu omna 107,3 u 63,5 ciyyau cieicTBeHo,
Ha 100.000 momynaimja. Kaj 21,9% op ucnuTaHMIMTE
NpUYMHATA 3a IlePBUKaJHATa pafiyKolamaTtuja Owia
nporpy3uja Ha W.B. muck, momeka 68,4% Owuma pesynraT
Ha CIIOHZMI03a, JMCKYC XepHuja, umu asete [9]. pyra
crymija 3a pusuk dakropure Bo C.A.Jl. oTKpuBa jeka
ong 13.000.000 wnmumBumyu op Bojckata Ha C.A.JL
MHIIM/IEeHIIaTa Ha T10jaBa Ha LiepBUKaJHA PaJIUKy/IonaTHja
e 1,79 cnyuau Ha 1.000 unguBUAyM roguiHo. Bo ucrara
CTy/Mja 3a0eie;KaHo e Jieka MHAUBUYUTe iocTapy off 40
rol., ’KeHCKUTe MHIUBHUIYM M OeflaTa paca MIMaat orojeMm
PH3MK Off lepBUKajaHa pagukynonaruja[l0]. pyra
cryauja Bo Mranuja oTKpuIa MHIM/EHIa Ha IlepBUKaTHa
pajuKyionartija of 3 cayuau Ha 1.000 unguBuayu [11].

[lonoBara pauCTpUOVIMja € pa3lTMyHa BO 3aBHCHOCT
of maTonorujaTa Ha W.B. muckoT. PesynratuTe off
HCTPa)KYBameTo IOKaKyBaaT JeKa [ereHepaijata u
rojaBaTa Ha [MCKYC XepHMM Ha MHTepBepTeOpaHHUTe
IMCKOBMHAIIePBUKAIHUOT Ie/THA ‘POTOT CUTHU(DMKAHTHO
3aBMCH O TIOJIOT Ha MCIMTAaHUIMTE, IITO Ce JO/KU Ha
3HauajHO MOYeCT HAoJ Ha OBHe IATOJIOIIKU COCTOjOU Kaj
xenuTe. Bo oBaa cepuja Ha UCITUTAHUIIM, JIeTeHepaIyja
Ha MHTepBepTeOpajHUTe [UCKOBH Ha IIePBUKAJTHUOT
men Ha ‘poetot umaar 32 (41,03%) uCUTaHUIM Off MAIIKK
n 46 (58,97%) KeHCKM MCIMTAHHMIIM, a XepHHjalija Ha
MHTepBepTeOpaIHUTe UCKOBH Ha LIEPBUKAIHUOT e
Ha ‘poetor mmaar 18 (36%) mamku u 32 (64%) KeHCKH
MCIMTAHUIM. 3a pa3/iiKa off Toa 00T Ha UCITUTaHULIATE
HeMa cUrHM(MKAHTHO BJIMjaHKe Ha 10jaBaTa Ha HaJ[yB Ha
MHTepBepTeOpaIHITe JUCKOBH Of LIEPBUKAIHUOT JIET Ha
‘poetot. Kunnu mpepiara fieka 1onoBaTa gUCTpUOYIIUja
Ha JMCKYC XepHUHUTe e MpUOIKHO eHaKBa Haj JBara
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nona[12]. Mapunonu u XeHJepcoH 3a0eye}KyBaaTr jeKa
JKeHUTe UMaaT MorojieMa VHIUeHIa Ha IojaBa Ha JIUCKYC
xepHuja oTKoNKy Maxkute(11), jopeka llloeHdun 3aKkmyumn
IeKa JKeHCKUOT 11071 UMa CUTHU(DMKAHTHO TOr0/IeM PU3KK
3a mojaBa Ha fickyc xephuja (10). 3akmydorute off OBKE
CTYIUM Ce BO COTJIACHOCT CO Pe3yITaTUTe W 3aKTyUOKOT
Ofl HalllaTa CTyAuja JleKa MPUMaJHUIKUTE Ha >KEeHCKUOT
TIO/1 UIMAT TI0T0/IeM PU3HUK Off TI0jaBa Ha JlereHepaliuja uin
TMCKYC XepHHja Ha LePBUKATHUOT CETMEHT Off ‘pOeToT.
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ABSTRACT

Objective: to determine the potential impact of systematic lymphadenectomy vs. no lymphadenectomy on the
perioperative change in QoL in patients undergoing surgical treatment for early stage endometrial cancer.

Patients and methods: Patients scheduled for surgical treatment of clinically early stage endometrial cancer at the
Department of gynecological oncology at the University Clinic of Gynecology and Obstetrics in Skopje, in the period
January - December 2018 were approached for participation. Eligible subjects were divided into two groups: Group
1 (no LND) consisted of 60 patients who had hysterectomy plus bilateral salpingo-oophorectomy without lymph
node dissection (LND); Group 2 consisted of 24 patients who had hysterectomy plus salpingo-oophorectomy plus
systematic pelvic LND. Quality of life was quantified using a standardized and validated questionnaire (FACT-G)
preoperatively and 30 days after surgical treatment.

Results: The patients in the LND group exhibited statistically significantly lower postoperative scores for FACT-G
(87.7 vs 75.8 for the no LND and LND groups respectively, p=0.002), as well as for the physical wellbeing domain
(23.4 vs. 20, p=0.004) and emotional wellbeing domain (20.7 vs 17, p=0.008). Twelve patients from the group with
no lymphadenectomy (20%) experienced a clinically significant decline in the postoperative Qol., compared to 12
patients (50%) in the lymphadenectomy group (p=0.006).

Conclusion: There was a significant decrease in the postoperative QoL 30 days after surgery in patients that
undergo systematic pelvic lymphadenectomy for early stage endometrial cancer compared to patients that do not.

Key words: quality of life, endometrial cancer, lymphadenectomy
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INTRODUCTION

Endometrial cancer is the most common gynecologic
malignancy in the developed world and the sixth most
common malignant disorder worldwide accounting for
up to 6% of all malignancies. Approximately 320000 new
cases are identified each year [1]. The highest incidence
rates are registered in the developed countries of North
America and Europe, where endometrial cancer is the
most common malignant neoplasm of the female genital
tract and the fourth most common location in women
after breast, lung and colorectal cancer [2]. Endometrial
cancer is the second most common malignant neoplasm
in women (after breast cancer) in The Republic of North
Macedonia with an estimated 400 new patients diagnosed
annually [1], and a corresponding age-standardized
incidence rate of 24.3 per 100000 women.

Traditionally, endometrial cancers have been classified
into two types, based on histopathology: type 1 are low-
grade estrogen related endometroid adenocarcinomas
that are usually diagnosed early and have a favorable
prognosis, while type 2 endometrial cancers are high
grade endometroid adenocarcinomas, papillary serous
and clear cell carcinomas and carcinosarcomas [3]. The
latter group of cancers are hormone independent and are
associated with a more aggressive tumor behavior and
poorer prognosis.

Metastatic spread, be it regional or through the vascular
and/or lymphatic systems, is the most important
prognostic factor that influences the overall patient
survival. The most frequent location for metastatic
spread of endometrial cancers are the pelvic lymph
nodes. The uterus drains through three main lymphatic
trunks: utero-ovarian (infundibulopelvic), parametrial
and presacral trunk which drain into the external
iliac, common iliac, internal iliac, presacral and para-
aortic lymph node basins [4]. Although theorized and
described, direct lymphatic metastasis to the para-aortic
lymph nodes with negative pelvic nodes occurs rarely in
endometrial cancer patients [5]. Systematic pelvic and/
or para-aortic lymph node dissection (LND) has been
well recognized as a cornerstone of surgical staging
of endometrial cancer ever since the International
Federation of Gynecology and Obstetrics (FIGO) moved
from clinical to surgical staging of endometrial cancer
[6]. The comprehensive FIGO surgical staging algorithm
for endometrial cancer recommends a procedure that
includes total hysterectomy and bilateral salpingo-
oophorectomy, peritoneal washing and pelvic and/or
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para-aortic lymphadenectomy. The therapeutic benefits
of lymphadenectomy, however, remain controversial
and a matter of scientific debate, especially in patients
with early stage endometrial cancer. Patients undergoing
systematic pelvic and para-aortic lymphadenectomy
experience longer operative times and are exposed
to greater risk of intraoperative and postoperative
complications than patients treated with hysterectomy
with bilateral salpingo-oophorectomy alone [7], which in
turn, negatively impacts the quality of life (QoL).

OBJECTIVE

The aim of the study was to determine the potential impact
of systematic lymphadenectomy vs. no lymphadenectomy
on the perioperative change in QoL in patients undergoing
surgical treatment for early stage endometrial cancer.

PATIENTS AND METHODS

The study was designed as a prospective cohort study and
was conducted at the Department of gynecologic oncology
at the University clinic of gynecology and obstetrics,
University “Ss. Cyril and Methodius”, Skopje, Republic
of North Macedonia. Eligible consecutive patients
scheduled for surgical treatment of endometrial cancer
at the Department between January and December 2018
were approached for participation in the study. Inclusion
criteria were: presence of a histologically verified
endometrial cancer that was presumed early stage based
on preoperative evaluation. Patients that were unfit for
surgical treatment were excluded from the study. Written
consent for participation was obtained from all patients
and the study was approved by the Ethical committee
of the Medical faculty at the University “Ss. Cyril and
Methodius”, Skopje, Republic of North Macedonia.

Contrast CTs of the abdomen and chest were performed
to exclude lymphadenopathy and/or extrauterine disease.
Patients were than classified into two groups, based on the
ESMO-ESGO-ESTRO recommendations for endometrial
cancer treatment [8]: group 1 (no LND) were patients
with low risk endometroid endometrial cancer (clinically
stage I, grade 1/2, myometrial invasion <50%) and were
treated with total abdominal hysterectomy with hilateral
salpingo-oophorectomy without lymph node dissection;
group 2 (LND) were patients with intermediate/high risk
endometrial cancer (clinical stage I of endometoid cancer
grade 3 and/or myometrial invasion >50%, patients with
clinical stage II and all patients with non-endometroid
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histology) which were treated with total abdominal
hysterectomy with bilateral salpingo-oophorectomy and
systematic pelvic lymph node dissection.

All surgeries were performed via laparotomy by five
surgeons from the Department in a standardized
fashion. The lymphadenectomy included dissection of
the external iliac, internal iliac, obturator, presacral and
common iliac nodes up to the bifurcation of the aorta
in accordance with the Department’s protocol. No para-
aortic lymph node dissection was performed given that
all patients were early stage and the risk of para-aortic
involvement was low [5].

The main endpoint of the study was the postoperative
change in quality of life, measured by the Functional
Assessment of Cancer Therapy-General (FACT-G) score
[9], version 4. The FACT-G questionnaire consists of 27
questions, grouped in four domains: physical well-being
(PWB), social well-being (SWB), emotional well-being
(EWB) and functional well-being (FWB). The PWB, SWB
and FWB domains have 7 questions and score 0-28, while
EWB has 6 questions and scores 0-24. The answers in the
FACT-G questionnaire are formulated as a 5-point Likert
scale (0- “not at all” to 4 - “very much”), and the values
are summed up to form a total score of 0-108.

The questionnaire was translated in Macedonian and
was self-administered by the patients, with a researcher
available, should the patient have any questions or
issues. Patients filled out the questionnaire on admission
and approximately 30 days post-surgery, during the first
follow-up visit at our Outpatient department.

To assess the postoperative change in the quality of life,
the study used the “minimally important difference”
(MID) concept [10]. The MID concept is defined as the
lowest difference in the overall score or any domain
sub-score that is perceived by the patient as an
improvement or deterioration, consequently influencing
the management of the patient [10]. The study employed
a distribution-based method to calculate MID. For the
purposes of this study, QoL one-month post-surgery was
categorized as “deteriorated” if the postoperative FACT-G
(or relevant domain) score was at least 5 points lower
than the preoperative score (MID=5). The data was used to
transform the raw scores into a categorical dichotomous
variable indicating a decline in overall QoL (or relevant
domain).

We also recorded and analyzed the following variables:
body mass index (BMI), level of education (high school
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or lower vs. university degree), marital status (married/
living with a partner vs. divorced/widowed), place of
residence (urban vs. rural), comorbidities and smoking.
The following comorbidities were recorded: diabetes,
history of a major thrombotic event, chronic renal
failure, history of immunosuppression and chronic
cardio-vascular conditions (excluding hypertension).

The data was digitized and entered into a database.
The statistical analysis was carried out using the SPSS
statistical software package version 23 (IBM SPSS
Statistics for Windows, Version 23.0. Armonk, NY: IBM
Corp.). Standard descriptive statistics were done and
data was displayed using frequencies, percent, mean
and standard deviation (SD), where appropriate. The
difference in the FACT-G score and the associated
domains pre- and postoperatively were compared using
the Mann Whitney’s U test for independent samples. The
differences in the distributions of the listed categorical
variables in the two groups of patients were tested using
the Chi square test and Fisher’s exact test, depending
on the group size. A value of p<0.05 was considered
statistically significant.

RESULTS

Atotal of 91 patients were recruited in the study. Of those,
7 patients (77%) were excluded from statistical analysis:
6 (6.6%) patients with incomplete questionnaires and
one patient (1%) who was unavailable for evaluation one
month after surgery. The remaining 84 patients (92.3%)
were selected for analysis, 60 patients in group 1 (no LND)
and 24 patients in group 2 (LND).

The demographic and clinical characteristics of the
patients included in the study are summarized in Table
1. The groups were homogenous. The average age of
patients in group 1(no LND) was 60.9+8, while the average
age of patients in group 2 (LND) was 62.5+7.8. The mean
BMI were 33.7+7.8 and 31.5+6.4 for group 1 (no LND) and
group 2 (LND), respectively. Most of the patients had a
high school degree or lower education (95% and 79.2% for
the no LND and LND groups, respectively), were married/
living with a partner (80% and 95.8% for the no LND and
LND groups, respectively), came from urban communities
(66.7% for both groups) and were non-smokers (95% and
95.8%, respectively). Approximately half of the patients
in both groups had at least one comorbidity (53.3% vs.
45.8% for the no LND and LND groups, respectively).
Thirty-two patients (53.3%) from the no LND group were
Stage IA, 24 (40%) were Stage IB and 4 patients (6.7%) were
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upstaged to Stage II on the final pathology report. Seven
(29.2%) patients from the LND group were surgical Stage
IA, 5 (20.8%) were Stage IB, 8 (33.3%) were Stage II, while
4 (16.7%) patients had pelvic node involvement and were
Stage I1IC1. The pathology report confirmed endometroid
histology in the vast majority of patients in the no LND
group (96.7%), and only two patients (3.3%) had a revised
diagnosis of mixed histology on the final pathohistology
report. The following histologic types were recorded in
the LND group: poorly differentiated endometroid in 14
patients (58.3%), mixed in 4 (16.7%) and serous and clear
cell carcinomas in 3 (12.5%) of the patients each. The
median number of retrieved lymph nodes in the LND
group was 14 with a range of 6-27.

Table 1. Summary of the relevant demographic and
clinical patient characteristics

Group 1 (no
Parameter LND) gﬁg}‘lp 2(LND)
n=60
Age, mean+SD 60.9+8 62.57.8
BMI, mean+SD 33.7t78 31.5£6.4
Degree of education, n (%)
High school or lower 57 (95%) 19 (79.2%)
University diploma 3(5%) 5(20.8%)
Marital status, n (%)
Married/living with a partner | 48 (80%) 23(95.8%)
Divorced/widowed 12 (20%) 1(4.2%)
Employment status, n (%)
Employed/retired 40 (66.7%) 15 (62.5%)
Unemployed 20 (33.3%) 9 (37.5%)
Place of residence, n (%)
Urban community 40 (66.7%) 16 (66.7%)
Rural community 20 (33.3%) 8(33.3%)
Comorbidities, n (%)
Absent 28 (46.7%) 13 (54.2%)
Present 32 (53.3%) 11 (45.8%)
Smoking, n (%)
Non-smoker 57 (95%) 23(95.8%)
Smoker 3(5%) 1(4.2%)
Surgical stage, n (%)
IA 32(53.3%) 7(29.2%)
IB 24 (40%) 5(20.8%)
11 4(6.7%) 8 (33.3%)
IIC1 4 (16.7%)
Final histology, n (%)
Endometroi 58 (96.7%) 14 (58.3%)
Mixed 2(3.3%) 4(16.7%)
Serous 3(12.5%)
Clear cell 3(12.5%)
Number of nodes, median 14 (6-27)
(range)
The comparison between the preoperative and

postoperative QoL in both groups is presented in table 2.
No statistically significant differences were identified in
the preoperative overall and domain scores (p=0.28, 0.4,
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0.77, 0.41 and 0.1 for FACT-G, PWB, FWB, SWB and EWB
respectively). The patients in the LND group exhibited
statistically significantly lower average scores for FACT-G
(87.7 vs 75.8 for the no LND and LND groups respectively,
p=0.002), as well as for the physical wellbeing domain
(23.4 vs. 20, p=0.004) and emotional wellbeing domain
(20.7 vs 17, p=0.008). The differences for the scores on the
functional wellbeing and social wellbeing scales were not
statistically significant (p=0.09 and 0.07, respectively).

Table 2. Comparison of pre- and postoperative FACT-G
and domain scores*

N7 o2 D

(mean =SD)
Preoperative
FACT-G 878+14.3 82.3£20.7 0.28
PWB 23.5+4.4 222457 0.4
FWB 20.9+4.6 20.25.5 0.77
SWB 22.8+3.8 215451 0.41
EWB 20.5+3.2 18.545.8 0.1
Postoperative
FACT-G 877173 75.8£22.6 0.002
PWB 23.4+5.1 20£6.1 0.004
FWB 20.8+5.4 18.4+6 0.09
SWB 22.8+4.7 20.3+6.1 0.07
EWB 20.7+4.9 17 £6.6 0.008
*LND - systematic lymph node dissection; PWB-
physical ~ wellbeing; ~ FWB-functional ~ wellbeing;
SWB-social ~wellbeing; EWB-emotional wellbeing.
tMann Whitney U test

The clinical significance of the difference in postoperative
QoL was evaluated using the MID concept. Twelve
patients from the group with no lymphadenectomy
(20%) experienced a clinically significant decline in the
postoperative QoL, compared to 12 patients (50%) in
the lymphadenectomy group and the difference was
statistically significant (p=0.006, Table 3).

Table 3. Comparison of patients with clinically significant
decline in postoperative QoL

Group 1 (no
Postoperative QoL | LND) G?gl)leLND) pt
H(%) nino
FACT- G | 48(80%) 12 (50%)
Unchanged 0.006
FACT - G|12(20%) 12 (50%) '
Diminished

*LND-systematiclymphnodedissection;QoL-qualityoflife.
tChi square test
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DISCUSSION

Nodal assessment in patients with newly diagnosed
endometrial carcinoma is an important aspect of the
initial management of these patients. This prospective
study evaluated the impact of lymphadenectomy on
the early postoperative QoL in patients with clinically
early stage endometrial cancer. The average FACT-G
scores one-month post-surgery were significantly lower
in patients undergoing lymphadenectomy compared to
patients that underwent hysterectomy with bilateral
lymphadenectomy alone. Additionally, 50% of the
patients in the lymphadenectomy group experienced a
clinically significant decrease in quality of life, physical
and emotional wellbeing, compared to 20% in the no
lymphadenectomy group.

Published data on the impact of systematic lymph node
dissection on the QoL is scarce. A population-based
retrospective study in the Netherlands evaluated the
health-related QoL in patients with FIGO Stage I/II
endometrial cancer receiving lymphadenectomy, external
beam radiotherapy (EBRT) or both [11]. Lymphedema,
gastrointestinal tract symptoms, diarrhea, back and
pelvic pain, and muscular joint pain were the most
commonly reported symptoms. The lymphadenectomy
cohort had higher lymphedema scores (7%) and the cohort
who received radiotherapy had higher bowel symptom
scores (15%). The group that received lymphadenectomy
and radiotherapy had the highest symptom scores (21%).
The authors showed that, despite different symptom
patterns, in patients who had pelvic lymphadenectomy
(e.g. lymphedema), radiotherapy (e.g. diarrhea) or both,
no clinical differences in overall QoL were observed
compared with women not receiving adjuvant therapy,
lymphadenectomy or both. Angioli et al [12] compared
patients undergoing lymphadenectomy for endometrial
cancer vs. patients who received hysterectomy with
bilateral salpingo-oophorectomy alone. In their series of
95 patients, only lymphedema interfered with patients’
QoL, while other associated morbidities from the surgery
did not impact QoL and global health status was not
statistically significantly different between the groups.
Both studies were retrospective by design and evaluated
long term impact of lymphadenectomy on QoL at least 12
months after surgery when other factors such as adjuvant
therapy might influence the results.

In a recent study of QoL in endometrial cancer patients
[13], authors found that the global health scores were
lower and pain scores were higher in women who received
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EBRT. Given that no patients in that series underwent
pelvic lymph node dissection, the authors used SEER data
for lymph node metastases to identify patients that could
safely forego EBRT and found that EBRT could be avoided
in 39.5% of their patients with no difference in survival,
noting that that increase in lymphedema is a tradeoff
to avoid symptoms from EBRT, accepting that a small
percentage of patients will have worse symptoms owing
to a combination of treatments. The authors concluded
that performing lymphadenectomy to triage patients for
adjuvant treatment can improve (QoL) and lower health
provider costs with no difference in survival. In our
series, adjuvant EBRT was avoided in 29.2% of the node-
negative patients with high-risk endometrial cancer.

Systematic  lymphadenectomy in patients with
endometrial cancer increases the operative times
and are the risk of intraoperative and postoperative
complications compared to hysterectomy and bilateral
salpingo-oophorectomy alone [14, 15]. Indeed, the extent
of the surgical procedure and the associated increase in
perioperative morbidity could explain the decline in the
short term postoperative QoL and physical wellbeing.
Aljabri et al [16] studied a cohort of 76 patients undergoing
major aortic surgery and detected a significant decrease in
the physical well-being 5 weeks post-surgery. The extent
of surgical resection was found to negatively influence the
short term postoperative physical wellbeing in patients
surgically treated for gastric and colorectal cancer [17,18],
and similar data was published in a longitudinal study
of a series of patients with hepatic resections [19]. The
statistically significant postoperative deterioration of the
physical QoL after extensive surgical procedures could be
due to the acute systemic inflammatory response after
major surgery, including “sickness behavior” [20] and the
unattainability of complete postoperative rehabilitation
in certain cases [21].

The therapeutic role of lymphadenectomy remains a
matter of scientific debate. A large retrospective analysis
of the US National Cancer Institute’s Surveillance,
Epidemiology, and End Results program (SEER) databases
[22] included 39396 patients treated for endometrial
cancer from 1988 to 2001. The authors compared the
therapeutic outcomes of 12333 patients undergoing
systematic lymph node dissection vs 27063 patients that
had no lymph node dissection and found that the extent
of lymph node resection was associated with improved
survival among women with intermediate- or high-risk
endometrial cancer.
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Two randomized control trials [14, 15] have disputed the
impact of lymphadenectomy on the survival of patients
with endometrial cancer. Between both studies, a total
of 1922 patients were randomized to systematic lymph
node dissection vs no lymph node dissection in addition
to standard hysterectomy with bilateral salpingo-
oophorectomy to evaluate the possible survival benefit
of lymphadenectomy. The cumulative results of these
studies reported that lymphadenectomy did not improve
disease-free survival (pooled HR, 1.23; 95% CI 0.96-1.58)
and overall survival (pooled HR, 1.07; 95% CI, 0.81-1.43).
The results of the of these studies have been widely
disputed due to methodological inconsistencies, mainly
the large proportion of low-risk cases and lack of clear
protocols for adjuvant therapy especially in patients with
nodal disease.

Lymph node assessment remains crucial for proper
staging and adjuvant therapy tailoring in patients with
endometrial cancer. Completely foregoing lymph node
dissection would lead to improper staging and under- or
over-treatment, with adjuvant therapy decisions based
on patient and uterine features alone. For example,
adjuvant chemotherapy has been shown to provide a
significant improvement in overall survival in patients
with extrauterine disease, including nodal involvement
[8]. Sentinel lymph node (SLN) mapping has emerged as
a viable, less-invasive alternative to comprehensive LND
since its introduction in endometrial cancer in 1996 [23].
Two studies have demonstrated non-inferiority of sentinel
lymph node mapping over systematic lymphadenectomy
in endometrial cancer. The FIRES trial [24] was conducted
on 385 patients with clinical stage I endometrial cancer.
Patients underwent sentinel lymph node hiopsy followed
by a comprehensive LND and the authors demonstrated
that the sentinel lymph node biopsy failed to identify
lymph node involvement in 3% of node-positive patients
yielding a false negative predictive value of 0.4% across
all patients. The trial of Soliman et al. [25] recruited
123 patients with high-risk endometrial cancer and
had a false negative predictive value of 1.4% across all
patients. A recent study, focusing on the QoL aspect of
sentinel lymph node mapping [26] concluded that the
benefit of SLN mapping over comprehensive LND lies in
the reduction of lymphatic morbidity and subsequent
improvement in QoL.

This study is limited by the relatively small sample size,
therefore all observed differences between the groups
of patients with deteriorated and identical/improved
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postoperative QoL, should be interpreted with caution.
The systematic lymphadenectomy group included only
patients with presumed early stage disease with no
evidence of nodal involvement on preoperative imaging
to limit the confounding effect of the extensive surgical
resection and/or para-aortic lymph node dissection
that would be required in the treatment patients with
extrauterine disease and/or bulky nodal disease. The MID
concept in the study was used to identify only the subset
of patients with deteriorated postoperative QoL, based on
the valid evidence that QoL is diminished 30 days after
surgery.

CONCLUSION

The evaluation of quality of life provides additional
information from the patients’ perspective related to
the disease burden and treatment effectiveness. QoL
is a multi-dimensional dynamic concept reflecting the
patient’s subjective perception of the influence of the
disease and the associated treatment. The concept
incorporates changes in physical, social, emotional
and functional wellbeing that can present at any time
beginning at moment the patient is diagnosed, during
the treatment and long after the patient has finished the
treatment.

Our study identified a clinically significant decrease in
the postoperative QoL 30 days after surgery in patients
that undergo systematic pelvic lymphadenectomy for
early stage endometrial cancer compared to patients that
do not. Systematic lymph node dissection is, certainly,
not devoid of adverse effects. Although there might not
be a discernable therapeutic benefit from LND, it remains
the cornerstone of proper surgical staging, facilitating
the tailoring of postoperative adjuvant treatment.

Women undergoing surgery for endometrial cancer
should be counseled about the potential benefits of
surgical staging including LND, which can influence their
postoperative treatment in a significant manner, as well
as the possible negative impact of the treatment on the
short-term QoL. Sentinel lymph node mapping might be
a viable alternative for these patients as it is associated
with a better QoL and reduced perioperative morbidity,
compared to comprehensive LND, without impeding the
reliahility of the staging procedure. QoL data may, in some
cases, facilitate expectation management and coping
strategies an enable endometrial cancer to patients to
make better-informed decisions about the treatment
about their treatment.
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ABSTRAKT

Crregullimet e Spektrit té Autizmit kané filluar té ngjallin interes, madje edhe krijojné shgetésim kohéve té fundit
me frekuencén gjithnjé né rritje né nivel ndérkombétaré. Ndonése shumé mé tepér prindér - né krahasim me
vitet e kaluara, kané filluar té lexojné rreth c¢rregullimeve zhvillimore té fémijéve dhe té shfagin shgetésime né
lidhje me zhvillimin e fémijéve té tyre, intervenimi vazhdon té mbetet problematik tek ne. Ky punim bazohet
mbi pérvojat e prindérve gjaté periudhés sé intervenimit tek fémijét e tyre gé gjenden né spektér. Pérmes kétij
hulumtimi, né ményré specifike targetohen prindérit, kuadri mjekésor dhe ai arsimor né lidhje me pérgatitjen e
tyre pér intervenim té hershém. Metoda e shfrytézuar pér fitimin e rezultateve éshté pyetésori i cili pérfshin pyetje
rreth pérvojés sé pérgjithshme gjaté intervenimit, poashtu gasjen e profesionistéve te pérfshiré gjaté periudhés sé
intervenimit dhe procesit arsimor. Rezultatet e hulumtimit na tregojné se nuk ekzistojné resurse té mjaftueshme
pér intervenim té hershém, gjithashtu prindérit deri diku jané té pérgatitur pér intervenim té hershém, ndonése
kuadri mjekésor dhe kuadri arsimor kané nevojé pér mé tepér pérgatitje.

Fjalé kyce: Crregulimet e Spektrit Autik, Intervenimi i hershém,

HYRJE (zhvillimi i hershém psikomotor). Intervenimi i hershém
rrité kapaciettin e pérgjithshém té zhvillimit té kétyre
fémijéve, duke u mésuar shkathtési qé bashkémoshatarét
e tyre i arrijné né ményré té natyrshme. Gjithashtu
nénkupton edukimin e familjes me fémijé té tillé pér
ményré efektive té interaksionit me fémijén dhe njéri
tjetrin né ciftin prindéror, si dhe sigurimin e shérbimeve
té targetuara qé mbéshtesin kété edukacion.

Crregullimi i Spektrit té Autizmit apo i ashtuquajturi
Autizém jané dy terma té pérgjithshém pér njé grup té
crregullimeve komplekse té sistemit nervor gendroré
qé jané té karakterizuara me véshtirési né shkallé té
ndryshme té aftésisé té interaksionit social, komunikimit
verbal dhe joverbal dhe manifestim té sjelljeve pérséritése.

Dokumentimi mé i hershém i autizmit daton nga viti 1943
né letrén e Kanner-it “Crregullimet autike né kontaktin
afektiv”, lidhur me pohimin e tij té identifikimit té
fémijéve autiké gé nga viti 1938.

Objektivikryesorné detektimin e hershémté Cregullimeve
té spektrit Autik (angl. Autistic Spektrum Disorders-ASD)
né moshén e hershme éshté qé t'i mundésohet fémijés dhe
familjes qasje né shérbimet e intervenimit sa mé herét.

Intervenimi i hershém si nocion nénkupton masa té Kjo objektiv buron nga disa géndrime té réndésishme qé
ndérmaralidhur me inicimin e ekzaminimit, identifikimin  determinojné suksesin e intervenimit:

e individéve nén rezik potencial, diagnostikimin,
trajtimin si dhe evaluimin e gjendjes sé fémijéve té tillé
qé nga lindja deri né moshén 36 muajore té zhvillimit

Qéndrimi i paré géndron né té kuptuarit toné mé té miré
rreth natyrés neuro-gendrore té ASD. Provat shkencore
sugjerojné se ASD éshté prezent qé nga lindja - ka
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komponenté té forté gjenetike dhe simptomat shfagen
herét né jeté, kjo paraget edhe kohén kur duhet té
regjistrohen.

Qéndrimi i dyté i arsyetimit géndron né ekzistimin
e “periudhés kritike” kur truri éshté aftésuar pér té
mésuar gjuhén e hershme, shkathtésité sociale, dhe
konceptet kognitive. Intervenimi i hershém pérpiget mé
tepér té intervenojé gjaté kétyre periudhave optimale té
té mésuarit, se sa kéto té kompenzohen mé voné né jeté.
Ky fenomen éshté i lidhur me dukuriné e plasticitetit té
trurit - gjegjésishté kapacitetin e demonstruar té trurit
pérgjaté kohés kur pérvojat e hershme formésojné lidhjet
dhe funskionet neurale.

Qéndrimi i treté éshté se familja ka nevojé pér shérbime
po aq sa edhe veté fémija. Intervenimet bazuar tek
fémija pérpigen té ndértojné aftésité e fémijés, pérderisa
pérfshirja e familjes éshté kruciale jo vetém pér té
ndihmuar né pérpjekjet qé kané né fokus fémijén, por po
me aq réndési pér té ndértuar shkathtési té pérfagésimit
(advokimit) si kujdestaré té fémisé. Shkathtésité e
advokimit paragesin aftésimin e prindérve té marrin
vendime rreth nevojave té fémijés sé tyre, gasjen né
resurse dhe né menaxhimin e sistemit té shéndetit,
crregullimeve dhe té edukimit té fémisé té tyre.

Mosha né té cilén ASD mund dhe duhet té detektohet
dhe diagnostikohet ka gené njé target i ndryshueshém.
Deri shumé voné géndrim konvencional ishte qé té pritet
deri moshén 3 vjecare para se té pércaktohet gé fémija
ka pengesé té dukshme té komunikimit ose intelektuale.
Por, me theksimin e intervenimit té hershém, teksa fokusi
mé i madh ra mbi autizmin dhe ASD, si dhe me zhvillimin
e instrumenteve mé té mira té skriningut dhe vlerésimit,
éshté aritur njé avancim né diagnostikimin e hershém.

Qéndrimet aktuale ndérkombétare jané qé pjesa mé
e madhe e fémijéve mund té diagnostikohej deri né
moshén 24 muajshe (18 deri 20 muaj). Edhe pse orvatjet
vazhdojné, géllimi i detektimit dhe fillimit me intervenim
té hershém té fémijéve para moshés 3 vjecare ende nuk
éshté pérmbushur pérvecse né njé pjesé té shteteve té
zhvilluara ku ka koncentrim té larté té resurseve.

METODI

Hulumtimi éshté realizuar népérmjet analizés dhe
interpretimit té té dhénave té fituara pérmes anketimit,
ku péagésohen pyetje qé kané té béjné me kohén e
intervenimit té hershém tek fémijét me ASD dhe kushtet
e intervenimit té hershém pérgjaté gjithé eksperiencés.
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Anketa pérmban 23 pyetje, prej té cilave 20 pyetje jané té
mbyllura dhe 3 jané té hapura.

MOSTRA

Prindér té fémijéve me ASD (Shoqata pér Autizém
“URA BLU”, Qendrén pér Trajtim té Fémijéve me
Nevoja té Vecanta “AURA”, né Shogatén e Psikologéve
té Magedonisé dhe nxénés né klasat speciale té Shkollés
Fillore “Liria” dhe nxénés né Shkollén Fillore “Kirili dhe
Metodij” Tetové).

Numri i pérgjithshém i té anketuarve éshté 18.

QELLIMI

Hulumtimi pérmes anketés sé realizuar me prindér
té fémijéve me ASD, targeton té potencohet réndésia
e intervenimit té hershém tek fémijté dhe familjet me
fémijéve me ASD. Duke maré parasyshé mungesén e
pérgjithshme té informatave dhe gjallésiné e ndryshimeve
té informatave shkencore-profesionale té fushés, géllimi
dot bénte njé avancim né gjendjen egzistente.

REZULTATET DHE PERFUNDIMI

Hulumtimi na tregoné se nga numri i pérgjithshém i
mostrés, 72.2% e fémijéve kané diagnozé té autizmit,
giithashtu pérgindja mé e madhe e prindérve me
pérgindje té njéjté, gjegjésisht 77.6% kané pritur 1-6 muaj
ose mé shumé se 12 muaj, kohé relativisht té gjaté, pér té
marré pérgjigje pér gjendjen e fémijés sé tyre. Po ashtu,
pérgindja mé e madhe e pjesémarrésve, respektivisht
38.8% shprehin se shérbimet dhe burimet nuk jané té
mjaftueshme pér ndérhyrje té hershme. Fémijét qé jané
té pérfshiré né sistemin arsimor, me pérgindje mé té
madhe, respektivisht 64.2% nuk kané asistent personal
dhe nga ata qé kané, asnjé prej tyre (0%) nuk ofrohet
nga ministria. Pérvec késaj, 78.5% (11) nga numri i
pérgjithshém i té anketuarve tregojné se fémija i tyre nuk
ka asistent arsimtar.

Rezultatet e hulumtimit na tregojné se resurset ekzistente
jané té pamjaftueshme pér intervenim té hershém né ASD.
Prindérit jané relativisht té pérgatitur pér intervenim té
hershém, ndonése kuadri mjekésor si dhe kuadri arsimor
kané nevojé pér avancim né pérgatitjen e tyre.

Kéto rezultate déshmojné se individét me spektér té
autizmit té pérfshiré né studim nuk jané té trajtuar
adekuat normave dhe standardeve relevante lokale dhe
ndérkombétare, gé déshmon humbje té paarsyeshme té



At

Profesional paper

kohés mé frytdhénése né trajtim, me cka edhe limiton 17 University of Warwick. (2018). Blood and Urine Tests De-

dukshém rezultatet e aritura né trajtimin aktual si edhe veloped to Indicate Autism in Children. Neuroscience
ate té métejshém. News.

18. Washington University School of Medicine. (2017). Brain
REFERENCA Scans Detect Signs of Autism in High - Risk Babies Be-

1. Autism Speaks Family Services (Korrik 2014). 100 Day fore Age 1. nbenews.

Kit for Newly Diagnosed Families of Young Children.

2. Pavel, 0, University of Verona (Gusht 2015). Leo Kanner
- The Founder of Autism Studies in USA. ResearchGate.

3. Chawarska, K. (2008). Autism Spectrum Disorder in In-
fants and Toddlers. New York: The Guilford Press.

4. Kira, CS. (2014.). Autism Spectrum Disorder the Com-
plete Guide to Understanding Autism. New York: Pen-
guin Group.

5. Grandin, T. (2014). The Autistic Brain. First Mariner
Books.

6. Ball,].(2008). Early Intervention and Autism. Arlington:
Future Horizons.

7. Towle, PO. (2013). The Early Identification of Autism
Spectrum Disorders. London and Philadelphia: Jessica
Kingsley Publishers.

8. McEachin, J., Smith, T, Lovaas, 0.1, University of Cali-
fornia (1993). Long - Term Outcomes for Children with
Autism Who Received Early Intensive Behavioral Treat-
ment. American Journal of Mental Retardation.

9. Towle, PO. (2013). The Early Identification of Autism
Spectrum Disorders. London and Philadelphia: Jessica
Kingsley Publishers.

10. Towle, PO. (2013). The Early Identification of Autism
Spectrum Disorders. London and Philadelphia: Jessica
Kingsley Publishers.

11. Towle, PO. (2013). The Early Identification of Autism
Spectrum Disorders. London and Philadelphia: Jessica
Kingsley Publishers.

12. Chawarska, K. (2008). Autism Spectrum Disorder in In-
fants and Toddlers. New York: The Guilford Press.

13. Chawarska, K. (2008). Autism Spectrum Disorder in In-
fants and Toddlers. New York: The Guilford Press.

14. Ball,J.(2008). Early Intervention and Autism. Arlington:
Future Horizons.

15. https://www.sharecare.com/health/autism-spectrum-
disorders-asd-treatments/role-pediatricians-play-treat-
ment-autism

16. Chawarska, K. (2008). Autism Spectrum Disorder in In-
fants and Toddlers. New York: The Guilford Press.

201 | Medical Journal - MEDICUS

AN



L Profesional paper J

THE USE OF FRACTIONAL FETAL ARM VOLUME IN FETAL WEIGHT
ESTIMATION

Sotir Nikolovski'?, Stefan Matik', Gordana Ristevska-Dimitrovska?, Viktorija Jovanovska’, Vesna Janevska*

IPrivate hospital Plodnost Bitola, Republic of North Macedonia,
Higher Medical School, University St. Kliment Ohridski Bitola, Republic of North Macedonia,

SUniversity Clinic of Obsterics and Gynecology, Faculty of Medicine, Ss. Cyril and Methodius University in
Skopje, Republic of North Macedonia,

“Institute of Pathology, Faculty of Medicine, University Ss. Cyril and Methodius, Skopje, Republic of North
Macedonia

Medicus 2020, Vol. 25 (2): 203-208
ABSTRACT

Introduction: Fetal weight estimation by using arm volume (VolA) obtained with three-dimensional ultrasound, as
a new method that enables accurate measurement of fetal weight.

Aim: The main purpose of this study is to determine the accuracy of calculating the fetal weight based on arm
volume (VolA) obtained by three-dimensional ultrasound in relation to actual birth weight.

Methods: 106 pregnant women admitted for delivery were included in this cross-sectional study. Using a three-
dimensional ultrasound, the volume of the fetal arm (VolA) was recorded, and after birth the actual birth weight
of the neonate was measured.

Results: Simple linear regression analysis revealed a regression equation of birth weight as: Estimated fetal weight
= 49.785 x fractional volume of the arm + 1561.8, with a coefficient of determination R2=0.4702. To evaluate the
precision of the obtained linear regression formula in birthweight prediction, a comparison among the new
formula and other formulas was conducted, including Lee's formula, Liang's formula, Viera's formula and the new
formula. The mean absolute percentage errors (MAPE) were 8.79%, 28.23%, 33.42% and 7.98 %, respectively.

Conclusion: This study showed that fetal weight can be estimated using 3D ultrasound techniques, including
fractional volumetry of the fetal arm.

Key words: 3-dimensional ultrasound (3DUS); Birth weight (BW); Arm volume (VolA)
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INTRODUCTION

An accurate estimation of fetal weight is s requisite in
obstetric management and is mostly based on standard
formulas in which two-dimensional biometric parameters
are included, namely: biparietal diameter (BPD), head
circumference (HC), abdominal circumference (AC) and
femur length (FL)1). Unfortunately, estimated fetal
weight (EFW) is not as precise as actual body weight (BW)
and is typically associated with random errors ranging
from 8.1 to 11.8%(2). This is accountable to several factors,
among which is the unfavorable fetal position, thick fetal
subcutaneous fat and maternal obesity(3).

Previous investigators have described the use of
3-dimensional (3D) volume parameters for improving
fetal weight estimation.(4,5) As an example, fractional
limb volume is a sub-volume of the arm or thigh that is
used to evaluate soft tissue development as a proxy for
fetal nutritional status (6).

Arm volume calculated using a three-dimensional
ultrasound is a new tissue parameter that is supposed to
overcome the technical limitations of two-dimensional
ultrasound. This parameter is relatively easily obtained,
quickly measured and it is highly reproducible both intra-
and inter-observer (7). Changes in the volume of the fetal
arm can detect subtle changes in the amount of fetal soft
tissue during pregnancy (8).

Today, even greater progress has been made in calculating
fetal weight based on three-dimensional ultrasound
by the introduction of the concept of fractional fetal
arm volume, with only five intersectional planes being
measured within the volume of the limb(9). Therefore,
the concept of fractional fetal arm volume has been
implemented to solve these technical limitations(6). The
soft tissue as a parameter is derived from the central part
of the limb’s diaphysis, because the transverse sections
of the mid-limb are more likely to exhibit sharper
soft-tissue borders. The measurement time has been
significantly reduced because only five planes are taken
into consideration within the fractional fetal arm volume
and areas of acoustic shadowing are more likely to be
seen. Measuring the fractional fetal arm volume is also
far more reproducible among different examiners. In the
future, with the aid of automated volumetric computer
software, measurements would be far more objective(10).

The main purpose of this study is to determine the
accuracy of calculating the fetal weight based on arm
volume (VolA) obtained by three-dimensional ultrasound

Profesional paper

in relation to actual birth weight.

MATERIALS AND METHODS

In this cross-sectional study 116 pregnant women were
included. The delivery was completed within the next 48
hours after admission at the department of gynecology
and obstetrics at Dr. Trifun Panovski Clinical Hospital in
Bitola.

The inclusion criteria for this study were: alive fetus,
singleton term pregnancy and delivery in less than 48
hours after the 3D examination.

Exclusion criteria were: fetus demise, multiple
pregnancies, delayed birth by more than 48 hours after
3D ultrasound examination and a newborn with any
structural malformation.

Information about demographic characteristics of the
mother, including nationality, maternal age, smoking
status, body weight, social status, were taken at the
moment of admission to the health facility.

The measurement of the newhorns weight was conducted
immediately after delivery on the ward, with the same
weighting scale with +5 g error.

The acquisition and storage of ultrasound volumes was
done by placing the ultrasonic probe parallel to the
longitudinal section of the fetal humerus and the volume
of the fetal arm (VolA) was shown in three orthogonal
planes: axial, sagittal and coronal (Fig.1). The markers
were placed at the ends of the diaphysis. A transverse
plane was then followed by a fractional lowering of
the marker from one end of the bone to the other at a
distance of 5.0 mm. The perimeter of the fetal arm in
the transversal plane was manually drawn at each plane
(Fig.2). At the end of the process, a three-dimensional
arm volume (VolA) was stored on the ultrasound device.

4D view software (GE Medical Systems) already installed
on the ultrasound device, was used for arm volume
calculation using using automated modules for fetal arm
volume (VolA).
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Fig.2. Perimeter drawing

Voluson E8 Expert ultrasound device with a BT10 software
version with an abdominal volume matrix convex
probe RM6C (2.1 to 6.1 MHz) was used for all ultrasound
examinations that were performed transabdominally.
The amount of amniotic fluid was not used as a selection
criterion.

Table 1. Patients’ sociodemographic data

000000000000

Statistical data processing was performed with SPSS
for Windows ver. 17 by applying appropriate statistical
methods: Descriptive statistics for describing quantitative
variables, absolute and relative numbers and categorical
variables. The linear regression (correlation) method
utilized to determine the degree or strength of the existing
dependency is used to determine the relationship, the
dependence between two numerical series; P <0.05 was
considered to be a statistically significant difference. Data
are analyzed descriptively with + standard deviation (SD),
maximum and minimum values. Pearson’s correlation
coefficient (R) was used to estimate the relationship
between VolA and BW.

The procedures of this study involving human participants
are in concordance with the ethical standards of the
Helsinki Declaration of 1964 and subsequent amendments,
confirmed by a decision of the Ethics Committee of the
Medical Faculty in Skopje.

RESULTS

A total of 106 patients were evaluated throughout
the study period from 2018 until 2019. The patients’
sociodemographic data are shown in Table 1. The analysis
of the data showed that the average age of the women
who gave birth in the study was 30.41 + 4.8 years, with a
median age of 30 years, a minimum of 16 and a maximum
age of 45 years. All women were Caucasian, belonging to
different nationality, Macedonian 81.8%, Albanian 3.4%,
Turkish 2.5% and Roma 1.72%. The average gestational
age in the study was 39 + 1.17 gestational weeks, with a
minimal gestation age of 33.6 and a maximal gestation
age of 41.4 gestational weeks.

Characteristics Mean + SD (n = 116) Minimum Maximum
Age (yrs.) 304148 16 45

GA (weeks) 39+ 117 33.6 414

Weight (kg) 77+85 61 95
Characteristics Percentage Characteristics Percentage
Education Nationality
No education 1.72% Macedonian 88.7%
Primary 11.2% Albanian 5.1%
Secondary 36.2% Turkish 2.58%
High 38.8% Roma 1.72%
Other 0.86% Others 1.9%
Social status Smoking status
Student 12% Yes 63%
Employed 63% No 37%
Unemployed 25%
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The average birth weight was 3253.2+ 435 g, with the
smallest weight of 2150 g, and the largest weight of 4500
g. The mean volume of the arm was 33.975 + 6.002 cm3.
The minimal volume of the arm was 20.215 cm3, while
the largest volume of the arm was 45.957 cm3.

Simple linear regression equation of birth weight on
fractional AVol was generated from all the data from
106 fetuses that were analyzed. A positive correlation
between arm volume and birth weight was shown with
simple scatter plot of arm volume against birth weight
(Fig. 3) and the Pearson correlation coefficient for
fractional arm volume as the only sonographic parameter
for the calculation of birth weight was r = 0.76, p < 0.001.
With a simple linear regression analysis, a regression
equation of birth weight was obtained: Estimated fetal
weight = 49.785 x fractional volume of the arm + 1561.8.
This regression model had a coefficient of determination
(R2) = 0.4702. This new formula of arm volume by three-
dimensional ultrasound had the values of error (-0.0125g
+324.72g), percent error (-1.0445% + 10.6%), absolute error
(262.12g + 191.65g), and absolute percent error (8.29% +
6.68%) in predicting birth weight.

To evaluate the precision of the new linear regression
formulainpredictingtheactualbirthweight,acomparison
amongthenewformulaandotherformulaswasconducted,
including Lee's formula (BW = 76.837xVolA+599.102) [5],
Liang's formula (BW=36.024xAVol+ 1088.60) [10], Vieira's
formula (BW = 43.23xAVol+681.59) [11] and New formula
(BW=49.785*AVol + 1561.8) (Table 2). The mean absolute
percentage errors (MAPE) were 8.79%, 28.23%, 33.42% and
798 %, respectively.
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Table 2. Comparison of the mean error, mean absolute
error, mean percentage error, and mean absolute
percentage error and mean absolute percentage error
with four different formulas (n = 116).
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New
LEE[5] Liang[10] Vieira[11] | formula
(AVol)
Mean Error (ME) (g) 43.61 940.74 1102.92 0.01
Mean Absolute Error
27899 940.93 1102.92 25140
(MAE) (g)
Mean Percentage Error
(MPE) (%) 0.83 28.22 33.42 -1.00
Mean Absolute
Perecentage Error 8.79 28.23 33.42 798
(MAPE) (%)

Error (E) = Estimated fetal weight (EFW) - Actual
birthweight (BW)

Absolute error (AE) = Absolute (EFW - BW)
Percentage error (PE) = (EFW - BW) / BW x 100%

Absolute percentage error (APE) = Absolute (EFW - BW)/
BW x 100%

EFW = Estimated fetal weight
BW = Actual birth weigh

DISCUSSION

Birth weight prediction has traditionally relied upon
anatomic measurements of the fetal head, limbs, and
abdomen circumference (14). Hadlock and associates have
reported predictive accuracy within 15% (+2 SD) of actual
BW using functions containing fetal head circumference,
abdominal circumference, and femur length (15). Other
investigators, however, have suggested that an estimation
of soft tissue mass (e.g., skin, fat, and muscle) may improve
our ability to evaluate fetal intrauterine nutritional status
and growth (16) and may be a reliable indicator of fetal
growth abnormalities(17). Such abnormalities cannot be
detected if soft tissue abnormalities, which represent
the earliest manifestations of abnormal growth, are not
taken into consideration unless these measurements are
sensitive to the extend that they detect the subtle changes
in the muscular or fatty tissue(18).

Areview of the medical literature indicates that fractional
limb volume has been used for EFW in relatively few
countries, although when making these comparisons it is
important to recognize that different prediction models
have been variously applied (19-21). Most studies primarily
examined late third-trimester fetuses and many reports
acceptable reproducibility of these measurements.

The first studies in which fetal weight was calculated
using the upper arm and thigh volume (VolArm and Vol Th)
with 3DUS reported more accurate birth weight results
compared to calculations based on 2DUS formulas.
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Inthe study of Liang et al. in 1997 the aim was to determine
the usefulness and accuracy of fetal upper-arm volume
in predicting birth weight. In a prospective study, 105
pregnant women were included, and the authors found
that the upper arm volume correlated well with birth
weight (r=0.92,n=105, p <0.0001). Linear and polynomial
regression was used, and a new formula was obtained,
Birth weight = 1088.60 + 36.024 x Upper-arm volume. The
accuracy of this new formula was compared with two
previously developed Chinese equations predicting fetal
weight, and other standard formulas which were formulas
based on 2D biometric parameters. As a conclusion they
found that their formula was more accurate in predicting
birth weight than all the other formulas by traditional
two-dimensional ultrasonography, either in error,
percentage error, or absolute error (5).

Later, in the study of Lee et al. in 2001 where fractional
limb volume as a new ultrasonographic parameter was
introduced, new birth weight prediction model was used
and they examined its practical validity for estimating
fetal weight during late pregnancy. One hundred fetuses
were scanned at a mean * SD gestational age of 39.2 +
1.2 weeks. Intraclass correlation indicated a significant
degree of inter- and intra-observer reliability for fractional
thigh and arm volumes. Fractional upper arm volume (r
= 0.83) was strongly correlated with birth weight. The
best prediction model (abdominal circumference and
fractional thigh volume) gave weight estimates that
deviated from actual birth weight by -0.025% + 7.8%. They
also used linear and polynomial regression, and thus
obtained a new formula - Birth weight = 76.837 (ArmVol)
+599.102. This model generated a mean percent error of
0.1 + 9.6, Absolute error in grams of -0.50 + 359 and R2
was 0.68(6).

In the study of Vieira et al. in 2008 where the purpose
was the evaluation of the accuracy of fetal upper arm
volume, using three-dimensional ultrasound (3DUS),
in the prediction of birth weight, with a prospective
cross-sectional design, 25 pregnancies were evaluated.
They found that fetal upper arm volume was strongly
correlated to birth weight (r=0.83; p<0.005). Linear
regression was the best equation [birth weight=681.59
+ 43.23 x fetal upper arm volume]. The fetal upper arm
volume mean error (0 g), mean absolute error (196.6 g)
and mean percent absolute error (6.5%) were lower than
using Shepard’s formula; however, the difference did
not reach significance (p>0.05). Birth weight predicted
by fetal upper arm volume had a mean error lower
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than Hadlock’s formula, but this difference was not
statistically significant (p>0.05). Their conclusion was
that the accuracy of fetal upper arm volume obtained
through 3DUS is similar to the accuracy of bidimensional
ultrasound in the prediction of birth weight(22).

In a prospective cross-sectional study, Chang et al. (2011)
used 3D US to test the accuracy of fetal soft tissue volume
of the upper arm measurement in predicting small for
gestational age (SGA) fetuses. They concluded that fetal
soft tissue volume of upper arm assessed by 3D US is a
novel method to predict SGA fetuses(23).

In the study of Mack et al. in 2017 fetal soft tissue was
assessed by using fractional limb volume as a proxy for
in-utero nutritional status. They investigated automated
fractional limb volume for rapid-estimate fetal weight
assessment. Fifty neonates were delivered at 39.4 weeks’
gestation. The Hadlock model generated the most
accurate birth weight (0.31%) with a mean random error
of £7.9%. Despite systematic underestimations, the most
precise results occurred with fractional arm volume
(-9.1%+5.1%) and fractional thigh (-5.2%+5.2%) models.
The size and distribution of these prediction errors
were improved after correction for systematic errors. It
was concluded that automated fractional limb volume
measurements can improve the precision of weight
predictions in third-trimester fetuses. Correction factors
may be necessary to adjust underestimated systematic
errors when using automated fractional limb volume
with prediction models that are based on manual tracing
of fetal limb soft tissue borders(24).

CONCLUSION

The upper-arm volume assessed by three-dimensional
ultrasonography can accurately predict birth weight.
Our study has at least validated the application of upper-
arm volume by three-dimensional ultrasonography in
estimating fetal weight. Further larger series are needed
to confirm our findings.
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ABSTRAKT

Sfondi: Ekziston njé interes né rritje pér pérdorimin e telemjekésisé si njé mjet pér ofrimin e kujdesit shéndetésor,
vecanérisht né rrethana té pandemisé. Kjo éshté pjesérisht si rezultat i pajisjeve elektronike mé té lira dhe mé té
thjeshté pér t'u pérdorur dhe pjesérisht sepse rritja e kostove té kujdesit shéndetésor dhe pritjet e pacientéve kané
rritur nevojén pér té gjetur ményra alternative té kujdesit shéndetésor.

Parathénie: Telemjekésia dhe specifikisht, telepsikiatria, né ményré té shpejté po béhet njé gasje e réndésishme
e kujdesit klinik. Né rastet kur efektivat mjekésore dhe pacientét e kané shumé té véshtiré pér té kontaktuar
né pérputhje me udhézimet kombétare dhe rregullat e sjelljes né rast té pandemisé, telemjekésia (né kété rast -
telepsikiatria) éshté praktikisht i vetmi mjet adekuat pér ofrimin e kujdesit efektiv klinik pér pacientét por edhe
pér personelit mjekésor .

Materjalet dhe metodat: Njé studim i kénagésisé sé pacientéve éshté ndérmarré né Spitalin Ditor né Klinikén
Universitare té Psikiatrisé né Shkup. Pyetésori veté-raportues i modifikuar anonim (formulari i shkurtér i Pyetsorit
pér Kénagésiné e Pacientéve (PSQ-18) gé pérfshin ndryshimet demografike, gjininé dhe moshén, u plotésua nga
28 pjesémarrés. Mosha mesatare e subjekteve ishte 40.25 +/- 22 vjet, me njé shumicé té vogél e meshkujve (18
pjesémarrés) kundrejt femrave (11 pjesémarrése).

Rezultatet: Kénagésia e pérgjithshme me kujdesin psikiatrik ishte e larté (80.22%). Asnjé nga variablat demografiké
ose té tjera nuk tregon korrelacion relevant me kénagésiné.

Diskutim: Punétorét shéndetésoré kan obligim pér té zvogéluar shkallén dhe kohézgjatjen e kontakteve ballé
pér ballé me pacientét si rezultat i pandemisé, por duke i falenderuar telemjekésisé pacientat ishin né gjendje té
kontaktojné me mjekét e tyre praktikisht né cdo kohé.

Pérfundim: Shumé profesionisté té shéndetit mendor jané duke pérdorur gjerésisht, softuer komercial té shkarkuar
nga Interneti pér té siguruar kujdes direkt né shtépiné e pacientit, por sgarimi i ¢éshtjeve kyqge dhe zgjidhjeve té
mundshme jané té nevojshme pér té informuar mé miré ata qé duan té praktikojné telemjekésiné me pérgjegjési.

Fjalét kyce: telemjekésia, telepsikiatria, pacienti, kénagésia.
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HYRJE

Idea e telemjekésisé (TM) filloi me njé grup mjekésh nga
Magedonia e Veriut qé morén pjesé né seminarin e TM né
SHBA (Alaska dhe Arizona) né vitin 2007. Disa seminare
u organizuan né vitet né vijim né shtetet e rajonit té
Ballkanit (Magedonia e Veriut, Kosova, Mali i Zi dhe
Shqipéria) pér té siguruar njohuri themelore té TM pér
profesionistét mjekésoré dhe pér té identifikuar palét e
interesuara, dobésité dhe pengesat e mundshme né shtetet
pérkatése pér krijimin e njé sistemi té géndrueshém té
TM. Pér shkak té sfidave té ndryshme, disa shtete ishin
té suksesshme né ndértimin e njé sistemi TM, ndérsa té
tjerat jo. Ndér kéto té fundit ishte Magedonia e Veriut.1

Pandemia me COVID-19 ndryshoi ményrén e ofrimit té
kujdesit shéndetésor né té gjithé botén: njerézit duhej
té mbanin distancén e tyre, megjithaté ata duhej té
merrnin trajtim shéndetésor. Né kéto rrethana, kishte
vetém njé metodé qé mund té plotésonte té dy kérkesat:
ruajtja e distancés fizike midis pacientit dhe mjekut
ndérsa aplikohet trajtimi dhe mbrojtja maksimale e e
shéndetit e té dyja paléve. Kjo ishte e mundéshme vetém
me pérdorimin e TM.

Pér shkak té specifikave té saja, telepiksiatria (TP) ishte
edhe mé e pérshtatshme: falé zhvillimit té fundit té
teknologjisé telekomunikuese, si psikiatrat ashtu dhe
pacientét e tyre ishin né gjendje té kontaktojné, té kalojné
pérmes té procesit té psiko-diagnostikimit dhe madje té
pranojné rekomandimet mbi trajtimin farmakologjik
dhe psikoterapiné, gjithnjé duke mbajtur distancén e
nevojshme fizike gjaté procesit.2

METODAT

Njé studim i kénagésisé sé pacientéve (e llojit té seksionit
térthor) éshté ndérmarré né Spitalin Ditor (si departament
i Klinikés Universitare té Psikiatrisé né Shkup) gjaté
muajit prill té viti 2020. Pyetésori i aplikuar ishte anonim
dhe veté-raportues (forma i shkurtér e Pyetésorit té
Kénaqésisé sé Pacientit (PSQ-18) i modifikuar me variablat
demografike, té gjinisé dhe moshés. Pyetsorin, i cili né
esencé e kishte kénagésiné e pacientéve me shérbimin né
Spitalin ditor, u plotésua nga 28 pjesémarrés.3

Mosha mesatare e subjekteve ishte 40.25 +/- 19 vjet, me njé
shumicé té vogél té meshkujve (18 pjesémarrés) kundrejt
femrave (11 pjesémarrés). Shumica e pjesémarrésve ishin
nga kryeqyteti, Shkupi (26) dhe vetém dy prej tyre ishin
nga vendbanimet e aférta. Té gjithé ata ishin pacienté
né repartin toné gjaté disa muajve té fundit (4-6), si né
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periudhén e pandemisé CORONA 19 ashtu edhe para
saj. Né kété ményré pacientét ishin né gjendje té shohin
ndryshimin midis trajtimeve “ballé pér ballé” kundrejt
TP.

Ekzistojné shtaté nénklasa né PSQ-18: Kénagésia e
Pérgjithshme, Cilésia Teknike, Ményra Ndérpersonale,
Komunikimi, Aspektet Financiare, Koha e kaluar me
doktorin, Qasja dhe Komoditeti. Rezultatet e secilés
nénklasé fitohen duke shtuar pikét e pyetjeve (artikujve)
gé e pérbéjné nénklasén dhe duke e ndaré me numrin e
artikujve pér té marré njé rezultat qé do té krahasohet
midis nénklasave. Pér shkallén e pérgjithshme, té gjitha
rezultatet mblidhen. Nota mé e larté = kénaqési mé e
madhe me trajtimin, pér secilén nénklasé, si dhe pér
shkallén né térési.

Instrumenti, PSQ-18, pérmban 18 artikuj duke pérfshiré
secilén nga shtaté dimensionet e kénagésisé me kujdesin
mjekésor té matur nga PSQ-III: kénaqgésia e pérgjithshme,
cilésia teknike, ményra ndérpersonale, komunikimi,
aspektet financiare, koha e kaluar me mjekun , qasja
dhe komoditeti. Rezultatet e nén-shkalléeve PSQ-18
jané né thelb té ndérlidhura me homologét e tyre né
shkallén e ploté (PSQ-III) dhe posedojné besueshméri té
brendshme té pérshtatshme. Pér mé tepér, si madhésia e
koeficientéve té korrelacionit dhe modeli i pérgjithshém
i korrelacioneve midis nénkallave PSQ-18 jané shumé té
ngjashme me ato té vérejtura pér PSQ-III. Kéto analiza
paraprake mbéshtesin pérdorimin e PSQ-18 né situata
kur nevoja pér shkurtési pamundéson administrimin e
PSQ-III me gjatési té ploté.

Rezultatet u paragitén nga analiza sasiore pérshkruese,
né%.

Rezultatet

Té gjithé pacientét plotésuan pyetésorét e tyre. Kénagésia
e pérgjithshme e pacientéve ishte e larté-80.22%.

Pérgjigjet pér PSQ-18 né total jané paragitur né tabelén 1.
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Jam shumé | Jam Nukjami | Nukjam Fugimisht nuk
dakord (1) dakord(2) | sigurté (3) | dakord (4) jam dakord (5)
Mjekét miré e shpjegojné arsyen e testeve mjekésore 20 2 1 2 3
Uné Mendoj se zyra e mjekut tim ka gjithcka qé duhet té
sigurojé 18 4 2 1 3
kujdes té ploté mjekésor
Kujdesi mjekésor qé kam marré éshté pothuajse i pérsosur | 14 6 3 2 3
Ndonjéheré mjekét mé béjné té pyes veten nése diagnoza
e tyre éshté e sakté 10 10 4 1 3
Ndihem i sigurt se mund té marr kujdesin mjekésor qé mé
nevojitet pa u ngarkuar financiarisht 3 2 4 13 6
Kur shkoj pér kontrollim mjekésor, ata jané té kujdesshém
pér té kontrolluar gjithcka kur mé trajtojné dhe 14 9 1 0 4
ekzaminojné
Mé duhet té paguaj mé shumé kujdesin tim mjekésor sesa
mund ta pérballoj 2 3 4 11 8
Kam qasje té lehté tek specialistét mjekésoré qé mé duhen | 10 10 3 2 3
Aty ku marr kujdesin mjekésor, njerézit duhet té presin ) ) 8 8 8
shumé gjaté pér trajtim urgjent
Mjekét veprojné shumé afarist dhe jopersonal ndaj meje 4 1 6 7 10
Mijekét e mi mé trajtojné né njé ményré shumé migésore
dhe té sjellshme 20 5 0 1 2
Ata qé ofrojné kujdesin tim mjekésor ndonjéheré nxitojné
shumé kur mé trajtojné 1 > 4 9 9
Mjekét ndonjéheré injorojné ato qé uné u them atyre 2 6 8 10
Kam disa dyshime pér aftésiné e mjekéve qé mé trajtojné 0 1 5 8 14
Mjekét zakonisht kalojné mjaft kohé me mua 12 8 2 4 2
E kam té véshtiré té marr njé takim pér kujdesin mjekésor
menjéheré 2 3 4 10 9
Uné jam i pakénaqur me disa gjéra né lidhje me
kujdesin mjekésor gé marr 1 3 6 9 9
Uné jam né gjendje té marr kujdes mjekésor sa heré
qé kam nevojé 17 5 3 3 2
(Tabela 1)

Sa i pérket nénshkallave té tjera, rezultatet jané paraqitur né tabelén2.

Nénshkallat Mesatarja e kétyre moduleve
Kénagésia e pérgjithshme (p. 3,17) 82
Cilésia teknike (p. 2, 4, 6, 14) 69
Meényra (sjelljajndérnjerézore (p. 10, 11) 73
Komunikim me pacientin (p. 1, 13) 78
Aspektet financiare (p.5,7) 102.5
Koha e kaluar me mjekun (p. 12, 15) 82
Qasja dhe komoditeti (p. 8, 9, 16, 18) 86.25
(Tabela 2)
Né sistemin toné shéndetésor éshté mjaft e véshtiré pér mé té larté.

pacientét té béjné njé takim me specialist posacérisht
nése ai jeton jashté Shkupit: éshté njé detyré ngarkuese,
vecanérisht né aspektin financiar. Prandaj, nuk éshté pér
t'u habitur gé nénkategorité “Aspektet financiare (p.5,7)”
dhe “Qasja dhe komoditeti (p. 8, 9, 16, 18)” kané mesataren
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DISKUTIM

Pacientét zakonisht vijné né Spitalin Ditor ¢do dité pune
rreth orés 08.30 dhe largohen rreth orés 14.30. Gjaté
késaj periudhe kohore ata angazhohen pér aktivitete té
ndryshme né repartin toné (puné né grup, terapi e punés
krijuese, psikoterapi etj.). Por, pér pjesén tjetér té dités
dhe né fundjavé ata jané veté. Shpesh, pacientét shprehin
déshirén e tyre té paktén té jené né kontakt me ne (mjekét)
edhe kur jané jashté repartit toné. Pér té pérmbushur
angazhimin toné si mjeké, ne (mjekét Arsova, Vujovic,
Kalpak dhe uné) ramé dakord té jemi né dispozicion té
pacientéve tané me ané té TP pasdite nga ora 18.00 deri
né orén 20.00. Kjo u pérshéndet nga pacientét sepse kjo do
té zvogélonte frikén e tyre se “ata nuk do té dinin se cfaré
té bénin nése situata e tyre pérkegésohet né mbrémje”.
Fatkeqésisht, pérpjekjet tona u pritén me moshesim.

Sistemi shéndetésor né Maqgedoniné e Veriut ishte
mosbesues ndaj TM pér mjaft kohé, por pandemia
COVID-19 i ndryshoi té gjitha, pasi ishte e garté se vetém
TM mund té plotésonte kérkesat e OBSH né lidhje me
pandeminé.

Dilema aktuale me té cilén pérballen sistemet e kujdesit
shéndetésor né té gjithé botén éshté se si té ruhet aftésia
pér té ofruar shérbim jo vetém pér ata té prekur me
COVID-19, por edhe pér pacientét qé vuajné nga sémundje
té tjera akute dhe kronike, ndérsa mbrojné mjekét,
infermierét dhe personelin tjetér shéndetésor ndihmés.
Nuk éshté pér t'u habitur qé sistemet shéndetésore né
té gjithé botén tani po pérdorin telemjekésiné (pa dallim
se si ata e quajné) pér té siguruar kujdesin gjaté mbaijtjes
sé pacientéve né shtépité e tyre. Pérdorimi masiv i
telemjeksisé tregon dobiné e saj si njé mjet efektiv pér
té respektuar té ashtuquajturén “distancé shogérore” né
mjediset klinike ose mjedise té tjera.4

Duhej té zvogélonim shkallén dhe kohézgjatjen e
kontakteve tona me pacientét: dy heré né javé pér rreth
dy oré duke respektuar té gjitha masat paraprake (veshja
e maskave pér fytyré, mbajtja e distancés etj). Sidoqofté,
falé sistemit TP, pacientét ishin né gjendje té kontaktojné
me mjekét e tyre praktikisht né ¢do kohé. Nga piképamja
e pacientéve, ata (ndoshta) humbén njéfaré kohe kontakti
“té drejtpérdrejté” (ballé pér ballé) por ata fituan shumé
kohé (TP) pér té gené me mjekét e tyre.

Ndoshta shembujt mé té miré se si ndjehen pacientét pér
kété lloj trajtimi jané pérgjigiet né pyetjen numér teté
(“Uné kam gasje té lehté te specialistét mjekésoré qé mé
duhen”) dhe tetémbédhjeté (“Uné jam né gjendje té marr
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kujdes mjekésor sa heré qé kam nevojé”): mé shumé se
71% e pjesémarrésve ishin “shumé dakord» ose «dakord»
me kété deklaraté té dhéné né pyetésor.

PERFUNDIME

Profesionistét e shéndetit mendor sot jané duke pérdorur
teknologji té lira né dispozicion pérmes pérdorimit té
gjéré té kompjuterave personal, Internetit, pajisjeve
mobile dhe programeve videokonferencuese pér té ofruar
shérbime té shéndetit mendor. Pér shembull, shumé
profesionisté té shéndetit mendor jané duke pérdorur
gjerésisht, softuer komercial té shkarkuar nga Interneti
pér té siguruar kujdes direkt né shtépiné e njé pacienti
ose né mjedis tjetér jashtinstitucional.2

Kjo éshté njé fushé né zhvillim e zhvillimi té shpejté,
dhe rreziget dhe pérfitimet e shérbimeve shéndetésore
telementale té ofruara duke pérdorur teknologji
videokonferencimi nuk jané diskutuar ose adresuar
gjerésisht né trajnimin zyrtar té praktikuesve té
shéndetit mendor. Prandaj, sqarimi cilésor i céshtjeve
kryesore dhe zgjidhjeve té mundshme jané té nevojshme
pér té informuar mé miré ata gé duan té praktikojné me
pérgjegjési.

Pérhapja e pajisjeve dhe softveréve relativisht té liré lejon
madje edhe shtetet né tranzicion, si Magedonia e Veriut,
me burime dhe kapacitete té kufizuara, té zhvillojné
veprimtari elementare por efektive té TP. Edhe duke
pasur parasysh gé ky sistem TP u soll né jeté nén presionin
e pandemive me COVID-19, ai ende tregon gjallériné e
Sektorit té Shéndetit Publik té paktén, té reagojé ndaj
kércénimeve pér shéndetin publik kur éshté e nevojshme.

Né planin afatgjaté, sistemi i ardhshém shéndetésor
duhet té inkurajojé pacientét pér té pérdorur TM por
edhe pér té dekurajuar pérdorimin e papérshtatshém té
shérbimeve. Né ményré ideale, sistemi do té zbatohej né té
gjithé shtetin ose rajonin e gjeré pér efikasitet maksimal.
Telemjekésia ofron mjete pér zbatimin e trageteve né
pikén e nevojés.5

Pér momentin, bashképunimi midis Klinikés Universitare
té Psikiatrisé, Fondit té Sigurimit Shéndetésor dhe
Ministrisé sé Shéndetésisé éshté né njé nivel shumé té
larté, duke lejuar qé Klinika té keté konsultime pér TP
“nga shtépia”, si pér pacientét ashtu edhe pér stafin
mjekésor.

Mund vetém té shpresojmé se ky sistem do té vazhdojé té
funksionojé (dhe, natyrisht, té pérsoset) pasi té mbarojé
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pandemia sepse njé thénie e vjetér thoté: “Cdo e kege, pér
té miré “.
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[IPOLJEHKA HA IIPUCYCTBO HA AHKRCHO3HOCT KAJ POAUTE/TUTE
HA JTEIIA BO ITYBEPTET HA TEPUTOPHJA HA OIIIIITUHA TOCTHBAP

Emupe bunamu', Enena Kocecka?, beru 3acdupoBa iBaHOBCKa®

10cHoBHO yumymiiTe “Ilepnapumu”, FoctuBap, Penyonuka CeBepHa MakeoH1ja

2WHcTuTyT 3a jaBHO 37paBje Ha Perryomika CeBepHaMakeonuja, MeauinHcku dakynret, YHuBepsutet ,,CB.
Kupun u Metomuj”, Cromje, Penryonuka CeBepHa MakemoHmja

SUHCTUTYT 3a eNU/ieMUONIOTHja M OMOCTATUCTHKA CO MeIMI[MHCKA nH(opMaTrka, MeguiuHcku dakymrer,
Yuusepsurer ,,CB. Kupun u Metopuj”, Ckomje, Penyormika CeBepHa MakegoHuja

Medicus 2020, Vol. 25 (2): 214-221
N3BAJIOK

BoBes. AHKCHO3HOCT e TIPUPOJTHUOT OTOBOP HA TesloTo 3a cTpec. OCHOBHA KApaKTEPUCTHKA Ha OBA HAPYIIYBAE €
HECOOZIBETHO HMUBO HA BO3HEMWPEHOCT U CTPaB IITO Ce MaHW(eCTUpa BO HOPMATHOTO (PYHKIIMOHUPArhe Ha JIeTeTo.
AHKCMO3HOCTA Ha POAUTENIUTE MOJKe Jla MMa HeraTUBHO BJIMjaHKe BP3 37IpaBjeTo Ha JleljaTa 0coOeHO BO TepUo]] Ha
pasBoj —1ybepTeToT.

Llerm Ha Tpymot: [la ce ofmpenu MpUCYCTBO Ha aHKCHMO3HOCT, AeTlpecuja 1 CTpaB Kaj POAUTENINTe Ha Jiella KO ce BO
repuof Ha IybepTeT BO OMIITUHA ['ocTHBap.

Marepujan u Mmetoau: Bo oBaa mpeceuHa cryauja Oea aHanusupann 300 popurtenu Ha 150 yuenuim op VIII-mo u
[X-To ompenenue, n 150 yueHULIN Of CpelHU YUWIMIITA Ha TepUTOpHjaTa Ha OMIUTHMHA ['ocThBap. belle KopucTeHa
IOACC (Crana 3a [lerrpecuBHoCT, AHKcHo3HOCT 1 CTpec), cocTaBeHa off 42 mpallakba KoM BKIyUyBaaT TPU CKasd 3a
camoolleHyBame. CeKoja cKajla CoIp:Ku 14 npaliama, ofejeHn BO IMOMICKaIM ofl 2-5 Ipallakbha CO CJIMUHA COIPKUHA.
Pe3ynraTtoT o7 CeKOj MCIWUTAHUK, OIHOCHO POIUTEN 3a CeKoja IIO[CKAja Ce OLieHyBalle CIiopef WMHIEKCOT 3a
OLleHyBamke Ha MHTEeH3UTETOT Ha [AelpecujaTa, aHKCHO3HOCTA M CTpecoT. IlojaTtounuTre J0OMEHU Of UCTIUTYBAHETO
Oea aHanM3UpaHU CO CTAaTUCTUUKKOT mporpaMm SPSS for windows 23,0. 3a criopefyBame Ha MOJI0T Ha aHKCUO3HU U
HeaHKCHO3HU POAUTENH, MEeITPeCUBHI U HeJleTPeCcUBHU POJIUTENH, POJIUTEM BO CTpec U Oe3 cTpec, Oellle KOPUCTEH
Chi-square test. 3a curHUpUKAHTHU Ce CMETAHU CUTEe OHME pe3y/ITaTy Kage BpenHocTa Ha p < 0,05.

Pesynratu u guckycuja: Criopeqn pesynratute on HACC ckarnata, npeBajieHIMjaTa Ha Jeripecuja Kaj pomguTesIuTe
Oenre 23.34%, onHocHo 70 popuTeny MaHudecTpaa JeMpecuBHOCT, ITpeBajieHIIjaTa Ha aHKCUO3HOCT berre 28.7%,
O[THOCHO 86 aHKeTHPaHU POAUTENTN MaHU(becTpaa aHKCMO3HO HapyllyBae, TofeKa IIpeBaJieHIrjaTa Ha cTpec Oelle
22%, OIHOCHO Kaj 66 pomuTesv Criope]] oJIr0BOPMTE Ha IIpalllahaTa ce IIpero3HaBa CTpecHa cocTojoa. PesyinraTure of
HCTPasKyBambeTo IOKaXKaa JIeKa II0J/I0T HeMallle CUrHUGUKAHTHO B/IMjaHMe Ha I10jaBaTa Ha Aelpecuja, aHKCUO3HOCT
1 crpec Kaj popurenure Ha ydeHuute (p=0.074, p=0.12, u p=0.054), KoHcekBeHTHO. He Oellle HajneHa cTaTUCTUUKA
curHUUKAHTHA Pa3/InKa Mer'y pOJUTeTUTe Co 1 Oe3 merpecyja, co 1 6e3 aHKCHO3HOCT, 1 CO U 6e3 CTpec, a BO 3aBUCHOCT
on, HuBHMOT 11071 (p>0.05). Ho He3HauajHO MoYecTo OBME cOCTOjOM ce MaHudecTupaaT Kaj MajKUTe Ha YUEeHUIIUTE.
IleTcTBOTO M afjofneciieHIIjaTa e OCHOBHa (ha3a Ha PH3MK 3a Pa3BOj HA CUMITTOMU M CUHAPOMU Ha aHKCHO3HOCT
IITO MOJKe Jla Bapupa Of MUH/IMBU JIECHU CUMITTOMU 10 aHKCHMO3HO MOpeMeTyBame. AHKCMO3HOCTa ce oflHecyBa Ha
OZII'OBOP Ha MO30KOT Ha OITACHOCT, CTUMYJIM ILITO OPraHM3MOT aKTUBHO Ke ce obupe fa ru n3zberte. OBOj 0AroBoOp Ha
MO3OKOT € OCHOBHA eMOLIMja Koja e BeKe IIPUCYTHA BO AeTCTBOTO, IIPU ILUTO U3pa3uTe IaraaT Ha KOHTUHUYM of bjiara
110 Telika. PofiuTesicTBOTO M aHKCHO3HOCTa Oea MpoHajieHr Kako MHTepaKiidja MerycebHO o TeKOT Ha BPEMETO.

3aktydok: CooriiacHO co pesysiTaThTe Off OBaa CTYAUja ce MoKaka MPUCYCTBO Ha Jlerpecuja, CTpaB U aHKCUO3HOCT
Kaj pofIUTesIuTe, CO MoYecTa 3acTarleHOCT Ha aHKCMO3HOCTA BO criopefba co fernpecujaTa U CTPeCcOT U He3HAuajHO
rodecra MaHudecTalija Kaj MajKuTe Ha fieliata Bo MmybepTeT BO OMIITHHA ['ocTUBAp.

Knyunu 360poBU: aHKCUMO3HOCT, POJIUTENIH, [elia, ybeprer.
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Pa3BojHaTa IcuXo/orHja e HacoueHa KOH MCTPaKyBambe Ha
OJTHECYBAIETO HA JleljaTa BO CEKOj MOMEHT 07l HUBHHOT
KUBOT, M TIPOMEHWTE KOU Ce C/TyJyBaaT of efleH BO JpyT
BpeMeHCKH Tiepuofl. Bo TpyloT BHUMaHKHETO e HACOUeHO
KOH COTJIeflyBatbe Ha BJIMjaHMETO Ha aHKCHO3HOCTA Kaj
pofITeNIUTe Bp3 3[paBjeTo Ha JleljaTa BO TMepuof Ha
nyoeprer. (1)

AHKCHO3HOCT € PUPOJHUOT OJITOBOP Ha TEJIOTO 3a CTPeC.
Toa e uyBcTBO Ha CTpaB WM CTPaB 3a TOA IITO Ke JI0jfe.
AHKCHO3HWTe HapyIlyBamba ce Mer'y HajuecTUTe MeHTaTHU
HapyIIyBamba BO JIETCTBOTO U afioneciieHnyjata. OCHOBHa
KapaKTePUCTHKA Ha OBME HApYyIIyBama € HeCoO/IBETHO
HUBO Ha BO3HEMHPEHOCT U CTPaB WITO ce MaHH(pecThpa
BO HOpPMaJIHOTO (DYHKIMOHUpame Ha feteto. (2)[TocTojat
moBeKe TOBP3aHM (PAKTOPM KOM C€ acolupaaTr co
AHKCHO3HUTe pacTpojcTBa. [IpuuMHUTE 3a Of[pesieHo
PacTpojcTBO Ce Pa3IMyHU ¥ He e CeKorall JIeCHO [ia ce
VTBPJM IIPUUKMHATA 3a CEKOj cIyuaj. (6)

3a Bpeme Ha ajiofeclieHIIjaTa, ¥Ma W JpaMaTHYHU
IIPOMEHM BO MOTHBAIMjaTa, COIUjaTHOTO OfIHECYBame U
CTarKaTa Ha IICHX0MAaTOo/OorHja, 0CO0EHO Kaj IeBOjuMbaTa.
EnHa off Haj3HAUajHUTE OMIITECTBEHH POMEHHM 3a BpeMe
Ha aJiofieclieHIujaTa e 3roJieMyBambeTo Ha He3aBHCHOCTa
Ofl POZIUTENICKUTE JIMYHOCTH U COOJIBETHOTO TOTIUPAIhE
Ha OmuckuM mpujaTencTBa. I[IpeKymepHaTa 3amiTuTa €
PU3UK 0]l aHKCUO3HU HAPYIIYBamba.

Co HaO/byayBame Ha OJHECYBAlETO Ha [leliaTa U
ponuTeNuTe, 3a0e/IeKaHo e JleKa caMo MPUCYCTBOTO Ha
POZIUTENTNTe Kaj HEKOW Jlella MOXKe Jla MMa I03UTHUBEH,
HeyTpajleH W HeratuBeH egeKT. AHKCHO3HOCTa Ha
pOfIUTe/IUTe MOKe Jla MMa HeraTUBHO BIMjaHHe BP3
37IpaBjeTo Ha flerlaTa 0COOEHO BO ITIepMOJ, HAa Pa3Boj,
OJTHOCHO BO MIEPHOJIOT Ha My0epTeT.

IIEJTHA TPYIOT

[la ce oapemy MPUCYCTBOTO Ha aHKCHO3HOCT, JlelpecHja
! CTPaB Kaj POJUTENNTE Ha Jielja KoM ce BO MEepuoj, Ha
nybepTeT Bo omiutiHa [ocTuBap.

MATEPHJAJI U METOH

Bo oBaa mpeceuna cryauja Oea aHamusupanu 300
poputenu Ha 150 yuenuiy opt VIII-mMo u IX-To opnjienenue,
1 150 yueHMIM 0off CpeIHM YUMJIMILTA HAa TePUTOPUjaTa Ha
omutuHa ['octuBap. Kako MHCTPYMEHT Ha UCTPa)KyBarbe
oeme xopucreHa JIACC (Ckama 3a [lempecHBHOCT,
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AnkcuosHoct u Crpec), cocTaBeHa off 42 mpaiiama KOu
BKJIYUyBaaT TPU CKaJM 3a CaMOOLIeHYBambe, Ji3ajHUpaHu
3a Mepeme Ha HeTaTUBHUTE eMOIMOHAIHA CHMIITOMH Ha
Jlerpecuja, aHKCHO3HOCT U cTpec. CeKoja cKaja CofipKu
14 mpamama, mofieieHy BO MOZCKAK off 2-5 Mpalliama co
cMyHa cofipkuHa. O MCIIUTaHUIMTE ce Oapaile Ja ja
KOPHCTAT CKajlaTa Ha WHTeH3uTeT/(dhpeKBeHImjaTa of 4
TOUKH 3a JIa I'0 OLIeHaT CTETIeHOT JI0 KOj THE T'o I0KuBeae
CEKoj of] CUMIITOMKTE BO TEKOT Ha M3MHUHATaTa Hefena
(0- BoormmrTo He ce mpuMeHWUIa Kaj MeHe; 1- ce TpruMeHmIa
Kaj MeHe JI0 ofpefieH CTelleH, WA HeKONIKY MaTu;2- ce
IpUMeHWIa Kaj MeHe BO 3HAUWTEJIHA Mepa, WIN efleH
Jobap Jient o7 BpeMeTOo; 3- MHOTY ce PUMEeHH/Ia Kaj MeHe,
VJIY TIOTOJIEMUOT JIeJT Off BDEMETO).

Pe3Y)'ITaTOT o CeKOj UCIIUTAHUK, OJHOCHO pPOOUTEII
3a CEKOja MOoACKa/Ia Ce€ OleHYyBalle CIlope MHOEKCOT
3a OleHyBalkheé Ha HWHTEH3UTeTOT Ha ,I[ereCMjaTa,
dHKCHO3HOCTa U CTPeCOT, KaKo IITO € TaJleH BO Tabenara.

Tabenma 1. Ckama 3a olleHyBalme Ha HHTEH3MTETOT Ha
TeTpecyjaTa, aHKCHO3HOCTa M CTPeCOT

Jlenipecuja AnkcuosHoct | Crpec
Hopmanen 0-9 0-7 0-14
Jlecen 10-T3 8-9 15-18
ITpoceuen 14-20 10-14 19-25
Tesxok 21-27 15-19 26-33
MHory Texkok | 28+ 20+ 34+
CTATUCTHAYKA AHAJIA3A
[logatouure  JoOMeHM O  MCIUTYBameTo  Oea

aHaIM3MpaHU CO CTATHCTHYKUOT mporpam  SPSS for
windows 23,0. Koedurment Ha curyproct (Cronbach’s
alpha) bee mpecmetan 3a Tpute nopckanu Ha J[IACC 3a a
ce oflpe/iy CTeNIeHOT Ha BHATPeIlIHa KOH3UCTEeHTHOCT Mer'y
Tpaniamata off ogickamute. Bpemroctute Ha Cronbach’s
alpha og 0.928 3a mopckamata 3a gempecuja, 0.92 3a
nofickasara 3a aHkcuosHocT, u 0.915 3a mojckanara 3a
CTpec cyrepupaaT Ha 3aKJIYUOK 3a BHUCOK CTelleH Ha
BHATpeIlHa KOH3MCTEHTHOCT BO TpHUTe CYOCKasH,
opHocHo fieka JJACC ckanarta e curypHa. CuTe mopgaToLu
o7 MHTepec 3a M3pabOTKa Ha TPYAOT ce TabeapHO W
rpapuuky mpuKakaHu. JlecKpumnmyjata Ha MOJATOLUTE
e HalpaBeHa CO PeJlaTMBHU M alcoIyTHM OpoeBH. 3a
CIiope/TyBame Ha TMOJOT Ha aHKCMO3HU U HeaHKCHO3HU
POTIUTENM, JIEMPECUBHU ¥ HeJeNPeCUBHU POJIUTENH,
pozuTenu Bo cTpec u Oe3 ctpec, Oeme KopucteH Chi-
square test. 3a curHU()MKAHTHU ce CMETaHU CUTe OHMe
pe3yiITaT Kajle BpegHocTa Ha p < 0,05.
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PE3YJITATH JenpecuBHOCT. Kako HajuecTo BMCTMHMTH, OJHOCHO
IOpUMEHIMBY POJUTENIUTe TUW aKILeHTHpaa CJeJHUTe
npaiama: KTerko Mu Oelie 1a mpe3eMaM HHUIMjaTHBA 3a
na mpaBam Herrol - 16.67% (50), 1 ¥ BoominTo He MokeB
Jia I0K1BeaM HeKoe TMO3UTUBHO 4yBCTBO [ - 15.33% (46). 3a
OBHe JIBe Mpalliama Oea JoOMeHH ¥ HajBUCOKH IPOCEUHH

Tabena 0Opoj 2 ru IIpUKaKyBa PE3YITaTUTe Of  ckopoBu - 0.567+0.88, 1 0.55+0.82, KOHCEKBEHTHO.
JACC ckamaTa Koja ce ofgHecyBa Ha IIofcKanaTa 3a

Bo oBaa ucTpakyBame Oea aHamu3upanu 300 poputenu
Ha 150 yuenunum op VIII-Mo u IX-To opgpmenenue, u 150
VUEHUIM OfI CPelHA YUWIMINTa Ha TepUTOpUjaTa Ha
omiutuHa ['ocTuBap.

JTACC - ckana 3a JenpeCcHBHOCT

Tabena 2. CummToMu Ha JieTipecuja

op | Bapujabna 0 1 2 3 mean + SD

3 Boommito He MoOXeB na gokuBeaM Hekoe | 189 (63) 65 (21.67) 34 (11.33) 124 0.55+0.82
MO3UTKHBHO UYBCTBO

5 EnHocraBHO He usrnepaiie geka Mmoxkam fa | 206 (68.67) | 69 (23) 23 (767) 2(0.67) 0.40 = 0.66
TIPOJIO/KaM

10 | Ce uycTByBaB Kako jja HemaM HMIITO 3a Aa ofam | 210 (70) 50 (16.67) 26 (8.67) 1474.67) 0.48+0.84
MOHATaMy

13 | Ce uyBcTBYBaB TakeH U BO fielipecrija 212(70.67) | 55(18.33) 19(6.33) 1474.67) 0.45+0.81

16 | Ce uyBCcTBYBaB KaKo Jla U3ryOUB UHTEPEC 3a Ce 206 (68.67) | 601(20) 23 (767) 1113.67) 046 +0.79

17 | Ce uyBcTBYBaB Kako Jla He BpeflaM MHOTy Kako | 216 (72) 52 (17.33) 19(6.33) 13(4.33) 043+0.79
JIMYHOCT

21 | YyBcTBYBaM JieKa ;KMBOTOT He Bpefiu fia ce xuBee | 223 (74.33) | 39(13) 281(9.33) 10 (3.33) 042+0.79

24 | Usrnename fleka He Moxkam fa yxuBam Bo | 194(64.67) | 73(24.33) 20(6.67) 13(4.33) 0.51+0.80
paboTUTe KOM 'l [IPaBeB

26 | CeuyBcTBYBaB BO3HEMMPEH U TasKeH 19464.67) | 76(25.33) 20(6.67) 10 (3.33) 0.49+0.76

31 | HebeBBo cocTojba ma bugam enTy3ujact 3a Hemrro | 200 (66.67) | 76 (25.33) 19(6.33) 5(1.67) 0.43+0.69

34 | CeuyBcTBYBaB Kako Jia CyM coceMa be3BpefieH 226 (/5.33) | 41(13.67) 18 (6) 15(5) 041+0.81

37 | He mokeB Jja BulaM HUIITO BO MHMHA 3a fAa ce | 216 (72) 52 (17.33) 23 (767) 9(3) 042 +0.76
HajeBaM

38 | CeuyBcTByBaB Kako XMBOTOT /la HEMa CMUC/IA 223(74.33) | 46(15.33) 20 (6.67) 11(3.67) 0.39+0.77

47 | Temxo mu bemre 1a Mpe3eMaM UHMIMjaTUBa 3a 1a | 189 (63) 61(20.33) 35(11.67) 15(5) 0.59+0.88
TIpaBaM HelITo

(0 BOOMIITO He ce IPUMeHWIa Kaj MeHe Cronbach’s alpha = 0.928

1ce IpUMeHUIa Kaj MeHe 10 oJpeaeH CTelleH, UJIu HEKOJIKY IIaTh
2ce IpUMeHUJIa Kaj MeHe BO 3HaUuTe/IHa Mepa, WK eJeH n06ap JEJ o] BpEMETO
3 MHOT'Y Cce IIpuMeHuJia Kaj MeHe, WIX II0rojieMuoT Jiejl 0Jf BpeMETO

JACC - ckana 3a aHKCHO3HOCT

TabenaTa 3a aHKCMO3HOCT T'M IpuKaxyBa pesynratute of JACC ckanaTa Koja ce ofjHecyBa Ha IOJCKalaTa 3a
aHKCcHMOo3HOCT. Kako HajuecTo BUCTUHUTH, OJHOCHO MPMMEH/IMBU POJMTENUTE TM aKIieHTHpaa CIeHUTe Mpallama;
BeB cBeceH 3a cyiemeTo Ha MojaTa yctall - 14% (42), ,, 3HaunTtenHo ce motesN - 13.67% (41), u ,, Ce coouyBaB co Tpecerel
-13.67% (41) . [IpoceunuTe CKOPOBY 3a OBHUe Mpalliama u3HecyBaa - 0.56+0.85, u 0.567+0.82, u, 0.557+0.82, KOHCEKBEHTHO.

Tabenma 3. CUMITTOMY Ha aHKCHO3HOCT
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Op | Bapujabma 0 1 2 3 mean + SD

2 BeB cBeceH 3a CYLIEHETO HA MojaTa ycTa 189 (63) 69 (23) 27(9) 15(5) 0.56 = 0.85
/IMaB OTEIIKOTHM CO JAUIIEHETO (Ha Mp.

4 3HAYUTETHO 0030 JMIlIethe, TUIIee BO 203 (67.67) 66 (22) 22 (7.33) 9(3) 0.46 £ 0.76
OTCYCTBO Ha (PU3UUKM HAMO)

7 | Mas wyBcTo g ce Tpecaw (wa p. HOseTe MH | 1g4 (6] 33) 86(2867 | 16(533) 14(467) | 053079

pecar)

Ce HajgoB cebecy BO CUTYALUM KOM Me [paBea

9 MHOT'Y @HKCHO3€H 1 [0JIECHO MU Deliie IIToM 187 (62.33) 77(25.67) 25 (8.33) 11(3.67) | 0.53+0.79
3aBpiiea

15 VMaB 4yBCTBO Ha alaTija 199 (66.33) 72 (24) 19 (6.33) 10 (3.33) | 0.47=0.76
3HAYUTETHO Ce TOTEB (Ha Ip: IIOTehe Ha palle)

19 1 BO OTCYCTBO Ha BICOKH TEMIIEPATYPH U 182 (60.67) 77(25.67) 26 (8.67) 15(5) 0.57+0.82
(hU3MUKY HATop

20 ge UYBCTBYBaB HCIITallieHo be3 Hekoja fo6pa 211(70.33) 61(20.33) 17 (5.67) 11(367) | 043+0.76

PUUKMHA

23 IMaB MOTELIKOTHY HPH [IBaKabe 227 (75.67) 39 (13) 29(9.67) 5(1.67) 0.37+0.73
Bes cBecen 3(% paboTara Ha CI%LLETO BO
0TCYCTBO Ha (PM3MUKM HAMOP (Ha IP: YYBCTBO

25 Ha 3TOIeMYBAHbe HA OTIYKYBAMATA HA CPIETO, 196 (65.33) 71(23.67) 19 (6.33) 14 (4.67) | 0.51+0.81
CpLIETO rydelle ejHO OTUYKYBaIbe)

28 Ce uyBCTBYBAB KaKo Jla CyM OJMCKY /0 TAHUKa 197 (65.67) 63(21) 27(9) 13(4.33) | 0.52+0.83
Ce mramieB fieka ke OumaMm ,icprieH” o HEKOK

30 HEBAJKHH  HETIO3HATH PAGOTH 208 (69.33) 67(22.33) 21(7) 4 (1.33) 0.40 = 0.68

36 Ce uyBCTBYBaB IpeIUIallieH 221(73.67) 57 (19) 17 (5.67) 5(1.67) 0.35 + 0.67
Ce HepBMpAB 3a CUTYALMUTE BO KOM MOJKEB Jla

40| emanmmaan i 12 H3TIeTIaM KaKo Gygana 206 (68.67) 64 (21.33) 15(5) 15(5) 0.46 £ 0.81

41 Ce coouyBaB Co Tpeceme (Ha Ip: Ha pareTe) 194 (64.67) 65 (21.67) 24 (8) 17(5.67) | 0.56=0.85

0 BoomITO He ce I[IPUMEHNIIa Kai MeHe

Cronbach’s alpha = 0.92

lce IpUMeHUIa Kaj MeHe 10 oJpeaeH CTelleH, NI HEKOJIKY IIaTh

2 ce MpUMeHWTa Kaj MeHe BO 3HAUMTe/THA Mepa, WM efleH 100ap fieNl off BpeMeTo

3 MHOTY ce ITpMMeHu/Ia Kaj MeHe, UJIH [OT0/IeMUOT JIeJT Off BpeMeTo

HIACC - ckana 3a cTpec

Tabena 6poj 4 ru mpukaxkyBa pesynratute ofi [IACC ckayaTa Koja ce ofHecyBa Ha IojicKaiaTa 3a ctpec. Kako Hajuecto
BUCTMHMTH, OJHOCHO TPMMEH/IMBU POJUTENMTe TH aKIeHTHpaa cjaefHuTe mpamiama: ¥ [IperepaHo pearwpaB Ha
oppenenu cutyamuul - 18.33% (51), ,, beB HecTpIUIMB Kora Ha HEKOj HauMH Ke 3apgoiHeB- 19.33% (58), u ,, beB MHory
HepBo3eHX - 21% (63) . IIpoceunuTe ckopoBM 3a oBUe IMpaiiama u3HecyBaa - 0.78+0.87, 0.76+0.93, u, 0.747+0.96,

KOHCEKBEHTHO.

Tabena 4. CummToMH Ha CTpec

Op | Bapmjabma 0 1 2 3 mean + SD
1 gngﬁ?{;ﬁ;x;gg%gﬁarpmeﬂ 38 HIPWIAAHO 1 184 (61.33) 62 (20.67) 34 (11.33) 20 (6.67) 0.63 £ 0.93
6 gff;:ﬁ;g" Pearupas 8o OfApEAEHN 137 (45.67) 108 (36) 39(13) 16 (5.33) 0.78 + 0.87
8 Mu Gellie TELIKO fja Ce OMmyIITam 185 (61.67) 75 (25) 27(9) 13 (4.33) 0.56 £ 0.83
11 | Cocema iecHo ce BO3HEMUPYBaB 164 (54.67) 82(2733) 31(10.33) 23(767) 0.71£0.94
12 Sg ;JYI?P%B‘/B&B KaKO Aja KOpHCTaM HEPBOSHA | 176 (54 67) 77(25.67) 28(9.33) 19 (6.33) 0.63 + 0.89
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BeB HecTpIuB Kora Ha HeKOj HaukH ke

14 | 3apmomHeB (Ha mp:Bo TMQTOBH, COOOpaKaj, 152 (50.67) 90 (30) 36(12) 22 (733) 0.76 £ 0.93
KOra Me yekaa)
Ce uyBCTBYBAB KaKo JIa CYM IIPEMHOTY

18 AYBCTBHTENICH 163 (54.33) 85 (28.33) 33(11) 19 (6.33) 0.69+0.90

22 | Temko mu belie fja ce ofMopam 177 (59) 87(29) 26 (8.67) 10 (3.33) 0.56 £ 0.79

27 | BeB MHOr'Y HEpPBO3€eH 163 (54.33) 74 (24.67) 39(13) 24 (8) 0.75 £ 0.96
Temiko mu Oeliie ja ce cMEpaM OTKaKo Ke

29 Ce BO3HEMHDEB 33 HEllITO 162 (54) 91(30.33) 31(10.33) 16 (5.33) 0.67 + 0.87
Temko Mu belire fja To/lePUPaM PEKUHK BO

32 HEITo ITo mpaBes 181 (60.33) 77(25.67) 32(10.67) 10 (3.33) 0.57 + 0.81

33 | BeB Bo cocTojba Ha HepBHA HAITHATOCT 209 (69.67) 64 (21.33) 16 (5.33) 11(3.67) 043 +0.76
BeB HeToniepaHTeH KOH Ce LITO Me

35 | cmpeuyBaile a HarmpegyBaM BO OHA LITO 202 (67.33) 60 (20) 30 (10) 8(2.67) 048 £0.78
I'0 IIpaBeR

39 | Ce HaoraB cebecy HEPBO3eH 179 (59.67) 86 (28.67) 23 (7.67) 12 (4) 0.56 = 0.81

0 BoomIITO He ce I[IPUMEHNIa Kai MeHe

Cronbach's alpha = 0.915

1ce IpuMeHuIa Kaj MeHe 10 oJpeaeH CTelleH, UJIu HEKOJIKY IIaTh

2ce IpUMeHUJIa Kaj MeHe BO 3HaUuTe/IHa Mepa, WK e[JeH no6ap JEJ o] BpEMETO

3 MHOT'Y Cce IIpuMeHuIia Kaj MeHe, WiIu IIorojieMuoT Jiejl 0Jf BpeMETO

Cnopep;, pesynratute 3a JIACC ckanmara, mpeBajieHIMjaTa Ha JieTipecuja Kaj popgutenute Oeire 23.34%,0mH0CcHO 70
poputend MaHH(eCTHpaa JenpecUBHOCT,IIpeBajeHIMjaTa Ha aHKCHO3HOCT Oerne 28.7%, OJHOCHO 86 aHKeTHpaHU
ponuTeny MaHu(ecTHpaaT aHKCMO3HO HapyllyBarbe, fofieKa MpeBajieHIljaTa Ha cTpec Oele 22%, ofHOCHO Kaj 66
POJIUTENIN CIIOPE]T OfITOBOPKTE Ha TIpalllamaTa ce Tperno3HaBa cTpecHa coctojoa. Bo Tabena Opoj 5 mpe3eHTHpaH e u
CTeNeHOT Ha OBKe HApYIyBaba Kaj aHKeTUPAHUTe POJUTEITUTE.

Taberna 5. Ckana 3a OlleHKa Ha MHTeH3UTEeTOT Ha ,I[eHDECHiBTa, AHKCUO3HOCTa U CTPECOT

Jlenipecuja AHKCHO3HOCT Ctpec
Hopmanen 230 (76.67) 214 (71.33) 234 (78)
Jlecen 21(7) 17(5.67) 26 (8.67)
[Ipoceuen 17 (5.67) 26 (8.67) 19 (6.33
Teskok 23 (7.67) 11(3.67) 17(5.67)
MHOTY TeKOK 9(3) 32 (10.67) 4(1.33)

PesynratuTte of MCTpakKyBarbeTo MoKaKaa JieKa IojIoT HeMallle CUrHU(UKAHTHO B/IMjaHie Ha [ojaBaTa Ha Jlelpecija,
AHKCHMO3HOCT U CTpec Kaj popurenute Ha yuenuiuTe (p=0.074, p=0.12, u p=0.054), koHcekBeHTHO. CHTe TpU COCTOjOM
He3HauajHO MouyecTo I'M MaHM(ecTHpaa Majkute Ha yuenuiute. Cropep AajieHUTe OATOBODPH, Jempecuja Oelie
npeno3HaeHa Kaj 29.4% (30) ucnurannury, a Kaj 20.2% (40) ucnuTaHuIy; aHKCHO3HU Oea 34.3% (35) ucnuTaHUIU Of
KeHcKu mojt, 1 j 25.8% (51) o maniku mo; crpec MmaHudectupaa 28.4% (29) ucnuranmdku u 18.7% (37) ucnmraHum.

Tabena 6. Pa3nuka Mery pofutenuTe co 1 0e3 fienipecuja, co U 6e3 aHKCHO3HOCT, U €O U 6e3 CTpec, Criopes Mo

llenpecuja AHKCHO3HOCT Crpec
POJIUTENH 10T

nma HeMa nMa HeMa nma HeMa
MaLIKK 40(20.20) 158 (79.80) 51(25.76) 147 (74.24) 37(18.69) 161 (81.31)
JKEHCKU 30(29.41) 72(70.59) 35(34.31) 67 (65.69) 29 (28.43) 73 (71.57)
p value X2=3.2 p=0.074 ns X2=2.4 p=0.12 ns X2=3.7 p=0.054 ns

p value (Pearson Chi-square)

He Geiie HajeHa CTaTUCTHYKA CUTHU(DUKAHTHA pa3/iiKa Mer'y pofIUTeIuTe co 1 0e3 fierpecuja, co U 6e3 aHKCUO3HOCT,
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1 €O 1 0e3 cTpec, a BO 3aBUCHOCT Off HUBHKUOT 11071 (p>0.05).

Muory Temka (opma Ha [empecdja M aHKCHO3HOCT
MaHu(ecTapaa NpPeKy CBOMTE OJrOBOPH He3HauajHO
I0YECTO UCTIUTAHUIIUTE 01 KeHCKH 1101 - 4.9% (5) HacpoTi
2% (4), u 13.7% (14) macmporu 9.1% (18), KOHCEKBEEHTHO,
JoleKa MHOTY Telllka cTpecHa cocTojoa Kaj 0.98% (1) enHa
ucnurannyka u 1.5% (3) ucnuranurmy.

Cmuka 1. ®opmu Ha [Jenpecuja, aHKCHO3HOCT U CTpecC
CIIOpef 1oJT Ha POJIUTENH

b M i P Al
l. ..I l q ! T o I
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ki) ) I _ L
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Pearson Chi-square: 4,64067, df=4, p=,326199 menpecuja
Pearson Chi-square: 3,45818, df=4, p=,484269 aHkrcro3HOCT
Pearson Chi-square: 4,57877, df=4, p=,333316 cTpec

JUCKYCHJA

Kora ce roBopu 3a ICHXOCOIMjalIHUOT Pa3BOj Ha JieliaTa
U aJiofNeciieHTHTe, OJHOCUTe BO CEMejCTBOTO, IIpes cé
OTHOCHTe Mel'y pOJUTeNUTe M JiellaTa, ce MOKaKyBa
JleKa THe Cce KaKo efleH off Haj3HauajHuTe (haKTOpH.
lIMeHo, cuTe MCTpaKyBamba IOKa)KyBaaT JIeKa OJHOCOT
MOMEry POJUTENUTe W JieljaTa e BakeH 3a VCIIeIIHaTa
coljanM3aiyja Ha jerata. Pogutenu Bo coctojda Ha
CTpec He Ce VCOITIaCeHH CO MOTPeOMTe Ha JETeT0 U
HUBHUTE eMOL[MH T 0CTaBaaT 0e3 MofIpIiKa. (8).

AHKCHMO3HOCTa € HajuecTa TCUXMjaTPUCKO HapyllyBabe
¥ ¥WMa [IONTOPOYHM, KOMIIPOMUTHPAUKU e(eKTH Bp3
OJTHOCOT MajKa-HOBOpPOJieHUe U Pa3BOjOT Ha [ieTeTo.
JloeHueTo MOCTOjaHO ce COOUYBa CO KIMMa Ha HeraTMBHO
BJ/IMijaHKe LITO IO HApYIyBa UHTEPAKTUBHOTO MCKYCTBO Ha
HOBOPOJIEHUETO 1 MajKaTa. (13)

AHKCHO3HOCTa € eMoOIluja, HeTpWjaTHO YYBCTBO Ha
HaITHATOCT MPUAPYKEHO CO (PU3MOOIIKU ITPOMEHH, HO U
TPIKY ¥ CTPABOBY, IITO 3HAUM JleKa Hepa30MpameTo Ha
eMOITUHTe IITO Ce jABYBAAT BO OfIpe/IeH! CUTYAIIUHU, CeKaKo
Ke MpHJIOHece 3a YYBCTBO HA HAITHATOCT U HECUT'YPHOCT
Ha muHocta. Criopes Mypuc, enujieMUOOLIKUTe CTYAUN
TOKa)Kajie JleKa AHKCHO3HUTe HapyllyBama ce Mery
HajuecTuTe (HOPMM Ha MCHXOMATONOTHja BO JIETCTBOTO /
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ajioNeclieHIjaTa 1 Jieka Kaj ofipefleH TPOIIeHT of fielia
0Baa BO3HEMHPEHOCT MO}e fa Oufle XPOHMYHA U [ia
Tpae Jio 3penocra. bpojuu (hakTopu HpUIOHECYBaaT 3a
T0jaBa Ha CUMITTOMM Ha BO3HEMHPEHOCT, Off T€HETHKa,
TeMIlepaMeHT ¥ CBOjCTBa Ha JIMYHOCT, HeraTUBHHU
MBOTHM HCKYCTBA JI0 CeMejHUM OfHOCH. JleBojkuTte
00MYHO MMaaT TOM3pa3eHa BO3HEMUPEHOCT, IITO HCTO
TaKa Oelle 00MeHo BO Halara cTyauja. (14)

[JleTcTBOTO 1 ajjoeciieHIMjaTa e OCHOBHa (ha3a Ha PU3HUK
3a pa3Boj Ha CUMIITOMHM M CHHJPOMM HAa AHKCHO3HOCT
IITO MOKe [Ia Bapupa off MUHJIMBY JIECHU CHMIITOMH JI0
AHKCHO3HO TIopeMeTyBame. (3)

AnonecrieHTuTe  KOM  Ce  HEpBO3HM,  HAIHATH,
BO3HEeMUpEHH, Pa3apa3iuBU U TaKHU ce MoBeKe CKIIOHHU
KOH Pa3Boj Ha BO3HEMHMPEHOCT, Koja Ce KapaKTepusupa
TOKMY CO 3arpikeHocT M HamHartocT. Ce MOKaxka fieKa
HEBPOTH3MOT € 3HAUMTEeTHO MOBP3aH CO BO3HEMUPEHOCT
¥ BO MCTPa)KyBameTo cripoBeieHo o Mohoric¢ T., u cop.
(14)

PopguTencTBOTO M BO3HEMHpeHOCTa 0Oea IIPOHajIeHH
KaKo MHTepaKIiuja MeryceOHo co TeKoT Ha Bpemerto. Ha
4-ropMIHA BO3PACT MOBUCOKUTE HMBOA HA POJUTENICKA
HeIIpUjaTeHOCT JI0Befjoa [0 Majio 3rojieMyBaibe Ha
BO3HEMHPEHOCTa Ha BO3PacT 0ff 5 FOIMHHM, a 3rojieMeHaTa
BO3HEMHPEHOCT Ha BO3PacT Off 5 TOAMHM JI0OBee [0
3rojieMeHO0 HMBO Ha HENpHjaTe/ICTBO Ha PONUTENH of 6
roguHu. Mako roneMmHara Ha oBie OTKpUTHja Oellle Maia,
THe VKa)KyBaaT Ha Toa JleKa PaHMOT TPeTMaH Ha JIeTCKa
BO3HEMHPEHOCT Tpeba fla BKIyUyBa M HHTEpBEHIIMja
Ha POJUTENM U JUPEKTeH TPeTMaH Ha CUMITOMUTE Ha
BO3HEMHPEHOCT Ha JieTeTo.(5)

[IpolieHKUTe IIOKakyBaaT feKa npuomukHO 10 [0
20% op cute fella pa3BMBaaT HEKAKOB BHUJl aHKCHO3HU
HapylyBawa. Tue ce TIPUCYTHU Kaj Jera of JBaTa
nojia, MAKO Ce TMOKaKajio [ieKa HeKOM AaHKCHO3HU
HapyllyBama ce 1M0YeCcTH Kaj fieBojunmara. HapyiyBarma
Ha BO3HEMMPEHOCT MOKe Jla Ce JWjarHOCTMIMpaaT Mo
IIIeCTTO/JUIIHA BO3pacT. PAHOTO OTKPUTHE U COOfIBETHUOT
TPeTMaH MOKAaT 3HAUMTEHO J1a TIOMOTHAT BO MOMKHHTe
HeraTMBHE e()eKTH IITO TM WMaaT OBWe HapylIyBarba
BP3 COLMjA/IHUOT U CEMEjHUOT KUBOT, Kako U BP3
nepopMaHCKTe Ha JIeTeTO BO VUMIULITE. (2)

[ToBekeTo CTYIMM KOM LITO TO MCIMTYBAaT OHOCOT Ha
JIMYHOCTA Ha POJUTE/IITE M KBAJIUTETOT HA POJUTENICTBOTO
ce (oKycMpaaT Ha OJHOCOT TIOMel'y HapylIyBarba
BO IICHXOTOIIKOTO (DYHKL[OHMPAke U POJUTEICKO
opHecyBarme. (10)



At

PesynraTite Off HCTpa)kKyBamara [OKaKyBaaT JeKa
pOJMTENUTE [IOKMBYBAaaT Ojar CTpec, a IJIaBHUTE
M3BOPH Ha POJIUTENICKU CTPeC ce TPUBP3aHOCT KOH JIeTe,
KOMYHHKALHja o JIeTe, MUCIMIUINHA Ha IeTeTO U Heropa
Kenba. Pe3ynTaTiTe Of1 MCTPAKYBabETO MOKAXKyBaaT JIeKa
HajuecTuTe TMPAKTHKM 3a OfI/Ie/lyBatbe ce mpudakarme u
XapMOHMja M CTHMY/IAHCH 3a camopeau3aiuja, JoleKa
ABTOPUTAPHUTE TIPOLIEIYPH Ce TMOPETKH, a KasHUTe ce
HajpeTku. PofuTennTe KOM MMaaT MOBMCOKM HMBOA Ha
CTpec ce MOHeraTMBHHM BO KOMYHHKALUjaTa CO CBOUTE
flela ¥ TMOMAJIKy ce BKJIYYeHH BO HUBHUTE CEKOjIHEBHHU
aKkTMBHOCTH. THWe WMCTO Taka KODPUCTAaT MOBEKe
ABTOPUTAPHM ITPAKTHKM 32 POJUTEJICTBO, IITO 3HAUM JIEKa
ce MOPeCTPUKTUBHH, KOPUCTAT IOCTPOTH JUCIIMIIIMHCKA
MEpKH 1 MOKa)KyBaaT MOMAJIKY JbyOOB U ToIIMHa. (16)

MnajTe Bo KOTHUTHBHA MHTEPBEHIIMja Ha OIHECYBABETO
BO CeMejHaTa Tpyla IIpujaBU/Ie 3HAUMTETHO IOToJieMO
oIarame Ha CUMIITOMHTE Ha aHKCMO3HOCT 1 JIeTIpecHja Ha
6-, 12- u 18-mece1y criopesieHo co MIaJjuTe BO COCTOj0A Ha
nucMeHH rH(opMaLuy. MiaguTe co MOBHCOKM MOYETHH
HHMBOA Ha CEKOj CUMIITOM (Ha IpMMep, BO3HEMMPEHOCT)
NpHjaBWIe TOTOJIeMO Ofarame Ha JPYTHOT CHMIITOM
(Ha mp. mempecuja) o 0 1o 6-Mecerd BO KOTHHTHMBHA
MHTepBeHIIMja Ha O[HECYBAbETO BO ceMejHaTa rpyiia. (9)

Cropen, ctyaujaTa Ha ®MakylITeTOT 3a MeJMIMHA Ha
YuuBep3uteToT Bo Ibyjopk crpoBefleHa Ha TIOBeke
of 20.000 cemejctBa, 11% o melata co AempecUBHU
TaTKOBIH, 19% o[ mellaTa co mempecuBHYU MajKu 1 25% Off
JleljaTa BO CJTydad Kora Y fiBajllaTa POfIUTeNM CTpajiaze
Ofl JelpecMBHO HapyllyBale HKMAajo OffHeCyBarba
Kako IPo0JeMaTHYHO W HECOOJBETHO E€MOIMOHATHO
(YHKIMOHMPakbe, [I0leKa TaKBUTE Jiella KOU IIOTeKHYBaaT
Ofl CeMejcTBO BO KOe pOJHWTeNMTe He CTpajilaaT Of
IenpecUBHO HapyIIyBambe, Omte camo 6%. (11)

3HayvajHo e J1a ce MOTEHIMPa BO KOj CTETIeH PoJjuTe/ICKaTa
3arpiKeHOCT ja offpa3yBa POAMTENICKATa aHKCHO3HOCT
WIM HABHUTE IPOOJIEMHU CO TICMXUYKOTO 37paBje. OcBeH
Ha 3roJieMyBame Ha 3arpiKeHoCTa Kaj POJUTeNIUTe, OBHeE
MpOoOJIeMH MOKAT TUPEKTHO WK MHAMPEKTHO Ja BiMjaaT
¥ Ha CaMoTO I0jaByBambe Ha MPoO/ieMH Kaj ietiara (12).

Bo cornmacHocT co pesynTaTute JoOMeHM off TabenaTa
3a AHKCHO3HOCT HAjuecTd CUITOMU KOM Ousie TPUCYTHH
1 3a KoM pojuTenuTe Oea CBeCHM 3a Toa, Kaj 14% of
POJMTENNTE ce jaBWIO CylIelke Ha ycraTa, 13.67% of
POZIUTENIUTE Ce T0jaBWIO 3HAUMTENHO TMOTelhe U Kaj
13.67% op poauTenMTe MMAJIO TPecekbe.

CEKOjﬂHEBHHOT ceMeeH JKMBOT Ceé MeHyBa M CTaHyBa

Profesional paper

TIOKOMIUTMIIAPaH KOTa POJUTENIOT CTPajia Off IeTIPeCUBHO
HapyiyBame. HecurypHocTa nmoBp3aHa co HeM3BeCHOCTa
¥ 3a BpeMe Ha 00JiecTa B/Ifjae Ha CEKOjIHEeBHUOT KUBOT
Ha JIOMakMHCTBOTO. TaKBOTO HapyllyBame ja MeHyBa
BpPCKaTa IMoMery poJuTeNuTe U JelaTa, mopajy TelkaTa
KoMyHMKalja. OBaa CTyauWja ja IOTeHIMpa BaKHOCTA
3a Tpelo3HaBalke HAa AHKCUO3HOCTA Kaj [eljara u
AHKCHO3HOCTA Ha POJJUTENTUTE 3a TOA KAKO aHKCHO3HOCTa
B/IMjae Bp3 37/paBjeTo Ha fieliaTa.

Co OKOMY eHa TpeTHHA Off M/IAJUTe KO JIOKUBEAsIe
KIMHAYKA HapyllyBama Ha aHKCHO3HOCT [0 MOMEHTOT
Kora Ke JIOCTUTHAT 3pelocT, BAaKBUTE HapylIyBarba
J0Be/IyBaaT 710 HapyLIyBame Ha JIMYHOTO, COLUjaTHOTO
1 aKajleMcKoTo (pyvHKIjMoHKMpame. Kora He ce jeKyBaar
VCIIEIIHO, AHKCHO3HMTE HapyllyBama BO [ETCTBOTO
MOXKEe J1a MpeJu3BUKaaT JIOJrOPOYHO HApyIIyBame u
3rojieMeH PU3HK O JOMOJHUTEeTHY (DU3UUKU 1 MEHTATHH
3/IpaBCTBEeHHM IpooieMu. (15)

[IpekymMepHaTa 3aliTHTa € pPU3HK Off AHKCHO3HH
HapyuyBama. Bo crymuja Bo BammurTon 3a TperMaH
Ha AHKCHMO3HOCTA, CTYAMjaTa I'M VUM POJUTEIUTE Ja ja
HaMajiaT IpeKyMepHaTta 3allTUTa M Jla OfrOBOpaT Ha
CHMITTOMHUTE Ha BOSHEMHUPEHOCT Ha JIETeTO CO TOJIpIIKa
Ha HauuH IITO NpeHecyBa mpugakame Ha BUCTUHCKUOT
npo0jieM Ha JIeTeTo 3aeJjHo o JjoBepOa Bo CIIOCOOHOCTa
Ha JIETETO Jla Ce CIpaBM CO aHKcHo3HocTa.(15)

[Icuxonmomikara, OMOIONIKATA M COLjaTHATa AUCYHKIMja

e Hajrozem ToBap 3a egHa auuHocT. OcHoBaTa 3a JJ00po
MEHTaJIHO 37IpaBje e I7laBHO (hopMHpaHa BO IPBUTE
TOJMHU O] JKMBOTOT, a MOJJ00PYBAameTO Ha MEHTATHOTO
37IpaBje Ha JlellaTa M MJIaIuTe € MHBECTULIMja BO MIHUHA.
(2)

3AKJIYYOK

On so0ueHKTe pe3y/ITaTH Ce COrie/lyBa ieKa POJIUTeIuTe
Ha JierjaTa off omiTiHa ['oCcTHBap MOKaKyBaaT opeieHo
HIBO Ha aHKCHO3HOCT, Jenpecuja u crpaB. Of HayyHaTa
NITepaTypa ce CoreiyBa JieKa aHKCHO3HUTE POMUTENH
3HauajHo [OYeCTO Off POJUTEIIUTE 0€3 aHKCHO3HOCT MMaaT
Jella co MaHUYHO PAaCcTPOjCTBO KOE HETaTHBHO Ce 0fjpas3yBa
BP3 HUBHMOT ITy0EPTETCKHU Pa3Boj.

[TotpebHO e popuTeNUTe CO AHKCHO3HOCT Jia TH CJIejaT
aKTMBHOCTUTE Ha CBOWTE Jlelld, HO Jla He MCKaKyBaaT
TperosieMa 3arpukeHocT, ce cOo Iie/l [ia He ce pasBHe
nojaBa Ha AaHKCMO3HO PacTPOjcTBO Kaj [lellaTa BO
HUBHHOT yOEPTETCKM Pa3Boj Koe TIOHATaKa MOKe J1a MMa
HeraTMBHO BJIMjaHue.
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ABSTRAKTI

Artriti Urik, gé né gjuhén angleze njihet si “Gout”, éshté njé formé progresive, e dhimbshme, dobésuese e
inflamacionit té nyjeve. Eshté njé nga sémundjet mé té zakonshme reumatike. Prevalenca e tij éshté né rritje dhe
ka té ngjaré t'i atribuohet disa faktoréve, duke pérfshiré faktorét e stilit té jetés dhe pérdorimin e rritur té barnave
shkaktuese. Qéllimi i punimit éshté gé pérmes tij té analizohet shpérndarja e té sémuréve me artrit urik né bazé té
gjinisé dhe moshés, té analizohet korelacioni né mes moshés dhe vlerave te acidit urik né gjak, raportii té prekurve
me artrit urik dhe konsumimit té alkoolit, si dhe bashkéshogérimi i artritit urik me hipertension arterial. Punimi
éshté i tipit deskriptiv, retrospektiv. Materiali pér studim éshté marré nga Klinika e Reumatologjisé té QKUK-sé, ku
té dhénat e pacientéve jané nxjerré nga historité e pacientéve té shtriré né periudhén gjashté viecare, nga viti 2014
deri né 2019. Jané pérfshiré gjithsej 108 pacienté, mosha e té ciléve sillet prej 32 deri né 75 vjet. Pér pérpunimin e té
dhénave jané pérdorur metodat statistikore sic jané: mesatarja aritmetike dhe korelacioni linear. Nga 108 rastet e
hulumtuara, 64 prej tyre apo 59,2% jané meshkuj, kurse 44 apo 40,8% jané femra. Grupmosha prej 60-69 vjet éshté
mé e prekura me gjithsej 37 raste, apo 34.24%, ndérsa me mé pak raste éshté grupmosha prej 30-39 vjet, gjithsej
me 6 raste ose 5.56%. Nga numri i pérgjithshém i pacientéve meshkuj, 44 prej tyre apo 68.75% jané pérdorues té
alkoolit. Nga té gjithé pacientét né studim, 79 ose 73.15% prej tyre vuajné nga HTA, ndérsa 29 ose 26.85% nuk kané
HTA. Si pérfundim mund té themi se: Artriti urik i prek té dy gjinité, me predominim te meshkujt. Mosha mé e
atakuar éshté ajo mbi 50 vjeg, Nuk kemi gjetur korelacion ndérmjet moshés dhe vlerave té acidit urik né gjak.
Konsumimi i alkoolit luan njé rol me réndési si faktor rreziku pér shfagjen e sémundjes sidomos te meshkuijt, pasi
te femrat nuk kemi gjetur asnjé paciente alooliste. Artriti urik bashkéshogérohet shpesh me hipertension arterial.

Fjalét kyce: Artriti urik, acidi urik, hiperurikemia, alkooli, hipertensioni arterial

té nyjeve. Té dhénat tregojné se edhe kur pacientét
jané asimptomatiké, mund ndodhé inflamacioni i
vazhdueshém dhe démtimi i mévonshém né nyje,
lokalisht dhe né ményré sistemike. Qéllimi i trajtimit
afatgjaté té artritit urik éshté gé té zvogélojé nivelet e sUA,
té pengojé formimin e kristaleve té reja dhe té mundésoj

HYRJE

Artriti Urik, gé né gjuhén angleze njihet si “Gout”,
éshté njé formé progresive, e dhimbshme, dobésuese e

inflamacionit té nyjeve. Shkaktohet nga disa faktoré qé
ngrisin pérgendrimin e acidit urik né serum (sUA), e qé
con né hiperurikemi. Prevalenca e hiperurikemisé dhe
Artritit Urik éshté rritur gjaté dekadave té fundit. Kjo pér
shkak té njé popullsie né plakje, ndryshimeve né stilin
e té jetuarit dhe té ushqyerit. Artriti Urik i patrajtuar
ose i trajtuar né ményré té parregullt, mund té cojé né
shfagje kronike té sémundjes, duke pérfshiré inflamacion
té vazhdueshém, rritje té numrit té pezmatimeve
akute, zhvillimeve té toféve dhe démtimin strukturor

shpérbérijen e kristaleve ekzistues. (1)

Nga njé studim qé u bé nga Departamenti i Biokimisé,
Universiteti i Otago, Dunedin, Zelanda e Re dhe
Departamenti i Mjekésisé, Universiteti i Otago,
Christchurch, Zelanda e Re, thuhet se njé gasje “trajtimi
pér té targetuar uratin e serumit” éshté thelbésor pér
menaxhimin efektiv té artritit urik. (2)

Studimi tjetér nga Universiteti i Parisit thoté se dieta dhe
polimorfizmi gjenetik i transportuesve renal té urateve
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duket se jané faktorét kryesoré shkaktaré té artritit
urik primar. Artriti urik dhe hiperurikemia shogérohen
me hipertension arterial, diabet melitus, sindromén
metabolike, sémundjet renale dhe kardiovaskulare. (3)

Studimi né Departamentin e Terapisé Spitalore, né Kazan
té Rusisé, thoté se né vitin 2015 jané caktuar kriteret
e reja té diagnostikimit té artritit urik té zhvilluara
nga Lidhja Evropiane Kundér Reumatizmit (EULAR)
dhe Kolegji Amerikan i Reumatologjisé (ACR). Né vitin
2016 grupi EULARexpert ofroi strategjiné e trajtimit té
pacientéve me artrit urik. Karakteristikat kryesore té
strategjisé dhe hulumtimet e reja, gé zbulojné mundésité
mé efektive dhe mé té sigurta pér trajtimin e artritit urik
u pércaktuan né artikull. (4)

Studimi gé éshté béré nga Universiteti i Nottingham, UK,
artriti urik éshté artriti inflamator mjafté i pérhapur dhe
prek 2.5% té popullsisé sé pérgjithshme né Mbretériné e
Bashkuar. Eshté gjithashtu i vetmi artrit qé ka potencialin
pér tu kuruar me trajtime té sigurta, té lira dhe té
tolerueshme, té cilat ulin acidin urik né serum duke
frenuar xantin oksidazén ose duke rritur ekskretimin
renal té acidit urik .(5)

Universiteti Mjekésor i Karolinés sé Jugut, Charleston, SC,
USA tregon se duhet inkurajuar konsumimi i perimeve
dhe produkteve té quméshtit me pak yndyré ose pa
yndyré. Pérdorimi i diuretikéve gjithashtu mund té rrisé
nivelin e acidit urik né serum. Ulja e niveleve té acidit
urik éshté thelbésore pér té shmangur ndezjet e artritit
urik.(6)

Studimi gé u bé nga Departamenti i Farmacisé Klinike dhe
Departamenti i Mjekésisé Familjare né Kolorado, thoté
se terapité shtesé qé zvogélojné pérgendrimin e urateve
né serum pérfshijné agjentét tradicional urikosurik dhe
njé frenues té ri té reabsorbimit té urinés. Profilaksia e
ndezjes akute me NSAIDs, kolchicine, ose kortikosteroide,
rekomandohet né ményré universale me qéllim qé té
parandalohet artriti akut pér njé periudhé té paktén 6
muaj. (7)

Pérveq studimeve té béra né vendet e jashtme, tema e
artritit urik éshté studiuar edhe nga profesionisté vendas.
Sipas studimit té Dr. Avni Kryeziu, mr.sci, internist-
reumatolog qé éshté publikuar mé 2009, artriti urik éshté
sémundje qé shkaktohet nga ¢rregullimi i metabolizmit
té acidit urik né organizém, depozitimit té kristaleve té
tij né inde dhe shfagjen e episodeve inflamatore né nyjet
pérkatése. Acidi urik éshté produkt i metabolizmit té
purineve. Rritja e nivelit té tij, rrit riskun pér artrite dhe
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kalkulozé renale. Rritja né gjak e pérgendrimit té uratéve
apo si quhet ndryshe, hiperurikemia, rezulton nga
mbiprodhimi i urateve né organizém, ulja e ekskretimit
té acidit urik pérmes veshkéve apo kombinimi i kétyre dy
mekanizmave. Ekzistojné edhe disa gjendje apo patologji
gé e bashkéshogérojné shfagjen e késaj sémundje e qé
besohet se jané predispozité e saj, siq jané obeziteti,
diabeti melit, dislipidemia, et;. (8)

QELLIMI I PUNIMIT

Qéllimi i punimit éshté qé pérmes tij té analizohet
shpérndarja e té sémuréve me artrit urik né bazé té
gjinisé dhe moshés, té analizohet korelacioni né mes
moshés dhe vlerave te acidit urik né gjak, raporti i té
prekurve me artrit urik dhe konsumimit té alkoolit, si dhe
bashkéshogérimi i artritit urik me hipertension arterial.

MATERIALI DHE METODAT

Punimi éshté i tipit deskriptiv, retrospektiv. Materiali
éshté marré nga Klinika e Reumatologjisé té QKUK-
sé. Té dhénat e pacientéve jané nxjerré nga historité
e pacientéve té shtriré né periudhén gjashté vjecare,
respektivisht nga viti 2014 deri né 2019. Jané gjithsej
108 pacienté, mosha e té ciléve sillet prej 32 deri né 75
vjec. Té dhénat jané paragitur me ané té tabelave dhe
grafikoneve, Pér pérpunimin e té dhénave jané pérdorur
metodat statistikore si¢ jané: mesatarja aritmetike dhe
korelacioni linear.

Rezultatet

Pas marrjes sé té gjitha té dhénave nga pacientét dhe
pas pérpunimit statistikor té tyre, pérfituam rezultatet e
méposhtme:

i 4b
(50.3%) 0 (0]

o

Grafiku 1. Raporti i té sémuréve meshkuj ndaj atyre femra

Né grafikun 1 shihet se nga 108 rastet e hulumtuara, 64
prej tyre apo 59,2% jané meshkuj té sémuré me artrit urik,
kurse pjesa tjetér, 44 apo 40,8% jané femra té sémura me
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artrit urik.

RIS IO P

ar Lo

Cerupasea i (vjed)

Grafiku 2. Numri i pérgjithshém i té sémuréve sipas
grupmoshave
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Grafiku 3. Shpérndarja e rasteve sipas gjinisé népér
grupmosha

Grupmosha mé e atakuar te femrat éshté ajo 60-69 vjet
me gjithsej 18 raste apo 40.91%, pérderisa te meshkuijt
éshté grupmosha prej 50-59 vjet me gjithsej 21 raste apo
32.81%. Né grupmoshén 30-39 vjet nuk kemi pasur asnjé
rast té gjinisé femér té sémuré, pérderisa te meshkuit i
kemi pasur 6 raste apo 9.38%.
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Grafiku 4. Shpérndarja e vlerave té acidit urik te té
sémurét me artrit urik sipas moshés

Nga grafiku vérejmé se né rastin toné nuk ka korelacion
ndérmjet moshés dhe vlerave té acidit urik né gjak te té
sémurét me artrit urik (r = - 0.16473).
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Tabela 1. Té sémurét femra dhe konsumimi i alkoolit

((‘},;,élt moshat Femra alkooliste —_—

Jo | % Po | %
30-39
40-49 6 |13.64 6 134
50-59 9 12045 9 20.45
60-69 18 | 4091 18 4091
70-79 11 12500 |.. |.. 1 25.00
Gjithsej 44 110000 |.. |.. 44 100.00

Nga tabela 1 shihet se asnjéra nga femrat paciente té
studimit toné nuk ka gené pérdoruese e alkoolit!

Tabela 2. Té sémurét meshkuj dhe konsumimi i alkoolit

?Fu moshat  Meshkuj alkoolist Tt |

e Jo |% [P0 |%

30-39 2 10 |4 9.09 6 9.38
40-49 3 I5 |10 2273 |13 20.31
50-59 5 25 |16 36.36 | 21 3281
60-69 6 |30 |13 2955 |19 29.69
70-79 4 |20 |1 2.27 5 181
Gjithsej 20 44 | 6875 |64 100.00

Né tabelen e mésipérme vérejmé se nga numri i
pérgjithshém i pacientéve meshkuj, 44 prej tyre apo
68.75% jané pérdorues té alkoolit. Né grupmoshén 50-59
viet kemi mé sé shumti pérdorues té alkoolit me 21 raste
ose 32.81%.

Tabela 3. Té sémuréve me artrit urik té bashkéshoqéruar
me HTA

((;f:t‘)’m“hﬂt PalTA )l | MeHIA ol | % Githsej | %
Fo|M oM

30-39 s s |ma .1 | 127 |6 5,56
4049 2 s |7 |uu |4 |8 | |51 | 1759
50-59 |6 |6 |26 |9 |15 |24 [3038]30 2778
60-69 2 |8 |10 |3448 |16 |u |27 |3418 |3 3426
7079 w1 |1 |34 |n |4 |15 |1899 |16 1481
Giithsej 4 |25 |2 |28 |40 [30 |79 |75 |08 | 10000

F - Femra ; M - Meshkuj ; HTA - Hipertension arterial

Nga tabela e mésipérme shihet se nga numri i
pérgjithshém i rasteve, 79 ose 73.15% prej tyre vuajné nga
HTA, ndérsa 29 ose 26.85% nuk kané HTA. Grupmosha mé
e atakuar me HTA éshté ajo nga 60-69 me 27 raste apo
34.18%, ndérsa mé sé paku raste ka né grupmoshén 30-39
vjet me vetém 1 rast ose 1.27%.
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DISKUTIMI

Hiperurikemia éshté mjaft e zakonshme, me prevalencé
té ranguar né mes 2.6% dhe 472% né popullata té
ndryshme.(9,10)

Kjo rrjedhé nga fakti se artriti urik éshté njé sémundje
e kohés moderne, e cila edhe né vendin toné ka pésuar
rritje viteve té fundit, pérkatésisht dekadés sé fundit.

Né nivel botéror gé nga viti 1990 deri né vitin 2013, rasti i
té prekurve me gout éshté dyfishuar.(11)

Artriti urik shfaget mé shpesh te meshkuit sesa te femrat.
Meshkujt zakonisht preken né mes moshés 20 dhe 50
vjecare, ndérsa femrat pas menopauzés. Te fémijét dhe té
rinjté éshté sémundje e rrallé.(12)

Edhe né studimin toné, gjinia mashkullore éshté mé e
prekur me artrit urik, me 64 raste nga gjithsej 108. Nga
pacientét meshkuj, grupmosha mé e prekur éshté ajo
mbi 50 vjet, pér dallim nga té dhénat e literaturés sé
sipérme. Ky dallim vie nga fakti se te ne presupozohet
se grupmoshat mé té shtyra i ekspozohen mé shumé
sémundjeve qé jané shkaktaré té rritjes sé vlerave té
acidit urik né gjak, si bie fjala sémundjet e veshkave, té
gjakut, mbipesha, sémundja e shegerit et;...

Vlerat e acidit urik né gjak rriten me rritjen e moshés si te
femrat ashtu edhe te meshkuijt.(13)

Né punimin toné nuk ka korelacion né mes moshés dhe
vlerave té acid urik né gjak, gjé e cila nuk pérputhet
me té gjeturat e punimit né fjalé. Mendojmé qé kjo
mospérputhje rrjedh nga shkaku qé pacientét e studimit
toné kané gené nén ndikimin e terapisé dhe vlerat e acidit
urik kané pésuar rénie.

Ndérlidhja ndérmjet konsumimit té alkoolit dhe artritit
urik ka gené e njohur pér shekuj me radhé. Rreziku i
zhvillimit té gout varion nga tipi i konsumit té alkoolit.
(14)

Né njé punim té punuar nga Zhao Li me bashkpunétoré,
nga 11039 pjesémarrés té punimit, 4997 prej tyre ishin
meshkuj, kurse 6042 femra. Nga ky punim u konstatua se
konsumimi me doza té larta té alkoolit, e rrité rrezikun
pér hiperurikemi te meshkujt, por jo te femrat.(15)

Né gjetjet tona, nga grupi i femrave nuk ishte asnjé
alkooliste, ndérsa te meshkujt ishin 44 nga 64 gjithsej,
qé do té thoté se alkooli ishte njé shkaktar i réndésishém
né paraqitjen e artritit urik te meshkujt. Pér shkak té
kulturés soné té té jetuarit, femrat ende nuk i ekspozohen
faktorit té rrezikut nga pirja e alkoolit, gjé qé vértetohet
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edhe né punimin toné. Andaj, ndikimi i alkoolit te femrat
éshté i pamatshém né gjetjet tona.

Sémundja paragitet te meshkujt mé shumé sesa te femrat,
tradicionalisht pér shkak té stilit té té ushqyerit. Sémundja
bashkéshogérohet edhe me sémundje pércjellése si HTA,
dislipidemi dhe obezitet.(16)

Nga njé studim i radhés i béré te té rriturit e Bangladeshit,
jané marré mostra té gjakut nga 140 meshkuj dhe 115
femra. Jané analizuar vlerat e acidit urik si dhe vlerat
e yndyrés né gjak. Poashtu éshté béré edhe matja e
tensionit té gjakut dhe éshté definuar né kété formé:
SBP>140mmHg dhe DBP>90mmHg (¢do vleré qé i
pérshtatet kushtit konsiderohet jonormale, dhe personi
konsiderohet me HTA). Nga té dhénat, prevalenca pér
hipertension te meshkuj éshté 63%, kurse te femrat 39%.
(17)

Né studimin toné, pacientet femra pothuajse té gjitha jané
té shogéruara me HTA, pérkatésisht 40 nga 44 né total,
ose 90.9%. Sa i pérket meshkujve, prevalenca e rasteve
éshté mé e vogél, ku nga 64 meshkuj gjithsej, 39 prej
tyre apo 60.9% kané HTA si sémundje bashkéshogéruese.
Nga studimi i mésipérm vérejmé ngjashmeéri té madhe
té numrit té meshkujve té prekur me HTA me punimin
toné, kurse sa i pérket femrave, dallimi i madh né mes
punimit toné dhe punimit té mésipérm géndron né faktin
se pacientet femra té punimit toné i takojné moshés
sé shtyré, pérkatésisht pjesa mé e madhe e tyre i takon
moshés prej 60-69 vjet, 18 né total apo 40.91%.

PERFUNDIMI

Pas analizés sé rezultateve , krahasimit me literaturén
dhe autorét tjeré, kemi ardhur né pérfundimet si né vijim:

Artriti urik i prek té dy gjinité, me predominim te
meshkuijt.

Mosha mé e atakuar éshté ajo mbi 50 vjet, respektivisht te
femrat mé shumé sémuret grupmosha 60-69 vjet, dhe te
meshkujt ajo 50-59 vjet.

Nuk kemi gjetur korelacion ndérmjet moshés dhe vlerave
té acidit urik né gjak.

Konsumimi i alkoolit luan njé rol me réndési si faktor
rreziku pér shfagjen e sémundjes sidomos te meshkuit,
pasi te femrat nuk kemi gjetur asnjé paciente alkooliste.

Artriti urik bashkéshogérohet shpesh me hipertension
arterial ngase nga numri i pérgjithshém, 73.15% kané
pasur edhe HTA.
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KAPAKTEPUCTUKU HA TEHTAJTHHOT TYPU3AM - CTOMATO/TOILIKH
RAITAIIUTETH U TPETMAH HA TAIIMEHTHUTE O CTPAHCTBO

Haranra I1aBnocka', Becna Bemik CredpanoBcka', Kupo MBaHoBcku?, Brnatko KokonmaHcku?

THCTUTYT 3a eMUIEMMOJIOTHja ¥ OMOCTATUCTUKA CO MeIMLIMHCKa MH(opMaThKa, MeMIMHCKH (haKy/TeT,
Yuusepsurtet “CB.Kupun u Metozauj”, Ckomje

2yauBepsuteT “CB. Kupun u Metouj”, CromaTonomku dakynret, Ckomje

Medicus 2020, Vol. 25 (2): 227-233
AIICTPAKT

BoBen: HoBuoT, 21 BeK, He coouyBa CO HEOTTXOJTHOCTA Off ITprdaKkameTo Ha (haKTOT JleKa oONBAeTO Ha MeUITUHCKUOT
TpeTMaH CeKojlleHeBHO T ITpeMUHYBa TPaHUIMTe BO TTOTpara 1o JIOCTAITHOCT, TTofgobpa yeIyra 1 rorojgeM KBajiuTeT.
IleHTa/THMOT TypH3aM e eflHa Off Hajop30pacTeukuTe IpaHKW Ha 3OpPaBCTBEHMOT Typu3aM. Bo TeKoT Ha cBeTcKara
€KOHOMCKa peliecuja, eHTaJIHUOT TYPU3aM e eJUHCTBeHa IPpaHKa BO TYPU3MOT, Koja He 3abesie;Kajia HeraTUBeH TPeH/I,.
OrncrojyBameTo 1 PYHKLIMOHUPAKETO Ha OBOj BU] Ha TYPU3aM IIPECTAaBYBa KYPHUO3UTET HE CaMO 338 eKOHOMCKUTE TYKY
npen ce 3a 3;apaBcTBenTe excriepTu. Llem: OBaa cTyauja MMa 3a Lel [a yKake Ha ofpefleHU KapaKTepPUCTUKM Ha
IeHTaJIHUOT Typu3am Bo Penyomuka CeBepHa MakejoHMja Off aCTIEKT Ha CTOMATOJIONTKUTE KArlallATeTH U TPETMaHOT Ha
naryeHTUTe of CTpaHCTBO. MaTepujan u MeTo: cTpasKyBameTo MpecTaByBa KBAHTUTATMBHA aHAIUTUUKA CTY[IMja Ha
npecek (cross sectional study) cripoBesieHa Bo epuoioT 2018-2019 ropmHa. 3a Lie/iTe Ha UCTPaykyBabeTo, TPUMEPOKOT
Oerre moOMeH IO METOT Ha ciydaeH n3bop, CoryiacHO ofiHarpe] YTBPIeH! NHKJTY3UOHU KPUTepUyMU. bellle KopucTeH
HecTaHAapAU3UpaH aHKeTeH MpallajIHUK CO BKYITHO 59 Ipallarka IPYIMpPaHy BO IeT LeIuMHU. [1paliajHukoT bele
armnupan co Google Forms ycrnyrara, a 6eliie IornojiHyBaH [IPeKy MHTepPHET MIperiegHuK. Pesynratu: bea ondarenu
BKYITHO 232 IOKTOPY Ha fileHTajiHa MeJInlHa ofl Kou 53,02% on Matiku, 1 46,98% on skeHcKuU 11oi1. [ I[poceuyHara Bo3pacT
n3HecyBaille 38,4+8,2 roquHu co MUH/MaK Bo3pacT of] 24/ 61 ronuna. TpeTuHa o] aHKeTUPaHUTE CTOMAaTOo/Io3U, 32,3%
Oea crienujaancTy/ CrieLnjaarM3alTyd Bo oApeneHa obacT Ha OeHTasHaTa MeaulrHa. Kaj HajroneMuoT pen 37,3%
WCKYCTBOTO BO JleKyBatbe CTpaHIM M3HecyBalie 0-5 rojaunu, cjefieHo co 28,1% - nomery 6-10 roguuu u 19,8% co
nckyctBo ofl 11-15 rogunau. Hajronemmot 6poj of IeHTaTHUTE TYPUCTH Oea ofl 3araiHiTe eBPOIICKY 3eMju 1 Toa 85,3%
cienieHo co 49,6% of1 peKyoKkeaHCKuTe 3eMju, 32,8% ['puuja 1 KocoBo u AnbaHuja co KOHCeKBeHTHO 16,4% u 15,9%.
YTBpauBMe cUrHU(MUKAHTHA acoldjalivja Ha BolemeTo Ha pocue/ KapToH (p=0,0042) Bo mpuior Ha CUrHUMDHUKAHTHO
TOUeCTO HETOBO BOZIEHe BO TOJUMKINHUKUTE U CTIEUjaTUCTUUKHTE OPIIMHALM CTIOPeNIeHO CO OPAUHALIUUTE 3a OIIITa
cromatonorrja. 3a p<0,05, yTBpAuBMe MeKa NeHTaJTHUOT TYypU3aM pe3y/lITHpasl CO CUTHU(MUKAHTHO TOTO/IEM Opoj
Ha BpaboTyBama BO TMOMMKIWHUKKTE CIIOPeAeHO CO OIIITHTE W CIIEeLUjaIUCTUYKUTE CTOMATOJIONIKKA OPAWMHALIAN.
CromaTonio3ute cMeTtaarT feka 51,7% ol HUBHUTe TallMeHTU Off CTPAHCTBO JloaraaT caMmo 3a jieKyBatbe, 28,4% cMeTaaT
IIeKa THe CTOMATONOUIKUTE YCIYTY TH KOMOMHMUPAaaT co OfMOop, a 12,9% meka JIeKyBambeTo € KOMOMHMPAHO CO I0CeTa
Ha pofHUHU. 3aknydok: CornezlaBMe ieKa rojeM [iesl ofl JIOKTOpUTe 110 CTOMaTo/Iorkja MMaaT UCKYCTBO BO JaBaHeTO
Ha JIeHTaJIHW YCJIYTM Ha TIal[MeHTH Off CTPAHCTBO, IITO YKayKyBa Ha HeOoCIopHa Tpajuiivja 3a MOCTOoe ke Ha [eHTasleH
TypHr3aM BO HallaTa 3eMja. HeornxomHo e ooTicesKHO HaydHO JOKYMeTHpabe Ha OBaa /IejHOCT BO HalllaTa 3eMja Co IITO
Ke ce 0BO3MOKH ITPOMOIIHja BO TIOIMTMPOKY paMKK KaKo 1 TIOTTUK 3a Mojo0pa opraHr3alioHa CTPYKTUPa 1 COOIBETHA

3aKOHCKA peryjaTiBa 3a Pa3Boj U MeryHapozHa eTabmmpaHoCT.

Knyunu 300poBu: fieHTasIeH Typr3aM, TIaleHT, JieHTasleH TYPUCT, 37paBCTBeHa yCIyra
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[Tox 3ppaBcTBeH Typu3sam (health tourism), Hekou aBTOpPHU
TM O3HauyBajie cure (DOPMM Ha TypU3aM IIOBP3aHU
CO 3auyByBame M YHAMpejyBame Ha 37IpaBjeTo. YIITe
Bo 2005 roguna, Connell ce cnporuBcTaBuUnm Ha OBaa
TePMUHOJIOrHja, co Heonmorusmor <«medical tourism»,
TBP/IEjKH JIeKa CTaHyBa 300p 3a HOB CEKTOP BO TOJIEM, KOj
BKJIyuyBa MemuiuHCKy 3adatu (1). Bo mocneghure e
IelleHUH, BIIEYaT/IMBO € WHTEeH30BHOTO HOTHpame Ha
Pa3BojOT Ha MEIMI[MHCKUOT TYpH3aM, U HeroBaTa ceKIjyja
- IeHTAJHUOT TypM3aM, Kako TpPeHJ Ha rnobanu3aruja
Ha MeJMIMHCKaTa M CTOMAToJIOIIKaTa JejHocT. Bo
JUTepaTypaTa ce cpekaBaaT M MHBEHTHBHU CUHOHMMU Ha
JeHTaTHUOT Typu3aM Kako: «dental vacation» u «dental
holidays».

Hema enuHcTBeHa [epuHUMIMja HAa MEJUIMHCKUOT
typusam. Criopen, CBeTcKaTa 3apaBcTBeHa OpraHu3saiyja
TOa TOfIpa3dMpa TpPeKYrpaHWYHO TIaTyBame, CO IieN
Ja ce mobujaT MemuLUMHCKU yciayri. Hajuecto Oapanu
37IpaBCTBEHHU YCIIYT BO [IPYTa pkaBa ce CTOMATONONIKUTE
TpeTMaHW,  ecTeTCKaTa  XUPYpruja,  eJeKTUBHATa
XMPYprja ¥ JIeKyBalbe Ha CTepUIMTeT (2). AHAJOTHO
Ha Toa, AMmepuKaHcKara [leHtanHa Aconmjaiuja (ADA)
co pesonyumjata 28H-2008, ro peduHHpa AEHTaTHHOT
Typu3aM KaKo UMH Ha MaTyBake BO Tyra ipkasa, 3apaju
Io0MBaEe CTOMATOIOIIKK TPeTMAaHH (3).

YuHUTETMTe Ha IeHTATHHOT TypU3aM ce fenaT Ha push
(motuckyBauku) u pull (mpuBnekyBauku) pakropu. [Ippure
ro OfI0MBAaT, a BTOPUTE IO NpPHUBJIEKYBAaT MalleHTOT,
OHOCHO JeHTa/HUOT TypucT (4). HajBaknu push
(bakTopu ce BUCOKHUTE IIeHH Ha CTOMATOJIOIIKUTE YCIIYTH
BO COINCTBEHATa 3eMja, HEMabeTO 3[[PaBCTBEHO JIeHTATHO
OCHTYpYBale ¥ jasuyHaTa Oaprepa Ha eMHUTPaI[UCKOTO
Hacenenue. Pull dakTopu ce KBaIMTETOT Ha ycyrata BO
TyraTa 3eMja, KpaTKOTO BpeMe Ha 4eKarbe, TIOeBTUHUTE
1IeHH, TI03HABAbETO Ha 3ae[HUUKM jasuK, YCJIOBHUTE 3a
OJIMOD, TIOTUTHYKATA KJIMMa 1 JPyTo (5).

['maBHM (haKTOpM Ha JIEHTATHUOT Typu3am Bo EY ce:
TIOHUCKAaTa 1leHa, [OKPAaTKOTO BpeMe Ha ueKawe U
IoBepbaTa BO CTPYUHOCTA M 3[[PaBCTBEHUOT cucTeM (6).
[IpumepoT co aMepUKaHCKUOT KOHTHHEHT, YKaKyBa JjeKa
(bakTopuTe IITO TO OJIPE/YBAAT IEHTATHAOT TYPU3aM Ce:
OJTHOC I]eHa/ YC/yTa, KamaiuTeT 3a JlaBame Ha YCIVTH,
TEXHOJIOTWja, BpeMe Ha ueKame, loBepba BO 37paBCTBeH
cucTeM 1 ypOaH umuil (7). 3a aMepUKaHCKOTO HaceleHue
Koe jkeBee BJIO/DK rpaHuilaTa co MeKcuKo, HeMamweTo
37IpaBCTBEHO OCUT'YPYBame e [71aBeH NPHHYJeH MOTUB 3a
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JeHTaneH Typu3aM (8).

CornacHo yroraTa BO paMKHUTe Ha JeHTaJHUOT TypU3aM,
aBTOPMTE VKA)KyBaaT Ha PelleNTUBHU U eMUTUBHU 3EMjU.
Bo mnpBuTe moarfaar fpikaBjaHM Ha BTOPUTE, 3apaju
Io0KMBame CTOMATONONIKM VCIYIM KOM Ce pPeloBHO
MOBEKeKpaTHO TOCKaNM BO HUBHATA MAaTUYHA 3eMja
(4). Bo EBpoma, Bofeuka pelleNTHBHA JIecTHHaIMja 3a
JieHTajleH Typu3aM e YHrapuja, Koja yuecTByBa co 39% BO
oBoj ma3ap, Iloncka co 32%, lllmanuja co 7%, byrapuja co
7% u Typuwja co 15% (9). Bo YHrapuja, mpekyrpaHnJHaTa
MOOM/THOCT CTHXHjHO 3aTI0UHAJIa BO JIeBeJIeCeTUTE TOIUMHN
Ha MUHATHOT BeK, CO Jloalame Ha MaljueHTH Off COCEeIHUTE
npkaBy, ABcTpuja u ['epManuja, a JeHec, eMUTHUBHU 3eMjH
ce ¥ JpyruTe OoraTu Ap:kaBu of 3amagHa EBpoma (9-11).
OBaa ekcraH3uja ce JO/KU U Ha CTIOPeJHA MOTUBUPAYKU
(baKkTOpU 3a eBPOICKUTE JIEHTAJHU TYPUCTH, a Toa Ce
KY/ITYPHO-UCTOPUCKUTE 3HAMEHUTOCTH M HUCKOOYIIETHUTE
JIETOBM [0 TJIABHUOT I'paji, opaju mro bygummenira ce
HapeKyBa «fleHTaJIHa mpecToiHuHa» Ha EBpoa (9,10).

Bo cermeHTOT Ha JjaBae CTOMATOJIOIIKM YCIYTH, CTIOpe,
elHM aBTOpH, VIH/IMja e cymepropeH ufep Ha I7100aTHO
HMBO, a MoToa ce mocouyBaaT Kocrtapuka, Mekcuko,
Yurapuja, Iloncka, Pomanuja, JluTBaHuja, XpBaTCKa U
Cpbuja. [leHTanHUTE TYPUCTH, HAjUECTO Ce MAIMEHTH O
pa3BueHuTe 3amajHu 3emju (12). Peuncu ucToBpeMeHo,
CIIOpe]] IPYT aBTOPH, IPUMATOT BO IEHTaJIHUOT TYpU3aM
ro uMa Mekcuko, mopagu Onusunata co CAJl, o Kaze
moaraaT 25% Off BKYIHHUOT OpOj JIEHTaJHH TYPUCTH BO
cBeToT. Bropoto mecto ro genat WHpuja u Yarapuja.
llomiexa YHrapuja T OIC/TyKYBa eBPOIICKUTe TallueHTH,
lHpuja ja moceTyBaaT a3sMCKHUTe, a 0beTe 3eMju JieaT u
men of, ientaaHuTe Typucty of, CAJI (13).

JleHTaTHHOT TypU3aM e e[jHa Ofi HajOpP30pacTeykuTe
rPaHKY Ha 37IpaBCTBEHUOT TypusaM. [locTojaT mpumepwu,
kako Jloc Anromonec, T.H Monapcuty, Majao rpaTde
BO CeBEepPHUOT Jienl Ha MeKcuko, Kajie 3[paBCTBEHMOT,
O/THOCHO MEJIUIIMHCKUOT TYpU3aM € 3acTaneH UCKIYUMBO
npeky fgeHTanHuoT (14-17). Bo ooj rpap kuBear 6000 nyre,
a oppunupaat 500 cromarono3u. Bo TekoT Ha cBeTcKaTta
eKOHOMCKa pellecHija, IeHTAJIHUOT TYpU3aM e eJAHCTBEeHa
rpaHKa BO TYPH3MOT, Koja He 3abeJiekaja HeraTHBeH
TpeH . OTcTojyBameTo U (PYHKIIMOHUPAETO Ha 0BOj BUT
Ha TYpM3aM MpecTaByBa KYPUO3MTET 32 €KOHOMCKUTE U
3gpaBctBente excreptu (16-17). OBoj Typu3am pacte co
TOJUIITHA CTaITKa roronema of 15%, 1 Ha TOMIIHO CBETCKO
HUBO I'M HaJIMMHYBa npuxozute o1 120 Myusujapau onapu
(14). Oaa cTyauja MMa 3a I/l Jia VKake Ha ofpeleHH
KapaKTepPUCTUKM Ha JIEHTAJIHUOT Typu3aM Bo PermyOmuka
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CeBepHa MaKe,uom/Ija Ol aCIIeKT Ha CTOMATOJIOIIKUTE
KalmalgUTeT! U TPETMAHOT Ha IallMeHTUTe Off CTPaHCTBO.

MATEPHJAJT 1 METOH

WcTpaskyBameTo TIpecTaByBa KBAHTUTATHBHA
aHaJIMTMYKA CTYIWja Ha Tpecek (cross sectional study)
CIIpoBeJieHa BO ITIepMOfOT ofi (heBpyapu 70 MapT BO
2018-2019 ropmuHa. 3a I1enMTe Ha HCTPAKYBaeToO,
HPUMEPOKOT Oelie 0OMeH 10 METOJ Ha CIyJaeH u300p,
COTJIACHO OJTHAIpe] YTBPJIEHU MHKTY3MOH! KPUTEPUYMH
W TOa: aKTMBEH JIOKTOP Ha CTOMATOJIOTHja, BPabOTeH/
COTICTBEHMK Ha CTOMATOJIONIKA OPJIMHALIMja, COTICTBEHMUK
Ha eJIeKTPOHCKa ajipeca ¥ CIPEMHOCT U 3Kesida 3a y4ecTBO
BO MCTpa)kyBameTo.bellle KopucTeH HecTaHJapAu3MpaH
aHKeTeH TIpallaJTHUK CO BKYITHO 59 Tpaiiamba rpynupaHu
BO 1eT 1emiHy (4). MetuoT Oellie 06jaBeH Ha COLMjaIHUOT
meauyM - “Facebook” Bo 3aTBopeHH Ipym 3a JOKTOPH 10
cToMarojioruja 1oy HasuB “CToMaTonosu obenuHere ce”
1 “MakejoHCKU cToMaTono3u”. MicTHoT Oellle armiipaH
co Google Forms ycnyrara, a Gelie MOMOIHYBAaH MpPeKy
MHTEpPHeT MperyefHAK. PU3MKOT off MOMOJNHYBame Ha
TIPANIaITHUKOT TIOBeKe Of eHAIll Off CTPaHa Ha MCTO
jmie Oemie eMMMUHMpaH €O CO(TBEPCKO pellleHWe Ha
miaTdopmara Kajie Oellle KpeupaH MpamaaHuKOT.

ETHYKN ACIIEKTH

[lomaTonure 6Gea coOWpaHM CO  3arapaHTHpaHa
AQHOHMMHOCT U rapaHIiyja 3a HABHO UCK/TYUMBO KOPUCTEHE
3a HayyHu 1iend. McrpayBameTo Oelie 000peHO o
KoH30pIMyMOT 3a JIOKTOPCKM CTYAMM MO jaBHO 37IpaBje
npu MegunuHckuoT akynret, YKIM, Bo Ckomje.

CTATUCTUYKA AHAJIU3A

Ananusata Oeme HampaBeHa Bo SPSS 22.0). 3a
JeCKpUIITMBHATA AaHA/lM3aTa Ha HYMepUYKUTe Cepun
KopuCcTeHH Oea MepKUTe Ha I[eHTpajgHa TeHJeHIHja
(mpocek, MemWjaHa, MMHUMATHA M  MaKCHMaJHU
BPEJHOCTH M MHTEPAKTHBHU PAHI'OBM), KAKO ¥ MEPKM Ha
muciep3uja (craHgapaHa gesujaruja). Pearson Chi square
test, Fisher Freeman Halton exact test u Fisher exact
test Oea KOpMCTeH 3a YTBPYBame Ha acoliujalija Mery
ofipefleHN aTPUOYTHBHYU JMXOTOMHH Oejie3u BO TPYIUTe
Ha UCTIUTaHUIIM. 3a criopeiba Ha TIPOCEYHKTE BPETHOCTH
Ha HyMepuuKuTe cepui Oeiie KopucteH Mann Whitney U
TecT. 3a YTBP/yBame HAa CTATUCTUUKA 3HAYAJHOCT Oelre
KOPHCTEHO HUBO Ha cUurHU(UKaHTHOCT off, p<0.05.
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Pesynratu

Bo ucrpaxkyBameTo Oea orndareHn BKYIHO 232 JOKTOPH
Ha JIeHTa/IHa MeJJMIHA (cToMaTono3u) off kou 123 (53,02%)
on Mamku, u 109 (46,98%) o KeHCKH IIOM CO OIHOC
nomery monoBute of 1:1,13. IlpoueHtyanHaTta pasiuKa
TIoMery 3acTareHocTa Ha IonoBuTe, 3a p>0,05, He Oemre
curingukanTHa (Difference test: Difference 6,04% [(-3,04-
14,98) 95% CIJ; Chi-square=1,689; df=1 p=0,1937). Ananu3a
criopeq HaroHanHocT yKaxka Ha 200 (86,2%) MakegoHLH,
20 (8,6%) Anoanim u 12 (5,2%) Apyru HaIlMOHATHOCTH.
[Ipoceunara Bo3pacT u3HecyBamie 38,4+8,2 rogunu co
MMHMMaJTHa OJHOCHO MaKCHMMaJjiHa Bo3pacT of 24 vs. 61
roguHa, ¥ 50% HMCOMTAHULM MOCTapu of 37 roAMHa 3a
Median (IQR)=37 (31,5-44). TpetuHa oj aHKeTHpaHHUTe
cromatono3sun w75 (32,3%) Oea crmenujanuctu/
crelyjajiu3aHTd BO Of[peJieHa 00/acT Ha JieHTalHaTa
MmenuiHa. Kaj HajromeMuoT fen oj ucnuTaHunuTe 81
(37,3%) MCKYCTBOTO BO JIEKYBatbe CTPaHIM u3HecyBaiie 0-5
rofuHu, creneHo co 61 (28,1%) Kaj Kou Toa M3HECyBalIe
nomery 6-10 rogunu u 43 (19,8%) co uckycrso op 11-15
TOJIVHL.

Hajronmemuor 0poj oOff JeHTalHUTE TYpPUCTH Oea off
3ala{HATe eBPOIICKM 3eMju 1 Toa 198 (85,3%) cnemeHo co
npekyokeaHckure 3emju 115 (49,6%). I'piigja Kako 3emja Ha
TIOTEKJIO Ha MAIleHTHTe OfI CTPAHCTBO OM/Ia Ha3HaYeHa
of 76 (32,8%) of aHKeTHpaHMTe CTOMATONO3U CJIEJIEHO
co KocoBo u AnbaHuja 3actaneHy co KOHCEKBEHTHO 38
(16,4%) u 37 (159%). Op mocoueHUTe COCEJHM MIpKaBH
HajMaJIKy JIeHTaJIHU TYPUCTU cMe uMajie ofi byrapuja 18
(7,8%) u Cpowmja 27 (11,6%).

Ananmm3ata ToMery  CHeLdjaJuCTAYKHOT —CTaTyC u
JoOUeHKUTe OIrOBOPH 3a OpOjOT HA [IeHTATHUTE VCIIVTH
Ha TalUeHTHTe Off CTPAaHCTBO, ITPOCEYHOTO Tpaeme Ha
TPETMAaHOT, [10jaBaTa Ha KOMIUTMKALUH 1 JIOTOBOP 3a TEKOT
Ha TpeTMaHoT, 3a p>0,05, He VKaka Ha CUrHU()UKAHTHA
aconujaruja (Tabema 1). Jlocue/KapToH 3a MalleHTUTE
of crpaHcTBO Bofene 172 (79,6%) of aHKeTHpaHUTE
cromaTonosu, U Toa 34 (97,1%) of MOMMKIMHUKUTE, 28
(87,5%) op cnenmjamucTHukute opmuHanuu u 110 (73,8%)
Ol OINIUTUTE OPAMHALIMM. YTBpPAMBME CUIHM(DMKAHTHA
acollujaldja Ha BOJIEETO Ha jlocue/ KapToH, 3a p<0,05,
(Fisher Freeman Halton exact test: p=0,0042) Bo
NPUIOT Ha CUTHU()MKAHTHO IOYECTO HETOBO BOJEHE
BO IONMKIMHUKUTE W CHELUjaJICTUUKUTEe OPAUHALIA
CIIopejieHo €O OpJMHAIIMKTe 3a OIIlTa cToMaTonoruja. Kaj
CHTe TUIIOBY HAa CTOMATOJOIIKY OPIUHALIAY, JeHTaTHUOT
TYpU3aM UMaJl CJIMYHO B/IMjaHKe Ha 00eMOT Ha paborTa,
TIPUXOJIMTE, BPabOTYBambaTa 1 Pa3BojoT Ha Op/IMHAIIMjaTa
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(Tabena 2). 3a p<0,05, yTBpAuBMe [ieKa JEHTATHUOT TYPU3aM Pe3yATHpal co CUrHU(HMKAHTHO MorojaeM Opoj Ha
BPa0OTYBarba BO MOJIMKIMHUKUTE CTIOPefIeHO CO OMIITHTE U CIEIHjaTuCTUUKUTE CTOMATOIONIKY OP/IMHALUH.

Tabena 1. AHann3a Ha CeJIeKTHpaHHM Mpaliawka 3a JEHTATHH YCIYTM Ha TalUeHTUTe Off CTPAHCTBO  CIOpes
CIIEI[MjaTUCTUYUKY CTaTyC

CrpyuHa MoAroToBKa
[Tapamerap Omur cromaTonor Crenjanuct BkymHo p
N % N % N %
IIpoceyeH Opoj Ha OCETH I10 MALEHT Off CTPAHCTBO
1 10 6,90% 3 4,23% 13 6,02%
2 34 23,45% S 21,13% 49 22,69% Fisher Freeman Halton exact test:
35 70 4828% |39 5493% | 109 5046% | p=0.7627
>6 31 21,38% 14 19,72% 45 20,83%
[IpoceuHo Tpaekwe Ha MPECTOjOT Ha MAIUEHTH Off CTPAHCTBO (IeHOBH)
1 13 8,97% 5 7,04% 18 8,33%
2 2 1,58% 2 2,82% 4 1,85% Fisher Freeman Halton exact test:
35 31 2138% |23 3239% |54 25% p=0,2756
>6 99 68,28% i 57,75% 140 64,81%
[TporeHT Ha HeTIpeIBU/IEHN KOMIUTUKALAM TIPY TPETMAH Ha MAIMeHTH Off CTPAHCTBO
1-2% 121 83,45% 56 78,87% 177 81,94%
3-5% 19 13,10% 14 19,72% 33 15,28% Fisher exact test: p=0,3327
26% 5 3,45% 1 1,41% 6 2,78%
[lloroBop 3a TEKOT Ha TPETMAHOT
[Tpen TpeTMaH 118 81,38% 51 71,83% 169 78,24% Pearson Chi-square: 2,55; df=1;
Tlpu TpeTMarHoT 27 1862% |20 28,17% 47 21,76% p=0,1101
* curHuuKaHTHO 3a p<0,05

Tabena 2. AHanu3a Ha 006eM Ha paboTa, TPUXOMIH, BPAaOOTYBakba 1 Pa3Boj CIIOPe]] TUIT Ha

CTOMATOJIOIIKa op,zu/IHaqua

Tum Ha cTomaTooIIKa Op/iHAaLja
HapameTap OIIIITa ITOJIMKJIMHUKA cneunjanncqua BKYIIHO )

N % N % N % N %
,Z[HJ'II/I JIEKYBAbETO IMAlIMEHTH O] CTPAHCTBO I'0 3r0JIEMUJIO O6€MOT Ha paﬁoTa n npnxonme?
na 90 90% 9 90% 17 8095% | 116 88,55% | Fisher Freeman Halton
He 10 10% 1 10% 4 1905% |15 1145% | exact test: p=0,4907
HHTII/I JIEKYBAbETO MallueHTH 01 CTPAHCTBO Pe3YITUPAJIO CO JOIMOTHUTETHA Bpa60TYBaH)a?
na 20 20% 6 60% 8 3810% |34 2595% | Fisher Freeman Halton
He 80 80% 4 40% 13 61,90% |97 74,05% | exact test: p=0,0087"
TToBp3aHH CO IPYTH CTOMATOJIONIKM OPJIMHALIMH/KITMHUKU 3apajivi IPUBJIEKYBAbE TIAlUEHTH Off CTPAHCTBO?
na 20 20% 2 20% 4 19,05% |26 1985% | Fisher Freeman Halton
He 80 80% 8 80% 17 80,95% | 105 80,15% | exact test: p=0,9949
BrujaHue Ha maneHTHTe Off CTPAHCTBO 3a Pa3Boj Ha OpJMHAIMjaTa?
HEBAKHO 35 35% 2 20% 7 33,33% | 44 33,59%
BaXHo 48 8% |7 70% 13 6190% | 68 5191% Eiz}éirtgsrtfepzlgggﬁg“o“
MHOTY BaskHo | 17 17% 1 10% 1 4,76% 19 14,50%
* curanguranTHO 3a p<0,05
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Bo paMKuTe Ha MCTpaskKyBambeTOo HallpaBeHa Oellle aHa/3a
BO OJJHOC Ha aKTMBHOCTHUTE KOM CTPAHCKUTE MalMeHT! '
KOMOMHMPAAaT 3aeJHO CO CTOMATO/IOIIKUTE HHTEPBEHIINH.
CornemaBMe [ieKa HAjroJieMMOT Jiel Off aHKeTHPAHHUTe
cromarono3u u toa 120 (51,7%) usjaBuie eKa HUBHUTE
MAleHT! Off CTPAHCTBO foaraaT CaMo 3a JIeKyBaibe.
Cmopeq; cTOMATO/O3KMTe, CTOMATONONIKATE VCIAVTH TH
KOMOMHMpaaT co ogMop 66 (28,4%) of maimeHTHTe Of
CTPaHCTBO, a Hajman Opoj umu 30 (12,9%) ro KomOuHIpaaT
JIEKYBambeTO CO MOCeTa Ha POIHUHHU. AHamM3aTa VKaxka
JieKa HajroleMHOT e off OpIMHAI[MKUTe KOU TpeThpaie
HalyeHTy off CTpaHcTBO  Toa 154 (71,3%) He MM Hyzene
MOMOII 33 peanu3aliyja Ha JOMOMHUTENTHUA TYPUCHUKA
yenyrd. BakBa uHuijaTiBa octBapyBane camo 21 (9,7%)
ofi opauHaruute. [ToMoIn mpu opraHu3aiyja Ha MpeBo3
nygene 21 (9,7%) ox croMaronomKkuTe opavHaruu, 49
(22,7%) Hyzene oMo Mpy opraHyu3aiija Ha CMeCTYBakbe,
a 21(9,7%) Hymerne moMoll Mpy OpraHu3alja Ha I0fla[THH
TYPUCTUYKY aKTUBHOCTH.

JUCKYCHJA

3a TepuropujaTa Ha Pemybnuka CeBepHa MakeoHuja,
Hpo0/IeMOT Ha JIeHTaJIHUTe YC/IYTM 3a MaIdeHTHTe Off
CTPAHCTBO WM TeHEepPaJHO TPAIIAkbeTo Ha JIeHTATHUOT
TYpH3aM e caMo MHITU/IEHTHO 00paboTyBaHo. Pe3ynraruTe
O]l HallleTo MCTPaKyBambe YKaKyBaaT JieKa HajroeMHuoT
JieNl JIOKTOpUTE 10 OMNIITa CTOMATOJOTUja OfHOCHO
Ciel[jaIuCTUTe MO0 HeKoja off CTOMATOMONIKUTE IPaHKU
MMaaT MCKYCTBO CO JlaBambeTo Ha JIeHTalHU YCIyTH
Ha TAIMEeHTH Off CTPaHCTBO. Kaj flen o HUB BAaKBOTO
UCKycTBO u3HecyBalie 10 1 oBeKe rofiuHu, IITO YKakKyBa
Ha Tpajiuiivja 3a JIeHTaJTHUOT TypM3aM BO HallaTa 3eMja.
CnuyHM UCTPaKyBakba ce HalrpaBeH! Mer'y CTOMaTosI03UTe
Bo Yurapuja (10), Xonr Konr(18) 1 XpBarcka (4).

HajroneMuoT fien ofi JeHTaJHUTe TYPUCTM BO HalIaTa
3eMja JoaraaT ofi pa3BUEHHTe 3aMaJHu U TPEeKYOKEeHCKU
3eMju, cilefleHo co manueHTd of, I'pruja u byrapuja.
Cnopen uctpaxyBamara Bo XpBaTCKa, EMUTHBHU 3eMjH 32
Hej3UHMOT JieHTaneH Typu3aM ce I'epmanuja, CroBeHMja
u Urammja (4). Bo YHrapuja, cTpaHCKUTe Mal[eHTH KOU
Oapaar ieHTaTHU YCITYTU HajuecTo jjoaraat ofi [epMaHnuja,
ABctpuja, Bemuka DBputanmja u IlIBajuapuja  (10).
HUctpaxkyBame crpoBefieHO Bo XOHT KoHT yKaxyBa fieKa
HAjroNIeMHOT [ieNl Off JleHTaJlHUTe TYPUCTU JloaraaT off
Kumna (18).

Bo nameto MCTpaKyBambe CorieaBMe JeKa HaiFOHeM IS
07l OIIITUTEe CTOMATOJIO3U U cneunjanmcm, TPeTMaHOT
Ha CTPaHCKUTe IallMeHTH I'0 u3BelyBaaT BO 3-5 mocetu.
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[loBeKeTo ucCnMTaHMIIM OArOBOpHja JieKa MpPEeCTojoT Ha
CTPAHCKHTe TYPUCTU 3apajji J00KMBame CTOMATOMOIIKH
TPeTMaH Tpaen MoBeKe of uiecT fieHa. OBa yKakyBa
7leKa BO HajrofieM [ies Ousie CTIpOBeIyBaHN KOMIIIEKCHH
WIU MYITHUIUIM JJeHTaJHUA TpeTMaHu. McTpaKyBameTo Bo
XpBaTCcKa MOKaKa/lo CJIMYHU Pe3YITaTH M0 OB Mpalllakbe.
Ha xpBaTCKuTe CTOMATOMIO3M MM OM1JTe TIOTPeOH! HajMHOTY
3-5 noceTy Ha CTPaHCKHOT MALUEHT, CO TPOCeYeH MPecToj
of 3-5 mena (4). Bo Xour Kour, moBekeTo HUCIUTaHULIHA
T 3aBplIyBajie TPETMAHUTE Ha JeHTATHUTe TYPUCTU BO
POK Off HEKOJIKY CeJIMUIIU ¥ 32 Toa UM Ourie moTpebHH 3-5
HoceTy Ha matueHTor (18).

Criopey;  CTOMaToONIO3WTe BO HAINIETO WCTPa)kKyBarbe,
MPOIIEHTOT HAa KOMIUIMKAIMM TIPM TPETMAHOT Ha
CTPaHCKUTe TaleHTd wusHecyBan 1-2%. OBa e Bo
COTJIACHOCT CO COTJIeflyBamaTa JM00MeHU Off XPBAaTCKUTeE
cromatono3u (4). IIpoLleHTOT Ha KOMIUTMKAl[U¥ BO
HalleTo ¥ XpBATCKOTO MCTPa)KyBame € TIOMan off
€BPOTICKUOT CTATUCTUUKU TIPOCEK KAaKO M Off TOj Ha
YHrapCKUTe CTOMATOJ03H, Koj u3HecyBa 5%. Jlypu 72,1%
0] CTOMATOJIO3UTE BO EMPOICKUTE 3eMjU U3jaBUsIe JeKa
00e30e/yBaaT COOJIBETHA IPIKA U CJIefIerbe 10 TPETMAHOT
(aftercare) 3a cTpaHCKMTe NAIMEHTH, CO OTBOPAIbE
TpeKyrpaHUYHH KaHIellapuy 3a KoHcyTaiuja (10).

[loBekeTo cTOMaTO/MO3U TPAKTMKYBaaT TeKOT Ha
TPeTMaHOT, Jla T J0roBapaar rpe fia 10jaaT CTPaHCKUTe
nalyeHTH BO HMBHATa opauMHanuja. Bo Xour Kowr, camo
1% op ucnMTaHUIMTe UMajle TPETX0JHA KOHCYIITal1ja co
IeHTaJTHUOT TYPHCT, TIpe]l HeroBaTa mpBuYHa moceta(18).
Bo XpBarcka, mak, MOroeMHMOT Opoj CTOMATONIO3U
HMKOTAII WK Peyrcy HUKOTrall He To IoToBapaar TeKoT Ha
JIeKYBambeTo Mpef oceTaTa Ha CTPAHCKHUOT TalueHT (4).
[InaH Ha TpeTMaH Mpej MPBUYHATA [TOCETa HA CTPAHCKUOT
TYPUCT IpaBar 23,3% off yHrapckure cromaronosu (10).

[IpakTUKyBameTo Ha JIeHTaJTHUOT TypuU3aM KMMa CBOU
VMIUIMKAIMM Ha TUIOT Ha 3[[paBCTBEHaTa yCTaHOBA
Kajie paboTaT wucHUTaHWIMTE. JIeKyBameTo CTPaHCKH
TAIeHTH T'0 3roJieMIIo 00eMOT Ha paboTa M IPUXOJIUTe
Ha 90% off oMIITUTE CTOMATONONIKK OpAMHaIMy, Ha 90%
ofi monukmHUKUTe U Ha 80,95% off crielnjauCTHUKATE
opauHanun. Cemak, JeHTaTHUOT Typu3aM camo Kaj 20%
Ol OMIITHTE CTOMATOMONIKM OpAMHAIMHU, Kaj 60% of
HONMMKIMHUKUTE U Kaj 38,10% of creLujanuCcTHUKUTeE
OpPJMHAIIK PEe3YITHPAJI CO TOTIONTHUTEHUA BPaOOTYBamba.
3a p<0,05 mocrou 3HauyajHa pa3fiMKa Mery OIMLITHTe
CTOMATOJIOIIKY OpP/IMHAL[MM HACTPOTH TOMUKIMHUKUTE
M CIelUjaTICTHIKUTe KOM [OTOJHUTENHO BpaboTHIie
nmepcoHa. BakoB cimueH pacuekop Oenexud U
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HCTPaKyBameTo Bo XpBaTcKa, Kajie 3rojieMyBameTo Ha
00eMOTHa paboTa M TPUXOJUTE Off IeHTaJIeH TYPI3aM, HCTO
TaKa He Pe3y/ITUPasIo CO MPOMOPIMOHATHO I0TIOJIHUTEITHO
BpabOTyBame Ha IIepcoHan Bo oppauHaiujaTa (4). Bo XoHr
KoHr, Kaj moBeKeTo UCITUTAHULI, TIPUXOZOT Off leHTajieH
TypH3aM ce 3roneMus 3a nomanky o 10% (18). IToeketo
O] OMIITHTE W CTEeIUjaTUCTUIKUTe OPIUHAINHY, KAKO U
TIO/IMK/TMHUKKTE He ce TI0BP3yBaaT i He cOpabOTyBaaT co
TPYTY OpAIMHAIINY 3apajiv MPUI00MBabe MoBeKe CTPAaHCKU
naruenTy. [loBekeTo 1 0ff XpBaTCKUTE CTOMATOJIO31 He ce
MOBP3aHU CO JIPYTY OPJMHAIIMY TOPajj YHAIpeyBambe
Ha JleHTajseH Typu3am (4). Bo ctymuuTe mpoBefieHH BO
Xonr KoHr, moBeKeTo WMCIMUTAHUIM TO Tpero3HaBaaT
JeHTTHUOT TYypU3aM KaKo TOTeHIWjaa 3a pa3Boj Ha
HUBHATa CTOMATOJIONIKA TpaKca. Tamy, crielyjaucTuTe
Owie mMOBeKe 3aMHTepecHpaHM 3a VHAIpeflyBame Ha
TeHTaJTHUOT TYpU3aM off HecTiel[jaucTuTe. TaMOITHOTO
HCTPaKYBame MOKAKANO JleKa HeMa CUrHH(MKaHTHa
acolnujaija  Mery TIO/OT, BO3pacTa, MeCTOTO Ha
IUIUIOMMpatbe, BpeMeTo Ha paboTa WM JKUBOTOT BO
CTPaHCTBO CO MOATOTBEHOCTa 3a VHANpe[yBawe Ha
JeHTamHIOoT Typu3sam (18).

3AK/IYYOK

OBa WCTpaKyBame TOKaKyBa JIeKa JIeHTaTHHOT
TypU3aM UMa BajKHO BIMjaHKe 3a Pa3BojOT Ha MOBEKETO
ONIITH CTOMATONOMIKK OPJMHAILMY, TIOJIMKIMHUKM U
CTIeIMjaTMCTUYUKY OpJIVMHALIMK, U JieKa Kaj TIOBEKeTo Of
HUB, TO 3rolieMu 00eMOT Ha paboTa M MPUXOJUTE Ha
opiuHarujata. M Mmokpaj Toa, JEHTATHUOT Typu3aM He
pe3yITUpan TPONOPLHUOHAIHO CO HOBM BPabOTYBamba,
IIITO MOKeE /I3 aCOLIPa Ha HeeJTHAKBY Pa3BOjHU MOKHOCTH
¥ VC/IOBM HAa IMOMajquTe BO OffHOC HA TOTOJIEMUTE
OpIMHAIMKM ¥ NOMMKIMHUKE. CoryieflaBMe JieKa TojieM
el off JOKTOPMTE IO CTOMATONOrHja MMaaT MCKYCTBO
BO [laBalkeTO Ha JIeHTAJHM YCIYTH Ha TAl[UeHTH Of
CTPAHCTBO, IITO VKaKyBa Ha HEOCIOPHA TPajulija
3a TOCTOEHe Ha JIeHTaJleH TYpW3aM BO HalllaTa 3eMja.
HeomxoZiHO e MOOTCEKHO HAYYHO [OKYMETHpame Ha
0Baa [IejHOCT BO HAIllaTa 3eMja Co IITO Ke ce OBO3MOXKH
MPOMOILIMja BO MONIMPOKH PaMKH KaKO M TOTTHK 3a
mojiobpa  OpraHM3aljMOHa CTPYKTUPA ¥  COOJBETHA
3aKOHCKa perylaTMBa 3a pa3Boj M MeryHapoHa
eTabIMPaHOCT.

JINTEPATYPA

1. Connell]. Medical tourism: Sea, sun, sand and ... surgery.
Tourism Management 27 (2006) 1093-1100. [TocramHo

10.

11.

12.

13.

Profesional paper

Ha: https://www.academia.edu/9206590/Medical_tour-
ism_Sea_sun_sand_and_surgery

Kelley E. Medical Tourism. World Health
Organization.2013;ctp.3, available at http://wwwwho.
int/global_health_histories/seminars/kelley_presenta-
tion_medical_touris m.pdf, npucramnero ua: 01/26/2018.

ADA.org: Statement of the ADA Council on Ethics, By-
laws and Judicial Affairs on Dental Tourism - Ethical Ob-
ligations of Dentists. American Dental Association Aug.
2009; rev. Nov. 2009.

Buneta N. Poduzetnicke strategije u dentalnom turizmu
u Republici Hrvatskoj [Zavrsni specijalisticki]. Za-
greb: Sveudiliste u Zagrebu, Ekonomski fakultet; 2016
[pristupljeno 27.03.2019.] Dostupno na: https://urn.nsk.
hr/urn:nbn:hr:148:257342

Adams K, Snyder J, CrooksVA.The Perfect Storm: What’s
Pushing CanadiansAbroad for Dental Care? ] Can Dent
Assoc. 2017:83:h10.

European Hospital and Healthcare Federation (HOPE).
Medical Tourism Report. HOPE Publications, Belgium;
September 2015.

Cuamea V, Medina JCM, Estrada ARG. Dental tourism:
Key factors that influence the selection of a dental clin-
ic in a border region. Int ] Adv Res. 2017; 5(7), 2713-2721.
doi:10.21474/1JAR01/5015.

Turner L. “Dental tourism”: Issues surrounding cross-
border travel for dental care. ] Canad Dent Assoc.
2009;75:117-19. [PubMed].

Kovacs E, Szocska G, Torok B, Ragany K. Why is Hungary
the main destination country in dental tourism? Why
do patients choose Hungary for dental care? Hungarian
Case Study on dental care and patient flow. ECAB pro-
ject (Grand agreement 240258), 2013; [locranHo: http://
semmelweis.hu/emk/files/2013/02/Final_case_study_
web.pdf ;mocereno 18.03.2017.

Kovacs E, Szocska G. ‘Vacation for your teeth’ - dental
tourists in Hungary from the perspective of Hungarian
dentists. BrDent]. 2013; 215 (8): 415-418.

Winkelmann J, Hofmarcher MM, Kovacs E, Szocska G.
Cross-border dental care between Austria and Hungary.
Eurohealth incorporating Euro Observer.2013;Vol.19 |
No4 | 26-27.

Tihi B, Pestek A. RAZVOJ] DENTALNOG TURIZMA NA
PODRUCJU SARAJEVA. Acta turistica [Internet]. 2009
[pristupljeno 25.03.2019.];21(2):210-229. Dostupno na:
https://hrcak.srce.hr/76243

Zoltan ], Maggi R. What is Tourism in Dental Tourism?

231 | Medical Journal - MEDICUS

AN



000000000000

Profesional paper

Faculty of Economics, University of Lugano, Switzer-
land; 2010.

14. Kustelega L. Razvoj dentalnog turizma u Hrvatskoj
[Diplomski rad]. Koprivnica: Sveuciliste Sjever; 2018
[mpucraneno 20.03.2019.] Mocramxo Ha: https://urn.nsk.
hr/urn:nbn:hr:122:620202

15. Adams K, Snyder J, Crooks VA, Berry NS. A critical ex-
amination of empowerment discourse in medical tour-
ism: the case of the dental tourism industry in Los Al-
godones, Mexico. Globalization and Health. 2018;14:70
https://doi.org/10.1186/s12992-018-0392-3

16. Adams K. The case of “Molar City”, Mexico: An ethi-
cal examination of medical tourism industry practices
(Thesis Submitted in Partial Fulfillment of the Require-
ments for the Degree of Doctor of Philosophy).Simon
Fraser University;2017 (mpucrameso Ha 23.03.2019)
JloctanHo Ha: http://summit.sfu.ca/item/17985

17. Kakar H, Gambhir RS, Singh S, Kaur A, Nanda T. In-

formed consent: corner stone in ethical medical and
dental practice. ] Family Med Prim Care. 2014;3(1):68-71.

18. Chan YD. Dental tourism in Hong Kong : perils or pearls?
The University of Hong Kong (Pokfulam, Hong Kong).
2014; HKU Library Item ID b5323555. JloctanHo Ha:
http://hub.hku.hk/handle/10722/206535

Revisté mjekésore - MEDICUS | 232

IS ISP



L Profesional paper J

DIAGNOSTIKIMI DHE TRAJTIMI I HERSHEM I DEPRESIONIT PARA DHE
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ABSTRAKT

Sfondi: Statistikat tregojné njé rritje té depresionit né té gjithé botén, dhe shifrat jané dy heré mé té larta tek
graté, vecanérisht né periudhat e rrezikut sic jané shtatzénia, periudha pas lindjes dhe menopauza. Konsiderohet
se crregullimi depresiv mé sé shpeshti fillon né periudhén riprodhuese, rreth moshés 20 vjec, dhe késhtu 1 nga
20 vajza né kété periudhé vuan nga depresioni, e nga ana tjetér, vetém 1 nga 3 prej tyre do té trajtohet me terapi
adekuate farmakologjike .

Parathénie: Sipas treguesve statistikoré té Shogatés Psikiatrike Amerikane (APA) té marra nga ekspertét e shéndetit
mendor perinatal, vetém gjysma e nénave me depresion perinatal jané duke u diagnostikuar dhe trajtuar.

Autorét britaniké mendojné se depresioni tek nénat e reja éshté dukshém mé i larté sot sesa mé herét ose né
krahasim me gjeneratat e nénave té tyre. Me shumé mundési shkaget e rritjes sé depresionit tek té rinjté jané:
stresi kronik, privimi i gjumit, ushqimi i dobét i nénés, ményra sedentare e jetesés, presioni ndaj nénave pér t'u
rikthyer né punét e tyre sa mé shpeijt té jeté e mundur pas lindjes, duke u pérballur me véshtirésité né menaxhimin
e numrin e shumté té roleve: té genurit néné, grua, punétore e zellshme dhe né té njéjtén kohé té kesh njé jeté
shogérore. Rreziku mé i madh pér nénén e re né depresion éshté vetévrasja, e cila po konsiderohet shkaku i dyté
i vdekjes tek té rinjté gjaté viteve té riprodhimit. Fatkegésisht, kjo ndodh zakonisht né fund té shtatézanisé ose
gjaté vitit té paré pas lindjes.

Materjalet dhe metodat: Studimi pérfshinte 69 pacienté né moshé midis 18 dhe 44 vjec, me diagnozén e vendosur
F32 gjaté shtatézanisé ose F32.01 ose F32.02, qé éshté depresion pas lindjes. Pacientét u diagnostikuan sipas
kritereve té KNS 10 dhe u trajtuan gjaté shtatzénisé dhe periudhés pas lindjes né Departamentin pér trajtimin
e grave shtatzéna ose grave pas lindjes. Pacientét me instrumente psikodiagnostike u monitoruan gjaté gjithé
procesit, dhe matjet me HAM-A dhe HAM-D paragiten né fillim té trajtimit dhe pas tre muajsh.

Rezultatet: Rezultati mesatar e shkallés HAM-A né muajin e paré ishte 30.8 + 2.4, né diapazon nga 26 deri né 38 dhe
tregoi njé ankth té forté. Pas tre muajve me terapi, rezultati mesatar i HAM-A u ul né 21 dhe demonstroi njé ankth
té moderuar. Sipas testit Wilcoxon Matched Pair, diferenca ishte statistikisht e réndésishme pér p <0.05. Rezultati
mesatar e shkallés HAM-D né muajin e paré ishte 30.3 + 2.7, né diapazon nga 26 deri né 36, dhe demonstroi njé
depresion té réndé. Pas tre muajve me terapi, rezultati mesatar i HAM-D u ul né 3.4, dhe demonstroi njé depresion
té moderuar. Sipas paléve té pérputhura Wilcoxon, diferenca ishte statistikisht e réndésishme pér p <0.05.

Diskutim: Rezultatet kané treguar prani statistikisht té réndésishme té faktoréve té rrezikut te pacientet me
depresion prenatal ose postnatal. Numri mé i madh i pacienteve pérjetuan episodet e méparshme depresive,
ngjarje traumatike, shtatzéni té paplanifikuar ose dhuné familjare.

Pérfundim: Njohja e hershme e faktoréve té rrezikut pér zhvillimin e depresionit para lindjes con drejt parandalimit
té shfagjes sé depresionit antenatal ose postnatal. Trajtimi i hershém gé pérbéhet nga njé trajtim té kombinuar
(me ndérhyrje psikologjike dhe antidepresanté SSRI) gé sjellé uljen e ankthit dhe depresionit dhe forcimin e
mekanizméve mbrojtése psikologjike té nénés dhe gjithashtu zvogélon rrezikun e lindjes sé parakohshme, lindjes
cezariane dhe kujdes mé té miré si pér nénén ashtu edhe pér fémijén , né periudhén para lindjes dhe pas lindjes.

Fjalét kyce: depresioni, shtatzénia, faktoré té rrezikut, SSRI, psikoterapia postnatale.
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HYRJE

Statistikat tregojné njé rritje té depresionit né té gjithé
botén, ndérsa shifrat jané dy heré mé té larta tek graté,
vecanérisht né periudhat e rrezikut sic jané shtatzénia,
periudha pas lindjes dhe menopauza. Konsiderohet se
crregullimi depresiv mé sé shpeshti fillon né periudhén
riprodhuese, rreth moshés 20 vjec, ashtu gé 1 nga 20
vajza né kété periudhé vuan nga depresioni, dhe nga ana
tjetér, vetém 1 nga 3 prej tyre trajtohet me terapi adekuate
farmakologjike. Treguesit thoné se te 54% té vajzave té
reja qé kané vuajtur nga ndonjé crregullim depresiv,
rreziku i shfagjes sé depresionit gjaté shtatézanisé éshté
aférsisht 50% mé i larté né krahasim me ato qé nuk kishin
episode depresive. Nése kemi parasysh faktin se né njé
numér té madh té vajzave né depresion shtatzénité jané
té paplanifikuara (té pagéllimta), atéheré situata éshté
edhe mé delikate pér shkak té mos njohjes sé depresionit
ose pér shkak té ndérprerjes sé trajtimit ose trajtimit
jo adekuat dhe sjelljes sé rrezikshme (pirja e duhanit,
konsumi i alkoolit, ilacet, kontrollet e parregullta, kujdesi
i dobét shéndetésor) (2, 13).

Sipas treguesve statistikoré té Shoqatés Psikiatrike
Amerikane (APA) té marra nga ekspertét e shéndetit
mendor perinatal, vetém gjysma e nénave me depresion
perinatal jané diagnostikuar dhe trajtuar (1).

Autorét britaniké, bazuar né rezultatet e tyre té botuar
né JAMA né 2018, mendojné se depresioni tek nénat e
reja éshté dukshém mé i larté sot sesa mé herét ose né
krahasim me gjeneratat e nénave té tyre. Me shumé
mundési shkaget e rritjes sé depresionit tek té rinjté jané:
stresi kronik, privimi nga gjumi, ushqimi i dobét i nénés,
meényra sedentare e jetesés, presioni ndaj nénave pér t'u
rikthyer né punét e tyre sa mé shpejt té jeté e mundur
pas lindjes, duke u pérballur késhtu me véshtirésité né
menaxhimin e numrit té shumté té roleve: té genurit
néné, grua, punétore e zellshme dhe né té njéjtén kohé té
jesh aktive né jetén shogérore (7).

Rreziku mé i madh pér nénén e re né depresion éshté
vetévrasja, e cila konsiderohet shkaku i dyté i vdekjes
tek té rinjté gjaté viteve té riprodhimit. Fatkegésisht, kjo
ndodh zakonisht né fund té shtatézanisé ose gjaté vitit té
paré pas lindjes.

Numri mé i madh i kétyre grave kryejné vetévrasje té
dhunshme duke u varur ose duke kércyer nga lartésia,
qé éshté njé alarm pér njohjen dhe trajtimin e hershém e
depresionit para lindjes dhe pas lindjes (10, 16).

Supozohet se tek 80% té nénave té reja gjaté ditéve ose
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muajve té paré pas lindjes ka ndryshime qé pérkojné me
cregullim té humorit, por jo té gjitha kéto ndryshime kané
té béjné me depresionin pas lindjes. Pikéllimi (trishtimi)
pas lindjes éshté i pritur dhe manifestohet me nervozizém,
marramendje, ankth té moderuar, por té gjitha kéto
nuk ndérhyjné né aftésiné e nénés pér té funksionuar
dhe pér t'u kujdesur pér fémijén e saj. Pérkundér késaj,
depresioni pas lindjes gé shpesh i shtohet gjendjes
depresive gjaté shtatézénésisé manifestohet me trishtim
té vecanté, ankth ekstrem, ndjenjén e irracionalitetit
| absurditetit ose déshpérimit, cregullim té gjumit,
ngurrim, mosgatishméri, mendime destruktive pér veten
ose foshnjén gé mund té cojé né vetévrasje ose vrasje té
foshnjés (10,13).

Faktorét mé té zakonshém té rrezikut pér zhvillimin
e depresionit para lindjes ose pas lindjes pérfshijné
historiné e gjendjes depresive té méparshme, faktorét
e dobét psikosocial (mbéshtetje té dobét familjare,
prindérit begaré, sjellja e dhunshme nga partneri intim,
shtatzénia e paplanifikuar / e pagéllimshme), ndryshimet
hormonale e tj. (3, 4, 15)

Ndikimi i depresionit né zhvillimin e foshnjés éshté i
madh. Pérkegésimi i marrédhénies midis nénés dhe
foshnjés, prania e mendimeve negative pér mémeésiné
duke e refuzuar ate ose sjellie ndérhyrése, shprehje
(grimasa) negative té fytyrés, ndérprerja e ushqyerjes me
gji (méntjes), cojné né probleme té ndryshme emocionale
tek fémija, i cili pérjeton véshtirési né té ngréné, gjumé,
plasje (vérshime) zemérimi, térbimi, hiperreaktiviteti,
vonesat né zhvillimin konjitiv dhe crregullimet e sjelljeve
shogérore, me njé rrezik té shtuar té kequshqyerjes ose
mbipeshes.

QELLIMET E STUDIMIT

- Pércaktimi i pranisé sé faktoréve té rrezikut pér
zhvillimin e depresionit antenatal (para lindjes) ose
postnatal (pas lindjes),

- Pércaktimi i efikasitetit té procesit terapeutik tek nénat
(é trajtohen me njé trajtim té kombinuar

- Pércaktimi i dallimeve sociodemografike te pacientet
me depresion antenatal (para lindjes) ose postnatal (pas
lindjes).

MATERIALI DHE METODAT

Kérkimi pérfshinte 69 paciente né moshé midis 18 dhe
44 vjec, me diagnozén e vendosur F32 gjaté shtatézanisé
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ose F32.01 ose F32.02, qé éshté depresion pas lindjes.
Pacientet u diagnostikuan sipas kritereve té KNS 10 dhe
u trajtuan gjaté shtatzénisé dhe periudhés pas lindjes
né Departamentin pér trajtimin e grave shtatzéna
ose grave né periudhén pas lindjes. Ata u trajtuan si
paciente ambulatore ose né spital. Pacientet u analizuan
duke pérdorur njé intervisté psikiatrike té strukturuar
diagnostikuese, njé pyetésor té strukturuar jo-standard té
sociodemografisé (mosha, arsimi, statusi martesor, numri
i shtatézénive, prania e faktoréve té rrezikut - episodet
depresive té méparshme, dhuna familjare, ndérprerja e
terapisé, ngjarjet e traumés), duke pérdorur instrumente
psikodiagnostike pér vlerésimin e ankthit dhe depresionit,
shkallés sé vlerésimit té ankthit Hamilton (HAM-A)
dhe shkallés sé vlerésimit té depresionit Hamilton
(HAM-D). Depresioni dhe ankthi u vlerésuan né fillim té
trajtimit dhe pas tre muaj trajtimi. Pacientet u trajtuan
me ndérhyrje psikologjike dhe trajtim farmakologjik,
terapi antidepresive SSRI ose SNRI, gjaté shtatézanisé
ose periudhés pas lindjes. Trajtimi antidepresiv gjaté
shtatézanisé pérfshiu doza terapeutike gé ishin efektive,
me ulje graduale. Né periudhén pas lindjes pacientet u
késhilluan té zgjasin ushqyerjen me gji té foshnjeve té
tyre, me géllim sigurimin e njé bashkéveprimi cilésor
néné-foshnjé. Pacientet dhe familjet e tyre u informuan
né detaje né lidhje me trajtimin antidepresiv dhe raportin
pérfitim-rrezik. U arit njé marréveshje terapeutike me
pacientet né lidhje me kontrollet e tyre té rregullta (té
paktén njé heré né dy javé), monitorim e vazhdueshém
té shéndetit té tyre trupor me vizita té rregullta té
kryera tek gjinekologu familjar dhe pediatri, né ményré
gé té kemi njé pamje té garté té gjendjes né periudhén
antenatale (para lindjes) dhe postnatale (pas lindjes). Gjaté
procesit terapeutik, u pérfshiné edhe partnerét intimé
té pacienteve, dhe nése ishte e nevojshme, anétarét e
tjeré té ngushté té familjes pér marrjen e mbéshtetjes
adekuate. Procesi terapeutik pérfshinte ndérhyrje
intenzive psikiatrike dhe psikologjike te pacientet gé
synonin té jepnin njohuri pér gjendjen e tyre dhe forcimin
e gjendjes sé tyre psikologjike né sjelljen e vendimeve té
pavarura lidhur me shtatzéniné dhe trajtimin e gjendjes
depresive né periudhén para lindjes dhe pas lindjes, si
dhe né marrjen e vendimeve pér ményrat e ushgimit
té fémijéve té tyre. Gjaté periudhés pas lindjes shpesh
késhillohej monitorimi i gjendjes sé pacientes (sé bashku
me regjistrimin e telefonit celular té partnerit) lidhur me
procedurat rutinore né lidhje me prindériné. Kjo ishte
e réndésishme pér té forcuar vetébesimin dhe rolin e
nénés, dhe nga ana tjetér, pér té forcuar marrédhéniet
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e partnerit dhe pjesémarrjen e tyre té ndérsjellé né
prindéri. Pacientet me instrumente psikodiagnostike u
monitoruan gjaté gjithé procesit, dhe matjet me HAM-A
dhe HAM-D paragiten né fillim té trajtimit dhe pas tre
muajsh.

REZULTATET

Ky ishte studim i kryer né periudhé 3-mujore dhe
pérfshinte 69 pacienté, nga té cilét 71.0% ishin mé té vjetér
se 30 vjec, ndérsa 29.0% mé té rinj se 30 vjec. Pérqgindje
mé e larté (49.3%) e pacienteve kishin mbaruar shkollén
e mesme, 37.7% kishin diplomé universitare dhe 13.0%
kishin mbaruar shkollén fillore. Nga numri i pacienteve
té testuara 75.4% ishin té pérkatésisé sé krishteré dhe
24.6% ishin muslimané.

Nga numri i pérgjitshém i pacienteve 81.5% morén
antidepresanté (sertaliné, escitalopram dhe venlafaksiné),
246% kishin pranuar antipsikotiké (olanzapiné,
risperidone) dhe anksiolitiké (alprazolam, diazepam), si
monoterapi ose né kombinim me barérat tjera.

Numri i shtatézénive né pacienté shkonte nga njé né
tre, mesatarisht 1.5 + 0.7; 65.2% e pacientéve kishin
vetém njé shtatézani. Nuk ka asnjé lidhje midis numrit
té shtatézénive dhe moshés sé pacientéve (Pearson Chi-
shesh: 2.65137, f = .265621).

Nga numri i pérgjitshém I pacienteve 91.3% e pacientéve
kishin njé shtatézani normale, 174% kishin lindje normale,
dhe 6.7% kishin lindje cezariane (Tabela 1).

Tabela 1. Karakteristikat e pacienteve

Mosha Numri  Pérqgindja
>30 49 71.0
<30 20 29.0
Niveli i arsimimit

Universitet 26 377
Shkolla e larté 34 493
Shkolla fillore 9 13.0
Religjioni (feja)

Krishten 52 754
Musliman 17 24.6
Trajtimi mjekésor

Paciente té jashtme 53 76.8
Paciente né spital 12 174
I kombinuar 4 5.8
Terapia

Pa terapi 3 43
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Antidepresant 38 55.1
Anksiolitik 3 43
Antipsikotik 4 5.8
Antidepresant, Anksiolitik 8 11.6
Antidepresant, Antipsikotik 7 10.1
Anksiolitik, Antipsikotik 3 43
Antidepresant, Anksiolitik, Antipsikotik 3 43
Numri i shtatzanive
1 45 65.2
2 14 20.3
3 10 14.5
Average Minimum Maximum Std.dev.

15 1.0 3.0 0.740095

Shtatzania dhe lindja
Normale 63 91.3
E rezikshme 6 8.7
Lindje normale 12 174
Lindje e parakohshme, seksion Cezarian 6 8.7

Faktorét e rrezikut nuk jané regjistruar te 5 paciente
(72%). Nuk ka té dhéna pér faktorét e rrezikut pér 4
paciente (5.8%). Né 87.0% té pacienteve jané regjistruar
faktoré rreziku. Né numrin mé té madh té pacienteve,
29 (42.0%), episodet e méparshme jané regjistruar vetém
ose né kombinim me faktorét e tjera té rrezikut. Gjendja
e stresit postraumatik ishte faktori tjetér i rrezikut i
regjistruar né 40.6% (28) té pacienteve, shtatzénia e
paplanifikuar né 18.8% (13) dhe dhuna familjare né 17.4%
(12) (Tabela 2).

000000000000

Tabela 2.Shpérndarja e pacienteve sipas faktoréve té
regjistruar té rrezikut

Faktorét e regjistruar té rrezikut Numri Pérgindja
Asnjé 5 72
Dhuna né familje 6 8.7
Gjendja e stresit postraumatik 17 24.6
Shtatzénia e paplanifikuar 3 43
Episodet e méparshme 15 21.7
Dhuna né familje, gjendja e stresit 3 43
postraumatik .
Dhuna né familje, Episodet e méparshme 2 29
Gjendja e stresit postraumatik, Shtatzénia 1 14
e paplanifikuar ’
Gjendja e stresit postraumatik, Episodet e 4 58
méparshme :
Shtatzénia e paplanifikuar, Episodet e 6 87
méparshme "
Dhuna né familje, Gjendja e stresit 1 14
postraumatik, Shtatzénia e paplanifikuar ’
Gjendja e stresit postraumatik, Shtatzénia ) 29
e paplanifikuar, Episodet e méparshme :
Nuk ka té dhéna relevante 4 5.8

Rezultati mesatar e shkallés HAM-A né muajin e paré
ishte 30.8 + 2.4, né diapazon nga 26 deri né 38 dhe tregoi
njé ankth té forté. Pas tre muajve me terapi, rezultati
mesatar i HAM-A u ul né 21.0 dhe demonstroi njé ankth té
moderuar. Sipas testit Wilcoxon Matched Pair, diferenca
ishte statistikisht e réndésishme pér p <0.05 (Tabela 3 dhe
Figura 3a).

Tabela 3. Rezultati mesatar i shkallés sé vlerésimit té

ankthit té Hamilton-it (HAM-A) dhe Shkalla e Vlerésimit té Depresionit té Hamilton-it (HAM-D)

N mesatare minimum
HAM-A score 69 30.8 26.0
HAM-A score/3m 69 21.0 14.0
HAM-D score 69 30.3 26.0
HAM-D score/ 3m 69 19.1 10.0

maksimum Std.dev. T Z p-vlera
36.0 2421751

0.00 7219578 0.000000
30.0 3.009788
38.0 2.705572

0.00 7219578 0.000000
28.0 3.383678

Figura 3. Rezultati mesatar i shkallés sé e vlerésimit té ankthit té Hamilton-it (HAM-A) dhe Shkallés sé vlerésimit té

depresionit té Hamilton-it (HAM-D)
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Rezultati mesatar e shkallés HAM-D né muajin e paré ishte
30.3 + 2.7, né diapazon nga 26 deri né 36, dhe demonstroi
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njé depresion té réndé. Pas tre muajve me terapi,
rezultati mesatar i HAM-D u ul né 3.4, dhe demonstroi
njé depresion té moderuar. Sipas paléve té pérputhura
Wilcoxon, diferenca ishte statistikisht e réndésishme pér
p <0.05 (Tabela 3 dhe Figura 3b).

Rezultati mesatar e shkallés HAM-A te pacientet me
faktoré rreziku né muajin e paré ishte 2.4 + 31.0 dhe tregoi
njé ankth té forté. Rezultati mesatar e HAM-A te pacientet
pa faktoré rreziku né muajin e paré ishte 29.6 = 1.7, dhe
demonstroi njé ankth té réndé. Sipas testit Kolmogorov-
Smirnov, réndésia statistikore nuk ishte domethénése,
pér p> 0.05 (Tabela 4).

Tabela 4. Rezultati mesatar i shkallés sé vlerésimit té
ankthit té Hamilton-it (HAM-A) dhe Shkallés sé vlerésimit
té depresionit té Hamilton-it (HAM-D) né lidhje me
praniné e faktoréve té rrezikut tek pacientét dhe testin
Kolmogorov-Smirnov

Maksimum Maksimum
diferencé diferencé p I_V[egtare I_V!gstare _Stc}).Dev. Std.Dev. - jo N(I;'_ Nr-jo
negative. pozitive p J p p
HAMA 005 025 p>10 310 296 2393494 1673320 60 5
HAM-A
a5 005 025 p>10 213 196 3042588 1673320 60 5
HAMD g 08 p<.005 307 272 2578212 1095445 60 5
HAM-D
tore/sm 003 09 p<.005 197 156 3164912 0894427 60 5

Pas tre muajve me terapi, rezultati mesatar i HAM-A
u zvogélua né 21.3 + 3.0, dhe demonstroi njé ankth té
moderuar. Rezultati mesatar i HAM-A pas muajit té
treté né pacientet pa faktoré rreziku ishte 19.6 + 17,
dhe demonstroi njé ankth té moderuar. Sipas testit
Kolmogorov-Smirnov ndryshimi ishte statistikisht i
réndésishém pér p> 0.05 (Tabela 5).

Rezultati mesatar e HAM-D né pacientet me faktoré
rreziku né muajin e paré ishte 30.7 = 7 2.6, dhe demonstroi
njé depresion té réndé. Rezultati mesatar e HAM-A né
pacientet pa faktoré rreziku né muajin e paré ishte
272 + 1.1, dhe demonstroi njé depresion té réndé. Sipas
Kolmogorov-Smirnov ndryshimi ishte statistikisht i
réndésishém pér p <0.05 (Tabela 5).

Pas tre muajve me terapi, rezultati mesatar i HAM-D u
zvogélua né 197 + 3.2, dhe demonstroi njé depresion té
moderuar. Rezultati mesatar i HAM-D pas muajit té
treté né pacientet pa faktoré rreziku ishte 0.9 = 15.6 and,

dhe demonstroi njé depresion té moderuar. Sipas testit
Kolmogorov-Smirnov ndryshimi ishte statistikisht i
réndésishém pér p <0.05 (Tabela 5).

Gjaté hulumtimit nuk kishte korelacion ndérmjet
pérkatésisé fetare, moshés, arsimit dhe numrit té
shtatzénisé dhe faktoréve té regjistruar té rezikut
(Pearson Chi-square, f> 0.05).

DISKUTIMI

Rezultatet kané treguar prani statistikisht té
réndésishme té faktoréve té rrezikut te pacientet me
depresion antenatal ose postnatal. Numri mé i madh i
pacienteve pérjetuan episodet e méparshme depresive,
ngjarje traumatike, shtatzéni té paplanifikuar ose
dhuné familjare. Né njé grup pacientesh, éshté vérejtur
ekzistenca e disa faktoréve té rrezikut, pérfshiré episodet
e méparshme, dhunén né familje dhe ngjarjet traumatike
né té kaluarén.
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Né numrin mé té madh té kétyre pacienteve, ekzistonte
dhuna né familje, qé éshté njé fakt shumé shqetésues pasi
qé kjo dhuné u zbulua kryesisht né familjen themelore
(bérthamé) dhe ndonjéheré vazhdoi né familjen aktuale.
Gjithashtu, né numrin mé té madh té pacienteve jané
paré disa faktoré rreziku né té njéjtén kohé. Né 50% té
pacienteve jané zbuluar episodet e méparshme depresive
dhe ato ishin ose té diagnostikuara dhe té patrajtuara
ose u pérkegésuan gjaté shtatézanisé pas ndérprerjes sé
ilaceve antidepresive nga veté graté shtatzéna ose me njé
rekomandim.

Kéto rezultate jané né lidhje me hulumtimet qé tregojné
rolin e réndésishém té faktoréve té rrezikut, té cilat
pérvec dobésisé biologjike, pérfshijné histori familjare
ose individuale té sé kaluarés, ndryshime hormonale,
por edhe faktoré psikosocialé - mungesén e mbéshtetjes
sociale, dhuné familjare, ngjarje traumatike (si humbja
financiare e cdo lloji), vdekja e njé anétari té familjes,
ngjarje té tjera té pakéndshme me njé rrezik shumé
té larté tek graté e reja - viktima té dhunés aktuale té
familjes ose té dhunés té méparshme familjare ose ato
me episodet e méparshme depresive (1, 4, 8, 10, 14).

Kjo éshté mbéshtetur nga hulumtimet qé sugjerojné se
aférsisht 50% e vajzave, té cilat kishin episode depresive
té cfarédo lloji né té kaluarén, ishin né rrezik té zhvillimit
té depresionit antenatal. Nése kemi parasysh se numri
mé i madh i tyre nuk jané njohur dhe nuk jané trajtuar,
atéheré kjo éshté me té vérteté njé céshtje shqetésuese /
problematike (1, 15).

Kérkimi yné pérfshinte paciente, té cilét né numrin
mé té madh ishin me shtatézéniné e paré; ishin mbi 30
vjec; depresioni nuk u ndérlidh ndjeshém me nivelin e
arsimimit, megjithése shumica e tyre ishin me shkollé té
mesme ose fakultet. Numri mé i madh i pacienteve ishte
i pérkatésisé krishtere dhe njé numér i vogél myslimane,
qé mund té tregojé njé shgetésim té shtuar pér gjendjen
mendore individuale ose kérkimin e ndihmés profesionale
si rezultat i dallimeve kulturore.

Depresioni paslindjes éshté indryshém ngaiashtuquajturi
trishtim pas lindjes, i cili zakonisht shfaget menjéheré
pas lindjes né dy javét e para dhe manifestohet me ankth
té shtuar, nervozizém, episode dramatike té garjes, por
né kundérshtim me depresionin pas lindjes nuk ndérhyn
né aftésiné e nénés té kujdeset pér fémijén e saj. Nga ana
tjetér, depresioni pas lindjes qé éshté i regjistruar né 15%
té numrit té pérgjithshém té nénave manifestohet me
cregullim té humorit, apati ose shqetésim té prolonguar,
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pagjumeési, ide deluzive gé lidhen me pamundésiné e
nénés pér té vepruar si néné ose pér gjendjen e foshnjés
dhe rrezik té larté té vetévrasjeve ose vrasjes sé foshnjave
(10, 14, 16).

Rezultatet e marra né studimin toné kané treguar njé ulje
té ndjeshme té ankthit dhe depresionit pas aplikimit té
terapisé me SSRI dhe ndérhyrjeve psikologjike individuale
dhe grupore duke fugizuar nénén qé té kujdeset pér veten
dhe fémijén e saj. Rezultatet kané treguar gjithashtu se
trajtimi me SSRI nuk ishte rrezik pér veté shtatzéniné:
pérkundrazi, depresioni para lindjes ishte rrezik i
lindjes sé parakohshme, lindjes sé foshnjeve me peshé
té ulét ose lindjes cezariane. Disa paciente té paragitur
me pérkegésim té shenjave té depresionit pérfshiré ide
delirante, mendime vetévrasése, té gjitha ishin njé tregues
pér trajtimin spitalor. Vetévrasja gjaté shtatézanisé éshté
mé e larta né javét e fundit té gjestacionit ose menjéheré
pas lindjes sé fémijéve, dhe paraqet indikacion absolut
pér trajtimin né spital (1, 10, 16).

Rezultatet nuk treguan ndonjé dallim statistikor né lidhje
me statusin martesor. Numri mé i madh i pacienteve
kishte arsim té larté. Disa studime kané indikuar njé nivel
dukshém mé té larté té depresionit tek nénat me gradé
universitare, e cila mund té jeté pér shkak té vetédijes
sé tyre mé té larté pér shéndetin e tyre somatik dhe
mendor, ose / dhe pér nevojén e tyre té kérkojné ndihmé
né kujdesin shéndetésor terciar (7).

Kérkimet sugjerojné qé depresioni pas lindjes jo vetém
qé shkakton probleme tek néna por gjithashtu ka ndikim
negativ né zhvillimin e ardhshém psikologjik té fémijés.
Nénat né depresion shfagin sjellie mé negative dhe té
shképutura ndaj foshnjeve té tyre; kané véshtirési né
krijimin e marrédhénies néné-fémijé; tregojné ményré
depressive ose me mé pak dashuri né komunikimin vokal
ose vizual; ndérprerja e ushqyerjes me gji (méntjes). Té
gjiitha kéto jané parakushte pér zhvillimin e démtuar
psikologjik té fémijés (10, 12).

Kjo ngrehé alarmin pér rritjen e vetédijes, njohjen e
hershme dhe trajtimin e depresionit antenatal dhe pas
lindjes né fillimin e shtatzénisé.

Rekomandimet pér njohjen dhe trajtimin jané si vijon:

qasje e kujdesshme ndaj grave té reja qé kané vuajtur
ose aktualisht vuajné nga ndonjé ankth ose crregullim
depresiv;

diskutim rreth kontracepsionit;

diskutime rreth shtatzanisé qé do té ndikonin né gjendjen
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psikike té nénés;

diskutim mbi ndikimin e gjendjes psikike tek néna ose
fetusi;

trajtimi eventual;

mbéshtetje pér nénén, partnerin e saj intim dhe téré
familjen;

pérfshirja e nénés né marrjen e vendimeve pér shtatzéniné
e saj, ndérprerjen e saj ose trajtimin né té ardhmen, me
pérfshirjen e mundshme (té déshirueshme) té partnerit;

kujdes i koordinuar me mjekun e familjes, gjinekologun,
psikiatérin, pediatrin gjaté gjithé shtatézanisé dhe pas
lindjes, vézhgimin / monitorimin e shéndetit psikik dhe
fizik té nénés;

monitorimin e konsumit / abuzimit té alkoolit dhe ilaceve;
géndrimet i nénés ndaj shtatzénisé;

bashkéveprimi néné-fémijé;

trajtimi i méparshém;

izolim social;

historia familjare;

dhuna né shtépi;

aftésia pér tu kujdesur pér fémijét e tjeré.

Ndérhyrje specifike né ¢crregullimet depresive - ndérhyrje
psikologjike intensive (terapia konjitive bihejviorale ose té
tjera)-SSRI si baréra té linjés sé paré (pérvec paroxetinés
pér shkak té rritjes sé rrezikut té keqformimeve kardiake),
doza optimale deri né 8 javét e fundit gestacionale kur
doza éshté ulur ose ndoshta ndérpritet; shmangia e
pérdorimit té anksiolitikéve né tremujorin e pare- SNRI
si baréra té linjés sé dyté (4, 5, 6, 11, 15).

Rezultatet e marra né studimin toné kané treguar se
pothuajse té gjithé pacientet jané trajtuar me terapi
antidepresive SSRI, pérvec paroxetine. Né mbi 90% té
tyre éshté vérejtur shtatzénia normale dhe lindja, dhe
vetém né njé pérqgindje té vogél ka ndodhur lindja e
parakohshme ose cezariane.

Hulumtimi ka demonstruar rrezik mé té vogél tek nénat
e trajtuara me SSRI gjaté shtatézanisé sesa tek ato gé
nuk trajtohen duke rezultuar né njé rrezik mé té vogél té
lindjes sé parakohshme, lindjes cezariane ose lindjes sé
bebeve me peshé té ulét (5, 9, 12).

Njé studim tjetér zbuloi se njé nivel i larté depresioni
tek nénat e patrajtuara rezultoi me zhvillim té vonuar
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té funksioneve ekzekutive té fémijéve té tyre, té cilat u
matén né moshén 3 vjecare, dhe kjo nuk ndodhte me
fémijét, nénat e té ciléve u trajtuan me SSRI (12).

Nénat me rrezik té theksuar ose nénat me episoda
depresive té méparshme zakonisht duhet té ndigen /
monitorohen dhe késhillohen. Nénave pa asnjé episodé
depresive té méparshme ose lloje té tjera ankthi duhet ti
parashtrohen disa pyetje té thjeshta nga mjekét familjar
ose gjinekologét e tyre, si p.sh.: Gjaté dy javéve té fundit a
jeni ndier e trishtuar, e pasigurt, e frikésuar, e mjeruar?
Nése pérgjigjet jané pozitive, atéheré kjo mund té tregojé
zhvillimin e njé gjendje depresive, e cilaimponon nevojén
e udhézimit te psikiatri pér kontroll té rregullt dhe
trajtim (8, 15).

PERFUNDIM

Sic ka théné tashmé njé néné, e cila ka vuajtur nga
depresioni para lindjes dhe pas lindjes, kujdesi pér
shéndetin mendor té nénés éshté kujdesi pér té
gjiithé shoqgériné: pér nénén e shéndetshme, fémijét
e shéndetshém dhe shogériné e shéndetshme. Njohja
e hershme e faktoréve té rrezikut pér zhvillimin e
depresionit para lindjes con drejt parandalimit té shfagjes
sé depresionit antenatal ose postnatal.

Trajtimi i hershém qé pérbéhet nga njé trajtim té
kombinuar (me ndérhyrje psikologjike dhe antidepresanté
SSRI) gé sjellé uljen e ankthit dhe depresionit dhe forcimin
e mekanizméve mbrojtése psikologjike té nénés dhe
gjithashtu zvogélon rrezikun e lindjes sé parakohshme,
lindjes cezariane dhe kujdes mé té miré si pér nénén
ashtu edhe pér fémijén, né periudhén para lindjes dhe
pas lindjes.
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lujabetnunata Hedbponatuja (IH) e mporpecuBHO GYOPEKHO OIITETYBale KOe ce KapaKTepusnpa COo HapyllyBambe
Ha OyOpeskHara apxuTeKTypa U (pyHKLMja, U € efHa Off BOAEUKUTE MPUUMHU 3a TPajHO OyOpPE;KHO OIUTETYBambe.
Bo cekojoneBHata mpakca Bo P. CeBepHa MakejioHuja 3a geTeKiuja Ha JIH ce KopucraT cepyMCKUOT KpeaTWHUH,
MUKpPOanbyMUHypUja U TyIoMepyiapHa QuiaTpalrdoHa pata. Meryroa oBMe CTaHAApHU TECTOBM He OBO3MOXKyBaaT
ceKoTall fleTeKI[1ja Ha TOUeTHU olITeTyBama Kaj [[H. Mima MHOTY cTynuy Kajie ITo Cce NCTTUTYBAAT Pa3indHu MapKepu
Kou 61 OTKpusie GyOpeXkHO OIITeTyBame e 7la Ce ToKavaT CTaHapAHUTe MapKepu 3a fetekiuja Ha [[H. Mery tue
Mapkrepu ce 1 NGAL, Cystatin C u p2-microglobulin. NGAL, Cystatin C u p2-microglobulin, buomapkepu Ha 6yOpeskHO
OILITEeTYBAamE, Ce BO Kopejaluja co Maj Ha OybpeskHara pyHKLMja Kaj nauueHTy co M T2, ITo YKa)KyBa Ha Toa
IleKa THe MOJKe J1a ce KOPUCTAT KAKO JOTOTHUTETHU TeCTOBU Ha TIOCTOEUKUTE (KpeaTHHWH U MUKPOAJIOyMHUHYPUja) CO
1IeJ1 [la ce JleMacKrpa paHaTa OyopeskHa auchyHKIHja.

Knyunu 36opoBu: aujabetuuna Hedporatuja, NGAL, Cystatin C, p2-microglobulin, guajoetec tur 2

BOBE]] efleH Off TOrOJIeMUTe 3[paBCTBeHH IpoOneMu Bo 21

Bek. Cropen WMJI® (MHTepHanmoHanHTa (efeparyuja
3a IujabeTec) BKYIIHUOT Opoj Ha JMIA €O AujabeTec BO
cBeToT 3akiayuHo 2019 roguHa u3HecyBa 463 MUTHOHH,
a ce oueKyBa oBa Opojka Bo 2045 ropuna ma oupe 700
MITHOHH [3].

[lnjabetec  memutyc ([IM) mpescTaByBa  XPOHUUHO
MeTaboMMUKO HapyllyBalbe, Koja ce KapaKTepusupa co
XPOHUUHA XHIIePI/IMKeMIja HacTaHaTa TOPa/ii Hacse/leH
M |/ WIM CTeKHaT HeJ0CTaTOK BO MPOU3BOJCTBOTO Ha
VHCYIMH Off TAHKPeacoT, Wi off HeedeKTHBHOCTa Ha

npousBenennoT uHcymud [1, 2]. Jlujabetecotr HactanyBa Hajuectu TumoBu Ha aujabeTec ce: mujabeTec MeIUTYC

Hopajii MHTEepakiyja Ha pa3MuHu (DaKTOpH, Tpej ce
reHeTCKU (haKTOpW, HAUMHOT HA JKUBOT M (PAKTOPU Ha
HaIBOpeIIHATA CPeJIMHA.

[lujabeTecoT 3a3eMa MaHeMUCKM Pa3MePHU U ITPeTCTaByBa

tun 1, TMm 2 ¥ recranucku gujaderec. Jujadetec UM
2 e mouect u ondaka oxony 90-95% of cute BUOBU Ha
IujabeTec, Kako r700aIHo Taka U Kaj Hac [1, 2, 4].

JIM npeii3BUKYBa aKyTHH ¥ XPOHUUHM MUKPO- U MaKpo-
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BACKY/IapPHU KOMIUTHKAIMH [5-7].

Bo aKyTHMTE KOMIUIMKALMM CIaraaT XUIOMIMKEeMHUja,
IujabeTMuHa  KeToalujo3a M XMIIEPOCMOJIapHa
coctojoa [5]. Jlofeka BO XpOHHUHKTE MUKPOBACKYIapHH
KOMIUIMKAIMM Criaraar: [ujabeTMyHa peTHHONATH]a,
He(bporaTuja u HeBpomnaruja [6, 7].

,HEUIM, U KOrake ce HOjaBHT XPOHUYHUTE MUKPOBACKY/IapHU
KOMIUTMKaIMKM 3aBUCaT 01 MHOT'Y (baKTOI)I/I, MeI"Y KOu:

BpeMeTpaetbe Ha 1jadeToT
[lnerara u pu3nMUKaTa aKTUBHOCT
CoonBeTHaTa Teparuja

Konrpona Ha I/IMKeMUjaTa-BpeJHOCTHTe Ha
HbAlc, BpegHocTMTE Ha INMKEMMja Ha IJIaJHO U
HOCTIPaH/IjaTHUTE TTIMKeMUK

Jlujadetnunara Hedpomatuja ([JH) e mporpecuBHo
OyOpeKHO OIITETyBalke Koe Ce KapaKTepusupa Co
HapylIyBame Ha OyOpekHaTa apXuTeKTypa U (DyHKIIHja,
M e efHa O] BOJIEUKUTe MPHYMHU 32 TPajHO OYOpEeKHO
omrretyBaibe [8, 9,10]. Kako pesynraT Ha Toa THe MaljeHTH
MMaar 1oTpeba o peHasTHa 3amMecTHTe/THA Teparnuja (P3T)-
xemozmjamu3a (XII) Hajuecto. Bo mocnemHTHE TOmMHM
KOHTHHYMPAHO Cce 3rojieMyBa 0OpojoT Ha Gomuu co P3T,
Kako Bo cBeToT Taka U Bo P. CeBepHa Makemonuja. Taka
Bo 2002 ropuHa BKYMHUOT Opoj Ha 6omHK co P3T e 1056
on, Kou 92% ce Ha X]I, momeka Bo 2016 rogmuHa 0pojoT Ha
oomnuu co P3T e 1665 of kou 86% ce 1a X]] (tabena 1) [11].

Tabena. 1 bpoj Ha marueHTH cO MOTpeba Of peHanHa
samectuTenHa Tepanuja-P3T Bo P.MakemoHuja 3a mepuog
on 2002 mo 2016 roguHa

A

||||||

*mojaroly  of roguiuHuMTe peructpu Ha  ERA-
EDTA,*'untepun mopatonu 3a 2012-2013 ropuna, *HD
-xemogujamusa,*PD  -mepuToHeanHa amjammza, *Tx
(rpancmnanTaiuja), *Total- BkymHo

[Tarodusuonomkure mpomenn kKaj [JH Kou Bomar [0
HaMajlyBare Ha peHajHaTa (YHKIMjAa ce MOBP3aHHU
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CO KJIEeTOUHHM M eKCTpalle/ylapHu HapyllyBamba BO
rJIoMepy/IapHUTe u TYOY/I0-UHTEPCTULIMjaTHUTE
crpykrypu [10, 12, 13]. 'momepynapHata u TyOynapHo-
MHTEepCTHUIMe/HaTa MOBpefja Ha OyOpeswTe wWrpa yaora
Bo maroreHesata Ha JIH [13]. [lanumenture co [JH
¥IMaaT BUCOK MOPTAJUTET, KOj MpeJ ce ce JOKU Ha
KapMOBaCKy/TapHUTe KOMIUTMKAIIUH.

Bo cekojogHeBHaTa mpakca Bo P. CeBepHa MakenoHuja
3a fletekiyja Ha /IH ce Kopucrat cepyMCKU KpeaTUHUH,
TIOYMUHYPMja W KalKyIMpame Ha IJIOMepy/lapHaTa
(wiTpanuoHa para.

MuKkpoasibyMUHypHjaTa TeHepaHO ce CMeTasIo 3a HajpaH
MapKep 3a pa3Boj Ha [jujabeTnuHa Hed)pomaThja, U 4eCTo
e TIOBp3aHa CO YTBPIEHO 3HAUMTETHO TIJIOMEPYIapHO
omreTyBatbe [14]. Cemak, HeoJaMHENIHUTE CTYIUH
TMoKa)kaa Jieka MA He ceKoralll I ofjpa3yBa HPUCYTHUTE
omTeTyBama Ha Oyopesute. Ilokpaj Toa, HEKOJIKY JIMHUM
Ha JIOKa3d CyrepupaaT jieKa pPaHOTO OIITETyBame Ha
rJIoMepy/IapHUTe 1 TYOYlapHUTe CTPYKTYPH MOKe fla Oujie
TIPUCYTHO Kaj HOPMOATIOYMUHYpIUHK cyojexTH [13,15,16].

HeomxofiHo e ma ce upleHTH(MKYBaaT MapKepu KO Ke
IeTeKTUpaaT paHO TYOylapHO ONITETYBaibe He3aBHCHO
071 Pa3BojOT Ha aJIOYMUHYPHja Kaj maiieHTy co paHa JH
¥ TIporpecuja, OMIejKM MOKe J1a Urpa 3HayajHa yiora Bo
VIIPaBYBaWeTO CO C/Iy4al Ha PeHalHa MHCY(UIIMeHI1ja
KO ce HopMoaoymunypuun [13, 15-17].

Ce cMeTa JIeKa HOBUTe OMoMapkepu Kako mto ce: NGAL
(neutrophil gelatinase-associated lipocalin), Cystatin
C u p2-microglobulin ce moceH3WTHBHM BO OJHOC Ha
norpebata o1 paHa jietekiuja Ha JJH.

NGAL- Koj e mosHaT u Kako lipocalin2, e coctaBeH of
178 ammHorucenunu, e 25 kDa mporeuH, 3a mpB mar
npouncTeH W upeHTHGHMKYBaH Bo 1993 roguHa of
KjenaceH u cop, ce YnHM JieKa e BeTYBauKu OMOMapKep
[13,17]. I'maBHO ce mpou3Be/yBa Bo OYOPeKHHU TYOY/IH KaKo
OJITOBOP Ha CTPYKTYpHA TOBpefia Ha OyOpesuTe, HO MCTO
TaKa, BO MOMAJI CTereH, BO Oe/uTe [po0OBH, NYIITHUKOT,
JKEeNYIHUKOT U Jie0eioTo IpeBo, J0fieKa ce M3JauyBa
Bo ypuHara [18, 19]. NGAL BpegHocTHTe MOKe [a Oupat
1071 B/IjaHUe Ha OYOpeXHM 3a00/yBarba, XUIIEPTeH3Hja,
BOCTIAJIMTEJTHM COCTOjOM, XMIIOKCHja ¥ MAaJIMTHUTETH
[18]. NGAL xako OyOpeskeH OMOMapKep 3a IpB IaT e
omumad Bo 2003 ropuHa, MpeKy Npelu3BUKYBaibe Ha
eKcIepuMeHTaIHa OyopeskHa ucxeMuja Kaj ryiery [20].

3a pasnuKa Ofi KOHBEHIMOHA/IHUTE CEPYMCKU MapKepH,
Kako mrTo e KpeatnHuH, NGAL ce cmeTa 3a Mapkep Ha
OyOpeKHO CTPYKTYPHO OINTETYBabe, UMM BPEIHOCTH BO
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IIa3MaTa U YPUHATa Ce 3rojieMyBaaT Kako pe3yiTaT Ha
TYOY/IapHO OYOPEKHO OLITETYBakE, M HETOBUTE BPEJHOCTH
ce MOKAuyBaaT Ipeji Jia ce OTKpHe OYOpesKHO ONITETYBatbe
co apyrute metomu [18, 19, 21]. OcBeH Kaj akyTHO u
XPOHMYHO OYOPE}KHO OINITETYBake, 0BOj OMOMapKep MMa
3HaueHe U BO TPporpecrjaTa Ha OyOPeKHOTO OIITETYBAbE.

Cystatin C e Maym mpoTenH Koj ce (DUITpHpa Of TEI0TO
IPeKy IIOMepyInTe, KOj MMa BMCOKa Kopesaljja co
CTENeHOT Ha rjaomepynapHa ¢untpanmona pata ([DP)
[22]. He e mop BnMjaHHe Ha BOCIHATUTETHH COCTOjOH,
MYCKY/IHA Maca, I0jI, COCTaB Ha Telo M Bo3pacT (1o
Bo3pacrt of 12 meceiu) [23]. CynepuopHocra Ha CysC Bo
OJJHOC Ha JIpyTMTe MapKepy Ha oIarame Ha OyOpekHaTa
(dVHKIMja JIeKH BO Heropata CHOCOOHOCT fla OCTaHe
HETOBP3aH Co MPOTeMHUTE U CI000JHO fla ce uaTpupa
Hu3 rnomepynure. Kaj sgpaBu cybjektn, CysC e ckopo
cobogHO GUNTPUPaH Off ITIOMEPY/IUTE U CKOPO LIETIOCHO
ce pearcop0upa BO MPOKCUMAJHHUTe TYOVIH, Kako M
IPYruTe MPOTEMHM CO HHUCKA MOJIEKY/IapHa TeuHa, 0e3
WM CaMo CO JIe/TyMHa TYOy/IapHa CeKperyja.

[Ipu GybOpekHO omiTeTyBame, cO HaManyBame Ha [DP,
BPEIHOCTUTE Ha OBOj OMOMapKep ce MoKauyBaaT. Bo
MoBeKe CTyIuM e JoKakaHo Kora [®OP u BpenHocTute
Ha KpeaTMHUH Ce CeyliTe BO TpaHMIM Ha HOpMasara,
Cystatin-C ce moxauyBa Kora UMaMe IOYETHO OYOPEeKHO
omrreryBame [24, 25].

Bucoku BpegHocty Ha CysC  Kaj HalMeHTH Co
IWjarHOCTULMPaH [ujabeTec MEIMTYC IO MOKauyBaaT
PU3MKOT 3a KapIMOBaCKyIapeH MOPOUUTET 1 IporpecHja
Ha aTepockieposara [26, 27].

B2-microglobulin bera 2- (b2-m) e 11-kDa mpoTeun
Npeno3HaeH Kako KOMIIOHEHTa Ha JIECHHOT JIaHel]
Ha Monekynata MHC-I. Ce mpousBemyBa of CTpaHa
Ha HYK/IeapHM KJIeTOYHM MeMOpaHH M MO}e [ia ce
JeTeKTUPa BO CEPYMCKUTE U IPYTUTe TeJleCHU TEYHOCTH.
(28] BpemHocTuTe Ha b2-m ce MOKaueH Kaj pa3IMuHU
HapyllyBalba M KMMa [POTHOCTUYKA BPEIHOCT Kaj
mumonponudepaTiBHUTe HapyllyBakba Kako  IITO
ce MYITUIHAOT MMeNOM M aKyTHata JjuMcoIuTHa
neykemuja. OcBeH Kaj oBHe 0ONeCTH BPEIHOCTUTE Ha
b2-m ce mokauyBaaT M Kaj olITeTyBamba Ha OyOpesHaTa
dyuKimja [29].

HamnpaBeHu ce IIoBeKe CTYIUH, MEl'y KOM 1 Kaj MallieHTH CO
IMjarHOCTUIMPaH [1jabeTec MeTUTYC, BO KOM € IOKayKaHOo
7lieKa BpefiHOCTUTEe Ha b2-m ce MOKauyeHWM Kora MMame
nujabernuHa HepporaTuja [28, 29). BpenHocTuTe Ha 0BOj
buoMapKep pacTejie MPOIMOPLUOHANHO €O OYOPeKHOTO

Review

OLITeTYBare. PesynTatuTe O HEKOM CTYIMM TOKaKaje
JleKa BPEIHOCTHTE Ha OBOj OMOMapKep OWe MoKauyeHH
KOra CeyuTe BPeJHOCTHTE HAa MHKPOanOYMUHYpHja
OmIe HOpMajHH, a TIOCIe Toa Co OyOpekHa OMoIICHja
OMI0 TIOTBP/IEHO [ieKa MMaJi0 MHIMITHEHTHO OyOpeKHO
omreTyBatbe [28, 29].

3aknyuok [lujarHocruiupamero Ha JIH (mujabeTnunata
HeponaTrja) BO TOYETHHOT CTAUyM € Off 0cobeHa
Ba/KHOCT, 3aT0a IITO Tpe3eMeHuTe TeparneBTCKA MepKU
BO paHuTe cTafguymu Ha [IH oBo3MOXKyBaaT cripeuyBatbe
Ha mporpecuBHUOT TeK Ha J[H, a co Toa u HamanyBamwe
Ha KapfIMOBACKY/IAaPHUOT U CEBKYITHUOT MOPTAJIUTET Kaj
nonysanyjata co gujaderec [9, 30].

Ynorpebata Ha HoBuTe Omomapkepu (NGAL, Cystatin C
1 B2-microglobulin) Kako [oTMONMHUTENHH TeCTOBU Ha
TI0CTOEUKKTE (KpeaTHHUH U MUKPOATIOYMUHYPHja) 3a PaHO
nujarHocTuipame Ha JIH, Ke ru 3abp3a eduracHute
TMPUCTAN 3a YIpaByBame M TPETMaH, KOM Ce OYajHOo
TOTpeOHH 3a JIa ce MUHMMHU3UPAAT CTAMKUTE Ha TEITKUOT
KapfiopeHasieH MOPOMAUTET U MOPTA/IUTET Kaj TIal[eHTH
co T2]l. 3aroa e morpeOHO OBMe MOJATOLM Ja OupaT
TIOTBP/IEHH CO TOHATAMONIHM TOJIEMH JIOHTHTYIMHATHH
CTYfIUH, TIpeq fa OuflaT MHTeTrpUpaHy BO TPOIeHKaTa Ha
pusuk Ha JIH Kaj maiuenTu co T2]I.
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ABSTRACT

Antiphospholipid syndrome (APS) is a multisystem autoimmune condition characterized by vascular thromboses
and/or pregnancy loss associated éith persistently positive antiphospholipid antibodies (aPL). Catastrophic APS
(CAPS) is the most severe form of APS éith multiple organ involvement developing over a short period of time,
usually associated éith microthrombosis. ‘Definite’ and ‘probable’ CAPS have been defined based on the preliminary
classification criteria; hoéever, in a real-éorld setting, aPL-positive patients éith multiple organ thromboses and/
or thrombotic microangiopathies exist ého do not fulfill these criteria. Previous APS diagnosis and/or persistent
clinically significant aPL positivity is of great importance for the CAPS diagnosis; hoéever, almost half of the
patients ého develop CAPS do not have a history of aPL positivity.

The purpose of this paperis to summarize the diagnostic challenges and the recently updated diagnostic algorithms
for CAPS providing a ‘step-by-step’ approach for clinicians (and researchers) in the assessment of patients éith
multiple organ thromboses.

INTRODUCTION persistently  positive  antiphospholipid antibodies
Antiphospholipid syndrome (APS) is a multisystem (aPL; me,asug?d], ,Wlth ,ltl)lp(lils aél‘ilcoagulant i [l];Ad]
autoimmune condition characterized by vascular ’_EESt’ anticardiolipin  antibody [aCL] enzyme H_l €

immunosorbent assay [ELISA], and/or anti-B2-

thromboses and/or pregnancy loss associated with . .
glycoprotein-I antibody [a2GPI] ELISA).

Updated antiphospholipid syndrome classification criteria [Miyakis et al. 2006].

> 3 unexplained consecutive spontaneous abortions
before the 10th week of gestation, with maternal
anatomic or hormonal abnormalities and paternal and
maternal chromosomal causes excluded

Clinical criteria
- vascular thrombosis
> 1 clinical episodes of arterial, venous, or small

vessel thrombosis, in any tissue or organ o
' v g Laboratory criteria

- Pregnancy morbidity:

> 1 unexplained deaths of a morphologically normal fetus
at or beyond the 10th week of gestation, or

> 1 premature births of a morphologically normal neonate
before the 34th week of gestation because of: eclampsia,
severe preeclampsia, or recognized features of placental
insufficiency, or

- Lupus anticoagulant present in plasma, on > 2 occasions
at least 12 weeks apar

- Anticardiolipin antibody of IgG and/or IgM isotype, in
medium or high titer (>40 GPL or MPL, or > the 99th
percentile), on > 2 occasions, at least 12 weeks apart

- Anti-B2-glycoprotein-I antibody of IgG and/or IgM
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isotype, in medium or high titer (> the 99th percentile),
on 2 2 occasions, at least 12 weeks apart.

Definite APS is present if at least one of the clinical
criteria and one of the laboratory criteria are met.

In its most severe form, a minority of patients develop
life-threatening multiple organ thromboses, usually
associated with microthrombosis, recognized as
catastrophic APS (CAPS)

Preliminary classification criteria for catastrophic
antiphospholipid syndrome [Asherson et al. 2003].

- Evidence of involvement of three or more organs,
systems and/or tissues

- Development of manifestations simultaneously or in
less than a week

Confirmation by histopathology of small-vessel
occlusion*

Laboratory confirmation of the presence of
antiphospholipid antibodiest

Definite catastrophic antiphospholipid syndrome
- All four criteria present
Probable catastrophic antiphospholipid syndrome

- All four criteria, except only two organs, systems, and/
or tissues involved

- All four criteria, except for the absence of laboratory
confirmation of antiphospholipid antibodies

- Criteria 1, 2, and 4

- Criteria 1, 3, and 4, with the development of a third event
more than 1 week but within 1 month of presentation,
despite anticoagulation

CASE REPORT

Patient S. D.,woman, born in 1973, hospitalized in the
Clinic for Rheumatology from 22.10.2013 to 29.10.2013
under the diagnosis of systemic sclerosis.

Diagnosed systemic sclerosis 18 years ago.
Treated with Methotrexate.
CVI7 years ago,

At admission gives the impression of severely painful,
contactable, in an orthopnoic position. On auscultation
weakened to inaudible breathing right basal.

On admission TA 140/100, frequency 80 / min.
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New chest pain with dyspnea appeared on October 25,
2013,.

On 28.10.2013, an echocardiogram was performed with
a finding for present thrombi in the right ventricle
and atrium, expressed pulmonary hypertension and
suspension for pulmonary thromboembolism.

A CT of the lungs was performed with the finding
of a massive acute pulmonary embolism with
thromboembolism present in the right main pulmonary
artery as well as the lobar branches for both inferior
lobes.

On October 29, 2013, the patient was transferred to the
Cardiology Clinic.

Laboratory:

Hgb - 177; Er- 6,2; Het - 0,58; tr - 54, 103, Le - 23; glicemia
7,0; urea 3,0 kreat- 98; Na- 136; K - 3,8; CRP-109;RF - 9,3;
anti-DNA - neg; ANA 1:80(+); anti-Scl- neg. D-dimeri >4500.

Patient was treated with Streptocinase according to the
protocol for pulmonary embolism.

On October 31,2013, she complained of tight chest pain. In
the ECG with signs of lateral myocardial infarction. The
patient immediately is taken to the coronary angiography
room.

28.10.2013

31.10.2013
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Inangiographycathlabit wasperformed thrombaspiration -Unusual locations of thrombosis
and ballon angioplastic of LAD, with poor flow results

-Progressive/recent unexplained recurrence
TIMI 0-1.

-Refractory to acute therapy or atypical response to
therapy

After the intervention the patient was constantly in
cardiogenic shock. Exitus letalis on 1.11.2013.

-Exacerbation in setting of inadequate or interrupted
therapy

(e.g. subtherapeutic anticoagulation).
APS, CASP, thrombotic storm ?!

CONCLUSION

APS is a systemic autoimmune disease with both
thrombotic and nonthrombotic manifestations in which
non-aPL thrombosis risk factors as well as the importance
of the ‘clinically significant’ aPL profile should be kept in
mind for diagnosis. CAPS is the most severe form of APS
with multiple organ thromboses, usually accompanied
by microthrombosis and hematologic manifestations.
The clinical manifestations of CAPS may evolve
gradually, commonly overlapping with other thrombotic
microangiopathies, requiring a high index of clinical
suspicion. Although the discussion about the treatment
of CAPS is beyond the scope of this article, it is critical to
initiate the treatment urgently if the diagnosis of CAPS is
clinically suspected, even without the confirmatory aPL
tests. I hope that our case report will help physicians
better assess aPL positive patients with multiple organ
thromboses, with the ultimate goal of preventing both
‘underdiagnosis’ and ‘overdiagnosis’ of this complex and

DISCUSSION

In this cases raises the question if we have enough data
to prove that we are dealing with antiphospholipid

highly fatal disease.
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syndrome and a thrombotic storm. - ol
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Based on the criteria mentioned above, we lack positive = & a e o T S st
laboratory results for aPL. Regarding the clinical criteria e 5
in the patient , we have two thrombotic events in two = = TR s ST
different organs within a week (as well as an earlier event e e

- CVI a few years ago).

Based on Clinical characteristics of thrombotic storm
(adapted from Kitchens et al. The American Journal of
Medicine 124 (4): 290-6. [2011]).

Younger age (< than 50 years old) and > 2 of the following:

-Acute, > 2 arterial and/or venous thromboemboli, with
or without thrombotic microangiopathy in 1-2 weeks,
which may recur over years
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KWASHIORKOR FROM DIETARY RESTRICTION SECONDARY TO COW'S
MILK ALLERGY

Kareva L, Mironska K, Stavrik K, Hasani A, Bojadzieva S

University Pediatric Hospital, Ss Cyril and Methodius of Skopje, Skopje, R .N. Macedonia

Medicus 2020, Vol. 25 (2): 250-253

ABSTRACT

Kwashiorkor is a type of protein-calorie malnutrition seen in children with poor nutrition, especially in developing
countries. The condition occurs when children suffer from insufficient protein intake in the presence of sufficient
caloric intake. We report a case of a 13-month-old male child from Skopje, R.N. Macedonia who had diffuse
edema, redness of the skin with desquamation and lethargy, consistent with kwashiorkor. At the age of 5 months
breastfeeding was replaced with cow's milk formula, and the child had an allergic reaction. Then he was placed on
a severely restrictive diet, consisting of fruit juice, rice, potatoes, and bananas. When the child was 9 months old he
developed skin rash which was several times observed by a dermatologist and treated as atopic eczema. At the age
of 13 months, he had peripheral edema with a persistent rash, sepsis and he was admitted for hospital treatment.
This case may represent the tip of the iceberg showing that malnutrition secondary to cow's milk allergy (CMA) is
under-diagnosed or misdiagnosed in our country. Physicians must consider this diagnosis, recognize potential risk
factors and be able to accurately assess the overall nutritional status of the patients, as well as, to be familiar with
feeding options for children with a CMA.

Keywords: kwashiorkor, malnutrition, cow milk allergy

America, Congo, Puerto Rico, Jamaica, South Africa, and
Uganda. Prevalence can vary, but it is seen mostly during
times of famine. Rural and farming communities are
often affected the hardest. According to 2018 WHO data,
52 million children younger than 5 years are wasted (low
weight-for-height), 17 million are severely wasted, and 155
million are stunted (low height-for-age|(3).

BACKGROUND

The World Health Organization (WHO) (1) defines
malnutritionas “the cellularimbalancebetweenthe supply
of nutrients and energy and the body’s demand for them
to ensure growth, maintenance, and specific functions.”
The term protein-energy malnutrition (PEM) applies to a

group of disorders that include marasmus, kwashiorkor,
and intermediate states of marasmus-kwashiorkor.
Marasmus represents an adaptive response to starvation,
whereas kwashiorkor represents a maladaptive response
to starvation. Children may present with a mixed picture
of marasmus and kwashiorkor, and children may present
with milder forms of malnutrition. In 2000, the WHO (2)
estimated that malnourished children numbered 181.9
million (32%) in developing countries. The most affected
regions in the world include Southeast Asia, Central

CASE PRESENTATION

We are presenting a case of a 13-month-old male child
from Skopje, R.N. Macedonia who presented with
diffuse edema, redness and desquamation of the skin
and lethargy, consistent with kwashiorkor. At the age
of 5 months breastfeeding was replaced with cow's milk
formula and the child had an allergic reaction with
generalized hives. Then he was placed on a severely
restrictive diet, consisting only of fruit juice, rice, potatoes
and bananas. At the age of 9 months, the child started
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to have skin rash which was several times observed by a
dermatologist and treated as atopic eczema. By the age of
13 months, it showed peripheral edema with a persistent
rash, hypovolemia and sepsis which was the reason for
hospitalization. (Fig.1) At the admission, the child had
skin redness with desquamation predominantly on the
extremities, lower parts of the trunk and in the napkin
area, bull-dog face, perioral rash, thin pale hair, edema
of the hands and legs, enlarged liver, hypothermia. He
had mild peripheral cyanosis and was lethargic with
signs of hypovolemic shock. Laboratory findings showed
profound disturbances in the internal environment. The
child had deep hypochromic anemia with hemoglobin
levels of 62 g / | and erythrocytes of 2.29 x 10 * 12 / |,
elevated C reactive protein 80 mg / 1, and leukocytosis
of 15.85 x 10 * 9 / 1 which indicated an infection. There
were significantly low values of total protein of 42 g /1
and albumin of 18 g / 1, slightly elevated liver enzymes
indicating hepatic lesion AST 179 U /1 and ALT 90 U/ 1,
as well as low calcium levels. Initial blood culture was
positive for Staphylococcus aureus methicillin- resistant
(MRSA). Upon admission child received an intensive
correction of hypovolemia with saline solutions and
glucose, correction of hypoproteinemia with freshly
frozen plasma and albumen. Anemia was corrected with
blood transfusion. Staphylococcal sepsis (MRSA) was
treated with antibiotics until two consecutive negative
blood cultures were obtained. Skin changes were treated
with antibiotics creams. The child was feed with complete
protein hydrolyzate of milk. The hydrolyzate was well
tolerated by the child without any allergic reaction or
diarrhea. After the initial period of weight loss due to
edema reduction, the weight began to increase gradually.
There was also a change in his behavior from lethargy
and disinterest, the child became active, moody, and
communicative. The child was discharged home with a
recommendation for proper nutrition with the inclusion
of a complete protein hydrolyzate of milk and a protein-
enriched diet, as well as multivitamins and minerals.
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Figure 1.
DISCUSSION

Kwashiorkor is characterized by peripheral edema in a
person suffering from starvation. Edema results from
a loss of fluid balance between hydrostatic and oncotic
pressures across capillary blood vessel walls. Albumin
concentration contributes to the oncotic pressure,
allowing the body to keep fluids within the vasculature.
Children with kwashiorkor were found to have
profoundly low levels of albumin and, as a result, became
intravascularly depleted (4). Subsequently, the antidiuretic
hormone increases in response to hypovolemia, resulting
in edema. Plasma renin also responds, causing sodium
retention (5.)These factors contribute to edema.

The clinical manifestations of kwashiorkor include
peripheral edema, muscle atrophy, abdominal distension,
round face, thin, dry, peeling skin with confluent areas
of scaling and hyperpigmentation, dermatitis, dry,
hypopigmented hair (6), hepatomegaly from fatty liver
infiltrates, growth retardation, psychic changes like
lethargy or irritability. Complications of kwashiorkor
include cardiovascular system collapse/hypovolemic
shock, urinary tract infections, atrophy of the pancreas
with glucose intolerance, atrophy of the mucosa of the
small intestine, lactase deficiency, bacterial overgrowth,
which can lead to bacterial septicemia and death,
septic shock and death, metabolic disturbances and
hypothermia. Electrolyte abnormalities are common.

In the past, it was argued that hypoalbuminemia was not
the cause of edema in kwashiorkor disease. Additional
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analysis has revealed a big error in this conclusion, and
indeed, profound hypoalbuminemia was proven to be
linked to the development of co-existing edema in the
hypovolemic child (7,8,9,4).

Because of the fear that giving a fluid volume to
malnutrition children could lead to congestive heart
failure (10), the recommendations of the WHO for
treatment are that children present with malnutrition
to be treated with a hypotonic solution with caution,
followed by oral feeding. Those who are not shocked are
likely to survive if they are treated according to WHO
guidelines (11). However, it makes a vital difference when
it comes to treating malnourished children who also have
a shock. Treating this with intravenous albumin is life-
saving (4). No distinction is made by the WHO between
managing shock in marasmus and kwashiorkor, despite
the fact that mortality is linked directly to the degree of
edema (11).

Protein-energy malnutrition is a disease that still occurs
in present days even in developed nations. (12, 13,14).
Children solely fed on rice milk for various reasons like
skin rashes or atopic dermatitis are at risk of developing
the disease (15,16,17).

There are also reports of cases of misdiagnosis of atopic
dermatitis in cases of malnutrition (18) because the
lesions are similar in appearance and physicians do not
pay sufficient attention to the nutritional history of their
patients.

The prevalence of malnutrition in our country has not
been investigated, as well as a prevalence of CMA. Some
studies have been done in the study of sensitization of
food allergens in children with atopic dermatitis (19) as
well as neutrophil function in malnourished children
(20).

Many cases of malnutrition remain undiagnosed.
The reason for this is a lack of understanding of the
disease by the general practitioners, pediatricians and
dermatologists, inadequately taken history of a child’s
diet and knowledge of the possible implications of
poor nutrition. CMA occurs early in infancy, after the
introduction of cow's milk formula into the diet. Two
problems should be considered regarding the nutrition
of children with a CMA. One is a problem caused by
doctors who are not sufficiently informed about the
nutritional options for those children with a CMA. The
second problem are parents who considered hydrolysate
formulas costly and either have no money or don’t want

Case report

to spend a lot of money on milk, following the advice of
older people in the family that potatoes, rice, and sugary
juices are good substitutes for milk. Physicians must
consider this diagnosis, be familiar with feeding options
for children with a CMA, recognize potential risk factors
and be able to accurately assess the overall nutritional
status of the patients. It is also very important for the
doctor to talk to the parents about the importance of
properly selected foods in a child with a CMA and what
impact the correct nutrition will have on the child
physical and mental development.

CONCLUSION

This case may represent tip of the iceberg showing that
malnutrition secondary to cow's milk allergy is under-
diagnosed or misdiagnosed in our country. Primary care
physicians some pediatricians and dermatologists are not
well familiar with the diagnosis of malnutrition as well
as feeding options for children with a CMA. The results,
if unrecognized or untreated, may be devastating.
Physicians must consider this diagnosis, be familiar
with feeding options for children with a CMA, recognize
potential risk factors and be able to accurately assess
the overall nutritional status of the patients. Additional
pressure should be placed on the healthcare system to
compensate for the costs of the expensive hydrolyzed
milk formulas for some groups of children with a CMA.
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ABSTRACT

Tobacco useisaleading cause of job loss and premature mortality in Europe. Each year more than 700,000 Europeans
die from tobacco-related illnesses. North Macedonia has a long tradition in tobacco consumption, with the smoking
rate increasing over the last few decades. In 2015, the prevalence of smoking in North Macedonia was 36% for men
and 21% for women. Quitting smoking is one of the most pressing challenges a family doctor faces in his career. There
are a number of smoking cessation tools in the world. Studies over the years have proven that the combination of
counseling and medication is more effective than just medication or counseling alone. The family doctor schedules
regular checkups to support the patient in quitting smoking and coping with abnormal symptoms. On this paper we
report a thrty seven years old patient who was given very brief advice which contain the harmful effects of cigarettes
and what are the benefits of quitting smoking. An important emphasis in successful smoking cessation is the support
and advice of family physicians on quitting smoking and the simultaneous use of nicotine replacement therapy.
Aim: The role of the family physician in supporting patients in the smoking cessation process by applying very brief
advice and in combination with pharmacological therapy

Key words: Canceling, smoking, therapy, CO, family doctor

INTRODUCTION North Macedonia was 36% for men and 21% for women.
(5) Legislation for tobacco control in North Macedonia
includes the introduction of plain packaging, a ban on
advertising and a ban on smoking in public places.(5)

Tobacco use is a leading cause of job loss and premature
mortality in Europe. (1,2). Each year more than 700,000
Europeans die from tobacco related diseases (2).

Quitting smoking is one of the most pressing challenges
a family doctor faces in his career. Smokers find it very
difficult to quit smoking and need constant reminders

‘ o from family physicians about the harmful effects of
North Macedonia has a long tradition in tobacco gmoking as well as the benefits that can be achieved

consumption, with the smoking rate increasing over the by quitting smoking. There are a number of smoking
last few decades. (4) In 2015, the prevalence of smoking in  cegsation tools in the world. Studies over the years

Cigarette smoke affects not only smokers but also
non-smokers. Passive smoking can cause respiratory
conditions, cancer and heart disease (3).
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have proven that the combination of counseling and
medication is more effective than just medication or
counseling alone. Therefore, whenever possible and
appropriate, counseling and medication should be
provided to patients attempting to quit smoking or to find
alternative ways of giving up such as microspirometry,
carbon monoxide determination, forced expiratory
volume determination, and so on(6). Two international
projects have already been implemented in the Republic
of North Macedonia to quit smoking. Both are funded
by the Global Bridges project. The first involves doctors
of secondary and tertiary health (7) and the latter of
primary level physicians and this second project is led hy
the Center for Family Medicine at the University “Ss Cyril
and Methodius” in Skopje, Republic of North Macedonia
(CFM).(8) Doctors in this project recognized the need to
improve their smoking cessation skills and were trained
in methods of supporting smokers who quit smoking
based on the recommendations of the National Center for
Smoking Cessation in the UK (9). There is also a strong
association between the number of behavior support
visits when combined with medication and the likelihood
of successful smoking abstinence. Therefore, in addition
to medications, family physicians should provide more
brief behavior support visits for their patients trying to
quit smoking (6).

CASE REPORT

A thirty-seven years old patient from Skopje, a graduate
electrical engineer employed in a private company. He
smokes 25 cigarettes on a daily basis. Gives information
that he has been smoking since he was eighteen, which
means that he has been smoking for nineteen years. On
the Fager strom Scale the score is 5 points indicating a
moderate degree of dependency. The patient consults
his family doctor for a cough. He gives information that
has difficulty of breathing and cough for a long time
early in the morning. After anamnesis , examination is
performed and on auscultation have vesicular breathing
without accompanying tones. Laboratory tests were
performed with CRP and chest x-ray was scheduled.
The laboratory analysis shows an orderly finding as
well as an orderly radiography. Taking into account the
analysis, the patient is advised to stop smoking because
the cigarettes are harmful to his lungs and the cough
that appears to him in the morning is due to the nicotine
which is a constituent of the cigarette. He was given
very brief advice which contain the harmful effects of
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cigarettes and what are the benefits of quitting smoking.
Exhaled carbon monoxide was measured to show that his
lungs had a higher concentration of carbon monoxide
than oxygen, disrupting their normal functioning. The
measurement result is 20 ppm. The doctor explained the
value of the measured carbon monoxide and emphasized
that by quitting smoking for 24 hours the lungs would get
rid of carbon monoxide. During the visit, the patient said
he was aware of all the harmful effects of cigarettes but
was also concerned about the value of carbon monoxide
for which he agreed to try to quit smoking. The doctor
congratulates the courageous decision and told the
patient that he should choose a date when he will stop
smoking. In agreement with the patient, a date of two
days from the date of the intervention was chosen for
the patient to stop smoking, which would be considered
his smoking cessation date. It has been suggested to the
patient to quit smoking, he must remove all ashtrays, all
lighters and cigarettes from his residence and car, notify
his close friends and friends that he has stopped smoking
and begs in his presence more not to smoke. The family
doctor also advises him on how to deal with abstinence
if it appears during his smoking cessation. The doctor
told the patient that there are also nicotine replacement
therapies such as chewing gum, pills and many other
smoking cessation drugs that would help him quit
smoking. The patient agrees that the doctor’s advice is
very useful but that engaging with the therapy can make
it easier to persevere. He is prescribed Varenicline tablets
and a one-week scheduled visit.

After a week, the patient informed the doctor that he is
not smoking anymore. The patient feels better and the
cough that tortured him early in the morning decreases
but said that he occasionally barely manages not to light a
cigarette and to start smoking again. The result this time
is 4 ppm which is a normal result. The doctor reiterates
that it is very important for his health to endure smoking
cessation and that the doctor is available whenever he
feels the need. A one week visit has been arranged. At
the next visit, the patient informed that the cough has
completely disappeared and he is feeling better. He was
once again expelled carbon monoxide and now the value
is zero. The doctor again told that with the pills he gives
and the advice he will succeed in quitting smoking and
stresses that he is at his disposal whenever needed. A
family doctor scheduled regular checkups to give visitors
a guide to quit smoking and to control it with free
symptoms. 6 month control and logs and doctors who may
be satisfied with the outcome when they are determined
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not to appear and whether they can be organized by force
or select the “demon” and all users that may appear.

DISCUSSION

The motive for presenting this case from practice is due
to the growing number of chronically ill patients, and
many of them are smokers. At the same time, patients are
poorly informed about the ways and the pharmacological
means available to them to stop smoking.

Inour case there is a patient who consulted a family doctor
for a prolonged cough. After the necessary analysis has
been done it is established that the patient has no diseases
and that the cough is a consequence of cigarettes. The
patient is fully aware that quitting smoking is necessary
but is afraid that he cannot quit smoking only with advice
and regular visits, and therefore requires his family
doctor to introduce nicotine replacement therapy. The
physician decides to introduce Varenicline tablets that
the patient should use regularly. At the same time, the
literature advises that the combination of counseling
and medication is more effective than just medication or
counseling alone (6). There is some evidence that it is more
effective to offer quitting help to any smoker, regardless
of his willingness to quit smoking, than to offer health
advice in an effort to increase smoking cessation efforts.
(10).  Very brif advice can have a major impact on
public health because of the large number of smokers who
consult with physicians each year (10). The effectiveness
of the brief (3-5 minutes) advice given by a physician or
other health professional leads to an increased degree
of long-term smoking abstinence(10).1t is recommended
practice to provide assistance to all tobacco users in
quitting. Literature advises that in addition to nicotine
replacement therapy, alternative methods of withdrawal
such as the determination of expired carbon monoxide,
the determination of forced expiratory volume in the
first second, the determination of age of the lungs, etc.,
should be introduced. Carbon monoxide in the exhaled
air is the most easily monitored biomarker. The half-
life of carbon monoxide is approximately 2-6 hours. (11)
The level of CO in the exhaled air of a smoker can reach
10-20 ppm. (11). There is some correlation between the
number of cigarettes smoked per day and the results
of CO measurements; however, significant individual
variations should be expected. (11) Physical exertion also
affects CO. Carbon monoxide reaches normal values
24 hours after smoking abstinence. Under normal
conditions, the concentration of CO in a non-smoker
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does not exceed 4 ppm(12). The recommended limit value
that separates smokers from non-smokers is 9 ppm (12).
Alternative nicotine replacement therapies are available
in the form of transdermal patches, oral preparations
(chewing gums, lozenges, sublingual tablets, inhalers) and
in some countries also in the form of nasal spray. nicotine
substitutes to increase the dose of nicotine, to achieve a
nicotine level approximately similar to the nicotine level
achieved by smoking.(12) Recent research has shown that
nicotine replacement therapy in addition to counseling
and other methods has a great effect on quitting smoking.

A meta-analysis by Wu et al, including 70 articles
reporting the results of placebo-controlled studies,
indicated superiority of varenicline over bupropion,
nicotine replacement therapy and placebo over a period
of one year.(13) Niedes et al. observed abstinence rates of
48% for 4 weeks in the group taking 2 mg of varreniline
and 37% in the group taking 1 mg versus 17% in those
taking placebo.(13) In the longer follow-up, such as the
one performed by Onken et al., An 18% reduction in
efficacy was expected, but even so 22.4% of patients in
this study taking 1 mg varenicline were abstinent, versus
18, 5% taking 0.5 mg and 3.9% taking placebo.(13)

In both cases, patients clearly reported a significant
decrease in their desire for smoking compared to other
attempts. Despite the short period of abstinence (8
and 7 months, respectively), the result of these reports
promises to encourage physicians and patients to
consider this treatment as a truly effective treatment for
many patients (13).

Primary care physicians are among the most important
groups of key influentials that have not yet been brought
into the tobacco control effort in an effective way (14).
This is in large part because their tobacco prevention role
has been defined around cessation and not more broadly
as crucial societal leaders in the “denormalization” of
tobacco use (14).

CONCLUSION

The motive for presenting this case from practice is due
to the growing number of chronically ill patients, and
many of them are smokers. At the same time, patients are
poorly informed about the ways and the pharmacological
means available to them to stop smoking. Behavioral
interventions can reduce the likelihood of smoking
initiation in nonsmoking youth and young adults.
Research is needed to identify effective behavioral
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interventions for youth who smoke or who have used
cigarettes or other tobacco products and to understand
the effectiveness of pharmacotherapy (14). An important
emphasis in successful smoking cessation is the support
and advice of family physicians on quitting smoking and
the simultaneous use of nicotine replacement therapy.
Family doctors are a key link in the chain, which should
provide adequate support to quit smoking.

REFERENCES

L.

WHO.WHO global report: Mortality attributable to to-
bacco .2012; ISBN: 978 92 4 1564434

European commission 2017 Special Eurobarometer
458 Report Attitudes of Europian towards Tobacco and
Electronic Cigarettes. Aviable at: https://ec.europa.eu/
commfrontoffice/publicopinion/index.cfm/ResultDoc/
download/DocumentKy/79003

https://acibademsistina.mk/health/index.php/srce-
vaskularno-zdravje/62-pusenje-cigari.html

Public Health Report of the Republic of Macedonia
for 2015 published by the Institute for Public Health
Skopje 2016 Aviable at: http://iph.mk/wp-content /up-
loads/2014/09/1zvestaj-za-zdravje-2015-so-cip.pdf

The Tobacco Atlas. The Republic of North Macedonia:
Issues 2017 [04/05/2018]. Available from: https://tobac-
coatlas.org/country/ the Republic of North Macedonia/.

Stead LF, Koilpillai P, Fanshawe TR, Lancaster T. Com-
bined pharmacotherapy and behavioural interventions
for smoking cessation. Cochrane Database of System-
atic Reviews. 2016(3).

Henry Ford Health System and Saints Cyril and Metho-
dius University, Collaborative development of a contin-
uing education program to train healthcare providers
on tobacco cessation counseling in the Republic of Mac-
edonia. April 7, 2016 Available from https://pfe-pfizer-
com-prod.s3.amazonaws.com/funded_initiative_pro-
posal/25682297%20HENRY%20FORD%20HEALTH%20
SYSTEM%20Full%20Proposal.pdf

International Primary Care Respiratory Group (IPCRG)
wins Global Bridges grant to work in Eastern Europe
2018 [04/05/2018]. Capacity Building - Teaching the
teachers of primary healthcare professionals to treat
tobacco dependence Available from: https://www.theip-
crg.org/display/TeachColleagues/Teaching+the+teache
rs+of+primary-+healthcare+professionals+how+to+trea
t+tobacco+dependence

NCSCT. Standard Treatment Programme. http://ww-

Revisté mjekésore - MEDICUS | 256

IS ISP

10.

11.

12.

13.

14.

wncsctcouk/publication_ncsct-standard-treatment-
programmephp. Page last accessed 06/07/2018.

Aveyard P, Begh R, Parsons A, West R. Brief opportun-
istic smoking cessation interventions: a systematic re-
view and metallanalysis to compare advice to quit and
offer of assistance. Addiction. 2012 Jun;107(6):1066-73.

Benowitz NL, Bernert JT, Foulds J, Hecht SS, Jacob P,
Jarvis MJ, Joseph A, Oncken C, Piper ME. Biochemical
verification of tobacco use and abstinence: 2019 update.
Nicotine & Tobacco Research. 2019 Oct 1.

Guide to the treatment of tobacco dependence pub-
lished by the Macedonian Respiratory Association ,2018

Horimoto FC, Bevilaqua M. Uso de varenicline no trata-
mento do tabagismo: relato de dois casos. Revista de
Psiquiatria do Rio Grande do Sul. 2007 Aug;29(2):219-22.

Patnode CD, O’Connor E, Whitlock EP, Perdue LA, Soh C,
Hollis J. Primary care-relevant interventions for tobac-
co use prevention and cessation in children and adoles-
cents: a systematic evidence review for the US Preven-
tive Services Task Force. Annals of internal medicine.

2013 Feb 19;158(4):253-60.



Case report

L )

CARDIAC AND LIPID MARKERS AS PREDICTORS FOR CORONARY
ARTERY DISEASE IN PREDIBET PATIENTS

Dr. Vera Penshovska Nikolova

Diabetes Center, Skopje, PHI Health Center, Skopje

Medicus 2020, Vol. 25 (2): 258-262
ABSTRACT

Introduction: Coronary artery disease (COPD) is the leading cause of mortality and morbidity in patients with type
2 diabetes mellitus (DMt2). One of the diagnostic methods for assessing CAD is laboratory blood tests that include:
lipid status and cardiac markers. N-terminal pro-B-type natriuretic peptide (NT-proBNP) is a cardiac biomarker
whose predictive power for cardiovascular events in patients with DMT2 and prediabetes is the target of this
case study. Apolipoproteins A and B are lipid biomarkers that correlate with atherosclerosis and are factors for
cardiovascular events.

Materials and Methods: This is a case study of a 38-year-old patient followed over a 12-month
period. The respondent was called for laboratory tests every 3 months in the first year. The change
in the levels of cardiac and lipid markers NT-proBNP and apolipoprotein A and B was monitored.
Results: The case study examines the correlation between the increased values of NT-proBNP and Apolipoprotein
A and B with the predictability for CAD at the beginning and during follow-up in a patient with prediabetes.
In patients with prediabetes, the increased value of cardiac and lipid biomarkers is expected to be a predictor
of coronary events. Antilipemic and antiaggregation therapy is also expected to have a protective effect on
cardiovascular events.

Conclusion: Determining the association of elevated cardiac and lipid marker values in the occurrence of CAB
in patients with prediabetes and timely use of antiliepemic and antiaggregation therapy may prevent unwanted
cardiovascular events in diabetic patients.

Keywords: Coronary artery disease; Diabetes mellitus; NT-proBNP natriuretic peptide; apolipoproteins.

INTRODUCTION

Coronary artery disease (CAD) is the leading cause of
mortality by up to 30% and morbidity in developed
countries in the world. Between the ages of 35 and 55,
male mortality is higher. Because CAD occurs most often
in the working period of life, it is not only a medical but
also a social problem. Diabetes is one of the risk factors
for CAB.

Impaired glucose tolerance (IGT)isa pre-diabetic condition
of hyperglycaemia associated with insulin-independent
diabetes and an increased risk of cardiovascular disease.

Accordingto the criteria of the World Health Organization
and the American Diabetes Association, 10 to 15 percent

of adults in the USA have (IGT) and could be defined as:

+ Glucose levels of 140-199 mg per dI (7.8-11.0 mmol / 1) two
hours after a 75 g oral glucose tolerance test. The patient
is said to have IGT when there is an intermediate increase
in glucose levels after 2 hours, but less than the level that
would qualify for type 2 diabetes.(9;10)

Atherosclerotic changes in the coronary arteries in
patients with Diabetes are more pronounced, diffusely
distributed in small blood vessels, and unsuitable for
dilatation.

(linically CAB in patients with Diabetes is manifested by:
-dispnea (equivalent to Angina)

- «silent ischemia” is a consequence of autonomic
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heart denervation caused by a disturbance of the normal
connection between the afferent and efferent pathways
of the autonomic nervous system.

- «silent infarction» of the myocardium

One of the diagnostic methods for assessing CAB is
laboratory analysis of blood, which includes: lipid status,
biochemical markers of necrosis and inflammation, and
natriuretic peptides.

The lipid profile is extremely important as it is used for
patient risk stratification (Systematic Coronary Risk
Evaluation SCORE) for future adverse events. (1; 2; 3 and
4)

The natriuretic peptide is specific in controlling
cardiovascular system function. The following natriuretic
peptides have been described: atrial natriuretic peptide
(ANP), B-type natriuretic peptide (BNP), and C-type
natriuretic peptide (CNP). (5;6)

Pro BNP contains 108 amino acids. It is mainly secreted
by the ventricle and converted to physiologically
active BNP (77-108). The subject of this case study
is the N-terminal fragment NT-proBNP (1-76), which
is a cardiac biomarker whose predicting power for
cardiovascular events in patients with DM T2 is the
target of this study. Apolipoproteins A and B are lipid
biomarkers that correlate with atherosclerosis and are
factors in cardiovascular events. The case examines the
correlation between elevated values of NT-proBNP and
Apolipoprotein A and B with the predictability to CAD in
a patient with prediabetes. (7; 8)

CASE STUDY

Patient M.A. on 08 10 2018 god, 38 years old. does consult
us for the first time in the Center for Diabetes, Skopje
due to frequent evening hypoglycemias that appear after
a normal dinner with a frequency of 5 times in the last
year. Subjectively it feels like cooling, tachycardia and
sweating in a dream. They are accompanied by shortness
of breath, fatigue, and chest pain with intracapsular
propagation. The patient denies other comorbidities. He
works as a coach of a basketball junior team. Confirms
diseases of interest. Namely, his mother suffers from DM
T 2 and is on OAD and his father suffers from DM t2 but
without any diabetic therapy.

At the first examination, the following laboratory
findings were identified: FPG gl 6.81; hol 6.65, tr 2.05; gl
4.8 venous blood. A recommendation for laboratory tests-

Revisté mjekésore - MEDICUS | 258

IS ISP

000000000000

Ogtt (Oral glucose tolerance test) is given; Hbalc; insulin,
lipid status, cardiac markers, degradation products, and
immune status.

During the re-examination on 15.10.2018. in the Center for
Diabetes, the following results were obtained; Hbalc 5.5;
alcwb 11.71; Lp (a) 112.97 (reference values up to 30); LDL
4.8, apolipioprotein B 1.57 (reference values 1.57); hol 5.8;
apolipoprotein Al 1.34 (reference values 1 do 2,25), lipase
22,14; tr 2.0; insulin 6.88; urine crystals, probnpnt 135,
acidum uricum 450, CK 180, CK mb 15, ASO 320. OGTT
is positive in addition to impaired glucose tolerance (IGT
); first portion (0 hours) 6.2 mmol / 1, after two hours
second portion - 8.6 mmol / 1. He has been advised about
a hygienic diet. He was referred to echocardiography and
KST (coronary stress test);

During the second examination after 3 months on January
4, 2019, laboratory findings; Ck 117 (reference values 26
-308); Idh 204 reference values (100 -190); Troponin 0.006
(reference values 0.78); Ck Mb 0.65 reference values (15 do
25); ProBNPnt 125, Tr 2,3, uric acid 485.

The findings of Echo and Kst from the Philip II Special
Hospital are within normal limits. The patient still
complains of night sweats, tachycardia, and pain in
intra scapular region. MCKT coronary angiography was
indicated.

MSKT coronary angiography report - finding of muscle
bridging in the middle segment of the LAD towards the
distal with an insufficient display without other signs of
coronary heart disease.

Ordinary therapy-thl Kardiopirin 100mg 1x1 (because he
does not tolerate Aspirin 100mg and has dysphagia) and
tbl Rosuvastatine 5 mg once daily. A laboratory with
thyroid status and ASO was indicated. Due to dysphagia,
he was referred to Gastroenteropatology Clinic for
suspected diaphragmatic hernia.

During the control examination on 11.01.2019 laboratory
findings: hol 6.1;1d14.2; apolipoprotein 1.48; apolipoprotein
B 1,83; Ipa 125.41; lipase 72.05; thiroid status bo; Aso 319;
salts crystals in urine.UT echo is indicated; nasal and
throat swab with antibiogram.

Third Review-April 18, 2019. Referred to the laboratory.

Control Review-23.04.2019: RBC 5.0710 # 12 / L. (4.20-5.50);
HGB 152 g / L (120-180); HCT 0.45 (rv 0.37-0.54); MCV 90.5
(82.0-98.0); MCH 30.1 pg (27.0-33.0); MCHC 33.2 g / dL (32.0-
36.0); RDW-SD (37.0-54.0); RDW-CV 12.1% (11.0-16.0); WBC
5910 " 9/L(4.00-9.00); LYMPH 45.4% (15-50); NEUT 47.6%
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(35-80); LYMPH_N 2.710 ~ 9/ L (0.5-5.0); MXD_N 0410 ~ 9
/L(0.1-1.5), NEUT_N2.810 A9/ L (1.2-8.0;) PLT 20110 » 9/
L.(150-450); PDW fL (9.0-17.0); MPV 8.6 (fL. 9.0-13.0); P-LCR%
(13.0-43.0); MONO% (0.0-14.0); BASO% (0.0-1.0); EO% (0.0-
6.0); HEART MARKERS: Troponin T (up to 34.2 males to
15.6 females) 6.09 ng /; LIPID STATUS: Lp (a) 97.5 nmol / L
to 75; Apolipoprotein B 1.80 g / (0.7-1.3); Apolipoprotein
Al 161 g / L (1.0-2.25); LDL cholesterol 4.7 mmol / L
(2.2-3.7); HDL cholesterol 1.3 mmol / L (0.9-2.0); Total
cholesterol 6.8 mmol / L to 5.5; Triglycerides 1.8 mmol /
L (up to 2); Lipase 28.24 U / L (10-73); IMMUNOLOGICAL
STATUS: ASO 239 U / ml (up to 200); ENZYMIC STATUS:
Aminotransferase (AST) 27 U / L (10-34) ; Alanine
aminotransferase (ALT) 38 U / L (10-45); CKMB 16 U / L
(up to 25) ; Lactate dehydrogenase (LDH) 168 U / L (up to
248); Gamma glutamyl transpeptidase (GGT) 28 U / L (9-
64); Creatine kinase (CK) 157 U / L (24-173); DEGRADATION
PRODUCTS: Serum creatinine 90 umol / L (45-109); Urea
in serum 6.8 mmol / L (2.7-7.8); GLUCID STATUS: AlcWB 44
mM / mol (29-42); Glycosylated hemoglobin (HbA1C) 6.2%
(4.4-5.9); Serum glucose 6.0 mmol / (3.5-5.6). ac uric 478.5 (r
v do r450); N Terminal proBNP 38.46 pg / ml (pp. B. 0-125).

Fourth Review 30.09.2019 Find from the laboratory -
elevated values of Lpa, Ck, cholesterol, Ldl, echo report
on the abdomen and consultation with a cardiologist.
Hyperlipidaemia. Ordinary therapy - tbl Atoris 10 mg
1x1, thl Asa 100 mg 1x1. HEMATOLOGICAL STATUS: RBC
5.0110 » 12 / L (4.20-5.50); HGB 157 g / L (120-180); HCT
0.441 rv (0.37-0.54); MCV 88.0 ref v (82.0-98.0); MCH 31.4
pg (27.0-33.0); MCHC 35.6 g / dL (32.0-36.0); RDW-SD rv
(37.0-54.0); RDW-CV 12.2% (11.0-16.0); WBC 5710 » 9 / L
(4.00-9.00); LYMPH 39.8% (15-50); MXD 8.0% (2-15); NEUT
52.2% (35-80); LYMPH_N 2.2 10 » 9 / L (0.5-5.0); MXD_N
0610 2 9/L(0.11); NEUT_N 2910 » 9 /L (1,2-8,0); PLT
19710 » 9/ L. (150-450) PDW rv (9,0-17,00); MPV 8.4rv (9.0-
13.0); P-LCR% (13.0-43.0); BASO% (0.0-1.0); EO% (0.0-6.0);
MONO% (0.0-14.0); URINARY STATUS with sediment:
URINARY STATUS with sediment: Cut. Color YELLO W
worth. / Clear CLEAR value. / Glucose quality. NEGAT IVE
neg. / Bilirubin NEGAT IVE neg. / Acetone NEGAT IVE neg.
/ Spec. heavy. 1,020 value. (1.01-1.025) Blood NEGAT IVE
neg. / pH 7.0 value (4.6-6.4.) Protein quality. NEGATIVE
./ Urobilin 0.2 ng. / Leukocytes NEGAT IVE con. 3-10
Erythrocytes. 0-2 Cylinders - granular neg. / Epithelial
cells + / Amorphous salts and crystals + / Bacteria NEGAT
IVE neg. / Additional box 1 unit. / Additional field 2 con. /
Diuresis dU-L 0.8-1.5 Osmolality mOsm / L> 500 Cylinders
- hyaline con. 0-1 HEART MARKERS: Troponin I up to 34.2
males to 15.6 females 0.94 ng / L 756571 LIPID STATUS:
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Triglycerides 2.0 mmol / L (up to 2); Total cholesterol 6.7
mmol / L (up to 5.5); LDL cholesterol 4.7 mmol / L (2.2-3.7);
HDL cholesterol 1.1 mmol / L (0.9-2.0); Apolipoprotein B
179 g / L (0.7-1.3) Lp (a) 119.3 nmol / L (up to 75); Lipase
25.09 U / L (10-73); Apolipoprotein A1 1.48 g / L (1.0-2.25);
ENZYMIC STATUS: Lactate dehydrogenase (LDH) 198 U/ L
to 248 EXP CK-MB 16 U / L (up to 25); Creatine kinase (CK)
235 U/ L.(24-173) HIGH Alanine aminotransferase (ALT) 35
U / L (10-45); Aminotransferase (AST) (10-34) HI GH 35 U
| L; ELECTRICAL STATUS - serum: Iron (11-28) men (7-26)
women 20.1 umol / L; DEGRADATION PRODUCTS: Serum
uric acid 420 umol / L (150-450); Serum creatinine 89
umol / L (45-109) EXP; Urea in serum 5.1 mmol / L (2.7-7.8);
GLUCID STATUS: AlcWB 44 mM / mol (29-42); ASO 225.
Glycosylated hemoglobin (HbAIC) 6.2% (4.4-5.9) Serum
glucose 5.72 mmol / L (3.5-6.1); pro Bnpnt 0.94.

Echo report from UT 11.09.2019: In the middle group of
the left kidney, a suspected 7 mm diameter calculus that
interferes with urodynamic, the kidney is with initial
stagnant changes. Right kidney with initial stagnant
changes. The liver, gallbladder, biliary trunk, pancreas,
spleen are in order. The paraaortic region is neat. There
is no free fluid in the abdomen. Bladder full, no filling
defects. The patient is referred to nephrology.

1. Analysis of the laboratory values of hiomarkers followed
every 3 months for one year

Data of examination 0810 0401 2304 | 30.09
2018 2019 2019 | 2019
gl mmol/L (3.5-6.1) 6,81 5,72 6,0 5,72
hbalc% (4.4-5.9) 5,5 6,2 6,2 6,2
Insulin 6,88
ogtt 6,2/8,6
Hol (up to 5,2mmol ) 6,65 6,1 6,8 6,7
Tr (up to 2 mmol /1) 2,05 23 1,8 2,0
Hdl ( 0,9-2,0) mmol /1 1,3 1,1
Ldl(2,2-3,7) mmol /1 4.8 4,2 47 47
Apolp Al 1,34 1,48 161|148
(Rv from 1do 2,25)g/1
Apolp B(0.7-1.3)g/1 1,57 1,83 1,80 |[1,79
Lpa nmol/l (Rvdo 30do75) | 112,97 [12541 |975 |1193
ast U/ml (o 35) 27 35
alt U/L (10-45) 38 35
Lipaza U/L (10-73) 22,14 72,05 128,24 | 25,09
(GGT) U/L(9-64) 28
Creatinin umol/L( 45-109) 90 89
Fe8-28umol/l 20.1
umol/L
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Ac uric umol/L( 150-450) 450 485 478, 1420
Urea mmol/L (2.7-7.8) 6,8 5,1
Urine (aceton ; gl; prot ) Crystal [ Crystal | Her | Her
Ck U/L (24-173)U/LL 180 117 157 235
Ck mb (0-25)U/L 15 0,65 16 16
TroponinT ng/L(do 15z do |6 . 0 9 6,09
34m )ng/1 ng/L
Troponin I (0,78)ng(L male 0,006 0,94
up to 34,2, female up to
15,6 ng/L
Ldh U/L mo 248 204 168 198
ASO U/ml (5o 200) 320 319 239 | 225
Thyroid status Normal

values
proBNPnt pg/ml (R V 0-125) | 135 125 38,46 10,94

1.1 Analysis of the elevated and reduced values of
laboratory parameters (biomarkers) monitored every 3
months during a year

Date of examination 0810 0401 2304 |11.09
2018 2019 2019 | 2019
gl mmol/L (3.5-6.1) 6,81 5,72 6,0 5,72
hbalc% (4.4-5.9) 5,5 6,2 6,2 6,2
Hol (up to 5,2mmol ) 6,65 6,1 6,8 6,7
Tr (up to 2 mmol /1) 2,05 23 1,8 2,0
Ldl(2,2-37) 4.8 4,2 47 47
Apolp B(0.7-1.3) 1,57 1,83 1,80 [1,79

1.2.Analysis of the elevated and reduced values of
laboratory parameters (biomarkers) monitored every 3
months during a year

Date of examination 08102018 | 0401 23 04 | 11.09 2019
2019 2019

Lpa nmol/l 112,97 12541 97,5 19,3

(Rv do 30do 75)

Ac uric umol/L ( 150-450 450 485 478 420

Urine (aceton ; gl; prot ) Crystal Crystal Negative | Negative

Ck U/L (24173 180 117 157 235

ASO U/ml (up to 200) 320 319 239 225

proBNPnt 135 125 38,46 0.94

pg/ml RV 0-125)
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DISCUSSION

During the one-year follow-up and laboratory analysis of
the biomarkers in the patient, a decrease and increase of
certain values of the same is visible:

Glycemia has seen a slight drop in value on second
examination.

A significant drop in Lpa was recorded during the third
examination.

An evident decrease in the elevated three values of acid
uricum to normal values during the fourth examination.

Reduction of ASO exponentially to the fourth examination.

Reduction of proBNPnt exponentially to the fourth
examination to normal values.

Hbalc values were raised and remained approximately
the same during all 4 examinations.

The value of cholesterol, triglycerides and LDL was high
in all 4 examinations. The patient provided data for non-
use of antiliepemic therapy and ant lipid diet.

Apolipoprotein B has increased significantly after the
second examination. The elevated values were maintained
until the fourth examination.

Significantly enormous increase in CK values in the
fourth examination.

The exponential decline in acid uricum and ASO during
the one-year follow-up of patients with prediabetes
remains unclear. Perhaps there is a correlation and
association between the reduced values of these markers
and the statins and antiaggregation therapy used.

CONCLUSION

Decreased glycemia was due to the hygienic regime and
diet performed after the first examination.
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A significant drop in Lpa and proBnpnt is thought to be
due to the hygienic regimen administered and therapy
with acetylsalicylic acid more pronounced by Cardiopyrin
than by Aspirin (no effect ).

Elevated CK values and the symptomatology of less
common angina and fatigue have indicated the need for
KST and possible coronary angiography.

The link between stagnant renal changes of the first
degree and elevated values of uric acid and crystalluria
is also clear.

Elevated LPa and proBPnt values have been shown to be a
true predictor of possible coronary events in patients with
prediabetes. In the future, their predictive value could
be used to include them in protocols for macrovascular
complications, namely coronary artery disease in patients
with type 2 diabetes mellitus.
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ABSTRACT

Introduction: The vesicocutaneous fistula is a rare but very complex urology surgical condition due to the cause
of constant presence of urinary infection, discomfort and exhaustion of the affected patient. The most commonly
described causes of vesicocutaneous fistula in practice so far are listed: pelvic trauma with pelvic fractures, pelvic
infections, bladder calculosis, malignant infiltration of the bladder, diverticulum perforation, iatrogenic bladder
perforation due to transurethral resections or after prostatectomy, post radiation therapy or as a consequence
of pelvic phlegmona (gangrene Fournier). The treatment of the vesicocutaneous fistulas varies according to the
etiology, extension of the fistula and the general condition of the patient, from conservative to various variants
of surgical care.

Objective: To analyze rare surgical cases with vesicocutaneous fistulas, their etiology, diagnostic methods,
operative and postoperative treatment in the current available literature. To compare the surgical method of the
reconstruction of the urine bladder wall after the excision of the vesicocutanous fistula used in our patient, with
the methods described so far and to confirm its effectiveness.

Case report: Patient 53 (male), transferred from Traumatology Clinic in severe general condition, immobile due
to multi fragmental “open book” pelvic fracture, with local postoperative finding of a large vesicocutaneous
fistula in the suprapubic region, collocutaneous fistula localized over the right spina iliaca anterior superior,
and symptoms of overdose with basic neuroleptics, anxyolitics and opioid pain medications. 18 months prior,
the patient was admitted at the Traumatology Clinic because of mutlitrauma with “open book” fracture of the
pelvis caused by severe fall on the scales. Osteosynthesis of the bilateral symphysis pubica was performed with an
osteosynthetic plate. 10 months later the osteosynthetic material was removed with second surgical treatment
due to development of osteomyelitis with pelvic phlegmona and external fixation of the pelvis was performed in
order to stabilize the pelvis and verticalize the patient. The external fixator was removed after 7 days, again, due to
severe pelvic phlegmona with signs of sepsis. Vesicocutaneous and collocutanous fistula occurred 8 days after the
last surgery and existed for the next 6 months independently of catheterization and intensive antibiotic therapy.

After the necessary preoperative preparations fistulectomy and reconstruction of the front vesical wall with a flap
of the surrounding tissue (piece of the lower abdominal aponeurosis together with the left pyramid muscle flap
with preserved vascularity) was performed.

Cystostoma with 12 Fr Foley catheter and 22 Fr Foley urethral catheter was install at the end of the surgical
procedure. The cystostoma was removed the 7th postoperative day, and the urethral catheter remained for 3
weeks. The patient was released from the hospital the 12th postoperative day. Complete closure of the fistula was
achieved after the surgery itself.

Conclusion: The vesicocutaneous fistula in our case occurred due to a postoperative infection of the pelvis
(osteomyelitis and phlegmona of the front abdominal wall). The period of 6 months with conservative therapy
(dual antibiotic therapy and urethral catheter), was too long to expect spontaneous healing of the fistula. Immobile
patients such as ours are often exposed to mixed urinary infections which prevent spontaneous closure of the
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vesicocutaneous fistula. According to our experience we should not wait more than 1.5 months with conservative
treatment in order to expect spontaneous closure of the vesicocutaneous fistulas. Spontaneous closer of the
vesicocutaneous fistula should be expected in cases without persistent urinary infection and infection of the
surrounding tissue. The method of reconstruction of the urine bladder depends on the condition of the bladder
wall itself. The closure of the defect with flap made of the aponeurosis of the lower abdominal wall and the left
pyramidal muscle in our case proved to be a good permanent surgical solution.

Key words: urine bladder fistula, pelvis fracture, urine bladder reconstruction, vesicocutaneous fistula, phlegmona

pelvis

INTRODUCTION

The vesicocutaneous fistula is a rare but very complex
urology surgical condition due to the cause of constant
presence of urinary infection, discomfort and exhaustion
of the affected patient. The most commonly described
causes of vesicocutaneous fistula in practice so far
are listed: pelvic trauma with pelvic fractures, pelvic
infections, bladder calculosis, malignant infiltration
of the bladder, diverticulum perforation, iatrogenic
bladder perforation due to transurethral resections
or after prostatectomy, post radiation therapy or as a
consequence of pelvic phlegmona (gangrene Fournier).
According to the current urology practice the treatment
of the vesicocutaneous fistulas (VCF) caused by trauma,
infection, 1iatrogenic perforation and especially
after radiotherapy, should begin conservatively with
catheterization combined with antibiotic therapy for
approximately one month or using so called vacuum-
assisted closure therapy. This method enables rapid
creation of granulation tissue and closure of the fistula
and surgical wound, thus avoiding surgical treatment
(1,2). However, in most cases described so far, various
variations of surgical resection of vesicocutaneous
fistulas and reconstruction of the bladder wall have been
used as a permanent solution such as: reconstruction
with buccal mucosa graft (3,4), reconstruction with
omental flap interposition (5), reconstruction with the
surrounding tissue and various types of direct closure of
the bladder wall (6).

Objective: To analyze rare surgical cases with
vesicocutaneous fistulas, their etiology, diagnostic
methods, operative and postoperative treatment in the
current available literature. To compare the surgical
method of the reconstruction of the urine bladder wall
after the excision of the vesicocutanous fistula used in
our patient, with the methods described so far and to
confirm its effectiveness.

Case report: Patient 53 (male), transferred from
Traumatology Clinic in severe general condition,

immobile due to multi fragmental “open book” pelvic
fracture, with local postoperative finding of a large
vesicocutaneous fistula in the suprapubic region,
collocutaneous fistula localized over the right spina
iliaca anterior superior, and symptoms of overdose
with basic neuroleptics, anxyolitics and opioid pain
medications. 18 months prior, the patient was admitted
at the Traumatology Clinic because of mutlitrauma with
“open hook” fracture of the pelvis caused by severe fall
on the scales. Osteosynthesis of the bilateral symphysis
pubica was performed with an osteosynthetic plate. 10
months later the osteosynthetic material was removed
with second surgical treatment due to development
of osteomyelitis with pelvic phlegmona and external
fixation of the pelvis was performed in order to stabilize
the pelvis and verticalize the patient. The external
fixator was removed after 7 days, again, due to severe
pelvic phlegmona with signs of sepsis. Vesicocutaneous
and collocutanous fistula occurred 8 days after the last
surgery and existed for the next 6 months independently
of catheterization and intensive antibiotic therapy.

At our Urology Department additional laboratory
analyses, microbiological swabs, ultrasound, CT
urography, MR of the pelvis and urethrocystography were
performed in order to get a better picture of the patient
(figure 1,2,3).

Figure 1. “Open book” fracture of the pelvis
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Figure 3. Vesicocutaneous fistula

After stabilizing the general condition and improving
the patient with the appropriate treatment given by the
psychiatrist, we performed surgical treatment consisted
of fistulectomy and reconstruction of the missing front
vesical wall with a flap of the surrounding tissue (piece of
the lower abdominal aponeurosis together with the left
pyramid muscle flap with preserved vascularity (Figure
1,2,34).

e

Figure 1. Excision of the VC fistula
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Figure 3. Closure of the front wall with flap of the
surrounding tissue

Figure 4. Reconstructed vesical wall flap of the
surrounding tissue

During the excision of the fistulous canal and removal
of the devitalized parts of the bladder wall, we extracted
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4 bone fragments that were impacted in the front wall
(figure 5,6).

Figure 5. Bone fragment in the front wall

Figure 6. Devitalized part of the front wall

Cystostoma with 12 Fr Foley catheter and 22 Fr Foley
urethral catheter was install at the end of the surgical
procedure. The cystostoma was removed the 7th
postoperative day, and the urethral catheter remained
for 3 weeks. The patient was released from the hospital
the 12th postoperative day. Complete closure of the fistula
was achieved after the surgery itself (figure 7).

Case report I

closure of the extensive

7. Complete
vesicocutaneous fistula

Figure

The thin collocutaneous fistula closed spontaneously
after the conservative treatment with regular dressings,
dual antibiotic infusion therapy and diet regime, about
1.5 months after the admission to our hospital.

The multifragmented pelvic fracture was treated
conservatively in combination with physical therapy in
the course of further treatment, with verticalization and
mobility achieved after three months from our surgical
treatment. The patient’s mental state was completely
normalized by the clinical psychiatrist’s treatment.

CONCLUSION

The vesicocutaneous fistula in our case occurred due to
a postoperative infection of the pelvis (osteomyelitis and
phlegmona of the front abdominal wall). The period of 6
months with conservative therapy (dual antibiotic therapy
and urethral catheter), was too long to expect spontaneous
healing of the fistula. Immobile patients such as ours are
often exposed to mixed urinary infections which prevent
spontaneous closure of the vesicocutaneous fistula.
According to our experience we should not wait more
than 1.5 months with conservative treatment in order
to expect spontaneous closure of the vesicocutaneous
fistulas. Spontaneous closer of the vesicocutaneous fistula
should be expected in cases without persistent urinary
infection and infection of the surrounding tissue. The
method of reconstruction of the urine bladder depends
on the condition of the bladder wall itself. The closure
of the defect with flap made of the aponeurosis of the
lower abdominal wall and the left pyramidal muscle in
our case proved to be a good permanent surgical solution.
The postoperative follow-up of the patient should consist
of regular microbiological urine analysis and ultrasound
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examination of the urinary tract every 3 months during
the first year in order to prevent possible recurrence of
the vesicocutaneous fistula.

Key words: urine bladder fistula, pelvis fracture, urine

bladder reconstruction, vesicocutaneous fistula,
phlegmona pelvis
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ABSTRACT

Introduction: Patients with large abdominal wall defects experience significant deformity, pain and decreased
energy due to a loss of normal abdominal wall mechanics, severely impacting their quality of life.Reconstructive
techniques for complex ventral hernia repair are numerous but most of them are unable to achieve the goals of
hernioplasty. Posterior component separation with transverses abdominis muscle release (TAR) is a novel approach
that offers a solution for complex ventral hernias.

Case: A 59 year old patient was admitted to our hospital for treatment of clinically and radiologically verified
incisional hernia with 20% loss of domain characteristics, acquired after cesarean section and hysterectomy.

Discussion/Conclusion: Typical reconstructive techniques may struggle to reestablish abdominal domain and to
create a lasting repair. Posterior component separation with transversus abdominis release is a novel technique
that offers a durable solution to a variety of complex ventral hernias.The lack of sufficient tissue requires the
insertion of prosthetic material or transposition of autologous material to bridge the fascial gap.Retromuscular
or sublay hernia repair with mesh has proven to be a durable technique for ventral hernia defects, and completely
avoids subcutaneous flap elevation.

TAR allows for significant posterior rectus fascia advancement, wide lateral dissection, preservation of the
neurovascular supply, avoids subcutaneous tissue undermining and provides a large space for mesh sublay which
allowsfor bilaminarin growth of the mesh.

Keywords: Complex hernia, incisional hernia, abdominal hernia repair, transverse abdominal muscle release, TAR.

appear proportional to the number of previous repairs,
multiply recurrent hernias represent a formidable

INTRODUCTION challenge.[2]

Patients with large abdominal wall defects often Many surgeons are discouraged in abdominal wall
experience significant deformity, pain and decreased Treconstruction procedures because of the technical
energy due to the loss of normal abdominal wall difficulties, the high morbidity and the relatively high
mechanics, severely impacting their quality of life(Figure Tecurrence rate associated with these procedures.
1). Thus it is important to remember that abdominal wall However, many patients with large hernias have infirmity
reconstruction should almost always be performed as an complaints such as bulging of the abdominal wall, chronic
elective procedure and as one with potential burden for wounds, immobility and back pain, necessitating surgical
significant morbidity.[1] treatment. 3]

Because herniorrhaphy failure and complication rates Reconstructive techniques for complex ventral hernia
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repair are numerous but most of them are unable to
achieve the goals of hernioplasty. Posterior component
separation  especiallytransverses abdominis muscle
release (TAR) is a novel approach that offers a solution for
complex ventral hernias. [4]

CASE

A 59 year old patient was admitted to our hospital
for treatment of clinically and radiologically verified
incisional hernia with 20% loss of domain characteristics,
acquired after cesarean section and hysterectomy. (Figure
2) The patient is operated under general anesthesia.

Median laparotomy incision with the scar excision was
performed. Sharp dissection of the subcutaneous tissue
is made to the point of identification of the hernia sac
which is then opened. The abdominal cavity is visualized
and full adhesiolysis of the viscera from the abdominal
wall is conducted.

At the level of the medial border of the rectus is entered
in the retromuscular plane. Using combined sharp
and blunt dissection, the posterior layer of the rectus
abdominis muscle is released laterally to the level of
the posterior vagina of m. rectus abdominis and m.
transversus abdominis.

At this level, the aponeurosis is incised and the dissection
is brought to the posterior axillary line. The same
procedure is done on the other side after which an
additional 7-10 cm of tissue is obtained. (Figure 3)

The peritoneum is then closed using absorbable suture
(Figure 4) and a 30x30 cm polypropylene mesh was
diagonally placed (diamond shaped). The mesh is fixed to
the Cooper ligament and the pubic crest with simple non
absorbable sutures. Due to the magnitude of the defect,
additional 15x15 cm polypropylene mesh is placed fixed
with sutures just beneath the xiphoid processus and the
superior edges of the previously diagonally placed mesh.

A drain is applied in this sub muscular plane. The
retracted rectus muscles are than reaproximatedwith
single sutures on the medial anterior rectus sheet,
recreating the lineaalba.Another drain is added in
the subcutaneous tissue. The skin incision is closed
with staples. Postoperative recovery was uneventful;
abdominal binder was applied from day one, preperitoneal
drain was extracted on the third postoperative day
and the subcutaneous drain was extracted on fourth
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postoperative day, the same day the patient was
discharged.

DISCUSSION/CONCLUSION

Ventral hernia formation is a frequent and increasingly
difficult problem. Nonmidline hernias, parastomal
hernias, hernias near bony landmarks, and recurrent
ventral hernias (especially after anterior component
separation) present particular challenges. Typical
reconstructive techniques may struggle to reestablish
abdominal domain, reconstruct abdominal wall function
and to create a lasting repair. Posterior component
separation with transversus abdominis release is a novel
technique that offers a durable solution to a variety of
complex ventral hernias. [5]

The lack of sufficient tissue requires the insertion of
prosthetic material, transposition of autologous material
or both to bridge the fascial gap.

Retromuscular or sublay hernia repair with mesh has
proven to be a durable technique for ventral hernia
defects and completely avoids subcutaneous flap
elevation. Technically, the retromuscular technique
requires developing the space dorsal to the rectus
abdominis muscles up to the edge of the rectus sheath.
In the average patient, this translates into a 6-8 cm
lateral space on each side of the midline. Repair of large
hernia defects with diameters greater than 15 cm may
require a larger mesh overlap than can be afforded by
dissection limited to the confines of the rectus sheath.
By incising the posterior rectus sheath and creating
the plane between the internal oblique and transversus
abdominis muscles (“classic” posterior CST), there is a
space virtually unlimited in size in which to place large
meshes for hernia repair. [6]

The component separation technique (CST) was
introduced to abdominal wall reconstruction to treat
large, complex hernias. It is very difficult to compare the
published findings because of the vast number of technical
modifications to CST as well as the heterogeneity of the
patient population operated on with this technique. [7]

Novitsky and Rosen developed a novel technique of
posterior component separation using transversus
abdominis muscle release (TAR). This modification allows
for significant posterior rectus fascia advancement, wide
lateral dissection, preservation of the neurovascular
supply, avoids subcutaneous tissue undermining and
provides a large space for mesh sublay [8].



At

Transversus abdominis release (TAR), as a type of
posterior component separation is a new myofascial
release technique in complex ventral hernia repair. TAR
creates an immense retromuscular plane and allows
bilaminar ingrowth of the mesh. [9]

This novel technique for posterior component separation
is associated with low perioperative morbidity and a
low recurrence rate. Overall, transversus abdominis
muscle release may be an important addition to the
armamentarium of surgeons undertaking major
abdominal wall reconstructions. [10]
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Figure 1. Hernia before pre operation

Figure 2. Abdominal defect
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Figure 3. Flap after releasing transversus abdominis Figure 6. One month after surgery
muscle

Figure 5. Applied mesh
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ABSTRAKT

Rezultatet maksimale té trajtimit té kaninit té retinuar jané té lidhura ngushté me diagnostikimin e sakté dhe
sa mé té shpejté, me pérdorimin e aparaturave ndihmése (radiografité), dhe me njé bashképunim té ngushté me
mjekun kirurg apo periodontistin. Né disa raste, zgjidhja do té ishte ekstraksioni i kaninit té retinuar, por ne do
té sjellim rastin klinik té njé pacienteje 14 vjecare me dy kaniné maksilaré té retinuar, i trajtuar me ndihmén e

bashképunimit ortodont- kirurg.

FJALE KYCE: kanini maksilar i retinuar, ekstraksioni, menaxhimi i kaninit té retinuar.

HYRJE

Menaxhimi efektiv i kaninit maksilar té retinuar éshté
ende njé sfidé né fushén e dentistrisé. Zgjidhja sa mé
e miré e rasteve me kaniné té retinuar do té kishte
domosdoshméri bashképunimin e ngushté té ortodontit,
radiografité dhe mjekut kirurg oral. Diagnoza e kaninit té
retinuar ka té béjé me interpretimin radiologjik té rastit,
si dhe me palpimin apo analizat biometrike.

Sipas Bishara ka disa shenja qé tregojné kur njé kanin
éshtéiretinuar: vonesa né daljen e kaninit té pérhershém,
prania e kaninit té quméshtit (pas moshés 14 vijec),
mungesa né palpim e té fryrés bukale, ndérsa palatinal
preket me doré e fryra.

Diagnoza e sakté arrihet népérmjet mjeteve té ndryshme
radiografike (panorameksi, grafité intraorale, grafité
tredimensionale dhe Dental Scan).

QELLIMI

[ kétij punimi éshté té tregojé njé rast klinik té njé
pacienteje me dy kaniné maksilaré té retinuar, dhe
menaxhimin ortodontiko- kirurgjikal té kétij rasti.
Ka disa ményra té trajtimit té kaninit té retinuar:

Reimplantimi, e cila éshté njé metodé qé kérkon kohé
mé té shkurtér, por nevojitet hapésira e nevojshme ku té

reimplantohet kanini.

Ekstraksioni i kaninit té retinuar dhe zévendésimi i
dhémbit me impiant apo ményra protetike.

Ekspozimi kirurgjikal i kaninit dhe vendosja né hark me
ané té aparateve ortodontike fikse. Kjo éshté metoda mé
e miré por kérkon kohézgjatje mé té madhe.

Indikacionet pér ektsraksion té kaninit té retinuar, sipas
Bishara jané:

Ankilozimi i kaninit té retinuar;

Retinimi i véshtiré (i vendosur midis rrénjéve té lateralit
dhe centralit);

Premolari i paré éshté i vendosur né vend té kaninit dhe
kafshimi éshté né klasin e paré té Anglit;

Procese patologjike rreth dhémbit té retinuar, p.sh. ciste;

Kur pacienti nuk déshiron té vendosé aparatet
ortodontike.

Ka shumeé raste komplikimesh té lidhura me ekstraksionin
e kaninit té retinuar: defekt i madh kockor, démtim i
dhémbéve prané (luksimi, démtim i periodontit, frakturé
e rrénjéve), démtimi i sinusit maksilar, neuropatité. Pér
kéto arsye, hegja e kaninit maksilar té retinuar éshté
zgjedhja e fundit.
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RAST KLINIK

E. K. 14 vjec, u paragit né kliniké me malokluzion té
klasés sé IlIté té Anglit dhe me maksilé té pazhvilluar.
Né ekzaminimin klinik u vu re mungesa e kaninéve
maksilaré, si dhe mungesa e hapésirés pér to, pér shkak
té zhvillimit té pakét té maksilés. Né ekzaminimin
radiologjik vumé re praniné e kaninéve né pozicion
ektopik dhe té retinuar. Trajtimin ortodontik e nisém
me njé RPE (zgjerues palatinal té shpejté). Pas katér
muajve vendosém aparatet ortodontike fikse (braketa)
dhe u procedua me hapjen e hapésirave pér kaninét e
retinuar. Pasi u krijua hapésira e nevojshme, kryem, né
bashképunim me kirurgun oral, ndérhyrjen kirurgjikale
pér ekspozimin me lembo té kaninéve té retinuar. Metoda
e pérdorur ishte ajo e tunelimit. Mbi kaninét e retinuar
vendosém braketa me zinxhir té inkorporuar dhe filluam
térhegjen e kaninéve. Dalja e tyre kérkoi rreth 7 muaj
kohé. Ndérkohé, vendosém dhe aparatin fiks né nofullén
e poshtme, dhe punuam edhe pér rregullimin e kafshimit
né klasé té Iré té Anglit. Trajtimi ortodontiko - kirurgjikal
zgjati rreth dy vjet e gjysém, kohé e pérshtatshme dhe
e pranueshme pér raste té tilla. Pacientja rifitoi njé
buzéqgeshje té bukur dhe té ploté.
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Pacientja E.K. 14 vjec, me fytyre hiperdivergjente dhe
profil te protuduar ne pjesen mandibulare. Bie ne sy
hypozhvillimi i maksiles dhe kendi nasolabial i gjere.
Ne ekzaminimin ekstraoral pacientja duket e shtypur
ne regjionin e kanineve, kjo per shkak te mungeses se
rrenjeve te kanineve ne pozicionin e tyre normal.

Ne ekzaminimin intraoral vihet re nje mandibul e

zhvilluar mire dhe dhembe te drejte, ndersa ne nofullen e

siperme vihet re nje maksile e pazhvilluar, mungesa e te

dy kanineve, dhe prania e dy te fryrave ne anen palatinale

te nofulles, gje ge tregon pranine e kanineve te impaktuar
_..i"' - i |




Ly

Pacientja paragitet me maloklusion te klases se trete,
kafshim maje me maje, me overjet dhe overbite zero.
Kafshimi eshte i hapur lateralisht dhe gjate gelltitjes
pacientja interferon me gjuhen midis harqeve dentare.

Ne grafine panoramike vihet re pozicioni palatinal i
kanineve dhe pozicioni ektopik e i impaktuar i tyre. Ne
fazen e pare te trajtimit vendosem nje zgjerues te shpejte,
gje ge pati si pasoje permiresimin e dimensioneve te
nofulles se siperme. U arrit zgjerimi i dimensoneve
transversale e sagitale te maksiles, dhe pervec kesaj , nga
ky zgjerim u perftua nje ripozicionim i kanineve ne nje
pozicion me te favorshem.. Me pas, vendosem braketat
e aparatit fiks dhe drejtuam hapjen e hapesirave ne
regjionin e kanineve te impaktuar.

Ne momentin kur ne harkun dentar te nofulles se
siperme kishim krijuar hapesirat e mjaftueshme per
daljen e kanineve, ne vendosem te kryenim nderhyrjen
kirurgjikale me ndihmen e kirurgut oro maksilo facial.
Nderhyrja konsistoi ne hapjen e nje lemboje te gjere ne
anen palatinale, e cila na lejon zbulimin e te dy kanineve
te impaktuar. Mbi kaninet e ekspozuar vendosem nga nje
brakete mbi te cilat eshte inkorporuar nje zinxhir metalik
me hallka i cili do te na ndihmoje per terhegjet elastike
ge do te ushtrojme mbi dhembe. Me pas lemboja gepet ne
pozicionin fillestar dhe ne fund te nderhyrjes kirurgjikale
ne shohim zinxhirat metalike ge dalin nga submukoza.
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Trajtimi ortodontiko kirurgjikal zgjati dy vjet e gjysem.
Ne fund te trajtimit u arrit nxjerrja e te dy kanineve te
impaktuardhevendosjaetyrene pozicionine pershtashem
ne harkun dentar. Me ane te trajtimit ortodontik u arrit
gjiithashtu edhe rregullimi i maloklusionit, duke cuar ne
perfundim te trajtimit ne arritjen e kafshimit te klases se
pare te Anglit. Overjet dhe overbiti u cuan ne vlerat e tyre
mesatare.

Per te nxjerre dhembet e impaktuar ne kryejme terhegje
elastike periodike e te vazhdueshme, deri sa te kemi daljen
e dhembeve nga mukoza, e me pas spostojme dhembet
ne pozicionin e tyre ne harkun dentar. Ne keto foto kemi
momente te ndryshme gjate daljes se dhembeve e gjate
spostimit te tyre drejt poziionit perfundimtar ne harkate.
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Fototerastittetrajtuar pashegjesseaparateve.Nenofullen
e poshtme shihet vendosja e retainerit metalik, ndersa ne
nofullenesipermekemiberenjeaparat televizshemtecilin

Foto perfundimtare e pacientes diten ge ka hequr
aparatin.Shihet qgarte ndryshimi i buzegeshjes se
pacientes per shkak te zgjerimit te nofulles se siperme
dhe pranise se kanineve, dhembeve aq te rendesishem ne
estetiken e buzegeshjes.

KONKLUZIONE

Trajtimi ortodontiko kirurgjikal i kaninit té retinuar
éshté metoda mé e miré e manaxhimit té kétyre rasteve
pér arsye se né harkun dentar kemi dhémbét natyralé
té vendosur né vendin e tyre. Bashképunimi me mjekun
radiolog dhe kirurg oral éshté thelbésor pér suksesin e
trajtimit.
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ABSTRACT

Wegener granulomatosis (WG) is a rare, multisystem, autoimmune disease with necrotizing granulomatous
inflammation, tissue necrosis, vasculitis in small and medium-sized blood-vessels. The classic clinical pattern is
a triad involving upper airways, lungs and kidneys. A 33-year-old woman was admitted to hospital because of dry
cough, shortness of breath, polyarthralgia, intermittent fever, epistaxis, hemoptysis. Chest X-ray presented multiple,
small infiltrates bilaterally. Laboratory results: Hgb 90g/L, hematocrit 30%, erythrocytes 3,6x1012/L, leucocytes
13,8x109/L, platelet 4,45x109/L, CRP 110mg/L, sedimentation 70mm/h. Urine sediment: erythrocytes(16-18),
proteins(+), epithelial cells(++), 24hour-proteinuria 0,5g/L. ECG: sinus tachycardia 120 beats/min. Gas analyses:
partial respiratory failure, hypoxemia 7,5kPa, hypocapnia 3,6kPa, saturation 91%. Lung-CT revealed multiple
bilateral infiltrates. Chest-ultrasound with bilateral, subpleural, hypoechogenic changes with central necrosis.
Because of intermittent fever, polyarthralgia, chest X-ray changes, elevated sedimentation, rheumatologist was
consulted and tests for autoimmune disease were performed (positive c:ANCA 95U/ml, RF 158IU/ml, ASO 88U/ml).
Ophthalmologist revealed punctiform conjunctival bleeding. Bronchoscopy: intranasal coagulum without changes
of nasal mucosa, transoral intubation presented diffuse erythema and edema of the vulnerable tracheobronchial
mucosa without ulcerous lesions or infiltrative changes. Bronchial alveolar lavage detected small increase of
neutrophils (total cell counts 320/KL, neutrophils 19,2%, macrophages 85,0%, lymphocytes 7,4%, eosinophils 0,0%),
no growth of bacterial culture, negative Gene X-pert. Transbronchial biopsy was performed, histologic analysis
detected necrotic granulomas with multinucleated giant cells accompanied by inflammatory cells. According to
all investigations, the diagnosis was WG. The patient was successfully treated multidisciplinary with high-dose
steroids and cyclophosphamide. Recognition of multisystem disease involving joints, kidney, eye and lung is critical
for diagnosis.

Key words: Polyangiitis, Autoimmune disease, Necrotizing granulomatous vasculitis, Granulomatosis.

INTRODUCTION clinical triad consists of upper airway involvement
(sinusitis, otitis, nasal mucosa ulcers, bone deformities,
subglottic stenosis), lower respiratory tract involvement
(cough, chest pain, hemoptysis, dyspnea, fever) and
glomerulonephritis (in 80%). It is believed that the disease
begins as a localized respiratory tract granulomatosis,

Wegener granulomatosis (WG) is a rare, multisystem,
autoimmune disease with necrotizing granulomatous
inflammation, tissue necrosis, vasculitis in small and
medium-sized blood-vessels, first described by German
pathologist Friedrich Wegener in 1936 (1,2). The classical
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which then generalizes into a vasculitis that affects
small and medium-sized vessels (1,3). WG most commonly
occurs in whites and affects men and women equally.
The mean age at diagnosis is 40 years, but the disease
can develop at any age (2). Patient presentation varies
and depends on the organ system affected. Some
patients present with chronic nasal obstruction, which
may be misdiagnosed as chronic sinusitis, others may
present with acute renal or respiratory failure. Patients
with pulmonary involvement, mononeuritis multiplex
or unexplained multisystem disease (1,3). Elevation of
serum c-antineutrophil antibodies against protease 3 in
cytoplasmic granules (c-ANCA) titers frequently occurs
in patients with WG and can be used to assess disease
activity. The reference standard for diagnosis is biopsy.
Renal biopsy, the most common approach, usually
shows a nonspecific glomerulonephritis. Lung biopsy
may show a granulomatous small-vessel necrotizing
vasculitis (2,4). Some infectious diseases, such as bacterial
endocarditis may sometimes show high titers of ANCA,
mimicking vasculitis (5). Lung nodules are the most
common manifestation of WG on chest X-ray and occur
in approximately 40-70% of patients (6,7). Treatment
includes immunosuppressant therapy, most commonly
systemic steroids and cyclophosphamide. Remission rates
are approximately 90%, but relapses may occur (6). Before
the routine use of glucocorticoids and cyclophosphamide,
the one year mortality was 82% (1).

CASE PRESENTATION

A 33-year-old woman was admitted to our hospital with a
history of progressively worsening dry cough, shortness
of breath, polyarthralgia, fever, epistaxis, general fatigue
and hemoptysis. Three months before admission, she
had episodes of nasal bleeding, dry cough, intermittent
fever not more than 38.2XC. Her primary physician did
not detect any abnormal findings in the chest radiogram
performed at that time. After three months, she consulted
the doctor again due to symptom worsening. The second
chest X-ray was with multiple small infiltrates in both
lungs (Figure 1). Because of the chest radiogram and
laboratory result with high sedimentation rate, the
patient was immediately admitted to hospital. She had a
smoking history of 10 pack-year, mother of one 10year-
old child, without any problems during pregnancy and
delivery, no allergies reported, no regular therapy used,
one operation of left-sided inguinal hernia twenty years
ago. She reported family illness, diabetes mellitus type 2

Case report

(by her mother’s side).

Physical examination on admission, blood pressure was
120/80mmHg, the pulse 120 beats per minute, temperature
38C, oxygen saturation 91%, weight 61kg. Her skin was
pale, without any rashes, normal lung auscultation, heart
rate rhythmic, tachycardic, without murmurs. Abdomen
without pain or tenderness on palpation. Mild, bilateral,
ankle edema, but other joints were without swelling or
any other changes on inspection or palpation. Eyes with
emphasized conjunctival, vascular pattern. Small clots in
the nose.

Laboratory results revealed anemia with Hgb 90g/L,
hematocrit 30%, erythrocytes 3,6x1012/L, leucocytes
13,8x109/L(85,9% neutrophils, 10,8% lymphocytes), platelet
count 4,45x109/L, C-reactive protein (CRP) 110mg/L
(normal values less than 3,03 mg/L), sedimentation
rate (SR) 70mm/h per first hour (normal values 0-20
mm per hour). Renal, liver function tests, hemostasis
were within normal limits. D-dimer 4000ng/ml. Urine
sediment - erythrocytes 16-18, proteins +, epithelial cells
++. 24hour proteinuria 0,5g/L (upper limit 0,2g/L). ECG
with sinus tachycardia of 120 beats/min. Gas analyses
in partial respiratory failure with hypoxemia 7,5kPa
and hypocapnia 3,6kPa, oxygen saturation 91%. Chest
radiography and lung computed tomography (CT) showed
multiple bilateral infiltrates (Figure 2). Chest ultrasound
with bilateral, subpleural, hypoechogenic changes with
zones of central necrosis, maximal diameter 26x18,9mm
(Figure 3). Because of persistent fever, chest X ray and
lung CT scan, significantly elevated SR, rheumatologist
was consulted and tests for autoimmune disease were
performed. Rheumatoid antibodies: positive c-ANCA
95U/ml (normal up to 30U/ml), RF 158IU/ml, ASO 88U/
ml. Because of the significant 24hour proteinuria and
hematuria, an examination by nephrologist was asked.
Renal ultrasound revealed no pathological changes, and
nephrologist’s opinion was that there was no need of renal
biopsy in that stage, because of preserved renal function.
Ophthalmologist examination detected punctiform
conjunctival bleeding. Bronchoscopy finding of intranasal
coagulum without changes of nasal mucosa. Transoral
intubation revealed diffuse erythema and edema of
the vulnerable tracheobronchial mucosa without any
ulcerous lesions or infiltrative changes (Figure 4 a, b).
Bronchial alveolar lavage (BAL) was performed. Cytology
report showed small increase of neutrophils (total cell
counts 320/HL, neutrophils 19,2%, macrophages 85,0%,
lymphocytes 7,4%, eosinophils: 0,0%). BAL gram stain
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and culture showed no growth. BAL sample for Gene
X-pert PCR was negative. Transbronchial biopsy was
performed and histologic analysis revealed necrotic
granulomas with multinucleated giant cells accompanied
by inflammatory cells in the bronchial and parenchymal
lesions using hematoxylin and eosin stains. According to
the pathology result the diagnosis was granulomatosis
with polyangiitis, Wegener’s granulomatosis.

During the hospital stay until diagnosis, the patient was
treated with broad spectrum antibiotics, antifever drugs,
fluids, systemic corticosteroids, low-molecular weight
heparin, gastro-protective therapy, oxygen, supportive
therapy. The treatment continued multidisciplinary after
confirmed diagnosis WG, with high-dose of systemic
steroids (prednisolone, with gradual decreasing of the
dose) and cyclophosphamide. The symptoms, chest X-ray
results and c-ANCA level, were significantly reduced after
two months follow-up.

DISCUSSION

Granulomatosis with polyangiitis (GPA), formerly known
as Wegener’s granulomatosis (WG), belongs to the group
of ANCA-associated necrotizing vasculitides (8, 9). The
clinical manifestations are diverse, and this is reflected in
the manner of their presentation (4). It is a rare disease,
during the past 15 years, the epidemiology of Wegener’s
granulomatosis (WG) has become better understood.
Descriptive epidemiological studies carried out primarily
in European countries estimate a prevalence of WG
ranging from 24 to 157 per million and annual incidence
rates from 3 to 14 per million, depending on geographic
location (10). Chest radiographic findings are often the first
to suggest the diagnosis, but CT has superior sensitivity
and specificity for evaluation. Common pulmonary
radiologic findings include waxing and waning nodules,
masses, ground-glass opacities, and consolidation. Airway
involvement is usually characterized by circumferential
tracheobronchial thickening, which can be smooth
or nodular. Pleural effusions are the most common
manifestation of pleural disease and can result from
primary involvement or be secondary to renal failure (11).

This is a case report of granulomatosis with polyangiitis
(Wegener’s granulomatosis) in a younger patient than
the average onset of WG, 33 years old, where the
diagnosis was identified by transbronchial biopsy which
identified granuloma with giant cells. These findings led
to a diagnosis of WG. Clinical course, positive c-ANCA,
negative RF, chest imaging results, urine analysis were
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considered diagnostic for WG. Flexible bronchoscopy
and transbronchial biopsy were very helpful procedures
in this case. Usually, renal involvement is severe and
the leading cause of mortality, but our patient’s renal
function was preserved. The significant proteinuria was
also suggestive of WG-associated glomerulonephritis
(4). Differential diagnosis included systemic lupus
erythematosus, Churg-Strauss Syndrome, rheumatoid
arthritis.

According to the medical intervention in WG, the
immune system has been the major target of therapy
with immunosuppressive drugs such as prednisolone,
cyclophosphamide, azathioprine, and more recently,
methotrexate and mofetil mycophenolate. Also, it is
proposed treatment with the antibiotic trimethoprim-
sulfamethoxazole (co-trimoxazole) for reducing the
incidence of disease relapses in WG (12). Open-label
clinical studies suggest a beneficial effect of infliximab
or rituximab in addition to standard therapy in
refractory Wegener’s granulomatosis (13). Plasma
exchange is the best complement to immunosuppressants
in advanced renal disease at present (14).

Conclusion

Despite recent progress, the prevention of relapses
and treatment of refractory cases remain the greatest
challenge in the treatment of Wegener’s granulomatosis
(12, 15). Longterm treatment and disease-related
morbidity are major threats, there is a need for safer and
more effective medications. Early diagnosis and multi-
specialty collaboration among physicians is necessary
to adequately manage the disease and the potential
complications that may result from drugs used in the
treatment of the disease (15).
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ADDITIONS

Figure 1. Chest radiography showing small, multiple,
bilateral lung infiltrates.

Figure 2. High resolution CT image showing nodule in
lung parenchyma with spiculate margins and central
necrosis.
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Figure 3. Chest ultrasound presenting subpleural,
hypoechogenic change with central necrosis.
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(a) (b)

Figure 4. Bronchoscopy findings of edematous mucosa and prominent capillary vessels, beginning from distal trachea
(a), diffuse erythema and edema of the vulnerable tracheobronchial mucosa in right upper bronchus, with contact
bleeding (b).
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ABSTRACT

Renal cell carcinoma is the most common malignant renal tumor, account for 85-90% of all renal malignant
neoplasm in adults,with male predilection 2:1. It can be symptomatic flank pain, macroscopic hematuria, palpable
flank mass) and asymptomatic, diagnosed incidentally, or can be presented with paraneoplastic syndrome
(hypercalcemia,hypertension, polycythemia). Radiology imaging methods(ultrasound, computed tomography and
magnetic resonance) are primary in diagnosing this neoplasm and their differential diagnosis, so the main goal in
this paper is to introduce the sensitivity and specificity of this methods in early diagnosis of patients with renal
cell carcinoma. We present a case of 72years old female, with occasional macroscopic hematuria for one month
and history of hypertension. Patient was radiologically investigated with ultrasound, computed tomography and
magnetic resonance, the diagnose of malignant neoplasm of kidney was established, which was histopathological
confirmed.

Key words: renal cell neoplasm, ultrasound, computed tomography, magnetic resonance

INTRODUCTION Macroscopically RCC are variable in appearance, from
solid and homogenous to heterogeneous with areas of
hemorrhage, necrosis and cystic change, this changes
give main characteristics in radiological appearances
in imaging. Risk factors are presented in 50% of all
cases and include: obesity , smoking andhypertension.
(lassical clinical picture is very rare, and includes trias
of symptoms: macroscopic hematuria, flank pain and
palpable flank mass, in the practice almost half of all
renal carcinomas are incidentally found on images
for other purposes. Paraneoplastic syndrome is also
associated with RCC, presented with different symptoms,
due to cancers present in the body and substances that
circulate in the blood stream. Treatment is surgical,
partial or radical nephrectomy is performed, although
the management of this neoplasm depends on the stage
of diseases, type of renal cell carcinoma, co- morbidities
and age of the patient. Renal cell carcinoma is metastatic,
the most common sites of metastasis are: the lungs, the

Renal cell carcinomas are malignant adenocarcinomas,
which origin from tubular epithelium and encompasses
a number distinct histological varieties: clear cell renal
carcinoma:70-80%, papillary renal cell carcinoma 13-20%,
cromophobe renal cell carcinoma 5%, collecting duct
renal carcinoma<1%, renal medullary carcinoma: rare.
According to the classification of the tumor, researchers
made an effort to identify the tissue of genesis for renal
carcinoma. The pathogenesis of renal epithelial tumors
was debated for decades, by several researchers, initiated
by Paul Grawitz, who concluded that papillary tumors
arise from renal tissue, than Paul Sudeck published
description of renal tumors, in which he equated
atypical features within renal tubules and gradation
of this features with near malignant tumors,and
Otto Lubasch who supportedpriviestheory, gave the
term hypernephroied tumor which was supplement
by Felix Victor Birch Hirschfelf to hypernephroma,
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bones, lymph nodes, the liver, adrenals and the brain.
Prognosis can be variable depending both on histological
subtype and stage. In this case we introduce adult female
patient, symptomatic with macroscopic hematuria,
radiologically presented with heterogeneous solid mass
of right kidney, surgically treated with total nephrectomy,
patohistologicly confirmed clear cell renal carcinoma.

CASE REPORT

A 72year female patient was referred to radiological
department in our institution, for abdominal ultrasound
with symptoms of occasional macroscopic hematuria,
during 1 mounts, malaise and with privies history of
arterial hypertension.On the abdominal ultrasound,figl,a
hipoehogenic well defined solid mass in the interpolar
region of the right kidney,was reviled, other abdominal
organs presented with normal findings, no free fluid
in the abdomen was founded. For further deferencions
and determination of the lesion, the patient was sent to
computer tomography and magnetic resonance. On the
computer tomography ofthe abdomen and pelvis, fig.
2 and 3,the lesion of the right kidney was confirmed,
localized in the interpolar region , well defined, without
invasion of other organs, solid with heterogeneous
characteristic, with areas of hemorrhage and necrosis
and with compression of the pielocalical system of the
right kidney but without hydronephrosis.. Other CT
findings presented normal. On MRI, fig.5and 6 with
standard sequences and protocol, right kidney mass,
was presented with heterosignal characteristics, mainly
hiperintense, with prompt arterial enhancement,
without restriction of diffusion. Based on CT and MR
characteristics,diagnose of malignant renal neoplasm
was made and with urological consultation radical
nephrectomy was performed. On the follow up exams,
fig.4, during two years after surgery, our patient iswell,
US and CT exams are normal, withoutmetastatic disease.

DISCUSSION

Renal cell carcinoma or RCC is a type of cancer that
has been quite common in recent years. The frequency
has increased by 10 times compared to 50 years ago.
The reasons for this are aging of the population that
increases the incidence of cancer and more frequent
use of ultrasound, tomography and MRI that increases
incidental detection. Frequent use of these imaging
modalities also allowed early detection of RCC. At
present, 75% of RCC cases are detected at Stage 1a, which
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is the earliest stage (Tumor limited to kidney and less
than 7cm).Initial toll in diagnosing, renal cell carcinoma
is ultrasonography, noninvasive, available, easy method,
sensitive in detecting renal mass, differentiated solid
from cystic, but is not specific, provides less information
about the characteristics of the mass and extent of disease
than do CT or MRLCT is used to diagnose, stage renal
cell carcinomas and in follow up procedure. CT protocol
includes abdominal and pelvic area, non-contrast and
with iv contrast. The lesions are soft tissue attenuation
between 20-60HU, with areas of necrosis and 1/3 with
calcification. Corticomedullary phase 25-60 seconds
after administration of contrast, renal cell carcinomas
show variable enhancement, usually less than the
normal cortex, small lesions may enhance a similar
amount and homogeneously, whereas larger lesions have
irregular enhancement due to areas of necrosis.The
corticomedullary phase is also best for assessing vascular
anatomy,tumor thrombus into the venous circulation,
the prognosis is significantly worse for those with IVC
involvement. The nephrogenic phase (80-160 seconds)
is the most accurate for detection of abnormal contrast
enhancement.Excretory phases important in assessing
the anatomy of possible pathology in the collecting
system. CT is diagnostic method used for follow-up
imaging after treatment used also for the detection of
solid organ metastases. MR

is superior method, excellent at imaging and staging
tumors, but is also good in suggesting the likely
histology T2 differences, T1 is often heterogeneous
due to necrosis, hemorrhage and solid components.
T2 appearances depend on histology:clear cell RCC:
hyper intense,papillary RCC: hypo intense. MR is also
useful for imagining IVC tumor thrombus,the presence
of enhancement in the thrombus make the differences
between bland and tumor thrombus.The use of diffusion-
weighted sequences are important in small renal lesions,
which canbe inflammatory or malignant , both showed
restricted diffusion, but the restriction is more common
with abscess than tumor. Another radiological method
for diagnosing renal tumors is intravenous urography,
sensitive but not specific, rarely used, toll, compared with
CT and MR. Nonmalignant and malignant lesion can be
differentiated radiographically, but in some cases surgery
is needed for confirmation. Biopsy is recommended
when the renal mass may be a metastasis from another
known cancer, in cases where tumor has infiltrative
instead of a discrete pattern, or sometimes to confirm a
diagnosis before chemotherapy for metastases is given.
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Information’s from radiological methods are important
for staging RCC, following TNM (tumor, node, metastasis)
system, where the size and extends are classified separate

Figure 1:ultrasound,solid mass.

Figure 2:CT native phase

Figure 5 and 6:T1and T2,standard, coronal,heterogeneous
lesion,due to necrosis and hemorage, in the interpolar
region of right kidney.

Figure 3:arterial post contrast enhansment

CONCLUSION

The incidence of renal cell carinoma has been increasing.
Imaging plays a central role in its detection, staging, and
treatment evaluation and follow-up.
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ABSTRACT

Introduction: Cochlear implantation (CI)is a standard of care for the patients with moderate to severe sensorineural
hearing loss in the past more than 20 years. Postoperative vertigo it’s one of the well-known complications and
has a considerable impact of patient life. Children really suffer from this complication, usually in milder form
and almost never long-term vertigo. The aim of presenting this case is to pint out the need to examine the
vestibular function in each patient preoperatively. Case report: A 9-year-old child, with recurrent episodes of
vertigo appearing for the first time 6 years after the implantation. Vestibular assessment function was done with
caloric irrigation bitermal test that showed asymmetry between two labyrinths. Romberg showed deviation on
the right side. Haed impuls test was positive on the right side and Dix -Hallpike’s maneuver test was negative.
There was no neurological signs and symptoms. Every next episode of vertigo was milder than the previous
one and he well responded to standard vestibular therapy with Beathistine or Sulpiride. Vertigo did not affect
implant performance,

Conclusion: Patients which are candidates for CI it's necessary to be informed about possibility and quality of post-
operative vertigo. Implementing a protocol for preoperatively evaluation of the vestibular function of specially
designed questionnaires and objective tests for assessment of the vestibular function should be standard procedure
for each patient who is candidate for CI.

Key words: cochlear implantation, vertigo, vestibular
therapy

INTRODUCTION

The very first beginning of CI as a possible solution of
hearing rehabilitation in completely deaf patients dating
back to the early 60’s of last century and in the last more
than 20 years CI has become a standard of care for the
patients not only with severe but also with moderate
sensorineural hearing loss.

The cochlear and vestibular systems share common
anatomical and embryological origin with continuous
membranous structure. This close proximity in vascular
supply and innervation predisposes them to same noxious
or developmental factors. Thus prenatal, perinatal, or
postnatal injury and trauma may cause damage and affect
one or both systems.

Although it’s a reliable and safe procedure postoperative
vertigo it’s one of the well - known complications after
cochlear implantation. Even it’s not a live treating,
postoperative vertigo has a considerable impact of

patient quality of life. Therefore,in time when the
indications for CI are significantly expanded and we have
wide use and application of cochlear implant as well as
implementing the bilateral implantation as a standard
concept especially in children it is already becoming very
important to understand, critically analyze and evaluate
the risk of Cl-induced vestibular impairment.

Published data regarding the incidence of post-operative
vertigo varies widely and usually ranges between 30-60%
(1-4). Postoperative vertigo it’s more common in adults,
especially in one who have a history of preoperative
balance disorders and long lasting deafness. A review
of the available literature also shows that patients
undergoing cochleostomy have a significantly higher risk
of postoperative vertigo compared with RW approach
(1,7). Interestingly, children really suffer from this
complication andit’s usually in milder form thanin adults.

The postoperative vertigo may be result of the
traumatic labyrinth damage during electrode insertion,
intraoperative perilymph loss-gusher, foreign body
reaction with labirynthitis, endolymphatic hydrops,
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electrical co-stimulation of the sacculus-Sound induced
vertigo, inflammation induced by the surgical procedure
or vibration trauma during cochleostomy- which leads to
dislodge the otoconia, introducing of bone dust into the
labyrinth during the surgery (3,8-10).

The complaints can appear directly after cochlear
implantation surgery or after a period of timelike a single
attack or multiple episodes with transit occurrence and
very rare as a permanent and chronic process. Clinically
they are usually presented as unsteadiness, imbalance,
instability and disequilibrium or rotatory/ sway vertigo
with nausea and vomiting, but also there are forms of
positional vertigo (BPPV) or Meniere-type of disorders(11)

CASE PRESENTATION:

A 9-year-old male patient (T.L) with congenital bilateral
profound SNHL, implanted on the right at the age of 4,
well rehabilitated with developed speech, experienced
several recurrent episodes of vertigo, with transient
occurrence, six years after the implantation.

First episode occurs on March 2018 and main complains
and symptoms were dizziness, nausea and vomiting as
well as headache in the occipital region. Also on getting
up at the morning he felt “the things are turning around”
more pronounced when turning his head from right to
left. Vestibular assessment function was done and Caloric
vestibular stimulation showed significant asymmetry
between irritability of both labyrinths with reduced
vestibular response to caloric stimulation of the right
side. Standard symptomatic therapy, including Sulpiride
(Eglonyl), Beathistine in combination with vitamins (B
complex),was prescribed and initial improvement in
the condition right after starting the treatment was
evidenced. Two weeks later, just day before the scheduled
checkup, there is a worsening of the condition and patient
complains on intense dizziness, vomiting and headache.
Detailed examination was done and no oblique deviation
and spontaneous Ny were recorded but when rotating on
left in lying position he complained of dizziness. From
the vestibular testing on caloric stimulation we got
hyporeflexia of the right hSCC. Romberg was positive
towards right and on blood testing - mild Leukocytosis
was present. The CT scan was clear with implant on
place, The patient was detained for hospital treatment
and antibiotics and symptomatic therapy (Eglonyl) was
prescribed. After significant improvement over the next
three days was discharged form hospital with negative
Romberg, normal vestibular test results and negative
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head impulse test .Second episode appears three mount
later, after a period of time without any complain there is
a new onset of vertigo same as the previous episode. This
time patient complains on unpleasant buss and noise
first half an hour in the morning after switching on the
audio processor and spontaneous nystagmus on left was
detected. Vestibular testing showed hyporeflexia of the
hSCC bilateral most intense in right side. Control check
of the audio processor was fine and fitting was done one
again. Standard symptomatic therapy with Betahistine
and vitamins(B-complex) was prescribed and complete
resolution of the symptoms and normalization of the
test was achieved after 5 days. Third and the last episode
of vertigo appeared four mounts after but this time in
milder form, symptoms lasted only two days and resolved
spontaneously. The patient is coming every 6 mounts on
routine control and in the last 18 mounts he is free of
symptoms.

DISCUSSION

Postoperative vertigo it’s one of the well - known and
most frequent complications (complaints) after cochlear
implantation. It has a considerable impact of patient
quality of life and can be a consequence of many causes.
The complaints can appear directly after cochlear
implantation surgery or after a period of time. From
the published data risk of vertigo resulting from CI
ranges between 30-60% and it’s more common in adults,
especially in one who have a history of preoperative
balance disorders and long lasting deafness. Children
really suffer from this complication which usually occurs
in milder form.

CI program in R.N. Macedonia was established 15 years
ago and first implantation was done at the University
(Clinic of Otorhinolaryngology, Medical Faculty, Skopje
in 2006 y. So far we have implanted 82 patients (children
and adults) and this is the first and only case where
postoperative vertigo was reported which means that
the Incidence of postoperative vertigo in our group of
implanted patients is 1.2%.

Exposing patient to the risk of possible balance disorders
associated with CI its justified in view of the hearing
rehabilitation achieved. In any case it’s necessary to
inform the patient about possibility and quality of post-
operative vertigo symptoms. Implementing a protocol
for preoperative and postoperative evaluation of the
vestibular function, which includes specially designed
questionnaires and objective tests for assessment of the
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vestibular function, should be standard procedure for
each patient who is candidate for a cochlear implant. Even
if cochlear implant presents minor risk for ipsilateral
subjective vestibular affection, it is recommended
though to implant the ear with lower vestibular function
in unilateral cochlear implantation if all other factors are
equal in order to avoid postoperative vestibular loss.
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JIEBEP KOHTEHUTAJIHA OIITUYKA HEBPOIIATHJA- IIPUKA3 HA
CIIYUAJ

TpmeBcka Illekepunos Haraia, iBaHoBa Maja, ['ony6oBuk Musena

YHuBep3uTeTCKa KIMHUKa 3a ouHu bonetH, Ckomje, P. CeBepHa MakeoHuja

Medicus 2020, Vol. 25 (2): 289-294

PE3UME

Jlebep KOHTeHMTa/lHa ONTUYKa HeBporatuja (Leber hereditary optic neuropathy-LHON) e xepemurapHo,
HeypozereHepaTUBHO, MUTOXOHIPUjasIHO 3abo1yBame. TpaHCcMUCHjaTa e IIPeKy MajkaTa, 3aToa IITo 0ojiecta e pesyiarar
Ha MyTallMM BO TeHWTe Ha MUTOXoHApujanHaTa JJHA. ITpeTcTaByBa MHOTY peTKo 3abomnyBambe, co nHmuaeHia 1:50 000,
MoBeKe Kaj Mayku 1 obudHo Ha Bo3pacT of 10 go 30 rommnm. [ujarHosaTta ce TeMenu Bp3 OCHOBa Ha KIMHWYKAaTa
C/TMKa U TeHeTCKUTe MCTpaskKyBamba. J]o cera He e OTKpHeH crielinduueH TpeTMaH. MeOeHOH e JIeK KOj OBO3MOKYBa
HeyTpasM3rpame Ha CJIO00HUTE PAIUKaIM KOM TO TIOpeMeTyBaaT LIeJIMOT eHepreTCKU MeTaboIM3aM Ha KJIeTKara,
KAaKO pe3yJITaT Ha HapyllyBakbe BO MUTOXOHIPUUTE.

Llen Ha Tpymort: I1pe3eHTHpaMe CiIydaj, MalueHT Ha 44 Tofl. BO3PACT, CO ITPOrpecrBHO, Oe300/IHO, OrtaTepaHo ryoermne
Ha BUJOT U HaIlpaBeHU IeHeTCKU MCJIeflyBama KoM yIaTyBaar Ha Jlebep - onrukomnaruja. LlenTa Ha TpymoT e ma ce
YKa’Ke Ha 0Ba PeTKO 3ab0JyBame U [a ce MOTTUKHAT JIeKapuTe oTaJIMOMI031 Ha MOJEeTaIHY UCTPayKyBatbha, 0COOeHO
Kaj maLueHTy co ciaba BUIHA OCTPMHA, KOja He KOpPEeCIOHIMpa CO KIMHUUKMOT Haoj. Vako peTtka Oosecr, Jlebep
orTHKOIAaTHjaTa Tpeba f1a ce MMa IpejiBU/L BO HalKTe 1ofipaydja. [la ce roTeHIMpa BayKHOCTA Ha ITepUMETPUjaTa KaKo
IMjarHOCTUYKA METOJa U Jla ceé HacO4Yu BHUMAaHNeTo KoH HeBposomkuTe (BEIT, CEIT) 1 reHeTcKuTe MCTpayKyBarba BO
WCTUTE CJTyYau.

Knyunu 36opoBu: Jlebep 3aboryBatbe, ONTUUKA HEBPOIIATHja, HACJIEIHM 3a00JTyBatba, FeHCKU TeCThpama, VnebeHoH

BOBE]] 0.05 umu moMa’nKy 3a HeKOJIKY JieHa, WM ITaK MOoyKe Jla ce
HaMmaJyBa [ocTerneHo Bo mepuof ofi 2-3 Meceliu. Kaj okomny
50% op ciydaWTe APYroTO OKO € 3a)aTeHO CHMYI/ITaHO,
JiofieKa Kaj oCTaTOKOT BUJIOT ce HamajyBa BO Mepuoj, of
9 mecenu nofonHa. [IpeBanennara Ha LHON He e jacHo

Jlebep KoHrenuranHa onthuka HeBpomatuja (LHON) ce
KapaKTepusupa co OumaTepanHo, 6e300/1HO, CYOAKYTHO
rybeme Ha BUJIOT KOe 0OMUHO ce jaByBa Kaj MJIajii ajTy/ITH.
MaskuTe MMaaT YeTHPU JI0 TIeT ATy MoBeKe PU3HUK 3a Pasoj i
BO OJIHOC Ha keHuTe. (1) OOMYHO MaIeHTHTE Ce IeJIOCHO AepHHMpaHa, MEryToa ce IPOLIEHYBA fieka H3HecyBa 1:30
aCHMITTOMAaTCKH, Ce JlofieKa He ce 10jaBM 3aMaTyBambe Ha 000. (1)

LIeHTPaJTHUOT BUJ| Ha eJHOTO OKO, a cimyHu cumnromd LHON e KnacuuHo ToBp3aH €O MyTaluu Ha
ce T0jaByBaaT M Ha JIPYrOTO OKO BO MPOCEK JjBa [I0 TPM MHUTOXOHJPHjaTHHOT ocHoBeH mmap GI11778A (rBanHuH
meceru mogonHa. (1) Criopeq Hekou aBTOpH Kaj OKOMY [0 ajieHMH Ha mosuipja 11778), T14484C (tuposuH [0
25% op ciydauTe, TYOMTOKOT Ha BUJOT MOKe yiiTe Bo IuTo3uH) U G3460A.

MIOUETOKOT Jia e buaTepane.(1 .
A p () OBue MyTalluM IIPBEHCTBEHO BJIMjaaT Ha T'eHUTE Ha

[Ipu yHAOCKOMHMjaTa YecTo MoXe fa ce MaHW(ecTHpa PecIUPATOPHUOT iaHels [, MuToxoHapujaHuTe renu NDI,
nceygoefieM Ha [JUCKOT W Xurepemuja, mwnatanuja Ha ND4 u ND6 mery mpyrure. (2)

apTepuosIM, TOPTYO3HU KPBHU CAJIOBU U TepUITalIapHa
TeJleaHrnektasuja. He e MCKIyueHO TYOMTOKOT Ha
BUIOT 71a Oujle TIOBP3aH M CO OfpefleHH KapiMONIONIKH,
CKeJIeTHH ¥ HeBPOJIOIKU mpomeHH. (1) OOMYHO 1oyHyBa
Ha e[HOTO OKO, Hae[jHalll, CO 3HAUMTETHO HaMaJTyBame J10

HapyiyBamero HacTaHyBa 3apajy ,, point“ (TouKacTH )
MyTanuu Bo muTtoxoHapujanHata DNK u nocnenoBarenna
MUTOXOH/IpMjaiHa auchyHKIMja. [IpuMapHHOT TMI Ha
KeTku Kou ce ryoatr Bo LHON ce raHrimckure KIeTKu
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Ha PeTMHATa, KOM Ce MHOTY TOJIOKHM Ha HapyiieHoTo pe3oHaHia (MP) Ha riaBa 6ea ypeHu.
npousBoyicTBO Ha ATP 1 Ha oKcuaTBeH crpec.

HacnemyBamero Ha LHON ro cmegu matoT Ha
MUTOXOHJIpMjajiHaTa TeHeTuKa, T.e ce HacjiefyBa TpeKy
MajKaTa M ¥Ma MHOTY BapHja0iieH KIMHUUKK (heHOTHII,
OuyiejKu IPYTUTE TeHeTCKU M eKONONIKH (DaKTOPH MCTO

TaKa Urpaart yiora. (3) B
e
Criopest ucTpakyBame Bo KiuHa, Bo 0[fHOC Ha ITPorHo3ara e P

L
by
1y

10 BUJIHATa OCTPHMHA TOKAKaHO e JieKa Kaj pas3InuHuTe
reHOTUNoBM e pa3iuuHa. leHorumor T14484C uma
Hajmo0Opa mporHo3a, a G11778A reHoturnot Hajnoma. He ce
MOKaKaH! peJial[iy Mel'y TeHOTUIIOT U BUJIHATA OCTPUHA | =~

Ha TI0YETOKOT, pa3/iMka Bo MOJIOT M pa3jiMKa Bo BO3pacTa . -
Ha jaByBame. (4) driias

|
"

|
1

ITPRKA3 HA C/IYYA) r=

Mak Ha 44 romuinHa Bo3pacT, NpB IIaT ce jaByBa Ha
Knunukara 3a ounu 6omectu Bo fiekeMmBpu 2018 ropuHa. =|'ri.1 Ferige
[lan moflaTok 3a mocTeneHo ryOere Ha BUIOT HA JiBeTe
0uM BO MOC/IEJIHUTE b-7 Mecely, IPBO Ha JIECHOTO, TI0T0A =
Ha 71eBoTo oKo. Xumepmerpor +5.00 Dsph obocTpano. . .
BupHa octpuHa obocTpaHo: 6pou mpctu npef; 0Ko OK/HK.  Cimka 2: a) mepuMeTpuja Ha JIeCHO OKO, LeHTpajieH U
lnTpaokynapauor nputrcox (I0P): 17.3 mmHg. HaparieHTpaaeH CKOTOM BO BUTHO TI0/Ie

1
L]

g g 1
W

'-
LI
"

I

Bo jymu 2019, Hajobpo KoperupaHaTa BHJJHA OCTPHHA () epuMeTpHja Ha JIeBO OKO, LIeHTpaJIeH ¥ ITapaljeHTpaieH
(BCVA) 1a gectoto oko e 0.01(+6.00), 1 Ha 1eBoTo 0k0 0.05  CcKOTOM BO BUITHO TIOJTE

(+6.00). TlepumeTpujaTa MoOKaka 00OCTPAHO TPUCYTEH
IIeHTpaJIeH 1 maparieHTpaaeH cCKoToM. (ci1.1)

HaopoT op ontuuka KoxepeHtHa Tomorpaduja (OCT) Ha
3aJJHHOT CETMEHT Ha OKOTO, MOKaKyBa MCTEHUyBame Ha
C710jOT HAa HEPBHU BJIAKHA BO CYIIEPUOPEH 1 TeMIIopajieH
cekrop. MakynaTta oboctpaHo co ypefeH Haof. Ciojor
Ha TanuiapHuTe peTHHanHN HepBHU BiakHa (RNFL) co
nebenuHa, Ha iecHo (ATT OD) 98 mukpomeTtpu u 1eBo (ATT
0S) 96 mukpomeTpu. Makyia co fiebeniHa Ha gecHo (ATT
OD) 262 murpometpu u neso (ATT OS) 282 MuKpoMeTpH.
(cm. 2,3)

[TareHTOT € ujabeTHUap, MOCIEHUTE HEKONKY Meceln
Ha UHCYITVH.

Tonorpacdhmja Ha mpegen cermedt (Mofen Tomey Casia
2.Ver3E.2): 1OKa)ka  KepaTOMETPUCKH  BPEIHOCTH
mecto, OD: K1: 475 u K2: 45.1. Tlaxumetpuja (Pachy) 641
mukpoMerpu u neBo OS: K1: 475, K2: 45.1; Pachy : 632
MUKPOMETPH.

Ocranarure JOITIOTHUTETHN uciaegyBama KaKo

KommjyTepusupana Tomorpaduja (KT) u marHeTHa
Cn. 1. a) mecho oko: OKT Ha Maky/ia €O JIeCHO UCTeHUeHH
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CJi0eBU 6) neBo oko: OKT na MaKyJia CO JIeCHO UCTeHUEeHHU
CJI0€BH

Cn. 2 OKT Ha gucK, 000CTpaHO BUTMBO HCTEHUYBAke Ha
RNFL Bo TemmopaseH cekTop

HeBponomkure  ucnegyBama  ondakaa:  BU3YeTHH
eBonupanu noredijany (VEP) Ha 1ecHOTO 0KoO co OTCyTeH
ozrosop; Ha 1eBoTo P100 HUCKOBONTHPaH, MPOJIOHTUPaH,
Haofl Koj vymaryBa Ha jJedeKT BO KOHJVKIUjaTa
OMIaTepaiHO: M CeH30PHHU eBOIMPaHu noTeHujam (SEP)
obocTpaHo co ypesex Haoz. MRI Ha r71aBa co ypesieH HaofI.

Kako TmoHaTaMoONIHO HC/efyBaibe Oelle Ha3HAUEHO
MOJIeKy/IapHO-TeHeTCKa ~ aHa/im3a BO  MakeJjoHCKa
aKajieMuja Ha HaykuTe 1 yMetHoctuTe (MAHY), Bo Ckomje.

AHanm3aTa OwWiaa HampaBeHa CO MeTOf: U3oMalyja
Ha JIHK co deHon-xmopodopM eKcTpakiiuja/eTaHon
npeiunutangja u PCR  ammmdukamuja u  JJHK
CeKBeHI[MOHUpame Ha MUTOXOHApujamHuTe reHu: MT
-ND 4 (NP_536852.1), MT-ND1 (NP_536843.1) I MT -ND6
(NP_536854.1). PesyTaToT MoKaka IIpUCYCTBO Ha [TATOreHa
BapujanTa m.11778G>A; p.Arg340His Bo MT-ND4 reHor,
KOj ja MOTBP/M JMjarHo3ara 3a Jlebep Hac/ie[iHa ONTHYKa
Heypomatuja (LHON).

JUCKYCHJA

LHON e Bmpouem mpBaTa MHTOXOH/IpUjajiHA OoJecT
TpUKaKkaHa off CTpaHa Ha JoKTopoT Anopext doH I'peche
npeq noBeke of 150 roguHM, MeryToa MMeTO ro JoOuBa
cropen; moktopoT Teomop JleGep Koj mopolHa omuimiasn
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15 matmpeHTH o OBa 3a00/yBame BO UETHPHU Pa3/NUHK
cemejcTBa. [lofolHa ce JoKakaso ieka MyTallijaTa e Bo
muroxoHapujanHata [IHA (mtDNA) u neka 3apaau Toa ce
Hac/ieJlyBa HpeKy Majkata. (5)

Cropen  uctpaxkyBamaTa LHON HajuecTo HacTaHyBa
3apagu MyTauujata m.11778G> A u of oBoj Tum Ha
MyTalldja, cropel ucTpaxkyBamaTa, 90% ce o Asucka
nonynanyja 1 oz 50 10 70% ox1 benara paca. O MyTaryjata
m.14484T> C, 86% ce cmyuau Bo KBebek, Kanama. A of
(pexBeniujata Ha m.3460 G>A okony 20% ce eBpOICKU
nanuenT co LHON. I'eHCKMTe UCTPakyBama ce HaCOUeHH
ko MT-ND1, MT-ND4, MT-ND6 renure. (6)

Kaj noBeke om 90% op mujarHOCTULMPAaHUTE HalieHTH
0MJI0 OTKPMEHO MPUCYCTBO HA eIHA off TpUTe “missense”
myTaiuy: m.11778G>A Bo MT-ND4 rexor, m.14484T>C Bo
MT -ND6 rexot, u/unu m.3460G>A Bo MT-ND1 reHor, of
KoM HajTenika copMa e m.11778G>A, Koja 1ITO Ce OTBPAU
BO MOJIeKy/IapHaTa aHa/Iu3a U Kaj HalllMOT MaljueHT.

MuTtoXxoHpuKTe ce CUTHM OpraHe/d BO ILIUTOIIa3MaTa
Ha KjeTkara Kou umaar corcrsena JTHA (mtDNA) co 16
569 mapoBu, 37 reHH, KOU ce MpeHecyBaaT Ofi MajKaTa
Ha [ellaTa. MyrTaiyjaTa BO TeHMTe e CO pa3/M4yHa
TMeHeTpaHTHa crocoOHocT. Kaj Hekoum yre Oonecra
BOOIIITO He MaHu(pecTupa CUMITOMH. [IOKOKY MajkaTa
Koja e HoCHTeJT Ha bojiecTa He MaHU(eCTHPa CUMITTOMU He
MOKe [1a ja mpeHece OorecTa Ha fieteTo. [IokaxkaHo e ieka
ofpesieHu (haKTOPH Off CpeIMHATA KaKo IIITO e TYIIEeHeTo
MOKAT [Ia ja 3roieMaT MeHTPaHTHOCTA. (7)

LHON e HajuecToTo MUTOXOHAPHjATHO HAaceTHO
3ab0/yBame Koe O0MUHO Ce jaByBa Kaj MIIaJy MaKi.
O6muHO ce jaByBa momery 10-30 roguHu. Mako peTko,
uHpuBuayn Manucgectupaar LHON u Bo cemmaTa u
ocMaTa JielieHHja of JKUBOTOT. (8) ABTOpPUTE MOTEHIIMpaaT
JleKa MajkuTe MMaaT 4YeTUpW 10 MeT MaTu Torosema
BEpOjaTHOCT Jla OupjaT 3ab0/eHu off KEHUTe, HO HUTY
TI0JI0T, HUTY MYTaI[MOHUOT CTATyC He BJIujaaT 3HAYUTETHO
Ha BpeMeTO M Cepro3HOCTa Ha TOYeTHATa 3aryda Ha
BHJIOT, KaKO ¥ BO IPe3eHTUPAHMOT CIIy4aj. (8)

XopMOHAJIHUTE Pa3NUKM IIOMery MakKuTe M JKeHMTe,
B/IMjAaT BP3 JIOMMHAHTHOCTA HAa MaKUTe BO jaBYBAIbeTO
Ha LHON.(9) Ce cMera [ileKa ecTporeHUTe XOPMOHHU Kaj
JKeHUTe BJIMjaaT Ha MUTOXOHJpMjanHaTa AuchVHKIIMja,
BKJIVUMTEIHO M BO HeIlpaBM/IHATa cuHTe3a Ha ATP,
OKCHJATMBHMOT cTpec u amonto3ara.9) Crymum
MOKaKajle JIeKa BO XMOPUIHM MOOMIHM JIMHUM KOU
compikar xomoriasmaTckd LHON myTauuy, mopaBaibe
Ha 17 K-ectpasivon moBelyBa [0 aKTUBUpawme Ha
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MUTOXOHJIpMjajiHa OMOreHe3a, 3rojieMeHa aKTMBHOCT Ha
cynepokcup mucmyTasa 2 (SOD2), HamajieHO POU3BOJICTBO
Ha ROS 1 HamasyBambe Ha aronTo3ara.(9)

ABTOpM BOpOjyBaaT M JPYrd WHBOJIBMPAuYKH (haKTOPU
Kako TpaymMa Ha I[7laBaTa, WHJYCTPUCKU TOKCUHU MU
JIeKOBM KOM MMAaaT MMTOXOHZIpMjajlHA TOKCHUYHOCT,
KaKo IITO ce TpeTapaTu 3a PeTPOBUPYCU U eTaMOYTOI.
(10) HyTpuIMOHMCTUUKMTE HEJOCTATOL[ MCTO TaKa ce
BKJIYUEHH KaKO MOKHM TNPMUMHUTENTN 3a T'YOMTOK Ha
BupoT Kaj LHON, moreHIMpajku ro HHUCKOTO HHBO Ha
utamutot b12. (11)

MuUTOXOHpUUTE  KaKO  KJIETOYHM  OpraHend ja
HpPOM3Be/yBaaT II0TpeOHaTa eHepruja 3a GYHKIUOHU Pambe
Ha KJIeTKUTe MPeKy Mpoliec HapeueH , KJIETOUHO Juiiehe”
3a KOj e moTpe0eH KMUCIOpo[ M Kajie ce Mpou3BeryBa
eHepruja. 3a BpeMe Ha KIE€TOUHOTO [UIIEHe, HEKOU
TOKCHYHM (DOPMH Ha KHCJIOPOJ], MOKe Jia Ce MPOU3BeaT
(HapeueHM cOOOMHM pajiMKaNy); KOM Mopa Jla Oujar
HeyTpal3upaHy Off IPYTH CYIICTAHIUK 3a Jla ce u3berte
OLITETYBakbe Ha KIETKUTE.

Kaj LHON mnpumapHo ce adeKkTupaaT peTHHAJTHUTE
TaQHIJIMCKU KJIETKH, KOU Ce TIOfITIOKHU Ha HapYIIYBabeTO
Ha npopykiujaTa Ha ATP ¥ OKCMIATMBHHOT CTpec.
HacnenyBamero Ha LHON e Bo Kopemamuja co
MUTOXOH/IpHjaHaTa reHeTUKA 1 MKMa MHOTY BapHja0 IHu
KIMHUYKKA (DeHOTUIIOBM, OWJIEjKM U JPYTM TeHETCKU U
Ha/IBOpelHH (DaKTOPU MCTO TaKa UIpaar yiora.

OCT OBO3MOjKYBa peajiHa C/IMKa Ha PeTUHa/JIHOTO TKUBO
BO MOMEHTOT Ha UCJIeIyBaibeTo.

Bo akyrHaTta (basa, 3a/ie0e/yBameTo Ha PETHHATHUTE
HepBHM BnakHa (RNFL) 3amounyBa HajupBo BO
TEMIOPaJIHUOT M WH(epUOpPHUTE KBajIpaHT, IMOTOA BO
CYNepUOPHUOT ¥ Ha3amHuoT. (12) Toa ce 1o/mku Ha paHOTO
VHBOJIBUpPahe HAa PETUHAJHUTE TAHTJIMCKU KIEeTKU BO
HaMIOMaKYIapHUOT CHOI, a 3aje0enyBame Ha RNFL e
HoC/ieJloBaTe/ieH Ha efleMOT Pe3y/TaT MaK Ha HapylleHa
MUTOXOH/IpHjaiHa (DYHKIIMja M aKCOHCKM TpaHcropt. (13)
RNFL noroa ce ucTeHuyBa BO TeK Ha XpOHMYHaTa (pasa
TI0CJIe MEeCeL[| O] IIOUETOKOT Ha I'YOMTOKOT Ha BUAOT. (14)

[loBeKe pfeTanHu WceflyBama MOKakKame JeKa MOKe
7la 70jIe W 710 CYNTWIHO HapyllyBame Ha (PYHKIMjaTa
Ha ONTHUYKUOT HepB, BKJIYUYBAjKM T'M TYOMTOKOT Ha
BUJIOT, HapyllyBake HA KOJMODHUOT BHUJl, HaMajieHa
YYBCTBUTEJTHOCT ~ BO  KOHTPAacToT,  CyOHOpMaseH
eIeKTPOPETUHOT PaM M BU3YeTHO eBOI[MPaHU TOTEHIHjasly.
(15) Temko e ma ce HampaBu pasmika momery LHON u
onTHYKaTa arpoduja CeKyHapHA Off PYrd MPUUMHH,
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KaKo IITO e MpejiHaTa UCXeMUYHA OTTUYKa HeBpOMaTHja
WIM TJIaYKOM Kaj MOCTapuTe JIWI, IYPU M aKO TOCTOU
jacHa cemejHa uctopuja Ha LHON. (15)

Kaj noBeke maruentu co LHON, ryOMTOKOT Ha BHUJOT
00MYHO e KOMIUIETeH U TpaeH, CO BU[HA OCTPHHA 0OMUHO
nonoma o 20/200 Ha 1BeTe 0UH, KAKO U BO C/IVYajOT KOj
ro npe3eHTtpame (16)

[loBpaToK Ha BUJIOT MOKe J1a Ce CJIY4d 1O AKyTHOTO
rybeme, M TIOHEKoram [ia ce MaHH(peCcTHpa Kako
»(peHecTpalja“ HajuecTo Kako Je(eKT BO BHIHOTO
TI0JIe MJTH CO TIOTO/IeMa perpecija Ha IleHTpaHaTa BUTHA
octpuHa W 0oja, obmuHo OmnatepanHo. (17) Crymum
TMPUKa)KyBaaT [Jieka perpecujaTta BO BUJIOT OOMUHO ce
CJTy4yBa IofieKa, Mer'y 6 u 12 Meceln ofi OYETOKOT, HO
CeraK, HeHaJIejHO IPaMaTHYHO MOJI00pyBambe MOKe Jia ce
CJIy4X MHOTY TOJIMHH I10 TIOYETOKOT Ha cuMIrTomure. (17)

MarHeTHaTa pe30HaHI[@ Ha MO30KOT U OPOMTUTE OOMYHO
ce HopMmanHu Kaj maruenTt co LHON, 1mTo moBTOpHO ce
IIOTBP/YBa BO HAIKOT cjyyaj. (17) Cenak uMa IpuUKakaHU
cyyau co HecmeluguueH IPOMOHTMpPAH  CHUTHAJI
petpobynbapHo Ha T2 CUrHaMoT, BO KPATOK IIePUO TocTie
T'YOMTOKOT Ha BUZIOT W/ CO JIe31H Ha OeftaTa Maca. (18)

Bo oppenenn ciyuau, manuenTty co LHON gemoHcTpupane
TO/I00pYBare Ha ONTHUYKMOT HEPB Ha MOCTKOHTPACHUTE
CJIMKH, IITO YKa)KyBa JleKa MOXKe Jja MMa BOCTIA/IUTeTHA
KOMIIOHeHTa Bo maTtoreHe3ata Ha LHON (18). Busyenxute
eBorupanu noreHuujanu (VEPS) u enekTpoeTHHOrpaMmoT
(ERG) obuuHo ce abHOpManHu Kaj mampenTute co LHON,
BIIpoueM THe pedyieKTHpaaT jiereHepaiyja Ha ONMTHYKH
HEpPBHM BJIAKHA ¥ I'YOMTOK Ha PeTHMHAJHUTE IaHIJIMCKU
kietku (RGC).

Bo Hamiata cryguja ce motBpau matonomku VEP Haop
o0ocTpaHo, Ha JIeCHO OTCYTeH ofroBop, a jneBo P100
OpaHOT W3PasUTO HMCKO BOJNTHPaH, JI0 allaTHpPaH Co
W3pa3suUTO TPOJIOHTMpPaHa JIaTeHI[a-Haof, KOj ymaTyBa
Ha JedeKT BO KOH/YKI[MjaTa Ha BW3YeJHUTEe MATHIITa
OuaTepaHo.

Bo cryaujata Ha Dorfman u cop. ce npuKkakyBaaT /iBajiia
opaka 3abonenn co LHON co nopmanuu VEP narenuyn
¥ KOH(Urypaluy TIpeJ; MOYETOKOT Ha CUMIITOMHTE,
paHu aOHOPMATTHOCTH KOM BKJIy4yBaat mpopomkeHa VEP
NaTeHTHOCT ¥ abHopMasHa Mopgornoruja Ha VEP, ogHoCHO
CO TIporpecuja Ha CUMIITOMUTE, UMAJi0 ¥ TPOTPECUBHO
IIPOJIOHTHpatbe Ha aTeHaTa Ha VEP. (19)

[Jlpyra crymuja npukaxyBa geka naiuenTy co LHON umaat
srosiemeHa jaTeHTHocT Ha VEP v HamasieHa aMIuTyfa,
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LITO € IIOBP3aHO CO HAaMajeHa aMIUIMTYJa Ha MOJeIoT
Ha ERG N50-N95. (20) Cekako ce motBpayBa jieka VEP u
ERG ce HeOmxoH! BO [JUjarHOCTHIAPAIbe U CTIeJIelhe Ha
HaImpeokoT Ha Oosecta Kaj 3a00/eHUTe MALUEHTH CO
LHON.

OcraHaTd  4yeCcTM  HEBPOJONIKM  KapaKTePUCTUKH
noBp3ain co LHON ce HeBpomomku abOHOPMaTHOCTH
KaKo TOCTypajieH Tpemop, mepudepHa HeBpoMaTHja,
Hecren(puyHa MUOTIaTHja, HAapyIIyBaiba Ha JIBIKEHETO
u cuaapom Jlej. (20)

Hexou muia co LHON, 061uHO skeHH, MOKaT Jia pa3BujaT
HPOrpecBHO MVATHIUIEKC cKiepo3a (MS). T'youTokoT
Ha BUZOT Bo Toj ciydaj LHON-MS ce jaByBa momHaky of
knacuuanor LHON, obenekaH co TMOBTOP/IMBU €IU30.1
Ha T'YOMTOK Ha BMZIOT KOM MOKAT 7la OWJAT TOBP3aHU
CO OKylapHa 00jlKa, HO CO HEKOMIUIETEH MOBPaToOK
Ha BUIOT M TporpecHja Ha CJIeNWIOTO Kaj pedncu
TI0JIOBMHA Of cUTe 3acerHatu nuia (21) MiMeHo, mokpaj
cepuo3HaTa OwuaTepajHa ONTHYKA HEBPOIATHja, OBUE
mia MaHudecTHpaaT AMCEMMHUpaHa JieMMeHaIMja
Ha L[eHTPAJIHUOT HEPBEH CHUCTEM, CO KapaKTepUCTUIHU
HepUBEHTPUKY/IapHH JIe3UH Ha OejaTa Maca. (22)

TpeTMaHu KoM MOMEHTAJHO Ce WCIUTYBaaT U
BeTYBaaT MO3UTUBEH eeKT T'M BKIYUYBAaT aHAJIO3UTe
Ha YOMKBMHOH, KaKo INTO € uje0eHOH, 1oToa reHcKaTa
Tepanuja U MaTUYHM KIETKH CO IIeJT 7a Ce TIOBPATH
cunte3ata Ha ATP u ja ce 06e30e1u HEBPOIIPOTEKIIMja Ha
TIPeKMBeaHNTe PeTUHATIHUTE TAHITTHCKU KIIeTKH.

lnebeHoH ce oueKkyBa jja [IejCTBYBa KaKo HEyTpali3aTop
Ha OBHe TOKCHMYHM (POpPMHM Ha KHUCIOpOJ M Ja MMa
AHTHOKCU/JAHTHO [IejCTBO M, CIIE[ICTBEHO, Jla CIIPEeun
OLITETYBame Ha KIeTKuTe. (23)

Bo nexyBaweto Ha LHON Bo ucTpakyBame e U reHcKaTra
Tepanuja. bupejku e Telko fia ce BHece reH AUPEKTHO BO
MUTOXOH/IPHjaTHIOT T€HOM, 3apajiv IBOjHaTa MeMOpaHa,
WCTpa)KyBaulTe ITPOHAll/ie HOBa TeXHMKAa aJi0TONWYHA
eKcItpecHja co TpaHC(eKIuja Ha TOCAKYBAHUOT TeH BO
HyK/leapHUOT reHoM. HoBoco3faneHuoT ,,iuB,, TIPOTEUH
e co3JazieH co crenu(uueH MUTOXOH[IPHWjajleH TapreT
U TaKa € MMIOPTUpPaH BO MUTOXOHfpujaTa. [loHaTamy
e TpaHceKTUpaH BO HYKJIEYCOT KaKo aJieHO acoIupaH
Bupyc (AAV) Bektop. Enen of mpBuTe 00u11 Ha XUOPUIHY
KneTkd, Ha MmyTauujata 11778 na ND4, mokaxaHo e
nozo6pyBame Bo cuHTe3aTta Ha ATIL. [[pyr of reHure 1mto e
aJIOTOMOTCKY U3pa3eH BO KJIETKUTe co MyTanuja Ha 11778
Bo reHoT SOD2, mpaBu [IeTOKCHKAIMja Ha CIOOOIHUTE
pajiuKany BO MUTOXOHIpUHTE. (13)
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LHON cmara Bo rpymata Ha peTku 6omectu. O mocebHo
3HAUeHe e J1a ce 3rojieMy CBECHOCTa Kaj oTaiMonosuTe
3a HeroBa HaBpeMeHa fieTeKiiuja. BeyuHocT cerorari Kora
TIOCTOV HEYCOTTACEHOCT Mel'y KITMHUYKUOT HAO/ M BUJHATA
OCTPUHA HEOTIXOJ[HO € J]a HAmpaBaT HeBPO(U3HOMIOIIKH,
KaKo ¥ TeHETCKH MCTeTyBatba.

YnpaByBameTo co 3acerHatuTe muiia co LHON moppasoupa
Tpeft ce TOPIIKA, KaKo U 00e30e/yBarbe Ha BU3YETHHU
TioMarajia, TIoMoI mpyu mpodecHoHaHa pexabunTaryja
¥ TIOMOIIT TIPY PeJIeBAHTHUTE COL[MjaTHU YCITYTH.

HeorxozieH e ¥ MyITHAMCIUIUIMHAPEH MPUCTAI 3aeJIHO
CO HEeBpO/IO3UTe, Kaj Mal[MeHTUTe CO eKCTPaoKyIapHU
HeBPOJIONIKY KapaKTePUCTUKHU CO 111 71a ce MUHUMU3HpaaT
(VHKIMOHANIHUTE  TIOCTeMIM  Off  JIOTIONHUTETHH
KOMIUTMKAI[MH U Jla UM Ce OBO3MOKH HA OBMeE Tal[eHTH
1a (YHKIMOHMPAAT KOJKY IIITO € MOYKHO TTOONITUMAIHO BO
CpeqvHaTa.
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ABSTRAKTI

HYRJE: Megjithé lokalizimin brenda kavitetit té barkut, omentumi i madh pérbén njé strukturé gé mund té
pérdoret pér rekonstruksionin e pjeséve tjera té trupit, né radhé té paré murit té krahérorit. Ai mund té pérdoret
si lembo e pedunkular apo si lembo e liré. Né literaturén né Magedoni nuk ka té dhéna pér raste té tjera té
pérdorimit té omentumit pér mbulimin e plagéve té ndryshme.

RAPORTIM RASTI: Pacientja 63 vjecare u operua né klinikén toné pér shkak té njé formacion ulcerativonekrotik
te gjirit té majté, 25 vite pas operacionit pér hegjen e karcinomés sé gjirit té majté shogéruar me radioterapi
postoperative. Biopsité e béré pérjashtojné recidivén e kancerit. Pasi herén e paré déshton mbulimi i plagés me
lembo kutane, e cila nekrotizoi né pjesén e sipérme, né operacionin e dyté béhet mbulimi me lembo té pedunkuluar
té omentumit té madh. Omentumi u transpozua né toraks pérmes njé tuneli té vogél né murin e barkut dhe pér
mbulimin e tij u pérdor transplant kutan me trashési té pjeséshme. Shérimi kaloi pa probleme.

DISKUTIMI DHE PERFUNDIMI: Mbulimi i plagéve té murit té krahérorit mund té béhet né shumé ményra.
Omentumi i madh éshté njé nga opsionet gé duhet té merren né konsideraté pér mbulimin e plagéve té kafazit
té kraharorit, sidomos né rastet kur béhet fjalé pér inde me vaskularizim té démtuar dhe fibrozé té shprehur, ku
mundésia e pérdorimit té indeve lokale apo atyre fginje éshté e kufizuar.

FJALET KYCE: omentumi, lembo, krahérori, mbulim plage.

HYRJE

Omentumi i madh pérbén njé palosje té peritoneumit
té mbushur me ind fibroz, dhjamor dhe limfatik. Ai
mbahet i lidhur me kolonin transvers, stomakun, dhe
pjesén fillestare té duodenit dhe furnizohet me gjak nga
arteria gastroepiploike e djathté dhe e majté, té cilat
krijojné pastaj njé rrjet té zhvilluar qé i japin omentumit
vaskularizim té shprehur. Omentumi i madh njihet

e gjakut afér zonés marrése. Lemboja e paré e liré éshté
realizuar me omentumin e madh né vitin 1972 nga Buncke
dhe McLean pér té mbuluar njé defekt té madh té skalpit
me ekspozim té kockés. Né literaturén vendore nuk
kemi hasur deri tani publikime té rasteve ku omentumi
éshté pérdorur pér lembo né kirurgjiné plastike dhe
rekonstruktive.

ndryshe edhe si polici i barkut. Ai pérbén njé strukturé qé
mund té pérdoret né shumé raste pér rekonstruksionin
e defekteve indore dhe mbylljen e plagéve té ndryshme.
Omentumi mund té pérdoret si lembo e pedunkuluar
pér mbulimin e defekteve indore mé né aférsi, duke e
ruajtur lidhje dhe vaskularizimin origjinal ose si lembo
e liré pér té mbuluar defekte indore né largési, duke béré
anastomozimin e enéve té gjakut té omentumit me enét
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Pacientja 63 vjece paragitet né klinikén toné pér shkak
té njé plage té madhe ulceronekrotike né gjirin e majté
(Foto 1). Pacientja referon se rreth 25 vjet mé paré éshté
operuar pér shkak té karcinomés né gjirin e majté dhe
pas operacionit i éshté nénshtruar rrezatimit té shprehur
té késaj zone. Vet gjiri i majté paragitet si njé strukturé e
forté fibrotike. Fillimisht u mor biopsi nga zona nekrotiko-
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ulcerative dhe u dérgua pér verifikim histopatologjik
pér té pérjashtuar praniné e recidivés sé kancerit té
gjirit. Rezultati histopatologjik tregoi pér inflamacion
kronik ulcerative pa prani té gelizave malinje. Si né
ekzaminimin fizik té pacientes ashtu edhe né rezonancén
magnetike rezultoi atrofi e theksuar e muskulit
latisimus dorsi dhe strukturave fginje gjé qé e béri té
pamundur rekonstruksionin e plagés me kété muskul.
Pas kompletimit me analizat e nevojshme pacientja
iu nénshtrua intervenimit kirurgjik me antestezion té
pérgjithshém. Né intervenimin e paré, pas hegjes sé ploté
té indeve nekrotike dhe pjeséve tjera pa vaskularizim té
miré (Foto 2), fillimisht u bé mbulimi i plagés me lembo té
madhe kutane torakabdominale.

Foto 2

I gjithé materiali i hequr u dérguar pér ekzaminim
histopatologjik. Rezultati déshmoi sérish pér mungesé té
gelizave malinje dhe prani té ulcerés trofike té gjirit me
osteonekrozé. Fatkegésisht mbulimi i plagés me lembo
kutane déshtoi pér shkak té nekrozés né pjesén e sipérme
té lembos, e cila mbulonte plagén e mbetur pas hegjes sé
gjirit té majté, i cili ishte shéndérruar né njé formacion
fibronekrotike. Kjo shtroi nevojén pér njé intervenim té
dyté. Meqé kishim té béjmé me njé regjioni me fibrozé
té gjeré me pjesé edhe me osteonekrozé, si pasojé e
rrezatimit té méhershém, u vendos qé mbulimi i plagés
té béhet me lembo té omentum majus, si njé zgjidhje
mé praktike e problemit né rastin konkret. Fillimisht
u hap kaviteti peritoneal me laparotomi mediane. U bé
identifikimi i omenumit t¢é madh dhe mobilizimi i tij
duke e ndaré até nga koloni transvers. Mé pas u kalua
né pérgatitjen e lembos sé omentum majus duke e liruar
pjesén e tij té majté, ndérkohé qé u ruajt vaskularizimi
nga ana e djathté e omentumit. Né rastin konkret kishim
té béjmé me paciente me konstrukt té dobét me omentum
té hollé e jo té zhvilluar (Foto 3).

Foto 1
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Foto 3

Megjithaté, pas provés nése lemboja arrin té defektin
e hemitoraksit té majté rezultoi se materiali ishte
i mjaftueshém pér té arritur dhe mbuluar plagén e
hapur né térési (Foto 4). Plani ishte qé lemboja té jeté e
pedunkuluar duke e ruajtur vaskularizimin nga ateria
gastroepiploike e djathté, duke e nxjerré lembon omentale
pérmes njé tuneli té vogél né murin e sipérm té barkut.
Mé tej u bé fiksimi i lembos né pjesét anésore té plagés sé
hapur, té cilat paraprakisht u rifreskuan.

Foto 4
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Foto 5

Fiksimi i lembos u bé me disa gepje me vikryl 3.0 (Foto 5).
Mbyllja e laparotomisé, me pérjashtim té tunelit rreth 3
cm pérmes té cilit kalon omentumi pér né murin e gjoksit,
u realizua me sutura té vecanta té paabsorbueshme
polipropileni 0, ndérsa mbi lembon e omentumit gé
mbulon plagén né gjysmékrahérorin e majté u vendos
transplant lékure me trashési té pjesshme. Ecuria
postoperatore ishte e miré dhe shérimi i plagés nuk pati
komplikime (Foto 6).

Foto 6

DISKUTIM

Defektete murit té krahéroritmund té mbulohen melembo
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té ndryshme lokale apo né distancé, té pedunkuluara apo
té lira, kutane apo muskulokutane. Né rastet si ky i yni me
rrezatim té shprehur dhe me ndryshime fibro-nekrotike
e osteonekrozé té indeve té murit té gjoksit pérdorimi i
lembove kutane apo muskulokutane éshté me prognozé
té rezervuar. Vaskularizimi i shprehur i omentumit
té madh nga dy arteriet gastroepiploike e béné até té
pérshtatshém pér mbulimin e plagéve té tilla, sidomos
pas rrezatimit apo edhe né raste té nekrozave me natyré
té ndryshme. Né raste me defekte té té gjithé trashésisé
sé murit torakal mund té lind nevoja e vendosjes sé
rrjetés. Pérparésité e pérdorimit té omentumit si lembo
pérfshijné lehtésiné e ngritjes sé lembos, furnizimin e
miré me gjak té saj, sipérfagen e madhe, mundésiné pér
té mbuluar plagé né pjesé té ndryshme té trupit, qofté si
lembo e pedunkuluar apo e liré, etj. Kundérindkacionet
pér pérdorimin e omentumit si lembo pérfshijné
rezeksionet e méhershme kirurgjike té tij apo praniné e
karcinomave ose metastaza né omentum. Kujdes duhet
patur né rastet me adhezione té organeve té barkut nga
operacionet e méhershme si dhe né pacientét e dobét ku
pérmasat e omentumit mund té jené té pamjaftueshme.
Komplikimet pérfshijné humbjen e pjesshme apo té ploté
té lembos nga komplikimet vaskulare, dehisciencén,
seromat, hematomat, absceset, herniet e murit té barkut,
obstruksionin e stomakut dhe ileusin.

Si PERFUNDIM mund té thuhet se megjithé nevojén pér
hapjen e kavitetit peritoneal dhe té ndonjé disavantazhi
tjetér, me pérparésité e saj té tjera kjo lembo mund té jeté
njé opsion i vlefshém pér zgjidhjen e rasteve recidivuese
dhe shumé té komplikuar té defekteve postoperatore,
por pér kété éshté e nevojshme edhe njohja e miré e
anatomisé kirurgjikale té késaj zone dhe pérvoja e ekipit
kirurgjikal.
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1. Fagja e paré - ballina: Duhet té pérmbajé: (a) titullin e punimit, té
shkurtér, por informativ; (b) emri, inicialet e emrit té mesém dhe
mbiemrit té secilit autor; (c) institucioni; (d) emri i departamentit
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nése éshté e mundur), dhe konkluzionet kryesore. Vini theksin
mbi aspektet e reja dhe té réndésishme té studimit apo vrojtimit.
Nén abstraktin indentifikoni dhe shkruani fjalét kyqe: 3-5 fjalé
apo fraza té shkurtéra qé do té ndihmojné né paisjen me tregues
té punimit dhe publikimit té abstraktit. Pérdorni terme nga lista
e Index Medikus pér Néntituj Mjekésor (Medical Sub-Headings
[MeSH]); nése nuk ka term té pérshtatshém né MeSH pér disa terme
té reja, mund té pérdorni termet e dhéna.

III. Fagja e treté dhe té tjerat - teksti i ploté i artikullit: Teksti i
ploté I artikujve hulumtues ose vrojtues normalisht, por jo
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kété duhet té béni njé hulumtim té literaturés - duke kérkuar,
gjetur dhe lexuar punimet pérkatése, qé duhet té jené si referencé
né doréshkrimin tuaj. Sqaroni hipotezat tuaja dhe planifikoni t’i
testoni ato, si dhe pérshkruani géllimet tuaja. Kini géndrim té
qarté se cka prisni té gjeni dhe arsyet qé ju udhéhogén tek hipotezat
qé keni krijuar. Objekti i hulumtimit mé sé shpeshti fokusohet kur
parashtrohet si pyetje. Mos pérfshini té dhéna apo rezultate nga
puna qé do té raportohet.

2. Metodat & Materialet: Ky paragraf duhet té pérfshijé até
informacion qé ishte né dispozicion né kohén qé plani apo
protokoli i studimit po shkruhej. Té gjitha informacionet e marra
gjaté studimit i takojné paragrafit té Rezultateve.

Pérshkruani pérzgjedhjen tuaj té pjesémarrésve sé vrojtimit
ose eksperimentit (pacientét ose kafshét laboratorike, pérfshiré
kontrollat) qarté, duke pérfshiré kriteret e pérshtatshme (inkluzive)
dhe pérjashtuese (ekskluzive).

Parimi udhéheqés duhet té jeté i garté se si dhe pse studimi
éshté béré né njé ményré té caktuar. Jepni detaje té mjaftueshme
pér metodat, mjetet dhe materialet (jepni emrin dhe adresén
e prodhuesit né kllapa), dhe procedurat pér té lejuar té tjerét té
kuptojné dhe riprodhojné rezultatet tuaja.

Nése njé metodé e caktuar qé éshté pérdorur éshté e njohur, atéheré
nuk éshté e nevojshme té jepet pérshkrim komplet i saj. Mund ti
referoheni punimit né té cilin sé pari heré éshté pérshkruar dhe té
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short, but informative; (b) the first name, initials of middle name
and last name of each author; (c) the institution; (d) the name of the
department that is attributable to the scientific work; (e) the name
and address of the author with whom to correspond about the
manuscript (f) source/support in the form of grants, equipment,
drugs, or all.

II. Second page - abstract and keywords: The abstract should be
written with a maximum of 150 words for unstructured abstracts
and 250 words for structured abstracts (containing parts:
objective(s) of study or research, basic procedures, such as selection
of subjects or laboratory animals, observational and analytical
methods, then, the main findings/results (data and their statistical
significance, if possible), and the main conclusions. Emphasize the
new and important aspects of the study or observation.

Below the abstract identify and write the keywords: 35 words or
short phrases that will assist in indexing the paper and publication
of the abstract.

Use terms from the list of Index Medicus for Medical Sub-Headings
(MeSH); if there is no appropriate MeSH term for some newly
introduced terms, we can use the given terms.

II1. Third and further pages - full text of the article: The full text
of research or observational articles should normally be, but not
necessarily, divided into sections with the following headings:
introduction, material and methods, results and discussion.

1. Introduction: Provide a context or background for the study
(that is, the nature of the problem and its significance). To do this
you must complete a literature review - searching for, finding
and reading relevant papers, which must be referenced in your
manuscript. Explain your hypotheses and the plan to test them,
and describe your aims. Clearly state what you expect to find and
the reasoning that led you to the hypotheses that you have made.
The research objective is often more sharply focused when stated
as a question. Do not include data or conclusions from the work
being reported.

2. Methods & Material: This section should include only
information that was available at the time the plan or protocol for
the study was being written. All information obtained during the
study belongs in the Results section.

Describe your selection of the observational or experimental
participants (patients or laboratory animals, including controls)
clearly, including eligibility and exclusion criteria.The guiding
principle should be clarity about how and why a study was done in
a particular way.

Give sufficient details of the methods, apparatus and materials
(give the manufacturer’s name and address in parentheses), and
procedures to allow others to understand and reproduce your
results.

If a particular method used is well known then there is no need
to give a complete description. You can reference the paper in
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pérmendni ndonjé modifikim/ndryshim qé keni béré. Jepni arsyet
pér pérdorimin e tyre dhe vlerésoni kufizimet e tyre. Né fund,
pérshkruani se si i keni analizuar té dhénat tuaja, duke pérfshiré
metodat statistikore dhe pakon programore qé keni pérdorur.

Autorét e doréshkrimeve té rishqyrtuara duhet té pérfshijné
njé paragraf gé pérshkruajné metodat qé kané pérdorur pér
lokalizimin, pérzgjedhjen, ekstrahimin dhe sintetizimin e té
dhénave. Pérdorni formén joveprore té foljes, né vetén e treté, kur
dokumentoni metodat, gjé qé do té fokusonte vémendjen e lexuesit
tek puna qé éshté béré e jo tek hulumtuesi (P.sh. Jané marré, jané
realizuar, jané prezantuar etj.)

2. a) Statistikat: Pérshkruani metodat statistikore me detaje
té mjaftueshme pér t'ia mundésuar njé lexuesi me njohje né até
fushé t'i qaset té dhénave origjinale pér té verifikuar rezultatet e
raportuara. Kur éshté e mundur, pércaktoni sasiné e zbulimeve
dhe prezantoni ato me indikatoré pérkatés té gabimeve né
matje apo pasiguri (si¢ jané inter-valet e besueshmérisé). Evitoni
mbéshtetjen vetém né testet statistikore té hipotezave, sic jané
vlerat p, qé déshtojné té transmetojné informacion té réndésishém
mbi madhésiné e efektit. Jepni detaje rreth pérzgjedhjes sé rasteve
(randomizimi) dhe pérshkruani metodat dhe sukseset e vro-jtimit
gjaté realizimit té studimeve té verbuara. Definoni termet
statis-tikore, shkurtesat dhe mé sé shumti simbolet. Specifikoni
programin kompjuterik qé éshté pérdorur.

3. Rezultatet: Ky paragraf duhet t'i béjé gjetjet tuaja té garta.
Prezantoni rezultatet tuaja né rend logjik né tekst, tabela dhe
ilustrime, duke dhéné sé pari rezultatet kryesore ose mé té
réndésishme. Mos i pérsérisni té gjitha té dhénat né tabela apo
ilustrime, né tekst. Nénvizoni ose pérm-bledhni shkurtimisht
vetém vrojtimet mé té réndésishme.

Kur té dhénat pérmblidhen né paragrafin e Rezultateve, jepni
rezultate numerike jo vetém si derivate (pér shembull, pérqgindja)
por gjithashtu si numra absolut nga té cilét derivatet jané
llogaritur, dhe specifikoni metodat statistikore qé jané pérdorur
pér t'i analizuar ato.

Kufizoni tabelat dhe figurat né aq sa jané té nevojshme pér té
sqaruar argumentin e punimit dhe pér té vlerésuar té dhénat
ndihmése. Duke pérdorur grafikonet pér té reprezentuar té
dhénat tuaja si alternativé e tabelave, do té rrisé kuptueshmériné
e lexuesit. Mos i dyfishoni té dhénat né grafikone dhe tabela. Duhet
té jeni té qarté se cili lloj i grafikoneve éshté i pérshtatshém pér
informacionet tuaja. Pér shembull, pér té reprezentuar korelimin
mes dy ndryshoreve, preferohet grafiku vijézor, krahasuar me
grafikun rrethor apo né formé shtyllash.

Sa i pérket té gjitha paragrafeve, qartésia dhe té génit i thukté
éshté kyce. Mos prezantoni té njéjtat té dhéna mé shumé se njé
heré. Kufizojeni veten né té dhénat gé ndihmojné né adresimin
e hipotezave tuaja. Kjo éshté e réndésishme edhe nése té dhénat
i aprovojné ose nuk i pranojné ato. Nése keni béré analiza
statistikore, duhet té jepni vlerén e proba-hilitetit (p) dhe té tregoni
se éshté shprehés (sinjig né nivelin gé ju po testoni. Varésisht nga
analizat e pérdorura, gjithashtu mund té jeté e réndésishme té jepni
intervalet e besueshmérisé sé rezultateve (Confidence Interval -

Information for authors

which it was first described and mentioned any modifications
you have made. Give the reasons for using them, and evaluate
their limitations. Finally,, describe how you analysed your data,
including the statistical methods and software package used.

Authors submitting review manuscripts should include a section
describing the methods used for locating, selecting, extracting, and
synthesizing data.

Use the third person passive voice when documenting methods
which would focus the readers’ attention on the work rather than
the investigator.(e.g. Were taken, was performed, were presented
itd.)

2. a) Statistics: Describe statistical methods with enough detail to
enable a knowledgeable reader with access to the original data to
verify the reported results. When possible, quantify findings and
present them with appropriate indicators of measurement error or
uncertainty (such as confidence intervals). Avoid relying solely on
statistical hypothesis testing, such as p values, which fail to convey
important information about effect size. Give details about the ran-
domization and describe the methods and success of observations
while using blinded trials. Define statistical terms, abbreviations,
and most symbols. Specify the computer software used.

3. Results: This section should make your findings clear. Present
your results in logical sequence in the text, tables, and illustrations,
giving the main or most important findings first. Do not repeat all
the data in the tables or illustrations in the text. Emphasize or
summarize only the most important observations.

When data are summarized in the Results section, give numeric
results not only as derivatives (for example, percentages) but also as
the absolute numbers from which the derivatives were calculated,
and specify the statistical methods used to analyze them.

Restrict tables and figures to those needed to explain the argument
of the paper and to assess supporting data. Using graphs to
represent your data as an alternative to tables will improve the
reader’s understanding. Do not duplicate data in graphs and
tables. You need to be clear what type of graphs is suitable for your
information. For example, to represent the correlation between
two variables, a line graph is preferred to a pie chart or a bar chart.

As with all sections, clarity and conciseness is vital. Don’t present
the same data more than once. Restrict yourself to the data that
helps to address your hypotheses. This is important whether
the data supports or disproves them. If you have carried out a
statistical analysis, you should give the probability (P) value and
state it is significant at the level you are testing. Depending on
the analysis used, it may also be important to give the confidence
intervals of the results, or the statistical parameters such as the
odds ratios. Provide a caption for each figure making the gen-eral
meaning clear without reference to the main text, but don’t discuss
the results. Let the readers decide for themselves what they think
of the data. Your chance to say what you think comes next, in the
discussion.

3. Tables: Each table should be inserted at the point of the text
where they have to be placed logically, typed by the same rules

301 | Medical Journal - MEDICUS

AN



Information for authors

CI), ose parametrat statistikoré si proporcionet e rastit (odds ratio).
Béni pérshkrimin tek secila figuré duke béré té qarté domethénien
e pérgjithshme pa referencé né tekstin kryesoré, por mos diskutoni
rezultatet né té. Léreni lexuesin té vendosé veté se ¢faré men-don
pér té dhénat. Mundésia juaj pér té théné se cfaré mendoni, éshté
né vazhdim, tek diskutimi.

3. Tabelat: Secila tabelé duhet té vendoset né vendin e tekstit ku
duhet té vihet logjikisht, e plotésuar me té njéjtat rregulla sikur
teksti i ploté. Mos i dérgoni tabelat si fotografi. Secila tabelé duhet
té citohet né tekst. Tabelat duhet té jené me numra ashtu qé té
jené né koordinim me refer-encat e cituara né tekst. Shkruani njé
pérshkrim té shkurté té tabelés nén titullin. Cdo sqarim shtesé,
legjendé ose sqarim i shkurtesave jostan~darde, duhet té vendoset
menjéheré poshté tabelés.

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

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

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

Diskutoni si jané paragitur gabimet né studimin tuaj dhe cfaré
hapa keni ndérmarré pér té minimizuar ato, késhtu duke treguar
se ju ¢cmoni ku-fizimet e punés tuaj dhe fuginé e pérfundimeve
tuaja. Duhet gjithashtu té merrni né konsideraté ndérlikimet e
gjetjeve pér hulumtimet né té ardhmen dhe pér praktikén klinike.
Lidhni pérfundimet me géllimet e studimit, por evitoni géndrimet
dhe pérfundimet e pakualifikuara, qé nuk mbéshteten né ményré
adekuate nga té dhénat. Shmangni prioritetet deklarative apo té
aludoni né punén qé nuk éshté krahasuar.

5. Referencimi: Referencat jané baza mbi té cilén éshté ndértuar
raporti juaj. Shqyrtimi i literaturés dhe leximi i referencave
giithmoné duhet té jeté piké fillestare e projektit tuaj. Ky
paragraf duhet té jeté i sakté dhe té pérfshijé té gjitha burimet e
informacionit qé keni pérdorur.

Né formatin “ Vancouver” , referencat numérohen njé nga njé, sikur
qé shfagen né tekst dhe identifikohen me numra né bibliografi..

Shénoni té gjithé autorét kur jané gjashté e mé pak; kur jané
shtaté ose mé tepér, shénoni tre té parét, pastaj shtoni “et.al.”
Pas emrave té autoréve shkruhet titulli i artikullit; emri i revistés
i shkurtuar sipas ményrés sé Index Medicus; viti i botimit; numri
i véllimit; dhe numri i fages sé paré dhe té fundit.

Referencat e librave duhet té jepen sipas emrit té autorit, titullii
librit (mund té citohet edhe titulli i kapitullit para titullit), vendi
i botimit, botuesi dhe viti.
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as for the full text. Do not send tables as photographs. Each table
should be cited in the text.Tables should be numbered so that they
will be in sequence with references cited in the text. Provide a brief
explanation of the table below the title. Any additional explanations,
legends or explanations of non-standard abbreviations, should be
placed immediately below the table.

4. Discussion: This section is where you interpret your data
and discuss how your findings compare with those of previous
researchers. Go over the references of your literature review and
see if you can determine how your data fits with what you have
found.

You also need to account for the results, focusing on the
mechanisms be-hind the observation. Discuss whether or not your
results support your original hypotheses. Negative findings are just
as important to the de-velopment of future ideas as the positive
ones.

Importantly, there are not bad results. Science is not about right or
wrong but about the continuing development of knowledge.

Discuss how errors may have been introduced into your study
and what steps you took to minimise them, thus showing that
you appreciate the limitations of your work and the strength of
your conclusions. You should also consider the implications of
the findings for future research and for clinical practice. Link
the conclusions with the goals of the study but avoid unqualified
statements and conclusions not adequately supported by the data.
Avoid claiming priority or alluding to work that has not been
compared.

5. Referencing: The references are the foundation on which your
report is built. Literature searches and reading of references
should always be the starting point of your project. This section
must be accurate and in~clude all the sources of information you
used.

In the Vancouver format, references are numbered consecutively
as they appear in the text and are identified in the bibliography by
numerals.

List all authors when there are six or fewer; when there are
seven or more, list the first three, then add “et al.” The authors’
namer are fol-lowed by the title of the article; the title of the
journal abbreviated ac-cording to the style of Index Medicus; the
year of publication; the volume number; and the first and last
page numbers.

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

In the text, reference numbers are given in superscript. Notice
that issue number is omitted if there is continuous pagination
through-out a volume, there is space between volume number and
page numbers, page numbers are in elided form (51-4 rather than
51-54) and the name of journal or book is in italics.The following is
a sample reference:
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Né tekst, numrat e referencave jepen me indeks té sipérm. Véreni se
¢éshtja e numrave neglizhohet nése ka numértim té vazhdueshém
pérgjaté gjithé véllimit, ka hapésiré mes numrit té véllimit dhe
numrit té fages, numrat e fageve jané né kété formé: 51-4 né vend té
51-54, dhe emri i revistés ose librit éshté né italic. Né vazhdim éshté
njé shembull i referencés:

Artikujt e revistave:

1. Lahita R, Kluger J, Drayer DE, Koffler D, Reidenberg MM. Antibod-
ies to nuclear antigens in patients treated with procainamide or
acetylpro-cainamide. N Engl ] Med 1979;301:1382-5.

2. Nantulya V, Reich M. The neglected epidemic: road traffic inju-
riesin developing countries. BMJ 2002;324: 1139.

3. Murray C, Lopez A. Alternative projections of mortality and dis-
ability by cause 1990-2020: global burden of disease study. Lan-
cet 1997;349: 1498-504.

Librat dhe tekste tjera:

4. Colson JH, Tamour NJJ. Sports in juries and their treatment. 2nd
ed. London: S. Paul, 2006.

5. Department of Health. National service framework for coronary
heart disease. London: DoH, 2000.

www.doh.gov.uk/nsf/coronary.htm (accessed 6 Jun 2003).

6. Kamberi A, Kondili A, Goda A, dhe bp; Udhérréfyes i shkurtér i
Shogqatés Shqiptare té Kardiologjisé pér parandalimin e Sémundjes
Aterosklerotike Kardiovaskulare né praktikén klinike, Tirané, 2006

7. Azemi M, Shala M, dhe bp. Pediatria sociale dhe mbrojtja shénde-
tésore e fémijéve dhe nénave. Pediatria, Prishtiné 2010; 9-25

Shmangni pérdorimin e abstrakteve si referenca; “té dhéna
té papub-likuara” dhe “komunikime personale”. Referencat e
pranueshme, por ende té papublikuara lejohet té merren, vetém
nése shénoni se jané “né shtyp”.

6. Mirénjohjet: Ju mund té keni déshiré té falénderoni njerézit qé
ju kané ndihmuar. Kéto mund té rangohen prej atyre gé ju kané
pérkrahur me teknika eksperimentale deri tek ata gé ju kané
késhilluar deri né bér-jen e doréshkrimit final.

7. Formati i fajllit té té dhénave pér ilustrimet (figurat): JPG

Nése pérdoren fotografité e pacientéve, qofté subjekti, qofté
fotografité e tyre nuk duhet té jené té identifikuara, ato duhet té
shogérohen me lejen e shkruar nga ta pér pérdorimin e figurés.
Format e lejuara jané né dispozicion nga redaksia.

Nése fajllet e té dhénave jané shumé té médha pér t'u dérguar me
e-mail, rekomandohet dérgimi me CD né adresén toné.

8. Legjendat pér Ilustrimet (Figurat)

Legjenda e tabelés duhet té vendoset mbi tabelé. Referenca e njé
tabeleje, e cila éshté marré nga ndonjé publikim tjetér, duhet té
vendoset poshté tabelés. (Eshté pérgjegjési e autorit té sigurojé
lejen e ribotimit nga botuesit e atij botimi) Legjenda e figurés
duhet té vendoset né fund té fages. Referenca e figurés e marré
nga ndonjé tjetér publikim vendoset né fund té legjendés. (Leja e
ribotimit duhet té sigurohet nga botuesi i kétij botimi).
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Journal articles:

1. Lahita R, Kluger J, Drayer DE, Koftler D, Reidenberg MM. Antibod-
ies to nuclear antigens in patients treated with procainamide or
acetylpro-cainamide. N Engl ] Med 1979;301:1382-5.

2. Nantulya V, Reich M. The neglected epidemic: road traffic inju-
ries in developing countries. BMJ 2002;324: 1139.

3. Murray C, Lopez A. Alternative projections of mortality and dis-
ability by cause 1990-2020: global burden of disease study. Lan-
cet 1997;349: 1498-504.

Books and other monographs:

4. Colson JH, Tamour NJJ. Sports in juries and their treatment. 2nd
ed. London: S. Paul, 2006.

5. Department of Health. National service framework for coronary
heart disease. London: DoH, 2000.

www.doh.gov.uk/nsf/coronary.htm (accessed 6 Jun 2003).

6. Osler AG. Complement: mechanisms and functions. Englewood
Cliffs: Prentice-Hall, 1976.

Avoid using as references abstracts; “unpublished data” and
“personal communications”. References to accepted but yet
unpublished articles are allowed to be made, only if you note “in
press”.

6. Acknowledgements: You may wish to acknowledge people who
have helped you. These can range from those who supported you
with exper-imental techniques to those who read or offered advice
on your final manuscript.

7. Data file format for illustrations (figures): JPG

If photographs of patients are used, either the subjects should not
be identifiable or their pictures must be accompanied by written
permis-sion to use the figure. Permission forms are available from
the Editor.

If data files are too big for transmission as an Email attachment
submis-sion of a CD to our address is recommended.

8. Legends for Illustrations (Figures)

The legend of a table has to be placed above the table. The reference
of a table, which has been taken from another publication, must
be placed below the table. (It is the author’s responsibility to
obtain the permission of reproduction from the publishers of the
publication.) Figure legends are to be placed at the end of the paper.
The reference of a figure taken from another publication stands
at the end of the legend. (Permission of reproduction must be
obtained from the publishers of this publication).
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