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Contrast-induced nephropathy (CIN) is the third commonest cause for intrahospitally acquired acute

renal failure which comprises about 11% of all cases. The incidence of CIN after coronary

angiography (CA) and percutaneous coronary intervention (PCl) is 15%. CIN is defined as increase of

the serum levels of creatinine for at least 25-50% (> 44 umol/l) above the initial in period of 48 hours

after application of the contrast media. Serum levels of creatinin peaks highest levels in 3-5 days and

returns to initial in 7-10 days. The aim of this study is to summarize the knowledge and to stress one

of the most frequent complications after CA and PCI which is thought rarely and, in addition, to

present a case report. Risk-factors for CIN may be associated either with the patient or with the

procedure. There are many pathophysiologic mechanisms and they terminally lead to ischemia and

lowering of the glomerular filtration rate (GFR). There is widely accepted protocol to estimate the risk

for development of CIN as well as the risk for dialysis. Every single patient should be assessed

individually before the angiographic procedure, i.e. to make the initial risk-stratification. The treatment |
of CIN encompasses standard therapeutic procedures (mostly pharmacological) as well as new

approaches which include targeted renal therapy, hypothermia and contrast elimination. The problem |
of the CIN is of great importance, bearing on mind that it increases the number of intrahospital

complications and mortality, increases the overall long-term mortality, increases the incidence of post-

PCI dialysis and prolongs the duration of the hospital stay which, in return, lead to higher treatment

costs.

014p
TpaHcpagujanes npucTan u amBynaHTCKU TPETMaH Kaj NepKyTaHu

WHTepBeHUUU - Halllh UCKYyCTBa

Bunma Amnoea - Cokonos (1), Usan Munes (1), lWinena Wapusu (1), Jinauja BersanoBcka (1),
3BoHKO ATaHacoBcku (1), Bunjana BoxuHoBcka (1), an Mutpes (1), Cawko Keges (2),

1 CneuujanHa GonHuua 3a xupypukn Gonectn ®unun Bropu , Cxonje, 2 KnuHuka 3a
kapanosackynapHu 3abonysatba, Ckonje, Makeaoxuja

Boeen: Tpaxcpaguanen npuctan (TRA) kaj nepryTaHn kopoHapHu uxdtepeenuun (PCl) osoamoxyBa
ambynaHTCk TpeTMaH Ha NauneHTu co KopoHapHa aprepucka bonect (KAB). Martepujan v metogu:
Op - ekynHo 780 naument co PCI(06/2005 go 01/2010), kaj 747(95,8%) e npumeHeto TRA,
TpaHcynHapHo 14(2%) u TpaHcbpaxuwanso npuctan kaj 2(02%). Kaj 17(2%) PCl Bewe uaBplieHa
TpaHcthemopanHo (TFA). Maxu 460, co cpepgwa Bospact 57,7 (+/-8,9). O 669(85,7%) Gea
enexkTuBHn 1 84(11%) co akyTeH kopoHapeH cuHgpom, 24(3%) co xpoanHa ToTanHa oknyauja u
3(0,3%) nauuenTn xubpuaro tpetupanu. Boawy katetep 5F ce kopucrewe npu 480, a 6F npu 365.
Kaj 6(0,7%) nauveHTw npeauHTepBeHTHO Oewe nnacupaHa uWHTPa aopTHa 6Ganod nymna.
EnHocaposHa KAE e TpetupaHa kaj 408(52%), noeekecanosHa kaj 372(48%) naumeHntu. PeayntaTtu:
Og ekynHo 810 Tpetmpanu neauu, 460(56,7%) pwpekTtHo cTeHTupadk, 312 (38,6%) co
npeaunataunja, 38(4,7%) co Ganox gunatauuja. Tpetupawm neawum Ha LMN 3(0.37%); LAD
380(47%); Dg1 32(3.9%); RIM 13(1.6%); LCx 215(26.5%); OM1 22(2.7%); RCA 145(17.9%).
UmnnaxTupanun ce 856 crendta (1,1 cTeHT Ha nauvenT). Kaj HMTY efeH naumeHT Ha ce npemuHa o
TRA Ha TFA npuctan. PenHTepeeHumja Bo npeuTe Buyaca bewwe Hanpasexa kaj 5(0,64%) nauvenTtu 4
co TRA u 1 co TFA npucran. Komnnukaumu 5(0,64%) co akytha in-stent tpomBoaa, 1(0,1%) pyntypa
Ha kopoHapHa aprepuja, 7(0,9%) co TpaHsuTopHa ucxemuja, 3(0,38%) nauneHTn co netaneH ucxog,.
Kaj 36(4,6%) naunentu ce ynotpebenu [IB3a uuxubutopu (ReoPro/Agrestat). MNMpoceyto epeme Ha !
xocnutanwaauwja 5,54aca(+/-14). AmBynauTtckm ce TpeTtupanu 721(92%), kaj 59(8%) nauuweHTu

XocnuTtanuaaumjata npogorku Ha 24vaca. 3aknydok: TRA npucran oso3amoxyea ambynantckm PCI

Ha nosekecafosHa KAB, paHa moGunusaumja u onopasyBaie, HamaneHu TPOLWOLK Ha fekyBame W

Bpaa pecoyvanuaauwja Ha naymMeHToT BO ONWTECTBOTO. !
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KnuHuukmn u enekTpokapauorpaCckm KapakTepMcTUKU Ha
naumeHTUTEe CO HecTabunHa aHrMHa NeKTOpUC U NoBeKecaaoBHa
KOpOHapHa bonecrt
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Dr.Jovan Neshkoski (1), Dr. Dimitrija Jovcheski (1),
1 JZU. Opsta Bolnica - Gostivar, Internal medicine, Macedonia

ABSTRACT: Coronary artery disease (K.A.B.) is the plague of the 21st century and is the leading
reason for the exceptionally high morbidity, mortality and disability in the world, while acute coronary
syndrome is one of the more common and thorny issues in cardiology. The presentation of the patient
is about a sick man that had myocardial attack in 1997 (13 years ago). The aim of the paper is, by the
case of an acute coronary syndrome to show a successful long-term survival as a resuit of good
hygiene dietary way of life, regular inspections; regular intake of therapy despite ejection fraction for
all 13 years of survival have effect from 33 - 42%. After a heavy myocardial infarction with fibrillation
and DC shock (defibrillation) whaose treatment was initiated in the intensive coronary ward in Gostivar,
then the patient was sent to the Institute of Cardiovascular Diseases, Skopje (Cardiology Clinic) for
further investigation and invasive treatment. The patient was examined and controlled by
electrocardiography, was made magnetic perfusion scintigraphy, selective coronagraphy (twice) and
often echo coronography investigation. Electrocardiography finding of QS, reservoir failure magnetic
perfusion scintigraphy, 90% of obstruction L.A.D of selective coronography - and-made P.T.C.A. (With
balloon dilation) — the first time and after 4 years with findings and regularity in the place of dilatations;
echocardiography monitoring ejection fraction and the findings of 33 to 42% talk about the difficulty of
the case with acute coronary syndrome in 1997 and his long life in a hygienic life. Proper hygiene
dietary regime of life and nutrition of the patients with acute coronary syndrome is a prerequisite for a
long life, hygienic life with satisfactory psychophysical capacity. Regular check-ups at internal
diseases specialist and sub specialist cardiologist, as well as taking regular treatment is guaranteed
to maintain a satisfactory condition and in patients whose ejection fraction is held by 33 to 42%.
Echocardiography monitoring ejection fraction and its values are in direct correlation with the quality
of life in patients with acute coronary syndrome.

018p
Differences of manifestation and treatment in patients with

coronary heart diseases

Stefanovska B., Bogeska Blazevska M. (1),
1 PZU Kardiomedika Srbinovski, Skopje, Macedonia

The aim of the study was to analyzed the differences in manifestation and treatment in patents with
coronary heart diseases (CHD). Material and methods: we analyzed patients with proven CHD, which
were treated in private Clinic Kardiomedica Srbinovski. Results:we analused 705 patients with proven
CHD by angiography. 514(72,9%) was man, and 191(27,1%) were women. 107(20,8%) male and
83(43,5%) women were with non-significant lession of the coronary artery presented as angina
pectoris, 230(44,7%) man and 77(40,3%) women were with previous myocardial infarction,
115(22,4%) men and 22(11,5%) were with PCl/stentig of the coronary artery, and after by pass
surgery 62(12,1%) men and 9 (4,7%) women. Analysis of the patients which were stenting showed
that 71(61,7%) male and 15(68,1%) women were with previous myocardial infarction. 28(28%) male
and 6(27%) female got heart failure in spite of stenting of the caronary arthery. From the pts with
heart failure 17(60,7%)male and 4(66,6%) had done PCl/stenting on LAD, 6(21,4%) male had done
PCl/stentig LAD/RCA, , and 5(17,9)male and 2(33,4) had done PCl/stenting on LAD and CX.
20(32,2%) male and 3(33,3%) women got heart failure after by pass surgery.Conclusion:There were
significant differences in man v.s women in the present of the non-significant lession and symptoms of
the CHD and men which were treated with PCl/stenting and by pass surgery.
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PCl vs CABG BO TpeTMaH Ha NoOBeKecafjloBHA KOpOHapHa

apTtepucka GonecT

Wnewna Wapuau 1 Uean Munes 1 Bunma AmnoBa Cokonos 1 Tarwa Axfywesa 1 llnguja
Benjanoscka 1 Jynujana Wopko 1 X{an Mutpes (1),

1 CneuujanHa 6onxuua 3a xupypruja $unun Bropu, Makegonuja
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Llenta Ha cTyavja e adanuaa Ha roneMuTe KapauoBackynapHu W UepebpoackynapHu
36uaHysarw-a(MACE) kaj nauneHTn Tpetupanu co CABG u PCI,co yen foHecyBake Ha cTpaTtervja Ha
TUNOT Ha pesackynapva3auunja kaj noeguHu cyBrpynu Ha naumeHtw co myntucagosHa KAB.
MATEPWAITK W METOLOW: Bo cryamjate ce BkiydeHu 296 naumedtu maxute 198(71 %), xeHu
96(29%), co myntucagosHa KAE ( 141 tpetupanun co ctenT, 155 nayuentu co CABG). Kputepuymu
Ha eKcKnyswja- nopaHeluHa pesackynapusaumja, JIMH cteHosa, JIB aHeypuama, AOMNONHWTENHa
BaneynapHa tonect, AUM w kapauvorex wok. MNaunexTtute 6ea noaeneHn ¥ Bp3 OCHOBa Ha BO3pacTa,
KNUHUYKaTa Crvka, npucycTeo unu otcycteo Ha Oujaber, 1B gyHKUmMja U NpoOMEeHUTE Ha KOPOHapHUTe
aptepun. PESYNTATW: nauveHTWTe ce cnededn Bo Tek Ha 3 roguHW. MNMauweHtute kou pobune
Gajnac Gea co nocrapa Bo3pacTt(cp. Bo3dpact 64 rod) B.C. nauweHwuTe co cTeHT(cp. Bo3pcT 59
roa).Maumertute co CABG umaa nomana E® (cpegHa E® 39%)B.c. creHTOBaTa rpyna(cpeaHa Ed
48%). CABG rpynata vmalle noseke nauveHTu co tpocafnosHa KAB W KoMnneKkcHn KOpoHapHu neaum
B.Cc. cTeHTOBaTa rpyna. MauveHt co M umawe 38% kaj CABG rpynarta vs 24% kaj cTeHToBata
rpyna. Peasynratute nokaxaa nexa MACCE Bo Tek Ha cregewe oa 3 roguHu e nomana so CABG
rpyna -14.8% vs 26.9% Bo cteHToBaTta rpyna. Osa npearoct Ha CABG vs PCl BornasHoM ce jaByBsa
KaKko pE&aynTart Ha 3ronemeH npoleHT Ha noTtpebarta op noBTopHaTa pesackynapusauuwja (ogHoc Ha
noeTopHa peBackynapuaaunja CABG 2,6 % vs 15,6% cteHT)kaj noeavHu cybrpyrni Ha CTEHTUpPaHK
nauueHT kako Wwro ce Hucka E®P, noctapa sospact, npucycteo Ha aujabet ,tpocagosHa KAB u
KOMMMAEeKCHW KOpoHapHu neavun.Hemawe GWTHa pasanuka BO CMPTHOCTA W MWOKapAeH WHMapkT BO
neete rpynu( mopranutet CABG 4.9 % wHacnpotu 5,7 % ctedToBa rpyna), goaeka LIBU novecta
Bewe Bo CABG -5.1 % B.c. Bo cteHToBara rpynarta 1,4% . SAKNYYOK: kaj naymeHTure co HM30K
puank(soapact<70 rog, AsocaposHa KAB, dokanHu kopoHapHKU nesun 6ea npucycteo Ha Aujaber)
PCl Hyau cnudeH KNUHUYKKM Mexog kako v CABG. Kaj nauveHtute €O cpefeH M BUCOK
puank(sospact>70 roa, TpocapnoBHa KAB, KOMNNEKCHW KOpOHapHW Nneaun, npucyctso Ha aujaber)
XWpypLIKaTa peBackynapu3auuja octaHyBa npea Tepanucka NinHna kaj nauweHT co MynTucaaoBHa
KOpOoHapHa apTepucka Gonecr.

020p
MHBa3nMBHU U HEMHBA3MBHM PE3yNTaTH Ha NnepKyTaHa 6anox

BanBynonnacTtuka Ha nynMmoHanHarta BarnByna
“Wnena Uppuau 1 Uean Munes 1 Bunma Amnosa Cokonos 1 Tarwa Aufywesa 1 Bunjana

BoxuHorcka 1 Jynujaxa Wopko 1 Xax Mutpes (1),
1 Cneunjanxa 6onHuua 3a xupypruja ®unun Bropu, Ckonje, Makenonmja

MynmoHanHata cteHosa npetctasysa 10% og cuTe BpodeHw cpuesu MaHW.TpeTmMaHoT Ha OBa
cpueBa MaHa co nepkytaHa GanoH eaneynonnactuka(bBI1) e pobap erabnupaH v antepHaTUBeH
TpeTMaH Ha xupyprujata BO MHOry Kapavonolwkk uedtpu. Llenta Ha Hawata cryauja aa
npuKkaxeme HaluMTe UCKYcTBa W peayntath Ha nepkytaHa BBl Ha w3onupana ymepeHa u Tewika
nynmoHanda creHosa. MATEPUAIT U METOOW: Momerfy 2003-2009 roguHa of cute MHTEPBEHTHW
npouenypu Ha koHrenutanuum mann( 148) nasenyeanu Bo aHruorpadhckarta naboparopuja Ha dunun
Btopun nepkytadata BBl Ha nynmoxanHara sansyna e npumeHeta kaj 39 (26%)nauneHtn. Curte
nauneHTu Gea co ymepeHa u Tewka nynMmoHanHa crteHosa co I >50 mmxr. BornasHo nauyveHTuTe
Bea so getcka BospacT 31 nauuneHT (1-14 roguHn) , 7 naumeHdTv nomery (14-22 roamuHu) u 1 naumenT
Ha BospacT (Hag 60 rogunn). CpeaHa Bospact 7,4 roguHn. 22 nauveHtn Gea og mawku non(57%),
nopeka 17 oa »edckwot non(43%). Mo HanpaeeHaTa MHTepBeHUMja nauneHTute Gea cneneHu 1- 6
roguHu(cpenHo 3,9 roguHW)nNepuoanyHo co aonnep exokapauworpacuja. PE3YITATW: Op cute 39
nauveHTy ycnewHo BanoH agumnataunja wmawe kaj 33(85%)nauveHTvTe nNpy WTO MPUTUCOYHUOT
rpagueHT Ha NynMoHanHaTta Baneyna no UHTepseHUuja U Bo NepuofoT Ha crnefewe ce Hamanu <40
MMXT, AoAeka Kaj 6 nauneHTn(15%) rpagueHToT Ha nynmananHa saneyna octana >40 mmxr. Mery 33
yenewnu BBIN umale curimndmkaHTHo Hamanysawe Ha PB cuctonnmot nputucok og 121, 7mmxr go
57,5 mMmxr n Hamanysawe Ha TpaHCnyfMOHanHWOT BaneynapeH NPUTUCoOYeH rpagneHT o 95,2 mmxr
0o 36,4 mmxr. Bo Tek Ha nepuofoT Ha criefiere co Aonnep exokapauorpaduja, TpaHcnyIMoHanHMoT
BansynapeH nNpuWTUCOYEH rpagueHT noHatamy ce Hamanu og 36.4 mmxr fo 19,6 MMXr BOrnasHoM
Kako perpecuja Ha wHuHanBynapHata xuneptpoduja. 3AKITYYOK:Oea cryaouja nokaxa [geka
nepkytadata 6anoH BanBynonnactuka Uma OANMUYHW KPaTKOPOYHW W CPEOHOPOMHW pesynTaTtv BO
TpeTMaH Ha usonupadarta nynMoHanHa BaneyiapHa CTeHo3a kaj Aela 1 Bo3pacHu.
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Value of regional myocardial strain to assess scar area induced by
a rat model of myocardial infarction by 2-Dimensional Strain

Echocardiography

Ruan Qinyun (1),

1 Department of Ultrasound, The First Affiliated Hospital, Fujian Medical University, Fuzhou
350005, China

Backgrounds and Objectives: Two-dimensional strain echocardiography (2DSE) technique has
enabled accurate quantification of regional myocardial function. This experimental study was aimed to
investigate the value of 2DSE in detection of segmental regional myocardial dysfunction induced by
fibrosis following myocardial infarction in a small animal( rat) model. Methods: An animal model of
myocardial infarction was established by opening chest and ligation of the proximal left anterior
descending coronary artery (LAD) in 17 SD rats. Regional myocardial function was detected by 2DSE
at baseline and 4-weeks post-infarction, including end-systolic radial strain and strain rate (SR and

“SrR) and end-systolic circumferential strain and strain rate (SC and SrC) of each of 6 segments. The
systolic thickening fraction (WTF) of each segment were derived by anatomic M-mode
echocardiography at the same time. According to the size of scar found by histologic Masson staining,
the optimal cutoff points of parameters for detection of infarct were analyzed and the sensitivity and
specificity of every parameter to detect infarct were obtained using receiver operating characteristic
analysis (ROC). Results: (1) Comparing with parameters measured at baseline, there were significant
decreases in SR, SrR, SC and SrC as well as WTF of each segment at papillary level at 4 weeks
post-infarction, with the worst in the infarct area (anterior septal, anterior and lateral wall) and the
most mild in the distal area (mid-inferior wall) , (P<0.05 for each); (2) Significant negative correlations
were found between the size of segmental myocardial scar and 2DSE parameters (r-value 0.63-0.80,
all p<0.05) with the strongest correlation in SR. SR less than 10% has 84% sensitivity and 98%
specificity for detecting segments of scar area greater than 30% with AUC=0.97, and SR less than
18% has 85% sensitivity and 96% specificity for detecting segments of scar greater than, AUC=0.96.
Conclusions: 2DSE is able to assess regional myocardial function in a rat model of myocardial
infarction and has high accuracy in detecting infarct segments with scar area greater than 30% or
even 10%.
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TpaHce3odhareanHa exokapaguorpadguja BoO gMjarHocTvKaTa Ha

aoprHara guckeuuja
Tarba Axfywesa (1), Usan Munes (1), Wnesa Uapuam (1), Bnago MeTposcku (1), Xan Murpes

(1),
1 Cneuujanya GonHuua 3a xupypruja dunun Btopu, Cronje, Makeaonwja

Boeeg- AkyTtHata gucekuynja bapa utHa U npeunsHa aujarHoaa. Lenta Ha oeaa cryauja bewe aa ro
eBanyvpa 3HavyeweTo Ha TpaHcesodareanHaTta exokapavorpacvja Bo eBanyauujata Ha nauneHT co
aoptHa aucekumnja Matepujan v metoam: 121 naumeHT co akyTHa gucekuwja bea npocnegeHu Bo
Hawara ycTaHoBa co TpaHcedothareanHa exokapavorpaduja, 4uvj wro Haon Oewe noTBpAeH
vHTpaonepaTueHo. Co TpaHcesodareanHa exokapavorpadguja bewe noctaseHa TouHa AvjarHo3ab 3a
aopTHa aucekuuja kaj cuTe nauumeHTu (censutusHocT 97%, cneundmuHoct 100%). Co TexHukata
TOYHO Ce NoKaxka TUNOT Ha AucekuujaTta , WTo ce NOTBPAY U CO MHTpaonepaTtMBHNOT Haod. Komnjytep
Tomorpadgmja Oewe npumenetra kaj 89 naunmeHta Pesyntatm- Kaj coute 121  naumedt
TpaHce3oareanHaTa exokapgworpaduja ToO4HO ro geduHupalle 3aceraketo Ha KOpPOHapHWTE
KpBHM CanoBu co aopTHaTa aucekuuja.OBaa TexHUKa ylwTenasalle TO4HW pe3yntaTi 3a Haorawe Ha
KOMyHWKauujata Mery naxHWoT M npaBuoT nNymMeH, a kaj ABa nauveHTn ce Bapudmuupa
nokanuampaHa Aucekuuja co pyntypa v copmupare Ha naxeH nymed. Co TpaHcesodareanta
exokapavorpadmja TOMHO Ce  AeTepMuHupa W aopTHata  uMHcyduuueHumja.  3aknyqok-
TpaHcesotareanHaTta exokapanorpaduja gasa npeumsHu Mepewsa v Mopthonollka npoueda Bo
AujarHocTukaTa Ha akytHaTa aucekunja.

107p
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perfusional variables from SPECT MPS. Most important predictor was the amount of ischemia
represented through the summed difference score (ischemic score).
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The benefit of 64 multidetector computed tomography (M DCT)
prior to invasive coronary angiography in symptomatic post CABG | §
patients — our experiences ;
L.Veljanovska 1 Z.Atanasov 1 B.Bozinovska 1 S.Idrizi 1 V.Ampova -Sokolov 1 V.Mllev 1 '

T.Anjguseva 1 Z.Mitrev (1), ‘
1 Specijaina bolniza za hirurgija Filip Vtori, Macedonia f

PURPOSE : to assess the diagnhostic accuracy of 64-MDCT in symptomatic patients after CABG and
to explore the advantages of the 64-MDCT comparing with invasive coronary angiography (CA)

(32 men, mean age 63.5 +/- 9 years after CABG ) symptomatic patients (pts) (CCS Ill or more) were .
scanned on a 64-MDCT (GE LIGHT SPEED ) prior to CA. Premedication with i.v B blackers was !
administrated in all with heart rate >70bpm. Patients with arrhythmia and those with severe coronary

calcifications were excluded. RESULTS: Angiograms and 64-MDCT images were evaluated for the

existence of occlusions or significant stenosis (>50% lumen reduction) in 88 bypass grafts and 23

native coronary arteries. Nine 9(24%)out of 37 pts needed further treatment, 6 (67%) of them

underwent a percutaneous coronary intervention (PCIl) , 1(11%) was false positive and 2(22%)

underwent surgery. Twenty-eight 28(76%) out of 37 did not need invasive treatment, 1(3,6%) of them

were false positive, 19(68%) were without obstructive coronary lesions and 8(29%) pts had non

significant coronary lesions CONCLUSION : 64 slice MDCT coronary angiography is with very high

diagnostic accuracy ( specificity 95 % and sensitivity 90%).With it's noninvasivity as an attractive

advantage over CA is a reliable method for detecting obstructive lesions (in both bypass grafts and

native non grafted coronary arteries in pts after CABG ) planning the further treatment and avoiding

CA when it is not necessary.
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Asessment of coronary arteries with ECG GATED 64-multidetector
computed tomography (MDCT) in patients with suspected aortic
dissection Stanford type A

L.Veljanovska (1), Z.Atanasov (1), B.Bozinovska (1), S.ldrizi (1), V.Ampova -Sokolov (1),

V.Milev (1), T.Anjguseva (1), Z.Mitrev (1),
1 Specijalna bolnica po hirurski bolesti "Filip Vtori", Macedonia

Purpose: The purpose of our study is to show the value of ECG gated 64-MDCT as an non - invasive
and reliable method for simultaneous assessment of coronary arteries as part of the aortic root Il
evaluation. Methods and Materials: From February 2009 until March 2010 we performed 46 ECG —
| gated, 64 MDCT examinations to confirm a diagnosis of suspected aorta ascendens dissection . A
transthoracic (TTE) and/ar transesophageal (TEE) echocardiography was initially performed in all
patients ( mostly TEE) Patients (pts) with arrhythmia and non-stable haemodynamic conditions were
excluded. All MDCT scans were performed with retrospectively ECG gated technique ( 0,625mm slice
| thickness ) Premedicaton with i.v. betaBlocker (propranolol) was administrated in all with heart rate >
70 bpm. Results: Out of 46 pts supracoronary dissection Stanford type A was confirmed in 37 (80%) .
10 (22 %) out of 46 pts were excluded from the study because of high heart rate, severe calcifications
orfand disability for breath holding. Entire coronary tree evaluation was possible in 27 (73%) patients.
Left main coronary artery - LMA evaluation was successful in all 37 pts (100%) In 35 pts (95%) we
had successful evaluation of LAD ( 4 -11% of them with significant obstructive lesion) and LCX (2 -68%
of them with significant obstructive lesion); Right coronary artery - RCA evaluation was successful in
/26 pts (83%)( 2-8% of them with significant obstructive lesion. Conclusion: We emphasize the
incremental value of this non invasive examination that can confirm a diagnosis of suspected aortic
dissection Stanford type A and successfully evaluate the coronary arteries at the same time. Still,
heart rate and breath holding seems to be crucial factors that determine the reliability of coronary
arteries evaluation.
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BpoaeHu 1 CTeKHATU CPLEBU MaHMU

Congenital and Valvular Heart Diseases

127
Transcatheter closure of atrial septal defect with Amplatzer septal

occluder
Kaneva A., Tzonzarova M., Pilossoff V., Dimitrov L., Levunlieva E.
National heart hospital, Sofia, Bulgaria

Transcatheter closure of atrial septal defect (ASD) was planned in 86 patients from march 2002 to
april 2010. The procedure was performed in 81 patients and abandoned in 5, in whom a small
posteroinferior ASD rim was diagnosed with transesophageal echacardiography (TEE) in the
beginning of the procedure. Patient's age was 22 5 +17,5(2,7-67) years, 47 (58%) - children under 18
years, 34(42%) — adults, 5 of them over 60 years. All patients had secundum ASD with a large left-to-
right shunt, marked right ventricular volume overload and size of the defect 15,8 £ 3,9 (9-25) mm
according to the TTE. In 29 % of the cases there was an aneurysm of the atrial septum. Five patients
had concomitant pathology — pulmonary valve stenosis in 2, Turner syndrome in 1, Kawasaki disease
in the past in 1 and chronic renal failure in 1.The procedure was performed under general anesthesia
with intubation in 60 (74,1%) and with sedation in 21 (25,9 %) cases, all of them over 18 years. TEE
measurement of the defect size was 17,4 £ 5 (9-29) mm and Qp:Qs = 2,1(1.2-7,6).Amplatzer septal
occluder (ASQO) device sized from 10 to 34 mm, mean 19,5 + 6,4 was used. In 34 (64 %) cases the
defect was over 20mm. In one patient aged 52 years, the device could not be stabilized on the
septum and it was pulled out. The ASD was surgically closed later. There were no complications in 76
patients. Complications were observed in 4 patiens. Embolisation of the device occurred in a 12 years
old girl on the second postimplantation day. The device was surgically removed and the defect
closed. Undiagnosed retroperitoneal hematoma with hemorrhagic shock was the cause of death in a
67 years old patient on the sixth postimplantation day. Acute pulmonary edema developed on the
second postprocedure day in a haemodyalisis adult patient with chronic renal failure and severe
arterial hypertension. The complication was treated with daily dialyses. Small pericardial effusion in 50
years old patient with large ASD was completely resolved after medical treatment.The precise
selection of the patients for the transcatheter ASD closure with ASO is important for the procedure
success. The medical problems are more common in adults.

128p

MHTBDBQHTHM npoueaypu BO TpeTMaH Ha BpoAeHUTe CpLeBn MaHu
WBean Munes (1), Wneng Uapuan (1), Tawa Axrywesa (1),Bunma Amnosa Cokonoe (1), XaH
Mutpes (1), ’

1 Cneuwnjanta 6onkuua 3a xupyprja ®unun Bropu, Ckonje, MakeaoHuja

Abstract contetnt Bosen: MHuuunjanHute peayntati Ha WHTEPBEHTHUTE Npoueaypv BO TpeTMaH Ha
BpoaeHuTe cpuesu maadu (VSM). Matepujan n metoaun: Og 2003 — 2010 roauHa, TpeTupanu cel62
nauneHTu co umnnaxTaumja Ha ASD Septal Amplatzer ocluder, Amplatzer duct ocluder, Cook coils u
VSD perimembraneus septal ocluder kaj atpujanex cenrtaneH Aedekt (ASD), nepaucTeHTeH
aptepucku kanan (DAP) 1 BeHTpukynapeH centanen gediexr (V8D); banon sansynonnactuka (BVP)
Ha BarneynapHa nynMoHanHa W aopTHa creHoza (PS, AS) co Ganon katetep (BK)u 6anon
aHruonnacTuka u cTeHTUMpake Kaj aoptHa koapktauuja (CoAo). BrnydyBauku KpuTepuymu Ha
4 cTyaujata Hea KMHUWKaTa crnvka v exokapavorpadpckute napameTpu cneunduyHW 3a oagenHara
VSM. Peayntatn: Mawiku 66, 86 weHcku non, soapacT 4 mec- 58 roauHn. 71 6ea co ASD, 39 co PS,
35 co DAP, 5 co VSD, 10 co CoAc, 1 co CAV u T. Fallot (ToF), 1 co n3onupara ToF n 1 so AS .
MpeauHTepeeHTHa TpaHcesodhareanHa exokapaworpadpuja (TEE) kaj 28. TlpeauHTepseHTHUTE
exorpadckn meperwa Ha ASD w wupuHata Ha nynMoHanHuMoT adHynyc 6ea BO npocek 3a 3mm
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noAueHeTn oa kateTepusauuoHuTe, a kaj PDA 2 mm npeuedetn. Umnnantupanm ce 71 Amplatzer
ASD device 10-36mm, 12 Cook coil (3/5-5/5) n 23 Amplatzer duct ocluder (4/5-10/12); 5 VSD
Amplatzer perimembraneous occluder (8-14mm), 39 co PS u 2 co ToF co BK 8-28 mm; 10 co CoAo
co BK 8-16Mm a 1 nauuwedT e gunatupad v ctedtupad (CP stent 12mm). Kaj 2 6ewe wusppuieH
komBuHuparo 3atBopake Ha ASD n BVP Ha PS. WHTpaonepatueHa TEE kaj 32 nauneHt co ASD u
2 co VSD. Cute ASD 1 VSD ce sarBopexu u 35 o 36-te DAP. Uuunuujan+o kaj PS u CoAo ce gobu
Hamanyeatbe Ha SPG oa 44 £+ 9 mmHg T.e. 20 £+ 5 mmHg. Cnte UCTMOT feH ce npedprieHn Ha
oanenexnue; BkyneH npectoj 22 + 8 yacoeu. 1 nauyneHT co DAP e ynateH 3a onepatueeH 3adar, a
nesojye (12 ron) Helue TpeTupaHo Bo BTOp 0bya, nocne murpauuvja Ha device Bo emopanHaTa BeHa
(xmpyplikn ekctupnupad). Follow up 3-12 meceuun. 3aknyvok: MHUUMjaNHWTE pea3yntatu nokamaa
CYyNepuopHOCT Ha WHTEPBEHTHWOT BO OQHOC Ha KapAWOXMPYPLIKWOT TpeTmaH.. MNepcnektnearta e Bo
paHaTa avjarHocTvka, HaTamolHa NpuMeHa Ha oBue npoueaypu, ynotpeba Ha HOBW W NOCOBPEMEHN
TeXHUKM 1 devices 1 NoYeToK Ha paHuTe HeoHATarnHN YpPreHTHU nNpoueaypu.
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TpaHckaTeTep nepKyTaHo 3aTBopawe Ha ductus arteriosus
persistens

Mean Munes 1 Wneug Ugpuam 1 Jynujana Wopko 1 Bunma Amnosa Cokonos 1 XXaH Murpes 1
CneuwjanHa 6onHuua aa xupypruja @unun Bropu, Ckonje, MakegoHuja

Bosep: Ductus arteriosus persistens (DAP) e ~esta ano malija co 9%- 15% od site adulti so vrodeni
srcevi maani (VSM) n vo 25% kaj drugi VSM. Novorodeni so kompleksni BCM mo'e da imaat DAP
zavisna cirkulacija (prekinat aorten lak, pulm. atrezija bez VSD). Protokot zavisi od wwpuHaTa i
pulmonalnata vaskularna rezistencija. Postoewe na DAP e nepo’elno nopagn moxHocT o arteritis,
nynmoHanHa xuneptexsuja, srceva slabost, Eissenmenger Sy. Lekuvaweto moxe ga 6uge xirur{ko
unu nerkutano.Morfolo{ku, cnopen Krichenko klasifikacijata ce genu Ha : Tun A (cilindar, triagolnik,
konus), C (tubularna forma) i aortopulmonalen prozor, u oa Tyka 3asuck M3bopoT Ha nNpoTesara 3a
(device's ili coili). MaTtepwujan 1 metoau: Op 2003 - 2010 roguHa, HanpaBeHn ce 35 nHTepsBeHLMy (
mmnnadTaumja Ha Amplatzer duct occluder wnu Cook coils). BknywyBaukw napametpu bea
KITMHUYKMOT Haog 1 exokapamorpadckuie Mepessa: AMMEeH3uUTe Ha nynMoHaneH/aopteH kpaj, PG 1a
L-D waHt 1 LVDd n LA (mm) Peayntatu: Esanyvpann 6ea 11 nauueHT™ of mawkv, 25 of KeHCKuU
non, BospacT 4 meceuu- 28 roguHn. MNpeauHTepBeHTHa TpaHcTopakanya exokapavorpaduja Bele
HanpaseHa Kaj cuTe. [IpegonepatMeHnTe Mepera Ha LWupKuHaTa Ha konop yetoT bea Bo npocex 3a
2mm noronemn oa katetepusaumonute, a PG Ha L-D waxT ogrosapalle Ha BpegHOCTUTE OO exo
Haogute. Mimnnantupauu ce 23 Amplatzer duct ocluders (4/5-10/12), w 12 Cook coils (3/5-
5/5).BpemeTtpaee Ha npoueaypata Kaj adTerpagHoTo 3artsBapare Dewe 35+ 5 min, a
petporpaaHoTo (hemopanHata BeHa) 48 + 12MuH co Bpeme Ha paaunjauuja oa 22 + 9 muHyTn. 23/24
Amplatzer duct ocluders Bea umnnadTupanu. Kaj 11 roauwHo gete noctoewe wupok DAP (tun
npo3op) 6ea MoxHOCT 3a 3aTeapawe. [Jesojye (12 roa) Gewe TpeTMpano 8o BTop obua, no murpaumja
Ha deyice Bo themopanHata BeHa (XUpYpWwku ekctipnmpaHd). Kaj 12 Bewe wmnnadTupad no enex
kourn. Cute UCTOT AeH ce npedprneqn Ha oanern; co GonHuuku npectoj 24 + 8 Yacoeu. Follow up 3-
12 meceun. Mo 24 yaca Ges pesuayarneH WaHT BO rpynara co device, eqHo AeBojye TPpeTupaHo co
KOWI MMa MUHMMAanNeH WaHT no 6 Meceun. 1 naumeHT e ynaTted 3a onepaTtveeH 3adar. 3aky4ok.
[MepkyTaHoTo 3aTBapake Se OANMUKYBA CO BUCOK cTerneH Ha 6e3beaHocT, CUrypHOCT U ehUKacHoCT,
KpaToK GONHUYKA NPecToj, MUHUManeH MUanHKn 1 NCUXUYKK CTPec 3a NauueHTuTe 1 CyNepuopHoCT
BO OQMOC Ha XMPYPLIKOTO. |, ,

130p
Amplatzer okny3auja Ha napasansynapeH leak Ha mexaHu4ka
nportesa fno peoriepauuja Ha agexucueHuuja Ha muTpanHa

MexaHun4ka npore3sa- lpukas Ha cny4aj

Vilma Ampova-Sokolov (1), Ditmar Schranz (1), Nikola Hristov (1), lvan Milev (1), Shpend ldrizi
(1), Julijana Shorko (1), Aleksandar Nikolic (1), Tanja Angjusheva (1), Zan Mitrev (1),

1 SBH "Filip Vtori" Skopje, ‘
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Amplatzer oxnyavja Ha napasansynaped leak Ha mMexaHWyka npoTesa Mo peonepauuja Ha
gexvcueHuujia Ha muTpanHa mexaHudka npotesa- lMpukas Hva cnyvaj] Bunma Ampova-Cokonos,
Outmap Wpany, Hukona Xpuctos, Meaw Munes, Shpend Wapwan, J. Lopko, Anekcasgap Hukonuk,
Tawa Anrywesa, Xan Mutpes Crneuwjanta Bontuua no Xupypuwkv Bonectu "®unun Bropu" Cxkonje,
MakepoHnuja Bosea: Bo TpygoT ce onuulysa cnyqajoT Ha 46-rogmiuHa eHa co napasanBynapHoTo
npoTekysate unu leak no BTOPO 3aMeHyBawe Ha MWTpanHa MexaHudka npoTesa, Koj € ycneiuHo
TpeTupaaH co Amplatzer oxknyauja Ha napasansynapHuoT leak. LUen: [lapasansynapHoTto
npoTeKyBake M leak koj ce jaBysa Mocne NpPocTeTcka 3amMeHa Ha BanByna € eaHa of HajTewkute
KOMMNUKaUW1 Ha oNepaTUBHOT TRETMaH, Kkoja Yecto Bapa xocnutanuaauuja v BTopa onepauwja. Qdypv
W noBeke og Toa napasariBynapHuoT leak Koj ce jaByBa npu BTOpa MMNnaHTauuja Ha nporesa
npeTcTaByBa KOMNMUKauuja Koja e npeaussuk. [epkytaduoT TpeTMad Ha napasansynapHuor leak ce
nojasysa Kako onuwja 3a nekysarse, usbernysajiv peonepauuvja v noaobpysatse Ha ceBKynHaTa
cocTojba Ha nauueHot. (1,2) Mpukas Ha cny4aj: fo onuwysame cryyajoT Ha 46-roguwHa xeda,
aujabetnyap co xunotupeosa, XObB, ofesHocT, TpeTupany BO Hawarta bonHuua nopagu Telka
MWTpanKa cTeHe3a, Co 3ameHa Ha MuTpanHa BanByna co KOpUcTewe Ha MexaHudka npoteaa "Mira
Edwars" ronemuHa 29, Bo komBuHauuwja co cyTypa W aHynonnacTtvja Ha TPMKyCnuaHa sansyna , co
moguduuymparn De Vega wae(3). [lBe roauHy nogouHa nauweHTkara fgojae co akytHa Tpombosa Ha
HEjaMHTa MUTpansa npoTeaa, nopaawn HecoofBeTHa aHTWKoarynaHTHa Tepanuja, co Telka cpuesa
cnaboct 1 nynMmoHanHa egem, Taa Oobu wTHa 3ameHa Ha MexaHuwdka npoTesa Ha muTpanHara
noavumja co Apyra mexaHudka npotesa. [lo peonepauuwja v onopasyBake 6e3 KOMNAUKnauuu,
Hejaunata cocrojda ce BnowM, co notpeba of peagMucuja Ha MHTEH3WMBHA Hera W
TpaHceaodarenana exokapauorpaduja co AnjarHo3a Ha TelKka MUTpanHa perypruraumja nojaseHa
nopanu napasaneynapex leak co gexucueHuuja Ha HOBO BrpageHaTa MuTpanHa MexaHudka nporesa
(eugeo 1). Mo cTabunuavpareTo Ha HejauHaTa KnuHWdka coctojda v no 6 Hepenw TpeTMad co
aHTMOMOTMLM, KaKO W Mmopagw BUCOKWMOT PWU3WK O4 apyra peonepauvja, HalwwTe WHTEPBEHTHW
Kapamonosw ycnewHo ja tpetupaa co Amplatzer oknyauja Ha Hej3sMHWOT napasaneyrnapHuoT leak
(enaeo 2). HejauHata mutpenHa peryprutauwja bewe HamaneHa Ha necHa, a nauveHTkara bewe Bo
cocTojba fa ce BpaTh A0Ma CO MUHUMANHW A03n Ha auypeTuum. CnegerseTo Bo Tek Ha 3 u 6 meceun
Belwe cocema HOpManHo, CO Camo NecHa MUTpanHa peryprurauuja.
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3Ha4yeH-eTO Ha TpaHCcBanBynapHaTa MakcumarnHa o6p3mHa Ha
NPOTOK U HEj3UHMUOT roAULLEeH NOPACT Kaj aCUMNTOMaTCKUTe

nauuveHTn CO Tellka aopTHa CTEHO3a U HUBHO NpeXuByBame

E.XpuctoBa AxToBa (1), E.Cpbunoecka Koctoecka (1),
1 YHuBepauteTcka knuHuka 3a kapavonoruja, Ckonje, Makegoxuja

LIEN: Cryavjata uma uen ga ro noteHuurpa sHayeHeTo Ha TpaHceaneynapHaTta Makcumanda bpavnHa
Ha npotok (AV_Vmax) u Hej3UHWOT roauLieH nopacT Kaj acUumMiTOMaTCKUTE MTL. CO Tellka aopTHa
creHosa (ACAC), Kako W [a ro npukaxe HWBHOTO NpexuByBawe cnopes makcumanwata GpavHa.
MATEPUJAIT U METOOW: - Bo cryamjata ce sknydenn 61 nty. co Tewka AC co ypeaHa
NeBoKOMOpHa CUCTONHa dyHKumMja geduHupara kako EP > 50%, co cpeaHa soapact 59 £ 13 rog.,
maxm 36 (59%), eHn 25 (41%). Ha soapact 3aknyyHo co 50roa. Bea 20%, a Hag S50roa. Gea 80% op
nty. -KopucreHa e konop-gonnep exokapauorpadwmjata co uyen ga ce pfobue HajeraaktHata
TpaHceaneynapHa makcumanHa bpavHa Ha npoTok. o ogpeawmMe cTeneHoT Ha rporpecuja Ha
AV_Vmax. ceefeH Ha roaviiHo Huso. Hanpasueme Bapuwjabna EXO -ctatyc sriowyeare koja Gewe
AeuHnpaHa Kako Briowlysarke AOKONKY CTeneHoT Ha rporpecuja Ha AV_Vmax. Ha roguLlIHo HUBO e 2
0,3 m/sec/ron. PESYNTATW: -Mpu cpeaex nepuon Ha cnepewse og 19,5 £ 10 meceum (2-36), kaj
ACAC nauweHtute aobueme Oeka Mako ce acumnTomartcku, osue niy. co Tewka AC, umaart
BNOLIYBae, MaHudecTpaHo Co 3rofeMyBawe Ha TpaHcBaneynapHata makcumanHa BpauHa Ha
KpBTa, 33 BpeMe Ha nepuodoT Ha cnepesse. MNocToM CTaTUCTUYKKY 3HavajHa pasnuka, Mefy spegHocTa
Ha AV_Vmax Ha Bne3oT Bo cTyavja co spegHocTa Ha AV_Vmax Ha kpaj Ha nepuogoT Ha crieflewe,
BO KOPWUCT Ha norofiemara BPeAHOCT Ha UCTaTa Ha KpajoT Ha cnegereto, (t = -5.12, df=48 i p<0.05).
MauveHTUTE ™ NOAENUBME HAa OBE Pynu: rpyna co enowysawe Ha EXO cratycoT [OKOMKy
rOAULLIHMOT cTeneH Ha nporpecuja Ha AV_Vmax e 2 0.3 m/sec/rog. u rpyna 6e3 Bnowysarwe Ha EXO
CTaTycoT, AOKOMKY TakoB CTENeH Ha nporpecuja He e nocturHat. Bo Hawara cryauja gobusme aeka
kaj 15 ntu. (25%) ce jasyea Bnowyeawe Ha EXO craTycor, ogHocHo 25% ofg nauveHtute umaar
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Asymptomatic Aortic Stenosis and Criteria for Surgical Treatment

Julijana Shorko (1), Shpend Idrizi (1), Ivan Milev (1),
1 SBH Filip Vtori, Skopje, Macedonia

Introduction Most common acquired disease of the heart valves is aortic stenosis (AS). It occurs as a
result of rheumatic heart disease or as a result of degenerative changes and calcifications of the
aortic cusps. Prevalence of AS in elderly patients is 5% of the general population. Patients with
asymptomatic AS are defined those who achieve 80% of the predicted maximal heart rate without
developing symptoms. Surgical replacement of the aortic valve represented therapy of choice both in
symptomatic and asymptomatic patients with severe AS and requires careful assessment of surgical
risk compared with benefits. Material and method In this study were involved 40 patients with
symptomatic or asymptomatic AS who appeared for examination in the Diagnostic Centre of Special
Hospital for Surgical Diseases Filip I, in the period from March to April 2010. The degree of stenosis
was elaluated with echocardiography based on following parameters - the aortic valve area (AVA), jet
velocity peak and mean pressure gradient (PG). In asymptomatic patients with severe AS as
indication for surgical treatment were assessed AVA <1 cm ?/ 0,6 cm * m ~ ' corrected for body
surface area, jet velocity> 5m/sek and mean gradient> 60mmHg, left ventricular systolic dysfunction
(EF <50% ), symptomatic stress test, abnormal stress test response with hypotension and a drop in
blood pressure for 20mmHg, and substantial calcification of the aortic valve and increase in peak
velocity more than 2 0.3 m / s annually, ventricular tachycardia, left ventricular hypertrophy = 15mm.
Results From the total number of patients with AS male were 57.5% (23) with an average age of
65.17 years and female 42.5% (17) with an average age of 70.82 years. Asymptomatic were 80% and
symptomatic were 20% of the patients. From group of asymptomatic patients with mild aorta stenosis
were 30%, 25% were with moderate and severe 25% AS. From asymptomatic patients for surgical
treatment were evaluated 15% as well as 20% of the symptomatic patients. Conclusion Patients with
severe asymptomatic aorta stenosis should be evaluated in detail for timely surgical aortic valve
replacement, which obtain significant clinical and hemodynamic improvements.
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"ALCAPA SYNDROME (Anomalous Left Coronary Artery from the
Pulmonary Artery): A CASE REPORT

Zvonko Atanasov (1), Lidija Veljanovska (1), Biljana Bozinovska (1), Ivan Milev (1), Spend Idrizi

(1), Vilma Ampova (1), Zan Mitrev (1).
1 Special Hospital "Filip Vtori", Skopje, Macedonia,

Introduction: Anomalous origin of the left coronary artery from the pulmonary artery (ALCAPA)
Syndrome is a rare development anomaly of the coronary arteries, ALCAPA was first described in
1866. The first clinical description in conjunction with autopsy findings was described by Bland and
colleagues in 1933, so the anomaly is also called Bland-White-Garland syndrome.1 In 1962, Fontana
and Edwards reported a series of 58 post mortem specimens that demonstrated that most patients
had died at a young age. 2 There are two types of ALCAPA syndrome: infant type and adult type.
Rarely, ALCAPA syndrome manifests in adults, when it may be an important cause of sudden cardiac
death. The development of ECG gated MDCT coronary angiography enables accurate non-invasive
imaging and direct visualization of the left coronary artery arising from the pulmonary artery. Purpose:
To show the value of 64-MDCT coronary angiography in diagnosis of development anomalies of the
coronary arteries. A case report: A 54-year-old male patient with a dilatative cardiomyopathy, slight
chest pain (CCS 3), left ventricular failure (NYHA I1ll), moderate mitral regurgitation, EF 33% (Simson
method) underwent radiographic chest examination, selective coronary angiography and 64 MDCT
coronary angiography.-Radiographic chest examination showed enlarged cardiac silhouette. Selective
coronary angiography showed aneurismatic dilated RCA with rich anastomosis net with LMA, with
left-right shunt. LMA could not be canulated from the aortic side. 64 MDCT coronary angiography
showed anomalous origin of the left coronary artery arising from the pulmonary artery. Conclusion:
We can conclude that 64 MSCT coronary angiography can be a method of choise for easy detection
of coronary development anomalies such as ALCAPA Syndrome.
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KoHreHuTanHa aopTHa CTeHO3a-NpuKa3s Ha cnyuaj
MBan Munes 1 Wnexsg Uapuau 1 Bunma Amnosa Cokonos 1 Bunjana BoxuHoBcka 1 3BoHKO

Artanacos 1 Jluanja Benjanoscka 1 Jynujana Wopko 1 Xan MuTtpes (1),
1 CneuwnjanHa GonHuua 3a xupyprvja ®@unun Bropu, Cronje, Makegoxuja

Bosen: KodrewuranHarta aoptHa creHoda (AS) HacraHysa rnopagu Mopgiosiolkn U CTPYKTYPHU
NPOMEHN HA AOpTHWTE 3anueTouu (ubposHu npomexn, ysunja Ha KycnicuTe) W/unu npomeHa Ha
6pojoT Ha kycnucute (BMkycnuaHa aopTHa Baneyna, YHWKYCNWOHa aopTHa Baneyna), Bo npsure 8
Hegenu of rectauuckuoT paseoj Ha nnogot . Ce jasysa kaj 5-8 % o4 cuTe BpogeHw cpuesu Maadu
(BCM), nHumaeHua 4/1000 xusopopenu n Bo 60% kaj mawkuoT non. KnuHuykarta ekcnpecuja aasucu
Of} CTENEeHOT Ha cTeHo3arta, xunepTpodunjata Ha nesata komopa (LVH), creneHoT Ha oncrpykuujata
BO MEBOKOMOPHUOT ucxodeH Tpakt (LVOT), npucycTBOTO Ha acouupaHn BCM unu excrpakapaujanyv
mancopmaumu. 2% op cute AS ce NPe3eHTUpPaaT co TelwkKa KNMHWYKa chvka O NpBUTe AeHOBW Ha
AKMBOTOT, Ce acouupaHu co xunonnaswja Ha neeata komopa (HLHS) w 6Gapaat wuten Tperman.
TpetmanoT Ha AS mMoxe fa Buage Xwpypuiku unu uHTepBenTeH. Llen: lNpukas Ha ynorata Ha
uHTepBeHTHaTa DanoH Baneynonnactuka (BVP) Bo tepanujata Ha koHreHutanHata AS [Mpukas Ha
cnyyaj: [esoj4e Ha Bo3pacT of 7 FOAWHW, CO KMWHWYKA W exokapauorpadicka cnvka Ha Telka
KOHreHuTanHa AS, co nonumantopmarieeH cuHapoM, dauuvjanda auamopduja, NnexkTyc kapwHaryc,
HaHocomMuja W aucnHea Bo mup. PTI BOo npunor Ha xuneprpodwupada neesa KoMopa.
Exokapauvorpadcku Haoq 3a (hyHkuuoHanHa GukycrivaHa aopTtHa Bansyna (dyauja Ha nes u geced
Kycnuc), mbposnHu npomenn, peayumpad LVOT, LVH, tpancsaneynapet rpaguedt (TVG) 130mMmXr u
AVA 0.5sm2, 6ea aopTHa peryprutauuwja. 1 6e3 3Hauu 3a aoptHa koapkTaumja. lNocne ageksatHa
nogrotoska, HanpaeeHa Gelue fleso cpuesa kateTepusauuja, aHrmorpadcko Mepere Ha aopTHaTa
Baneyna u xemoguHamuka co uameper cuctoned nputucok 8o LV og 220mmHg v nputucok Bo aopta
acueHgeHc of 100mmHg (TVG 120mmHg). Mocne npomeHa Ha xuapodunHatTa muua-soand co
t8paa 0.035 xuua, HanpaseHa Gewe BVP co low pressure 6anoH katetep Numed, Tyshak |l 12/40
mm (Cook Med.) Ha 2.5 atm Bo egeH Haspat. WHuumMjanHWoT pe3ynTar nokaxa pegykuuja Ha
cucTonHuot nputucok Bo LV go 148mmHg, co TVG oa 48-50mmHg n aoptHa peryprvtauvja og |
cTeneH, WTO TpeacTasyBa  3agoBonuTeneH  xemoguHamcku  pesyntat.  KowtponwuoT
exokapauorpadcku npernesd no 5 AeHa nokaxa Haod waeHTUYeH co npeTxoaHmnaT. 3akny4ok: BBl Ha
KOHreHuTanHata AS npectaByBa peaneH U MOXeH HauyuH Ha NeKkyBare Ha noBekeTo hopMu Ha
a0pTHa cTeHo3a kako npea metoga Ha uabop. Vckiyvok ce TewkuTe HeoHaTanHu opMu acouupaHm
co HLHS kaj ko e HeonxogeH xupypLUKW TPeTMaH. , ,
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AmMBynaHTCKO AujarHoCTULMpPare U cneferwe Ha geua co

KOHreHUTanHu KapaunonaTmm - Halln UCKyCTBa

AHacTtacoBcka JacHa (1), Mon-lasaposa Mapuxa (1), Xayn-Manvyesa Poaura (1), Cnacosa
Nuawuja (1),

1 Mpueatia Onwra bonHuya PE-MEQUKA, Ckonje, MakegoHuja

Llen: lNpukas Ha MOXHOCTUTE 33 KOMMENTHA Kapauonolwka avjardosa W cnefewe (npepg M no
onepaTWBHO) Ha Aeua co BpogeHu cpuesn maHn(BCM), Bo negwjatpuckarta kapaunonowka ambyraHTa
Bo N30 Pe-Meguka Martepjan u Metoan: Bo nepuog op centemspu 2006-mapt2010 (3,5 roa.)
amBynaHTHO ce aujarHocTuumparu 160 geua co BCM. BospacHa guctpubyuuja og HoBopogeHo-14
roamHn. Monoea 3actaneHocT:85 xeHckr n 75 mawku geua. [OQujarHoCTUYKM METOAMN: KIMUHUHKK
npernegn, EKI, exokapaunorpaduja, PTI (peanvaupanu Bo Pemeauka) v pagvmousoToncku LWaHT (o
notpeba) Moctasenn ce cnegnute Or: VSD, ASD, DAP, Stenosis a.pulmonalis, Stenosis aortae,
Bicuspidna Ao valvula, Coactatio Ao, TGV, T.Fallot, CAV, Dextrocardio,lNBM co uHcyd. 6 peua
cnegeHw noctonepatusHo co: T.Fallot-2, CAV-1, Co Ac-2, ASD+VSD+DAP-1 . [OunartauuoHa
MUoKapauoTavja oTkpueHa kaj 4 geua u xuneptpoduyHa muokapauonatuja kaj 1. Kaj 6 peua duna
AoKa)kaHa xpomo3aomonaTtuvja 3akny4qok: Co ajektaBHa cTpy4Ha( neawjatap KapAuoror) U TexHu4ka
onpemerocTt (npucatiu Bo N30 Pe-Meguka) , amBynaHTCKMOT CeKTOp AaBa MOXHOCT 3a edukaceH,
e4HOCTaBeH W EKOHOMWHEH Ha4WH 3a AujarHo3a u cnefere Ha Aeua CO KOHreHWTanHW kapauonarum.
Mpu Toa Tpeba aga ce BOOM CMETKA 3a TEXUHATA HAa KNWHUYKATA NpeseHTauuja u NpoleHka 3a
ynatysarse 3a xocnuranuaauuja
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New aspects in aortic valve surgery

Jorg Babin Ebel (1),
1 Herz- und GefaR-Klinik GmbH, Germany

“ The concept of patient-aortic valve prosthesis mismatch (PPM) was first coined by Rahimtoola in
1978 who defined it as the ratio between an inadequate prosthetic valvular orifice and patients body
surface area (BSA), meaning that the prosthetic orifice is smaller than the native valve orifice. Several

‘ attempts have been made to deal with this problem, The patch enlargement of the aortic annulus has
I been advocated. However, most techniques result in a slight tilting of the prosthesis which might
{ hinder the function of mechanical valves but not biological valves. In Biological valves the function
remains unhindered, but flow pattern is severely changed. Modern stentless valves reduce the risk of
PPM, but long term results are missing and improved durability is not proved yet. In addition a drop in
platelet count has been abserved in patients after implantation of the solo freedom valve. Several
techniques for aortic valve reconstruction have been introduced into clinical practice: For aortic
insufficiency, some aspects for good long term results are now better understood like the importance
of graft size and re-implantation height of the valve into the graft. Valve reconstruction in stenotic
aortic valves has been performed using various technigues. A new, but so far unproven concept is the
pericardial patch replacement of all calcified leaflets. Transkatheter-aortic-valve replacement has
currently been established as concept for high risk patients. The method does not provide long term
results. For some patient transkatheter valve implantation is clearly beneficial, yet the method
presents new complications and is so far reserved for a small patient group.

142
DEBATA BY-PASS V.S. STENT

XKan Mutpes (1),
1 Cneuujanna Gonnuvua 3a xupypruja dunun Bropw, Ckonje, Makeaonuja

Chocron and colleagues have reported that prior percutaneous coronary intervention (PCI) leads to a
worse outcome in patients subsequently undergoing coronary artery bypass graft (CABG).1 Tagart
analysing the facts,concludet that around one-third of patients with multivessel disease treated with
bare metal stents will require re-intervention within a few years,2 Hannan said that that conclusion is
potentially worrying and raises several questions. (1) Is the conclusion justifiable? (2) Are the findings
consistent with other studies in the literature? (3) If real, what are the likely pathophysiological
mechanisms? (4) Will the findings be different drug-eluting stents? (5) What are the clinical
implications for patients and the economic implications for health servic?

143
DEBATA SURGERY V.S. CAROTIDAL STENT

Xau Mutpes (1),
1 Cneuyujanta BonHuua 3a xupypuikv 6onectu, Ckonje, MakegoHuja

Interim safety results at 120 days in the International Carotid Stenting Study (ICSS) appear to favor
carotid endarterectomy over carotid stenting for patients with symptomatic carotid stenosis . The
results show higher rates of stroke, death, or periprocedural Ml in patients treated with stenting vs
endarterectomy. The primary outcome of the study is the three-year rate of fatal or disabling stroke in
any territory, and results are expected in 2012. Results of the long-awaited Carotid Revascularization [‘
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Endarterectomy Versus Stenting Trial (CREST), comparing carotid stenting with endarterectomy in
patients with both symptomatic and asymptomatic carotid stenosis eligible for either procedureThe
results are expected to give as clear a picture as possible comparing the two modalities while
addressing issues regarding operator experience and use of distal-protection devices that have been
raised with other comparative trials. ICSS brings to three the number of large randomized trials that
have reported results evaluating the use of carotid stenting as an alternative to endarterectomy ta
treat symptomatic carotid artery stenosis. In the first, the Stent-Supported Percutaneous Angioplasty
of the Carotid Artery vs Endarterectomy (SPACE) trial, carotid stenting failed to meet criteria for
noninferiority vs endarterectomy and in fact showed slightly higher rates of ipsilateral ischemic stroke
and death at 30 days Resulis of the Endarterectomy vs Angioplasty in Patients with Symptomatic
Severe Carotid Stenosis (EVA-3S) were published within two weeks of the SPACE trial and again
failed to show noninferiority with carotid stenting vs endarterectomy . Stroke and death rates were
again lower with surgery. Longer-term follow-up of both of these trials, however, presented in 2008 at
the European Stroke Conference, showed rates of ipsilateral stroke were low and similar between
carotid stenting and endarterectomy groups at two and four years of follow-up. ICSS is a multicenter,
international, randomized controlled trial comparing carotid artery stenting with carotid
endarterectomy in patients with recently symptomatic carotid stenosis. The trial enrolled 1713
patients, with 855 randomized to stenting and 858 randomized to surgery. An earlier version of the
safety data from ICSS was presented at the European Stroke Conference in Stockholm in May 2008.
The results showed that carotid stenting was associated with twice as many strokes as carotid
endarterectomy in both intention-to-treat and per-protocol analyses. The difference was driven largely
by nondisabling strokes and was balanced by a much higher frequency of cranial nerve palsy with
endarterectomy. Still, the researchers concluded at the time that carotid endarterectomy should be
the treatment of choice for suitable patients with recently symptomatic carotid artery stenosis. These
more complete results with slightly higher patient numbers don't appear to change that conclusion.
Stroke, death, or procedural Ml at 120 days was higher in the stenting group than among those who
underwent endarterectomy, as was the incidence of stroke, death, and periprocedural MI; any stroke;
and all-cause death.
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Xupypuu(u TpeTMaH Ha reHepanuianpaHa aTepockKrieposa
XaH Mutpes (1), Tawa AHfywesa (1), Bnagumup BenocroTukuj (1), Hukona XpucToe (1),

Anekcanpap Hukonuk (1).
1 CneumjanHa BonHuua 3a xyupypruja ®vnun Bropu, Ckonje, Makegoxuja

Bosen: aronemeHunoTr 6poj Ha nauueHTw co nepudpepHa M KapoTuAHa BackynapHa bonect co
kopoHapHa Gonect , Bapa nnaHckK XupypLikn TpetMax . OBUe nauneHTu ce CO 3ronemMeH PWUaMK of.
HecakaHu fAejcTea. Llenta Ha HawWMoT TpyA e Aa ce KkBaHTudMunpa ediekToT Ha HaBpemMeHa W nnacHa
Bajnac xupypruja kaj nauMeHT cO reHepanuavpana atepocknepoza. Metoaw Mery Mapt 2000 u
MapT 2010 , 5090 nauymeHTu gobuja Bajnac xupypruja. 273 (5,4%) umaa kombuHaumja Ha nepudepHa
W kapnoTuaHa sackynapHa GonectKopucrteHa Gelwe MynTWBapujaHTHa NOrMCTUYKa pPErpecuoHa
aHanuaa'aa MynTUMOpOMAHOCTE ¥ NOCTONEPaTUBHUOT MH XOCnUTaneH MopTanuTeT u mMopbuauTer.
Peayntatu: [pumapHa BackyrnapHa [AvjarHo3a 3a aHespuama Ha abpomuHanHa aoprta Bo
komBuHauuja co uepebpoBackynapHa , nepudepHa BsackynapHa M KopoHapHa Oonect Gewe
permctpuparda kaj 15 nauueHTw (cpeaHa Bo3pacT 67 rogwHu) , uepebposackynapHa Gonect 8o
kombuHauuja co kopoHapHa ©Gonect perucTpupada kaj 127 nauueHTw (cpegHa Boa3pacT 64
roauHu)4nepucepHa sackynapHa Gonect u kopoHapHa bonecT kaj 33 ( cpegHa Bo3pacTt 61 roguHa) u
kombuHauwja Ha uepebGposackynapHa W nepugepHa BackynapHa W KopoHapHa Gonect xaj 98
nauweHT ( cpegHa Boapact 80 roguHu) Cute 273 nauneHTta Gea co Tewika kopoHapHa Gonect. Kaj
nauveHTuTe Co KapoTuiiHa u nepudepHa sackynapHa Gonect, baj-nac xupyprujata Gelle npumeHeTa
nocne pewasake Ha rnpumapHata BackynapHa 6Gonect. Kaj nauventute co abpomuHanda
aHeBpu3Ma, uctarta bewe onepupaHa nocne pellasare Ha BackynapHata Gonecrt, co 3aMecTyBake
Ha aHeBpuamaTta co AnborpadrT. MocneonepaTtneHaTa cMpTHOCT uckHeaysale 0,7% ( 2 nauvexta).0g
MOCNeonepaTuBHUTE KOMNIMKALWUK MHUMAEHLATa Ha MO304eH yaap usHecyeawe 1.5% ( 4 nayunenta)
MocTtonepatueHnoT 6onHuyku npectoj naHecysawe 4.5 geda 3aknyyox: MNnanvpana Bajnac xupypruja
e GesbegHa u 3a komopbuoHUTE nNauUWeHTM CO OKapoTHOHAnepudepHa BackynapHa bonect
MHuuaeHLaTa Ha nocToenpaTtuBeH MO304YeH yaap e adadajHo Hamaneda co usbervysarse Ha Gajnac
XUpypruja kaj nauveHT cO HepeweHa kapoTuaHa BonecTt W HanpegdaTa crtagvym Ha nepwdepHa
BacKkynapHa bonecrt.
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MpeponepaTtusHa ynortpeba Ha MHTpPaopTHa 6anoH nymMmna Kaj
naumeHTu 3a 6ajnac xupypruja

Tawa AHfywena (1), Bnagumup Benocrotukuj (1), UBan Munes (1), LUinena Uopuszn (1),

OujanHa Hukonosa (1), Banexwtuna KoctoBa (1), XKaH Murpes (1),
1 Cneunjanda 6onHuua 3a xupypruja ®unun Bropu, Ckonje, Makenoxwja

Bosen:la ce Hanpaeu esanyauuja Ha edekTMBHOCTa Ha npenonepartWsBHata ynoTtpba Ha
nHTpaopTHarta B6anoH nymna (JABP) kaj nauweHTu 3a Bajnac xupypruja (CABG).M'naeHa uen ga ce
npocneaW MOPTAnNUTETOT, BTOpa Len e Aa ce Npocrnenn WMHUMAeHUAaTa of MOXHWUTE KOMMMWKauuv
nosp3ann co IABP-(kpBapetbe, ucxemuja Ha Hora, acpTHa gucekumja). Metoau:5019 nau.co CABG
xupypruja ce Tpetupanu on 2000-2010 roguna, 252(5,2%) nobuja IABP npenonepaTtuBHO nopaawu
xemoamHamcka HectabunHocT Kako W Bucok puaukCute naumeHtTw pgoGuja npeponepaTtusHa
exokapavorpadvja, vHBa3WBEH XemoauHamcku MoHuTopuHr ( CVP,MAP, SVcO2,CO,Cl u SV).
Peayntatu:Cute 252 nauveHTa gobuja npeponepatusHa |IABP ad47676ea 6ea IABP npegonepaTusHo.
Mocne 10 muH, nocne uMnnavTupawe Ha |IABP cpeaHvoT aprepujckm nputucok (MAP) ce sronemmn of
455+/-9 Ha 76,8+/-12 mm Hg. Cl noyeTHo nagHa oa 2.0 +/- 0.5Ha 1.7+/-0.4 L/min/m2; Ho nocne
ofBojyBare of nymnara ce aronemMu Ha 1.85 +/- 0.4 L/min/m2.Ouypesata ce aronemu 100%.
MoawtusHuTe npomern Ha MAP u guypesa nepavctupaa u nocne 24 vyaca Odds ratio (OR) 3a
WHTpaxocnuTaneH MOPTanuTeT Kaj nauuedHTuTe TpeTtupanu npegonepatueHo co |ABP Gewwe 0.41
(95% CI, 0.21-0.82, p = 0.01 Camo egeH naumeHT kO] Aobu |ABP npegonepatmBHo passu
noTkoNeHuM4Ha ucxemuja, u rnokacHo Belse TpeTupaHa co TpoMeHaaTepexToMMja 1 nay nnacruka Ha
nesata cemHopanHa aprepuwja ( kage bewe nnacvpad BanoHoT).47 nauvweHTn gobuja xemarom ( u
Gea TpeTupaHu co Knonugorpen, v oBME NpoMeHW ce NoBrekoa kaj cuTe nocrne Bafewe Ha nymnara
3akny4ok: OBaa aHanuaa nokaxa aeka npeoneparWeHarta ynorpeba Ha nHTpaopTHaTta BGanod nymna
EBUAEHTHO ja peayuupa UHTPaxocnuTanHaTa CMPTHOCT Kaj NaLUueHT GO BUCOK PU3KK.
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CpueBa cunyeTa rno MuTpaneH BansynapeH pennacmat,

TPUKyCnUuagHa aHynonnacTtuka m 6na1'puonnacmxa
Wan Mutpes, Ugocku Exsep, Hukona Xpuctos, lNMasnos Bopue

CneuwjanHa 6onHuua 3a xupypruja, ®unun Bropu, Cronje, Makegonwja

[NaBeH NpuYUHUTEN Ha MUTpanHaTa CTeHo3a e peBMarckuoT kapatut. MutpanHaTta cteHosa e *
Avjactoned Hactad . Bo ocHosa npecrtasysa obcTpykuuja Ha NMeBOKOMOPHOTO MOMHEHEe Ha HUBO Ha
MuTpanHuoT anapar. Oea foeedyBa [0 PasBoj Ha AWjacToneH NpeTKoOMOPHO-KOMOPEH NPUTUCOYEH
rpagueHT. Tewka mutpanHa creHosa( MVA < 1.0cm2) noeeayea [0 NpUTUCOYMHO ONTOBapyBawke Ha
neBaTa npeTkoMopa co CekyHaapHa gunarauwja v mynmoxanHa sBeHcka xunepreHsvja. Cneaw nojasa
Ha ceKkyHapHa nynMoHanHa apTepucka xvnepreHavja, Kkoja nak Boau A0 NPUTUCOYHO ONToBapYBak-e
Ha pgecHata komopa. Ce jaByBa AECHOKOMOpPHa AMCHYHKUWj@ CO Aunarauuja W oekyHgapHa
TpUkycnuaHa peryprutauunja.lpvkas Ha cnyuaj: lNpukaxad e aHTepuopHO-NoTEPUOPEH PeHTIreHorpam
(Cnuka 1) Ha 38 roaviiHa NaumMeHTka co Tewka MUuTparnHa cTeH03a co Tellka NnymMoHanHa aprepvcka
XWnepTeHawja, TpUKycnuaHa peryprutauunja u gunarauuja Ha gBeTe npeTkoMopy TunuyHa crivka aa
MuTpanHa CTeHo3a €O MWTpanHa cpuesa KOoHdMrypauwja, co gunartaumja Ha pecHocpuesvTte
KaBWTeTW 1 “OBOEH AEH3UTET" Ha nesarta npeTkomopa (rmaseH paguonolwkn eHoMeH Kaj MuTpanHa
CTeH03a) co BepTuKkanuaauuja Ha neswot cpues pab. Ce Genexu gunarauuja Ha nNynMoHanHuTe
aprepuu co uedanuaauuja Ha nynmMoHanHuoT kpeTok. OnepatueHata uHrepeeduvja bewe 3ameHa Ha
MuTpanHaTta Baneyrna CO MexaHu4yka npoTesa, TPWMKycrnuaHa adynonnacrtuka, nesa pegykuuoHa
aTpyonnacTuka 1 fecHa pecekumoHa atpuonnactuka. Kako pesynrtar Ha kopekuuja Ha BaneynapHara
naronornja » HamanyBawe Ha ABeTe NPEeTKOMOPW, PEeHTreHorpamMoT NPBWMOT NOcTonepaTuBeH AeH
npukaxyBsa HopmanHa cpuesa cunyeta (Crivika 2).
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Cardiac silhouette following a mitral valve replacement,

tricuspid annuloplasty and atrioplasty of both atria
Zan Mitrev, ldoski Enver, Nikola Hristov, Paviov Borce
Special hospital for surgery "Filip Vtori®, Skopje, Macedonia

Mitral stenosis is a disease almost exclusively due to rheumatic cardit . Mitral stenosis is a "Diastolic
event” .Basically it is an obstruction of the filling of the left ventricle at a level of a mitral valve. This
brings a diastolic atrio-ventricular pressure gradient. Severe mitral stenosis (MVA <1.0cm2) leads to
pressure overload of the left atriumn with dilatation of it and pulmonary venous hypertension. Then
comes a secondary pulmonary arterial hypertension, which in turmns lead to pressure overload of the
right wventricle with right ventricle dysfunction with dilatation and secondary tricuspid
regurgitation.Case report: Preoperative antero-posterior X-Ray of 37 old woman with severe mitral
stenosis, severe pulmonary hypertension , tricuspid regurgitation and dilatation of both atria (picture
1). Typical x-ray of mitral stenosis with cardiac mitral configuration, with dilatation of the right heart
and " double density” of a left atrium { main radiological phenomen in mitral stenosis) with
vefticalization of the left heart border. There is a dilatation of the pulmonary arteries with cefalization
of the pulmonary blood flow. Operative treatment included replacement of the diseased mitral valve
with mechanical prosthesis, tricuspid suture annuloplasty, left reduction atrioplasty and right resection
atrioplasty. Her first postoperative X-ray showed normal cardiac silhouette (picture 2).

147p
DeBekay repair for type lll thoracoabdominal aortic aneurysm

Mitrev Zan (1),
1 Filip Vtori, Skopje, Macedonia

A 65 year old man with abdominal pain, nausea and vomiting was diagnosed with thoraco-abdominal
aortic aneurysm, Crawford type Il (Figure 1). Immediate surgery was performed through 6&th
intercostale space and retroperitoneally, employing DeBakey repair (Figure 2). Following repair,
aneurysm sac was opened, bleeding points sutured, aneurysm neck suture ligated. Figure 1.
Preoperative 64 slice computerized tomography of Crawford type Il thoraco-abdominal aortic
aneurysm, maximal diameter of 10 centimeters Figure 2. Postoperative 64 slice computerized
tomography of DeBakey type repair for Crawford type Ill thoraco-abdominal aortic aneurysm.
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CpeaHu pe3ynrtaTti of cneaeHweTo Ha peAyKuMoHaTa acueHaeHTHa

aopTonnacTuka
Mutpee X, Waocku E, Xpuctoe H, Mantoe M, [iumutposcka M, Puctoe T.

CneuwjanHa GonHuua 3a xupypruja ®unun Bropu,Cronje, Makenonuja

Boseg:[lunataumjata Ha acueHOeHTHaTa aopTa e YecTo CPEeTHyBaHa MpW XWPYLUKMOT TpeTMaH Ha
3abonyBar-ata Ha aopTHaTa saneyna. Peaykuvonarta acueHgeHTtHa aopronncatnka(PAA) e TexHuka
3a HamanyBak€ Ha aopTHMOT AujameTtap Koja WTo pesynTupa co Hamanysake Ha SMAHWOT CTPeC Ha
aoptara v ro Hamanyea puU3vKoT 04 PynTypa wnu Aucekumja Ha aoprarta. PAA e antepHatvga Ha
cTaHgapaHata rpadt 3ameHa Ha aAunatupasarta acuedpedTHa aopta.llenta Ha cryaujara e
PeTPOCNEeKTMBHA aHanu3a Ha nNpeonepaTuBHWTE pesynTat¥ W CnefeweTo Ha AWMEeH3uUTe Ha
acueHaeHTHata aopta kaj 50 nauweHt™™ kowm Gune nognoxedn Ha PAA wnu PAA co ppymw
KapaAWOXMPYLUKW rpoueaypyw 8o Haluata yctaHosa.Marvepwjanu m metoawm:lenecer nauueHTw co
avnartauuja Ha acueH[eHTHa aopTa co AumeHann nomery 45mMm u 55MM Kou Bea nOANOXEHW Ha
PenykuuoHa acleHOeHTHa aopTonnactuka Co ApyrM KapavoXWMpywky npouedypyn BO Hawara
uHcTuTyumnja Bea oabpaxn 3a osaa ctyauja. On HuB 37 Gea Maxu W 13 XeHu Co npoceyHa CTapoct
58+/- 10 roaunm. ExxekunoHa chpakuunja 41+/-8%. MepereTo Ha QUMEH3NUTE Ha acueHaeHTHa aopTa
Bewe HanpaseHo npes W 3a BpeMe Ha onepauujata wu npocedHo 39 mMeceuw nocne
nocronepaTtueHo(Bo nomery 8-75Meceun). MNpeponepaTMBHO MepeHUTe AUMEH3MK ce ABUXKea NoMery
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49+/-5Mm. Op cute nepeceT nauweHTM camo 41 Bea gocranHw 3a cnepewse.Pesyntat: Eged
nauveHT nouvHa eo BonHWua.(2%). EfeH nauveHT passy akyTHa aopTHa avcekuuja egHa roguHa
nocrie PAA u Gewe ycnewHo peonepupad(2%). Eged naumeHt (2%) pa3ssu nocTonepatvBHa
anespuama v Bele ycneluHo peonepupad. Mmalue aBajua nauueHrTy Kow noyuHaa nomouHa of
HenosHatM npuanHn(4%), naudeHrTuTe He Oea penoBHW Ha KoHTpomuTe. [dujameTpute Ha
acueHpeHTHaTa aopTa CUrHUGMKaHTHO Bea Hamanedu kaj cuTte nauweHtn kou Gea nognoXHW Ha
PAA(p<0.001). CpeaHu gumeH3anW Ha acueHeHTHaTa aopta Ha npea koHTpona 6ea 37+/-5Mm, ¥ Ha
nocriegHara koxtpona 39+/-7mm. 3aknyqok:Of HaleTo WCKYCTBO, MOCTCTEHOTWMHE Aunartauvja Ha
acueHaeHTHaTa aopTa Co AuMeHsun nomanu of 60MM W OTCYCTBO Ha CTPYKTYPanHW aHoMmanuu Ha
SWAOT Ha aopTarta € CoofBeTHa uHaukauuja 3a PAA v ce n3Benysa 3aeqHO CO BansynapHa samexa.
Taa e egHOCTaBHa WM CUFYPHA NpoLedypa Koja pesynrupa co MuHUManed MoptanuteT u mopbuauteT
U cTabunHKu cpeaHn QUMEH3NUKU Ha aopTa.

Midterm results following reduction ascending aortoplasty
Mitrev Z, Mantov M, Idoski E., Dimitrovska M, Hristov N, Ristov T.
Special hospital for surgery “Filip Vtori", Skopje, Macedonia

Objective: Dilatation of the ascending aorta is often encountered during surgery for aortic valve
disease. Reduction ascending aortoplasty (RAA) is a technique for reduction of the aortic diameter,
resulting in a reduced aortic wall stress and a diminished risk of rupture or dissection. It is an
alternative to standard graft replacement of dilated ascending aoria.The aim of this study is to
retrospectively analyze the preoperative results and follow up dimensions of the ascending aorta in 50
patients who underwent RAA along with other cardiac procedures in our institution.Material and
methods: Fifty patients with dilation of the ascending aorta with dimensions between 45mm and
55mm that underwent RAA with concomitant cardiac procedures in our institution, were eligible for
this study. There were 37 male and 13 females, with average age of 58 + 10 years. Ejection fraction
averaged 41 + 8. Measurements of the ascending aortic diameter were performed prior to and directly
following surgery, and on average 39 months postoperatively (range: 8-75 months). Preoperative

dimensions of the ascending aorta averaged 49 + 5 mm. From the fifty patients only forty-one patients ~

were available for follow-up. Results:There was one in-hospital death (2%). One patient developed
acute aortic dissection one year following RAA and was successfully reoperated. One patient (2%)
developed postoperative aneurysm and was successfully reoperated. There were 2 late deaths (4%)
from unknown reasons; patients were not conforming to regular follow up. The diameter of the
ascending aorta was significantly reduced in all patients who had undergone RAA (p<0.001). Average
dimension of the ascending aorta an first control was 37 £ 5 mm, and on the last follow up, average
dimension was 39 + 7 mm. Conclusion: In our experience, poststenctic ascending aortic dilatation
with dimension less than 60 mm and absence of structural abnormality of aortic wall are proper
indications for RAA and performed together with valve replacement is a safe and simple procedure,
resulting with minimal morbidity, mortality and stable midterm aortic dimensions.
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KoHBeHUMOHaNeH KapauonnerM4eH apecT HacnpoTu onepauuja Ha

nyncupaYvko cpue CO TellKOo olTeTeHa nesa Komopa
Mutpes X, Wgocku E , Xpuctos H, [lumutpoecka M, Pucroe T, Naenos B.
CneuujanHa GonHuua 3a xupypruja ®unun Bropw, Ckonje, MakegoHuja

Llen Ha cTyaujaTa e aa ce Hanpaeu cnopenba mery gBe pasnuuyHK TEXHUKW 3a MUOKapaHa npoTekuwja
3a BpeMe Ha onepaunja Ha Tewko owTeTeHa nesa komopa (I1B). Matepujanu u metoau: Ondatenu
ce 63 naumeHTH Co TEpMUHanNHa KopoHapHa apTepkhcka 6onecT U Tewko oweTeTeHa nesa Komopa
KOM CE& onepupaa BO HawaTa WHCTUTYUMja Bo nepuogoT of jadyapn 2006 rogvHa v gekemspw
2007roavna. lMayveHTuTe Ce pasfieneHn Bo [Be rpyny crnopen KIMHWYKWOT cTaTtyc w notpebaTta Ha
xvpyprot. Bo npeata rpynakaj 31 rauveHTM onepauuwjata e M3BplUEHa CO CTaHgapTed
kapavonynmonaneH Gajnac (CPB) u koHBeHUWoHaneH kapavonnark4es apect, a Bo BTopata rpyna
kaj 32 nauweHTV onepaumjata Geile M3BPLUEHa Ha Nyncupadko cpue Be3a aopTHO KNemawe u
KapavonnerudeH apect. HanpaseHw ce peTPOCneKTWBHW  aHanuau Ha npegonepaTuBHUTE,
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WMHTpa/mocTonepaTuBHMTe XemMoauMHamcku napameTpm u  OonHudkata cMmpTHOCT.Peaynratu:
Mpeponepatneda E® kaj npeata rpyna bewe 26+2,9% wacnpotn 23,645.2% 3a Bropara rpyna (p=
0.01). NpeponepatveHo |ABP Gewe nnacupaHa kaj 2 naumnentn (6%) og rpyna 1, Hacnpotu 8 (25%)
kaj rpyna 2 (p=0.03). Kaj cure naumedtn Oewe wusBpweHa peBackynapusauuwja co neea
BEHTPUKYONMAcTKa W BaneBynapHa  PEKOHCTPyKUMja No wHAOWKauwja co cpegHoao3upada
KarexonamuHcka nogapuwka u IABP nnacupaxa kaj 3 (9%) naumeHTth oa rpyna 1 Hacnpotu 2(6%) of
rpyna 2. Hemalle uHTpaoneparueHa cMpTHoOCT. TlocTonepatMeHuTe xemoanHamcku nepgopmaHcy u
uHoTponHa noanplika 6e3 cnuyHK U kaj asete rpynn, notpeba op IABP kaj ywre 2 (6%) nauuexti
on npeata rpyna u 1 (3%) nauveHT oa BTopaTa rpyna. Hemalue pevHTepBeHUMW, HEMaLLe paanuka
BO BPEMETO Ha MexaHW4yka BeHTTUNauuvja kaj asete rpynu, ApeHaxa of TopakanHuTe OpeHoBU W
notpeba og TpaHcdyaun. BonHudkuoT npectoj Oewe cnuvyed mery asete rpynu, Bonkudkara
cmpTHocT Belue 4 (13%) kaj rpynata 1, 5 (16%) kaj rpynata 2. 3aknydok: Onepauuja Ha nyncupadko
cpue moxe Ge3benHo A2 ce M3BPLUKM Kaj NaUMEHTU CO TELUKO OLWTETEHM Cpua U MaKo TeXHWUYKN
zacdhator e KoMmnnuuupad, cenak gasa aobpa wuHTpaonepaTWBHa MWOKapaHa npoTekuuja 3a
nu3BenyBame Ha XMPYpLUKa Kopekuuja co AoOpy NocTonepaTtuBHU pesynTaTty.

Conventional cardioplegic arrest versus on-pump beating heart

surgery in patients with severely damaged left ventricle
Mitrev Z, Hristov N, Idoski E., Dimitrovska M., Ristov T.
Special hospital for surgery PZU “Filip Vtori” Skopje, Macedonia

Objective: The aim of this study is to compare two different techniques for myocardial protection
during surgery of severely damaged left ventricle. Material and methods: Sixty three patients with
terminal coronary artery disease and severely damaged left ventricle underwent surgery in our centre,
between January 2006 and December 2007. Pacients were selected into two groups according to
their clinical status and surgeon’s preference. In group 1, 31 pacients, surgery was performed using
standard cardiopulmonary bypass (CPB) and conventional blood cardioplegic arrest, versus 32
patients in group 2, treated on beating heart CPB without aortic cross clamping and cardioplegic
arrest. Retrospective analysis was performed on patients’ preoperative, intraoperative/postoperative
hemodynamic, and hospital mortality data.Results:Preoperative ejection fraction for group 1 was 26.9
+ 2.9%, versus 23.6 * 5.2 % for group 2 (p=0.01). Preoperative intraaortic balloon pump (IABP)
received 2 (6%) patients in group 1 versus 8 (25%) in group 2 (p=0.03). All patients received complete
revascularization with left ventriculoplasty and valvular reconstruction as indicated and were able to
come off pump, with mild to moderate inotropic support and IABP inserted in 3 (9%) patients in group
1 versus 2 (6%) patients for group 2. There were no intraoperative deaths. Postoperative
hemodynamic data and intropic support were similar between groups, with IABP support needed in 2
(6%) more patients in group 1, and 1 (3%) patient in group 2. There were no re-interventions; no
difference in extubation time, chest tube drainage and transfusion requirements. Hospital stay was

similar between groups, hospital mortality was 4 (13%) in group 1, versus 5 (16%) for group 2.
Conclusion:Beating heart CPB can be used safely in patients with extremely damaged hearts, and
although technically demanding, provides good intraoperative heart protection for performance of
surgical correction, with good short term results.

150p
3ameHa Ha AecueHAEeHTHA aopTa NpeKky —npegHa cCTepHOTOMMja

case report
XaH Mutpes (1), Tarwa Anfywesa (1), Hukona Xpucron (1),
1 CneyujanHa bonHuua 3a xupypruja ®vnvn Btopn,

Boeen- lNpukas Ha xvpypluku TpeTMad Ha adHeBpu3Ma Ha [ecUeHAEeHTHa aopTa npeky npeaxa
cTepHoToMUja. Matepujan v metoam 66 roguwueH Yoeek, co rpagHa Gonka n ucTopuja 3a XupTeHsuja
¥ NPETX0AHO AWjarHcoTUUMpaHa aHeBpuama Ha AecueHgeHTHaTa aopta (AA) co XpoHU4Ha aopTHa
Avicekuuja, belle AoHeceH BO HALUMOT UEHTap 3a onepaTtuBeH TpeTMaH. XUpypLIKMoT npuctan Gele
npeky npegHa cTepHOTOTMUja, BKNYYyBajku ja AecHata a.cybknasuja M gecHara hemopanta
apTepuja sa apTepujcka KaHynauuja WOecHUOT atpuym 3a BeHcka kadynauwja. KomnnetHa rpadt
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3ameHa Ha pfecueHgeHTHaTta aopra belle HanpaseHa, cross-clamping npokcumanHo Oewe mery
neeaTa 3aefHWuKa KapoTuaa W nesata cybknaBujka W AMCTANHO Ha TEpPMWHANHWOT Oen Ha
TopakanHaTta aopTta, komBuHupajikn ja ymepeHara xurnoTepmuia cO aHTerpagHa W peTporpagHa
aptepujcka nepdysuja. NpokeumanHute aHactoMoan 6ea HanpaseHn Bo BnusuHa Ha a.cybknasuja.
Mpokcumanuute anactomosn Gea Hanpasenw Hap nesata a.cybGknasuja, popeka auvcranHute Gea
HanpaBeHV CO aHanwWaa Ha npaB W faxaH NymeH, rocrne pecekuvja Ha aucekunoHata membpaHa,
KaKo LWITO U € U NOAUCTAMHO MOXKHO, NoceBHON Kora fesata peHanya apTepuja noYHysa of NawHuoT
nymex. Pesyntatu-Onepaunjata Gelwe co ypeaer Tok. MauwenTot 10 geHa Gewe Ha pecnpuparop,
7my geH nobu TpaxeocTtoMma, co MuHuManHo 3aryba Ha kpe. HeroBuoT noctonepaTtueeH Tek Heiue
NponoHrMpaH co rnocneonepatusHa uepeBpanHa epema.belle otnywTed Ha 31  npsBuoT
nocneonepatuseH fed. 3akny4ok :MeawjanHata cTepHoTOMuja e BMTHO BO pPeKOoHCTpyKuujata Ha
OAA.[lapa pnobap npukas Ha TopakanHara aopTa Co onroManHa nosvuuja Ha npokcumanHute u
OVcTanHUTE MecTa 3a KMeMysare Ha aopTtara, u nogobpo e TonepupaHa of NauueHTuTe BO
nocneonepaTusHMOT nepuoa.

151p
Cervical plexus block for carotid artery surgery

Mitrev Zan (1), Hristov Nikola (1),
1 Filip Vtori,Skopje, Macedonia

Introduction: Our initial experience with application of cervical plexus block for anesthesia during
carotid artery surgery. Material and methods: Between November and December 2009, 27 patients
underwent surgery for carotid artery disease in our hospital. There were 25 male and 2 females,
average age 63 * 8 years. Seven patients (26%) had previous stroke, 6 had previous carotid artery
surgery on the opposite side (22%). In 5 patients (18%), significant carotid artery disease was
discovered during preoperative work up for coranary artery surgery, Anesthesia was administered
immediately before surgery, employing 3 level infiltrations at C2, C3 and C4, blocking the deep and
superficial cervical plexus with mixture of 20 ml 0.5% bupavacain and 10ml xylocain 1%. Results:
Satisfactory anesthesia was achieved in all patients. We performed 27 carotid artery surgeries,
employing minimal invasive 3 centrimeters lateral cervical approach, without the use of a shunt.
Following exposure, heparin administration, proximal and distal clamping, endarterectomy, direct
suture of the artery was performed. Average clamping time was 15 + 4 minutes. One patient
developed seizures, soporous and wasconverted to general endotracheal anesthesia. Cross clamped
were soon released, surgery finished in a standard fashion. Without permanent neurologic disfunction
and uneventful recovery, patient was discharged home on the second postoperative day. One patient
developed paresis of glessopharyngeal nerve immediately following administration of local
anesthesia, the paresis subsided 2 hours post surgery. There were no other operative or
postoperative complications. Two hours post surgery; all the patients were transferred to step down
ward and discharged home on the following day. First month follow up was uneventful in all patients.
Conclusion: Cervical plexus block anesthesia for carotid artery surgery can be safely performed in
unselected patients, with satisfactory anesthesia and minimal complications. Consciousness of the
patient during surgery provides both the anesthesiology and surgical team with one of the best
neurologic monitoring devices, immediately showing the effect of cross-clamping and eventual need
for changes in anesthetic or surgical steps.

152p
Surgical treatment of giant extracranial internal carotid artery

aneurysm
Mitrev Zan (1), Hristov Nikola (1), Petrovski Vlado (1), Stoicovski Emil (1), Mantov Marko (1),
1 Filip Vtori, Skopje, Macedonia

Extracranial internal carotid artery aneurysms are rare manifestations but with potential for fatal
complication as result of embolization, rupture and local compression. We describe a case of 62 year
old woman, obese with history of hypertension, hiperlipidemia, moderate mitral and aortic valve
requrg, 4 years post completely resolved stroke. She presented in our hospital with a pulsating
cervical tumor. A 64 slice computerized angiography of the carotid artery and circle of Willis was
performed, and the diagnosis of giant aneurysm of the extracranial left internal carotid artery was
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confirmed, dimensions of 6 over 6 centimeters, bulging towards outside. Additionally, Kinking with
significant stenosis of the right internal carotid artery was also discovered. Under general anesthesia,
immediate surgery was performed on the left side, with aneurysm dissection of the surrounding
structures, complete aneurysm resection followed by autologous saphenous vein graft interposition
between the distal extracranial part of lefl internal carotid artery and the left common carotid artery.
Following uneventful surgery, patient was extubated 3 hours later with no neurologic complications.
Postoperative 64 slice computerized angiography showed excellent repair. Patient was discharged
home on the following day. Her 6 month follow up was completely normal.

153p
[ Aorto-bilateral-femoral-bilateral-popliteal bypass for Leriche
' syndrome with occlusion of both superficial femoral arteries

Mitrev Zan (1), Hristov Nikola (1).
1 Filip Vtori,

A 68 year old man, smoker with hypertension and hiperlipidemia; presented in our hospital with rest
pain in both calves. His symptoms started one year ago with short distance walking pain in both legs.
Preoperative work up discovered Leriche syndrome with occlusion of both superficial femoral arteries,
as shown on the 64 slice computerized tomography (Figure 1). Operative treatment included aorto-
bilateral femoral bypass, using 16/8 millimeters Dacron -Y- graft, anastomosed termino-terminal to the
aorta and latero-lateral to both common femoral arteries. The excess 8 millimeters tube grafts were
cut and the procedure continued with termino-lateral anastomosis using 8 millimeters Dacron tube
graft on the popliteal artery, then connecting the distal tube graft with the proximal tube graft on the
femoral level using termino-terminal anastomosis. The same operative steps were repeated for the
other leg. Postoperative stay was uneventful. He was discharged home 7 days later. Follow up 64
slice computerized tomography (Figure 2) of the aorto-bilateral-femoral-bilateral-popliteal bypass.

154p
Cardiac silhouette following a mitral valve replacement, tricuspid

" annuloplasty and atrioplasty of both atria
Mitrev Zan (1), Hristov Nikola (1), Paviov Borce (1), Dimitrovska Maja (1), Ristov Tome (1),
1 Filip Vtori,

Mitral stenosis is a disease almost exclusively due to rheumatic cardit . Mitral stenosis is a "“Diastolic
event" .Basically it is an obstruction of the filling of the left ventricle at a level of a mitral valve. This
brings a diastolic atrio-ventricular pressure gradient. Severe mitral stenosis (MVA <1.0cm2) leads to
pressure overload of the left atrium with dilatation of it and pulmonary venous hypertension. Then
comes a secondary pulmonary arterial hypertension, which in turns lead to pressure overload of the
right ventricle with right ventricle dysfunction with dilatation and secondary fricuspid regurgitation.
Case report: Preoperative antero-posterior X-Ray of 37 old woman with severe mitral stenosis, severe
pulmonary hypertension , tricuspid regurgitation and dilatation of both atria (picture 1). Typical x-ray of
mitral stenosis with cardiac mitral configuration, with dilatation of the right heart and “ double density”
of a left atrium ( main radiological phenomen in mitral stenosis) with verticalization of the left heart
border. There is a dilatation of the pulmonary arteries with cefalization of the pulmonary blood flow.
Operative treatment included replacement of the diseased mitral valve with mechanical prosthesis,
tricuspid suture annuloplasty, left reduction atrioplasty and right resection atrioplasty. Her first
postoperative X-ray showed normal cardiac silhouette (picture 2).

155p

Dual Left Anterior Descending Artery distribution

Mitrev Zan (1), Belostotski Vladimir (1), Hristov Nikola (1),
1 Filip Vtori,

Case Report. A 43-year-old female presented at our institution with history of stable angina pectoris 6
months before she experienced antero-apical Q wave (V1-V3) myocardial infarction, treated with
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direct stenting to proximal part of “short" left anterior descending coronary artery (LAD). The result of
repeated coronary angiography showed 95% instent stenosis of the proximal part of the LAD, 90%
stenosis proximal and middle part of left circumflex artery (LCx) (Fig. 1). The right coronary artery was
normal. There were some small branches.with retrograde filling from RCA. We suspected that it was
distal part of the occluded LAD. The patient underwent coronary artery bypass grafting. After opening
the pericardium we noticed a big coronary artery with diameter of 1,8 mm, with origin from right sinus
Valsalva and run in the anterior interventricular sulcus (AIVS). We classified this finding as a long LAD
and Type IV anomaly of dual LAD distribution. The patient underwent a ftriple bypass with
anastomosis of a left internal mammary artery (LIMA) to the long LAD. Sapheneous vein graft to the
short LAD (it was less then 1,5 mm diameter). Left radial artery (LRA) as a free graft to the big obtuse
marginal branch of the left circumflex artery (LCx). Postoperative period was uneventful and the
patient was discharged in fourth postoperative day, Subsequent 64-slice computerized tomography
(CT) (GE 64-slice VCT Lightspeed CT scanner) confirmed the Type IV dual LAD distribution with
‘long” one from right sinus Valsalva and good function of all 3 bypasses (Figure 2) (Video 1).
Discussion. According to Spindola-Franco and colleaguesi, the incidence of dual LAD in otherwise
normal hearts is about 1%. Only a few cases of this anomaly have been reported.4—-8, Since the first
description of a type IV dual LAD distribution in 1939, by Waterson et al, in the case of Sir James
Mackenzie, who had this type distribution2 . Our patient had a dual LAD distribution of the more
common type IV variant Spindola-Franco and colleagues classification in which the short LAD
originated from the left main, and the long LAD originated from a separate ostium close to the orifice
of the RCA. Long LAD proximal occlusion was not recognising during first angiography. Patient
underwent stenting of the short LAD but continued to experience angina. We suspected LAD
occlusion by poor retrograde felling of the distal part of it from RCA. Intraoperative findings confirmed
our suspicion and we revascularized long LAD using LIMA. The 64-slice CT on third postoperative
day confirmed our proper surgical sirategy. Lokeswara Rao Sajja and colleagues described
successful operations of the dual LAD distribution and have emphasized that incarrect placement of
an arteriotomy due to misrecognition of the anomaly; difficulties in identification and grafting of a short
LAD and the intramyocardial course of the aberrant vessel are of concern during surgical
revascularization.
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[JonroTpajHa NpooAgHOCT HA UMMNIMAaHTUPaHW A0PTO-KOPOHAapPHMU
6ajnac rpacdToBM gUCTaNHO O KOPOHAPHU CTeHTOBU: 64

MynTUCNajcHa KopoHaporpadcka cryavja

Munka KnunyeBa (1), Bunma Amnosa (1), lluauja Bermsanoscka (1), Munaxd MapkoBcku (1), XaH
MuTtpes (1),

1 Cneuujanna 6onHuua no xupypiuky Bonectu ,®unun Bropu®,

Llenu: Co pa3sojoT Ha uHBasuBHaTa kapavonoruja ce aronemu 6pojoT Ha nauuveHTu, kaHgMaaTy 3a
KOpOHapHo-apTepucko 6aj nac NPeMocTyBamke, CO NPETXOAHO UMNIaHTUPaHW KOPOHAPHW CTEHTOBM.
Mopagu npeTxogHa umnnaHTauvja Ha creHToBuTe, Bajnac rpadToBUTE Mopa Aa Buaat nocraseHu
AMCTanHO Of CTEHTOBMTE, Ha TO| HaYMH pedyumpajkv ro genoT o4 MUoKapaoT 3a upurauwja. Llen Ha
cTyaujata e ga ja npoueHn OOnroTpajHara NpooAHOCT Ha rpadToBUTE OWCTANHO Of MPEeTXO[HO
UMNIAHTUPaHN KOPOHAPHW CTEHTOBK, KakKo 1 rpoueHKka Ha camuTe cTeHToBu. Metoau: Bo nepuoga oa
nse roguHu (2004-2005), kaj 987 naumeHTn Oewe HanpaeBeHC aopTo-kopoHapHo 6Gaj, nac
npemoctysatee. Llleecer n weer naumeHTn (7%) wMaa npeTxXoAHa MepkyTaHa KopoHapHa
uHTepseHuuja (MKW). Tpuecet u ceaym npouentn 6ea wenu, 30% umaa gvjabetec menutyc, 52%
umaa xunepteHavja, 74% wumaa nosekecaposHa kopoHapHa Gonect u 62% wumaa exeKkuwoHa
tpakuuja nomana og 30%. [MMpoogHocta Ha rpadToBuTe AunjarHocTuumpadHa co 64-MCKT
Kopowraporpatuja, bewe cnopegeHa co kopoHaporpagckute Haoau HanpaseHw npeg cekoj KABI.
Peayntatu: 64-MCKT kopoHaporpaduja Gewe Hanpasena kaj 50 naumenty (76%) oa MKW rpynaTta.
Mpoceuro Bpeme of MKW go KABI Getue 14111 meceuw. MNpoceuHnoT nepnop Ha crieferse Bele
3745 meceuun. E® 3HauajHo ce nopobpu: og 27+5% Ha 37+7%. MNpoueHeTa Gewe npoogrHocTa Ha 37
MIPOKCUMarniHu cTeHToBu, 15 Mug crentosn, 7 gucTanHu creHTosu, 37 mua u 22 gucTanHy apTepucku
u BeHcku Bajnac rpacToBn. BrynHata Npoo4HOCT 3a apTepucku v Bewckw Bajnac rpadroeu Belue
100% w 82% coopeetHo. 67% 04 cTeHo3upanuTe creHToBu npen KABI oknyauwpane BO Tek Ha
nepuonoT Ha cnepewe. Kaj nomanky og 10% ce 3abenexa perporpageH NpPoOTOK Of MpoofeH
apTepuckn unu BeHcku Gajnac rpadT. 3akmy4oun: ApTepuckuTe W BEHCKM rpadiToBn UMMNNaHTUPaH!
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AMCTanHo 0ff CTEHO3MPaHW CTEeHTOBWM Ce ACNroTpajHo npooaHu. Moseke of [ABe TPETUHM OF
CTeHo3UpaHUTe CTEHTOBM OKMyaupane nocne umnnadTauuja Ha Gajnac rpacoTBu Npu JONTOTPaeH
nepuon Ha cnegewe. NpoognuTte Bajnac rpadyToBW, Mako NOCTaseHW OUCTanHO, OBO3MOXYBad]
nobap KBanuTeT Ha XWBOT 3a BUCOKO PUSNHHWA NaLIMEHTH.
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Preoperative Pulmonary Function Tests in Patients for ACBP
Julijana Shorko (1), Shpend ldrizi (1), Ivan Milev (1), Vilma Amnova-Sokolov (1), Borka
Georgieva (1), Tanja Angjusheva (1), Zan Mitrev (1),

1 Special Hospital for Surgical Diseases Filip Il, Skopje, Skopje, Macedonia

Introduction Patients with multi-vessel coronary artery disease (CAD) planned for surgi
revascularization of the myocardium (ACBP), often have concomitant lungs diseases like COF
chronic bronchitis, lung emphysema, asthma. In these patients persists respiratory insufficier
different degree. The good outcome of ACBP needs improvement of ventilator and respir
function and adequate preoperative preparation in order to avoid respiratory complications &
ACBP. Material and method In this study were invoived 117 patients with verified respiratory d
planned for ACBP in Special Hospital for Surgical Diseases Filip Il, in the period from January to
2010. For assessment of pulmonary function was used spirometry - forced vital capacity (FVC), for
expiratory volume in first second (FEV1%), Tiffeneau index (FEV1/FVC x100), peak expiratory fic
(PEF), mid expiratory flow (FEF 2575). For the assessment of respiratory function in all patients
made preoperative gas analysis and oxygen saturation. Multi-vessel CAD was verified by selective
coronarography. As preoperative respiratory preparation patients were treated with medications and
physical respiratory therapy. Results From the total number of 117 patients with respiratory disease
scheduled for ACBP male were 91 (77.78%) with average age 56.7 and 26 females (22.22%) with
average age 64.5 years. Average values were FVC 62,0%, FEV1% 65,47%, Tiffeneau indeks108,
57%, FEF257564, 95%, PEF47, 80% oxygen saturation Sa02 92.23% . All patients before planed
surgery were treated with medications such as inhaled bronchodilatators, inhaled corticosteroids,
theophylline, inhalation via nebulizer and vibro- therapy and preoperative respiratory three-flow
exercise. With preoperative respiratory assessment and respiratory preparation of patients for ACBP,
it was achieved maintenance of good respiratory function and gas analysis and oxygen-saturation,
and reduction of respiratory complications like atelectasis, prolonged intubation and others.
Conclusion Preoperative assessment of respiratory function, intensive respiratory therapy with
medicaments and respiratory training, in patients with respiralory diseases and concomitant multi-
vessel CAD, is leading to stabilization of respiratory function. Thus is reducing the risk of respiratory.
complications after ACBP, in these high-risk patients.

158p
NMPUEM HA MALIMEHT CO AKYTHA AOPTHA UCEKLIUJA

Cy3sana Aumuwukoscka (1), Mapuna Jlazescka (1), Ap. Jynujana Wopko (1), [p. XKan Mutpee (1)

1 M3Y ®unun Bropu, Cneunjania Gonnuua 3a xwpyprja @unvn Bropu, Ckonje, Makegonuja

Llen: AkyTHaTa aopTHa avcekumnja (AALl) e XWBOTHO 3arpo3yBadka cocTojba koja ja kapaktepuaupa
BUCOK MOpTanuTeT Bo ceeTcku pamku (7- 8%). Mpu AAL nocton pacuen Bo SMAOT Ha aopTara fpu
WTO KpBT@ UMpKynMpa nomery CrioesuTe Ha SWMOOT WTO MOXe fAa A0BeAe A0 Herosa pynTypa.
Outcome Ha NauveHTOT 3aBNCH Of HABPEMEHO NOCTaByBaH-€ Ha NpasunHa Anjarkosa, cobupake Ha
cuTe MEeOMUMHCKWM NOAaToUM KOM Ce peneBaHTHW 3a XVWPYProT 3a Oa [OHece onnyka 3a Tun Ha
onepauuja, anapmupare Ha OMnepaTMBeH TMM BO HajKPaTOK BPEMEHCKW POK, paHo NpenosHasame u
ajflekBaTHO pearvpare npu gecrabunuaauujia Ha naumeHTtoT. Martepujan v metoau: MNpu NpreM Ha
nawuuveHT co rpagHa bonka ga ce nvma 8o npeasua MoxHocTa 3a AALL CrangapaHa AvjarHocTika Kora
nocrton comHesarse 3a AAL ondaka: » EKIN = HUBI Ha nesa W gecHa paka * MNocrasypamwe Ha 2
BeHcku nuHum « JlaGopatopuja * Exokapavorpaduja *« CMmectyBarme Ha nNauueHToT BO JHeBHa
GonHuua 3a MoHWUTOpUHI Ha EKI, TeHswja, okcureHaumja, Auypesa npeky ypuHapeH katetep *
Annuvkaunja Ha KUcnopod, necHa ananrocegaunja « lNo nHaukaumnja, 64 MCKT wnu TEE « Tpaxcnopt
BO eAMHUHWLEA 28 WHTEeHaWBHa Hera 3a npegonepatuea nogrotoska Pesyntatu: Og 2000 - 2008




rognHa ce Tpetupanu 131 nauweHt co AAL, Ha npocedHa Bo3pacT of 40-60 roguHu. lNpoueHT Ha
MopTanuTeT kaj oeaa rpyna waHecysa 3,2%. 3awknyyok: Co BUCOK CTeNeH Ha egykauuwja Ha
nepconanot, coducTupada BonHudka WHMPacTpykTypa W cTadgapausvparse Ha  nocTanku
NoCTUrHaBME HW30K NPOLEHT Ha CMPTHOCT BO TRETMaH Ha 0Baa BUCOKO pU3nYHa rpyna Ha nalueHTu.
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Successful treatment of ruptured popliteal artery aneurysm

Mitrev Zan (1), Hristov Nikola (1).
1 Filip Vtori, Skopje, Macedonia

We are presenting a case of successfully treated rupture of the sacular aneurysm of popliteal artery in
a 74 year old male. He presented in our emergency department with acute edema and bluish
coloration of the left knee joint, shin and foot, with excruciating pain and paralysis. Immediate 64 slice
computerized tomography (CT) was performed with diagnosis of ruptured sacular aneurysm of the left
popliteal artery. Urgent surgery was performed with aneurysm resection, and short saphenous vein
graft interposition. Following uneventful postoperative stay, patient was discharged home with normal
leg function. His postoperative 64 slice CT showed good repair.

160p
Spontaneous recanalization of occluded saphenous vein graft

following femoro-popliteal bypass

Mitrev Zan (1), Idoski Enver (1), Hristov Nikola (1),
1 Filip Vtori, Skopje, Macedonia

We are presenting a case of spontaneous recanalziation of occluded saphenous vein graft after
femoro-popliteal bypass of the left leg in a 74 year old male. He was scheduled for elective femoro-
popliteal bypass of the left leg due to effort pain of the calf muscles , Fontaine classification Ilb.-
Preoperative 64 slice computerized tomography (CT) showed typical occlusion of the left femora
superficial artery. Femoro-papliteal bypass using autologous saphenous vein was performed. Surgery
and postoperative stay were uneventful, He was discharged home on the following day. On the first
follow up 10 days, he presented with edema of both legs, effort pain in calf muscles of the left leg, and
using 64 slice CT, occlusion of the vein graft was diagnosed. After the first surgery he was receiving
regular anticoagulation treatment, with regular control of clotting factors. Following 1 month recovery
and edema reduction, he was scheduled for surgery - reoperation of the left leg with an autologous
vein graft from the other leg. On the preoperative evaluation with Doppler ultrasound, flow through the
vein graft and distal arterial system was discovered. Control 64 slice CT showed recanalization of the
vein graft. Surgery was canceled and his 3 month follow up is normal, with no walking pain in the calf
muscles of the left leg. .
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Scimitar cuHgpomM-npukas Ha cny4aj Scimitar syndrome- Case
Report .
Borjanka Georgieva (1), Vilma Ampova-Sokolov (1), lvan Milev (1), Shpend Idrizi (1), Julijana

Shorko (1), Lidija Veljanovska (1), Tanja Angjusheva (1), Zan Mitrev (1),
1 SBH "Filip Vtori" Skopje, Makedonija

Boeen: Scimitar cuHapom e peTka BpodeHa cpuesBa maana. Ce kapakrtepuaupa CO MOCTOEeH€e Ha
aHoMmaneH geceH nynMmoHaneH cerMeHT koj AvpekTHo e kpeocHabaeH of apTepuuTe Ha aoprata U
nMa aHoManHo BrneBarbe Ha OeCHW nynMoHanHW BeHW BO BeHa Kaba MHdJepInOp, npuopy;xeHu co
AekcTpopotaumja Ha cpueto. MHumaeHuata 1-3/100 000 popgenw. Ce npeseHtupa co cpuebuerse,
: cnabocT, BpTOrNasvua, Tewko guerwe u Gomkm Bo rpagute. [lauweHtTuTe cTpafaar 4ecTtv of
| pecnupaTopHu Hekuuu. 3a onepatueeH TpeTMaH ce cute co curdudukanTex L-D waHT u ymepena
| nynMoHanHa xwneptexsnja. Hekow nauvenTw co Sy. Scimitar mMoXHO e HuKoraw fna He ce
AvjarHoctuumpaar. Len: MNpukas wa ynorata Ha 64 myntucnaja komnjytepcka asruorpadwuja (64
MKCT) Bo getekuujata Ha BpogeHuTe cpuesu marndopmauun. Mpukas Ha cny4aj: MauyueHTtka Ha 46
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TOAMLUHE BO3PAacT, KIMHWYKWCO 3aMOp, TyLEHe W YEecTU PEeCnUparTopHu WHbekumn. damunHa |
aHamHeaa HeraTMBHa 3a spogedHu cpuesu 3abonyeBawa. Exokapauorpadickv gunatupasu OecHu
CpLEeBMN KaBUTETU W 3HALM 33 NecHa NynMoHanHa xunepTeHsuja, NponpaTtHa co npornanc Ha npegeHd u
3aleH MUTPaneH Kycnuc u MutpanHa peryprutauuja of 2 crened. Ha 64 MCKT Ha «kpBHW capioBu Ha
6env apobosm TPYHKYC NyNMOHANMC ce NpyKaxa co NpeYHrK 3cM, AecHa nynmoHanHa aprepuja Zem.
1 nesa 2,6cM co npowupeHn nobapHu 1 CermeHTHW rpaHku. [ecHuTe NysiIMOHanHWM BEHW He ce
BNMBaaT BO eBa NPeTKOMOpa, TyKy BO BeHa kaBa wHcepwop cynpagwjacdparmanqo. Ben g
apoboen ce npukakaa 6e3 3HauUM 33 NATONOWKWA NapeHxUmckn  hokanHu nesun. MCKT
KopoHaporpachujaTa Gelue co ypeneH Haon. Kaj nauveHTkata Gelue uasplieHa paavkania kopekumja
CO PEeKOHCTPYKUMja Ha BrieBakeTo Ha [OecHUTe NyfIMOoHanHW BeHn BO neBa npeTkoMopa co
KceHonepukapg patch (8x5cm). PekoHcTpykuuja Ha MUTpanHaTa Bansyna co ckpatyBare Ha XOpau 1
Edge to Edge pekoHcTpykumja no Alfieri, cemuumpkynapHa MWTpanHa nocTepuopHa CyTypHa
aHynonnactuka. PekoHCTpykunja Ha TpuKycnuaHa Baneyna CO  CeMuuvpKkynapHa cyTypHa
adynonnactuka. [lecHa atpuonnacTuka co pesekcuja. [octonepatvBHo ©Ge3  KoOMNUKaUWK,
oTnywTeHa 4-Ti noctonepatuseH AeH. KoHTponHuoT 64 MCKT, npukaxa xvpypluka pekoHCTpyKumja
HA aHOMarnHo BneBawbe Ha OeCHW MyNMOHANHW BeHW BO BeHa kasBa MHChepuop co noctaseHa patch
nnacTuka v ypeaHa Aepusauvja Bo nesa npetkomopa, 6e3 ekcTpasasaluja Ha KOHTpacT. 3akny4ok:
64 MCKT e opnuyHa pAwjarHocTUYka MeToda 3a npukaa Ha  aHoManuute Ha  ronem
MeWjacTUHaNHK apTepucku W BeHCKM KpBHW cafosBh. XWPYpLUKWOT TPeTMaH Co efHOroAauLliHOTO!
cnefere Ha nauneHTkaTa ce nokaxa Kako AethUHUTUBHO PeLUeHue.
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Hipotireozni sostojbi kaj kardiohirurski bolni

Milan Markovski (1), Elena Ambarkova-Vilarova (1), Milka Klinceva (1), Biljana Bozinovska (1).
1 Specijalna bolnica za kardiohirurgija "FILIP 1I" Skopje, Macedonia

HIPOTIREOZNI SOSTOJBI KAJ KARDIOHIRURSKI BOLNI M.Markovski, E. Ambarkova-Vilarova,
M.Klinceva, B.Bozinovska. Specijalna bolnica za kardiohirurgija - Filip Vtori - Skopje R. Makedon&a
Hipotireoza e patoloska sostojba koja afektira poveke sistemi i organi. Namalenoto nivo na tireoidnite
hormoni moze da vlijae na postoperativnoto oporavuvanje kaj kardiohirurski operirani pacienti.
Ispituvavme 9 neselektirani pacienti so namaleni vrednosti na fT4 vo postoperativniot period koi bﬂ&
izlozeni na kardiohurski zafat po site standardi. Tri (3) od niv imaa predoperativno utvrdeng
hipotireoza, kaj ostanatite 6 za prvpat postoperativno bea utvrdeni namaleni nivoa na serumski T4,
QOdreduvavme nivo na fT4 | TSH so MEIA (microparticle enzyme immunoassay). Gi dobivme sledr
rezultati: Prosecno vreme na mehanicka ventilacija - 18.44 dena, prosecno vreme na hospitalizacija -
30.88 dena, smrten ishod - 4 pacienti (44%). Zaklucivme deka nivoto na TH ima vlijanie na
postoperativniot oporavok na pacientite izlozeni na kardiohirurski zafat i moze da go izmeni konecniof
ishod od operacijata.
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AcucTeHUMja Npu 3aTBapare Ha KOHreHUTAlNHU CenTanHu
aedexktu co AMPLATZER SEPTAL OCCLUDER - Hawwu

UCKYyCTBa

Nunsana Jakumosuk (1), Cyazana Koctoscka (1), Tarwa MNamnen (1), Ap. Usan Munes (1),
Op. XXan Mutpes (1),

1 N3Y dunun Bropw, Ckonje, Makenoxuja

Llen: CentanHuTe gedekin ce abHopMmanHu KOMyHUKaUWM Mefy neeata v fecHaTa cTpaHa Ha
cpueTto. Tue ce HajyecTw KoHreHuTanHW cpuesu maann. Okony 3% Of HaBPEMEHO POAEHM
6ebutba nMaaT BEHTPUKynapeH centaned aedekT, Aoaeka aTpujanHuoT centaned pedext
onthaka 10% Ha cuTe KoHreHuTanHu aHomanuu. MuHumManHo WHBasueHa oknyavja Ha AC[
wnu BCIl co Amplatzer-guBajc e 6p3a u 6e3begHa metoaa co koja ce uaberHyBaaTr MOXHW
KOMMNUKaLMmM of1 onwiTa Hapkosa v xnpypLku 3adar. Matepujan u metoamn: AHrnorpadpckara
cana Bo Koja Ce BpLiaT OBME rpolLieaypu e ornepemMeHa co anapaTtv U Matepujanu kown ce
apantTupaHn Ha notpebuTe Ha Bo3pacTa Ha nauneHToT: uHTpopgjycepu, MP kaTetep, Sizing
balloon, Delivery system un Amplatzer septal occluder 8o HajpasznuuHu auMeHauu cnopeg
ronemmHaTa Ha pedektor. [NpoTteauTe ce HanpaBeHw OO MaTepujanu Kkow He pasaar
anepruckn peakuun Ha opraHMamoT. 3a eBeHTyariHyU KOMMAuMKauuW cTojat Ha pacrionarame
KOMNNeTHO OnNpeMeHa Konuuka 3a peaHuMaumja, co Jedubpunartop, WUTHA NEKoBW
pecnupartop, acnupatop, npubop 3a nHTyGaumja n ceto Toa aganTUpaHo 3a [eTcka Bo3pacT
co nocebHn aumeHaun u dyHkumn. VHTepeeHumjaTa ce u3seayea rnof CTEpUHW YCroBu BO
aHrvorpadpcka cana co nokanHa adecteanja Ha OyaeH, necHo cegupar nauueHT. lMocne
UHTepBeHUujaTa naumeHTUTe ce MOHUTOpUpaar Ha oAAeneHne 1 Haj4yecTo OTNYCTOT Ce BpLUK
crnegnnoT geH. MNeawjatpuckn nauveHtTw ce Bo npuapyxba Ha poauTenwte. Ynorara Ha
MeauuMHcKaTa cecTpa ondaka npeguHTepBeHTHa NOArcToBKa Ha nauveHToT (aete) u
HeroBaTa npuapyxba (Majka), Bo acucTupalweTo npu camara fnpouegypa Kako |
MOCTUHTEPBEHTHO MOHUTOPUPaE W FpuXa, T. €. HaarneayBawe Ha MecToTO Ha NyHKuUwmja 3a
BpeMe Ha TMpecTojoT W COBETW 3a MNOoHAaTamoLUHWMOT TpeTMad Ha aeteto. Pesyntatn. Bo
nepuogot og 2003 roamHa no peHec m3paboTtenu ce 81 naumeHT co Baxkos OedeKT o Kou
76 ce ycnewHo 3ateopenn , og kon 71 co ACL u 5 co BC[], nogeka 5 nopagu ronemuHaTa Ha
AedeKToT ce npenpaTeHy Ha noHatamolleH XUpypLUKU TpetmaH. 3aknyyok: Co oBaa meTtopna
Ha WUCKNY4YMTEnHO rnomanky WHBasueBeH HayvH ce pewasaart centanHute nedektn ACO u
BC[ co wto ce n3berHysaaT MOXHA KOMMMMKALWK Of ORepaunjaH Ha OTBODPEHO CpLie.

166
NMpeakomopHa hubpunaumja, coBpemeH npucran Bo
anjarHosa

BMc. AHye BenkoBcka (1),
1 knuHWKa 3a kapawonorvja - Ckonje, Makeaoxuja

MpetkomopHa chubpunaumvja (MNP) e npeTkoMopHa apuTMKja Koja ce Kapaktepwuaupa co
HeKOOpAMHWPaHa akTMBauuja co nocnefoBaTenHa HeajekBaTHa NPeTKOMOpHa MexaHuuka
dyHKkumja. Metoam Ha paujarHosa ce wuctopwata Ha Oonect, dwuaukaneH nperneq,
enekTpokapanorpaduja, aHanvaa Ha Kpe, peHarenrpadmja, komnjytepcka Tomorpadwja, 24 —
JacoBeH X0ONTep MOHUTOpUpare, enekTpoduanonorvja. naeHa uen Bo TpeTMaHoT Ha D e
NpeKuHyBame Ha TPerepereTo Ha NpeTKoMopuTe 1 npeobpHyBatse BO HOpManeH putam Ha
cpueTo, WTo AoBeAyBa A0 NOBAEKyBae Ha CUMMTOMWTE, ClipedyBawe Ha KOMMnuKaumm n
nojasa Ha TpomGemBonuuuM akUMAEHTW Ha MO30K U aoeedysBa Ao nogobap ksanuter Ha
wuBoToT. [peTtkomopHaTta dwubpunauuja (MNP) e HajuecTa apuTmuja mery nyreto. Taa
npetcrasysa 35% on cuTe apuTMUM U MMa 3HavajHu edekTn Bp3 mopbuauTeTor W
MOPTANUTETOT Ha CTOTMUM WNjagM nNauueHTW, HO W BP3 TPOLIOLUMTE Ha 3[paBcBeHaTa
3aliTnTa, Taka WTo npeTcTaByBa 3HayaeH npobrem Ha jaBHOTO 34paBCcTBO.
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edykaluuja Ha repcoHanoT W CcTanapamsupaHocTa Ha MocTankute, Co LTO Ce MoCTUrHysa
afeKsaTeH TPeTMaH Ha NauneHTuTe.

169 -
64-MCKT KOPOHAPOTPA®UJA

Muxauno Manownnos (1), Japko CrojaHoBcku (1), [lanuena lNejkosuk (1), Ap. XKan

MwuTpes (1),
1 M3Y @unun Bropu, Ckonje, MakeaeHuja

Llen: BpauoT TexHonowku Hanpedok Bo MCKT o0BO3MOXW uMnnemeHTWpare Ha HOBM
HEeWHBa3WBHU TEXHWKW 338 PYTWUHCKO WCNUTYBake Ha KOPOHApHUTE KPBHW CapoBM BO
cekojaHeBHaTa KnuHW4ka npakca. lMauneHTuTe Co necHa UNu CpegHo Telwka KOpoHapHa
apTepucka Bonect W Co aTMnNW4Ha aHrMHa ce ONTUMAIHK KaHOWaaTh 3a HeuHBaswBHa 64-
MCKT «kopoHaporpadgumja. KoHe4HO €O HejauHaTa nojasa, ucTata ce RPOMOBMpa Kako
craHpapa Bo aujarHoctukata Ha KAB, 64-MCKT koponaporpadmvja e 6esbonHa HeuHpasvsHa
[OvjarHocTuyka npoueaypa Koja ce KOpUCTH 3a AeTekuunja Ha CTeHo3W, OKNy3ann, npeumanpame
Ha BOMyMeH Ha Nnaku, Kako v 3a wHdopmaumnin 3a Tepanucku 3aknyyoLUn, onTUMU3nparse Ha
PCl u CABP. Marepujanu u Metogu: Bo tekotr Ha 2009 roguHa so "©UNUM BTOPU" ce
Hanpasenw 257 npernegn co 64-Light Speed VCT-GE no npoToKon 3a KOPOHapHW KPBHU
cafoBu, BO fleH MHCTIMPUYM CO Bpeme Ha Tpaewe 6-8 cek. CO KOpUCTeHEe Ha KOHTPacTHO
cpeacteo Ultravist 370/ 80 mn, BO KoHcynTauuja co paguonor M Kapauwosor Bo OOHOC Ha
npemenukaunja. Peaynratu: Op cute 257 HanpaseHu 64-MCKT kopoHaporpadum, 249
(96.8%) Dea ycnelwHo HanpaBeHW 1 ce 0BO3MOXW BU3yanusauuja Ha CTPYKTYPUTE Ha CPUETO
U KopoHaphuTe aptepun. Camo 8 (3.2%) 64-MCKT kopoHaporpacuu He ©ea nujarHoCTU4Ku
KopucHu, nopagu HecopaboTka Ha nauMeHToT wWnu nopagn HectabunHa cplesa
hpekBeHuuja, na nopaguM Toa Mopawe [da Ce Hanpasu KracuyHa CenekTeHa
KopoHaporpadmja. 3aknydok: 64-MCKT kopoHaporpadhuja kako HeWHBa3uBHa OMjarHoCTUYKa
MeToga co cuTe noaaTtoun kown ce reHepupaart (3-D Imaging, MP! uTH.) @ MeTopa co Bucoka
CEH3UTUMBHOCT W CreuuduyHOCT BO OTKPUBaH-ETO Ha KOpOHapHata OGonect Kako U Ha
pasnu4yHy BUAOBU BPOAEHW aHOMANUN Ha CPLETO.
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