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Betimi i Hipokratit

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

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

Né ushtrimin e profesionit ndaj té sémurit tek uné nuk do té ndikojé
pérkatésia e besimit, e nacionalitetit, e racés, e politikés, apo pérkatésia
klasore. Qé nga fillimi do ta ruaj jetén e njeriut né ményré apsolute. As
né kushtet e kércénimit nuk do té lejoj té keqpérdoren njohurité e mia
mjekésore qé do té ishin né kundérshtim me ligjet e humanitetit. Kété

| premtim po e jap né ményré solemne e té liré, duke u mbéshtetur né

"-' nderin tim personal.
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The Oath of Hippocrates

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

% entering medical practice, I do solemnly pledge myself to consecrate
¥ my life to the service of humanity. [ will give my teachers the respect
Ei,, and gratitude which is their due. I will practice my profession with

| o)

conscience and dignity. The health of my patient will be my first
consideration. I will respect the secrets which are confided in me, even
after the patient has died. I will maintain by all the means in my
power, the honor and the noble traditions of the medical profession.

IA My colleagues will be my brothers.

[ will not permit considerations of religion, nationality,
race, party politics or social standing to intervene
between my duty and my patient. I will maintain the
utmost respect for human life from its beginning even
under threat and I will not use my medical knowledge . -
contrany to the laws of humanity. I make these
prorrz{"s'-és solemnly, freely and upon my honor
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PLAGIARISM AS A PROBLEM IN SCIENTIFIC PUBLISHING
[UTATHJATOT KAKO ITPOBJIEM BO HAYUHOTO ITYB/TUITHPAILE

Donev D.

Institute of Social Medicine, Faculty of Medicine, University “Ss Cyril and Methodius”
Skopje, Republic of Macedonia

ABSRTACT:

Aim: To present the main types of scientific and publishing misconduct with emphasis on plagiarism and
self-plagiarism, as well as the frequency, methods of detection and approach to prevention and elimination.
Methods: Critical analysis of relevant materials and documents, Internet sources and published literature, and the
personal experience and observations of the author.

Results: Plagiarism of other people’s ideas, research results, parts or whole published articles is a particularly
significant problem in publishing and scientific research in general. In the last three decades, more attention has
been paid to better define misconduct and fraud in science and publishing, and to develop approaches, policies and
information programs for their detection and punishment, overcoming and prevention. Today the definitions of
scientific dishonesty and plagiarism are largely harmonized, but there are considerable differences in policies and
approaches for response in terms of education on ethics in science and publishing, prevention and punishment of
fraud in the implementation of research and publication of results in scientific journals.

Conclusion: Raising awareness and educating the scientific community, starting from undergraduate and
postgraduate education and doctoral studies, aims to create an ethical environment and tradition to prevent
scientific and publishing dishonesty, fraud and plagiarism. The editors of scientific journals ...

Keywords: scientific dishonesty and fraud, plagiarism, self-plagiarism, duplicate publications, retraction of

published articles, education on ethics

INTRODUCTION

Honesty and trust are foundations of the scientific
research. Publishing the results of scientific research in
the form of a report - scientific paper in peer reviewed
journals, in accordance with internationally accepted
principles and criteria in scientific communication, is a
crown and final product of the efforts of each scientist
(1-5). In the professional and academic environment it
is necessary to continuously publish new findings and
results of professional, research and academic work
in order to verify ones status and career advancement.
Unpublished research results are invisible and unknown
to the scientific community. The published scientific
paper is a strong reference and lasting legacy, and forever
shall remain subject to examination and criticism (4-6).

Due to the constant pressure in the academic

environment to generate extensive scientific production,
researchers often resort to unethical behavior in

the research and publication of the results and to
plagiarising the appropriation of authorship of someone
else. Any dishonesty and ethical breaches in science and
publication, regardless of the reasons as to why it was
done, unintentionally- resulting from a lack of awareness
and knowledge- or intentionally, devalues science,
providing undue benefit to such authors (3, 7).

THE MOST COMMON TYPES OF PLAGIARISM -
DEFINITIONS AND FREQUENCY

Among the most serious forms of scientific misconduct
several types are identified such as: scientific and
publishing dishonesty and fraud, inventing data and
results (fabrication) and tampering with or falsifying
results (falsification). Plagiarism is also one type of
scientific misconduct, including self-plagiarism, as well as
fragmentation, redundant and duplicate publication (1, 3, 5,
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7-12). Besides these, there are a number of other breaches
that scientists should avoid, such as: “pathology” of
authorship, conflict of interest, conflicts of loyalty,
“pathologic” science etc. (3, 6,7, 9, 13).

Plagiarism comes from the Latin word “plagiarius”
meaning kidnaper or abductor. Plagiarism in the
scientific and publishing endeavours means to omit to
recognize the scientific work of another scientist with
unauthorized appropriation of the authorship by taking
other people’s ideas, procedures, data or text without
proper recognition (quoting the author and the source), in
order to present the issue taken as someone’s own work.
This includes abuse of the unique methods and/ or results
obtained by privileged communications such as project-
proposals or manuscripts for publication in scientific
journals, master thesis and doctoral dissertations by
some reviewers (1, 4, 9, 11, 14-17).

Plagiarism can be done in different ways and to a
different extent. Plagiarism on a smaller scale or “micro-
plagiarism” means copying unchanged sentences of less
than 100 words, while “big plagiarism” involves copying
unchanged sentences with more than 100 words. Taking
whole articles, a bigger part of a text or chapter and
publishing it without adequate indication of the author/
source is the most severe form of plagiarism and theft
of intellectual property, which is sometimes described as
shameless/aggressive (blatant) plagiarism (6, 10, 11, 17-19).

It is possible to plagiarize a text from a foreign language
which involves the translation of most or the entirety
of the text, without any indication of the author/source
and without their knowledge and permission. Such
plagiarism is much harder to detect through a computer
program search.

Sometimes the authors of the original papers are
cited, but the downloaded content is not inserted in
quotation marks, so one gets the impression that the
text is paraphrased although it was literally taken over
from the original text, which is also not allowed. Citing
the literature does not grant immediate permision to
take over the text. It is recommended to cite facts, ideas
and results of other authors in the context of your own
research and with your own words (6, 11).

Plagiarism is theft of intellectual property by the
plagiarist and a criminal act against the scientist and
against science itself, and as such it is punishable. The
results of plagiarized papers are unusable and useless
because they do not bring new knowledge, do not
contribute to science and can be misleading. They serve
exclusively for the acquisition of undeserved recognition

Revisté mjekésore - MEDICUS | 320
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and benefit of the author/s of such articles (9, 20).

Plagiarism in the field of science is a very complex
problem because, in essence, it consitutes theft and
stands in contradiction to the fundamental principles
of science. Unlike the fabrication and falsification of the
results, which are more closely related to the scientific
experiment, plagiarism is possible at all stages of the
research process and the publication of research results,
in electronic or printed form. Due to this plagiarism is
one of the most common unethical forms of scientific
fraud (11, 21, 22).

Although plagiarism is unethical, dishonest and
prohibited, a number of investigations show that the
incidence of plagiarism and other forms of dishonesty in
the scientific and academic community are increasing
following the development of information technology. By
searching the database Medlineand PubMed of the National
Library of Medicine in the United States, we recognize
that from 1990 to 2009 more than 670 published papers
have been declared and designated as plagiarised (6, 18).
Plagiarism is a particularly widespread practice in our
environment by applying the technique of “copy-paste”
(15, 23), especially among young scientists and students of
medicine in the preparation of many seminar papers in all
years of study in accordance with the implementation of
the Bologna process in Higher education in the Republic
of Macedonia and other Balkan countries. Winning extra
points for prepared seminar papers (usually 5-10 points)
may be crucial for passing an exam or to gain a higher
grade. Plagiarism among students is mostly due to their
lack of knowledge, as well as tolerance by teachers in
accepting such seminar papers, often without a list of
references or incorrect citation and references in the
text of the paper. Plagiarism is relatively common among
authors of papers submitted for publication in scientific
journals, chapters in books, master thesis and doctoral
dissertations (14, 15, 18).

Self-plagiarism: Taking over one’s own ideas which have
already been published or taking over whole sentences,
chapters or extensive text from one’s own article which
has already been published and showing it as a novelty
and original, is called self-plagiarism. It is considered as
an ethical breach alike plagiarism.

Besides taking over copyrighted work from someone else,
self- plagarism is also an unethical procedure, rewriting
one’s own texts, ideas and results, which those authors
usually presenting them as original (1, 3, 4, 6).

Most scientists understand the term self-plagiarism and
agree that it is wrong. However, led by the conviction
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that “one can't steal from oneself” many people do not
understand why self-plagiarism is harmful and why it is
not allowed. In most cases authors tend to self-plagiarise
in order to increase their own scientific production and
mostly because of academic advancement, providing
support for application or justification of research
projects, etc. Such activities are improper and worthless,
and also do not contribute to increasing the global
scientific knowledge (3, 4).

The frequency of self-plagiarism is not easy to determine.
Anyhow, a greater incidence of of self-plagiarism is noted
in review articles in comparison to the original scientific
papers. According to the editors of the journal Nature the
incidence of self-plagiarism is growing, probably due to
the allocation of funds and because the progress in the
scientific and academic career is based largely on the
number of published scientific papers (3, 6).

Self-plagiarism is usually detected as taking over the
previously published article without mentioning the
source. The border-line of self-plagiarism is difficult to
set up because some editors of magazines consider self-
plagiarism as a milder form of scientific dishonesty and
enable up to 30% of the text in the introduction to be taken
from a published scientific paper by the same author (6,
24). In order to avoid unnecessary rewriting of the text,
the descriptions of previous research in the introduction
of scientific papers should be written as short as possible,
with attribution of the source in which readers can find
more detailed information.

In the introductory part of the article, usually parts of
already published texts are taken from the description of
the procedures and the substrate (material and methods,
subjects and procedures) which are often repeated. There
is a rule, in the description and the methodology section,
not to exceed basic information, but to properly cite what
has already been published. Taking over parts of the
results, discussion and conclusions are considered as the
heaviest violation of scientific honesty.

Double and multiple publications: In multiple
publications, authors, for various reasons, submit the
manuscript, to editors of several magazines at the same
time. Instructions for authors in almost all scientific
journals contain clear warnings to ban such practices.
Sending the same text to two scientific journals
(simultaneous submissions) parallely, as well as publishing
similar text under a similar title in two or more scientific
journals is known as duplicate or multiple publications (4,
24,25).

In the process of publication of scientific papers it is

important to know how a completed study should be
described in a scientific paper. Fragmented, multiple
publications, using the “salami technique”, stemming
from the same research, undermines the public to
misconceptionbecause it doesn’t give acomplete overview
of the survey results. Such behavior is often motivated
by the desire for a greater number of published papers. A
more pronounced dishonest procedure is that in which
the same results of the same survey are published or
attempted to be published in various journals. It is called
repeated publications (redundant publications), (3, 4, 6, 15,
24). The public is fooled by presenting one study as two
or more studies. It is especially frightening when such
articles are included in the systematic review or meta-
analysis of the system of evidence-based medicine, giving
a false, greater number of respondents and surveys that
could significantly affect the formulation of guidelines
and recommendations in clinical practice (3, 11).

Vedran Katavi¢, editor of the scientific integrity of the
scientific journal Croatian Medical Journal, points out in
the five-year report of the editor for scientific honesty/
integrity that the authors are often not aware that
multiple publication is an unacceptable act, and the
reason for that lies in their inadequate education (26).

METHOD OF DETECTION AND APPROACH FOR
RESPONSE AND PREVENTION OF PLAGIARISM

The development of information and communication
technologies facilitates the unauthorized take over of
a text with the simple commands for application of the
technique - copy & paste. But, at the same time, thanks to
the same technology, powerful computer programs and
network services are developed to detect plagiarism, as
CrossCheck  (http://www.crossref.org/crosscheck.html),
which uses the iThenticate software (http://crossref.
ithenticate.com/), eTBLAST, Déja vu and others (1, 11, 15,
19). Editors and publishers of scientific journals decide
which form to apply in order to check for plagiarism in
accordance with the possibilities to cover the costs for
scanning of all or part of the manuscripts received for
publication, before or after the articles are reviewed or
only when the manuscript is suspected of plagiarism
(19). In cases of flagrant plagiarism or unauthorized
take over of most or the entire text of the paper, there
is no consent of the editors on how to act, i.e. how to
punish the authors of the article. Most often, the main
measure of editors is withdrawing the article from the
journal (retraction) by decision of the competent body
for scientific honesty (1, 11, 27). The National Library of
Medicine (NLM) in the United States presented data in
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2006 that 607 articles were found in the Medline database
which were designated as duplicate publications (3, 5,
9). However, due to difficulties in detecting unethical
conduct of the research and publishing, the detected and
reported plagiarism and other academic fraud showing
only the “tip of the iceberg” hidden below the water
surface (22, 28-30).

Information on “retraction” of an article from a journal
is deposited in the citation databases, too. For example,
a search in PubMed would show articles whose title at
the end is marked for withdrawal, which means that
such an article is considered as non-existent and should
not be used in the citation of literature. Beside the
withdrawal of the article and the public (written) apology
by the plagiarist, some editors advocate radical solutions,
such as reporting to the competent institutions (e.g.
the relevant committee/commission within the related
faculty and university and/or ministry), as well as a ban
on publication for some period, especially for authors
who are found to have repeated the offense or that they
did it with apparent intent to deceive (19, 31).

The practice of unauthorized taking of intellectual
property in biomedicine becomes a serious problem
due to the unnecessary enlargement of the scientific
literature with false results and texts. At the time of
measuring the scientific productivity of the scientist,
as an indicator of success, unethical scientists seize
possesion of undeserved profits for him/herself. In our
environment it is tacitly tolerated and left unpunished by
the scientific community and judicial bodies (3, 6, 16).

Besidestheeditorsand publishers of scientificjournalsand
reviewers, an important role is played by the professional
and academic associations, scientific institutions and
state bodies whose task is to promote research honesty
and integrity, to prevent academic dishonesty, and to
play the role of advisory bodies in cases of scientific and
publishing dishonesty (32, 33). The world’s most famous
body is the Office of Research Integrity - ORI (10, 34).

The Ministry of Education and Science of the Republic
of Macedonia, in accordance with Article 54 of the Law
on Scientific Research, circulated the notification, in
August 2012, to all universities and higher education
institutions in the country for the obligation of mentors.
This obligation ascribes that for all doctoral, master and
specialist final reports are required to be entered in the
database and be checked for plagiarism, and to receive
a report from the database, at least 30 days before the
defense/public presentation of the thesis. Seminar/
graduation papers should be checked at least 10 days
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before the assessment/defense. The basis for checking
for plagiarism is set and available on the website of the
Ministry of Education and Science of the Republic of
Macedonia (http://plagijati.mon.gov.mk/plagiarism) and
contains information about the author and title of the
work, as well as the higher educational institution in
which the author/student is enrolled (4, 5).

Universities and scientific journals in R. Macedonia did
not have enough will and strength to build effective
mechanisms for protection from scientific and publishing
misconduct and plagiarism, or for mechanisms to prohibit
dishonest candidates to re-apply with their research
thesis or manuscript for publication in a scientific journal
after the fraud had been discovered. Under the Criminal
Law of the Republic Macedonia, Art. 157, plagiarism is
a crime which is prosecuted by financial penalties and
imprisonment (35).

The scientific community must be intolerant and
unyielding to plagiarists, whereas editors of scientific
journals should be responsible guardians of scientific
and publishing integrity by recognizing and preventing
plagiarism.

Scientists and authors, reviewers and editors of scientific
journals should fight together against unethical research
that contradicts the scientific idea and which is harmful
to the scientific community and society. They need to
critically read and examine the scientific literature, to
report on plagiarism and other questionable procedures
in research to the editorial boards of the journals and to
the competent bodies in the faculties and/or universities
and relevant ministries. It is important to recognize
plagiarism and to teach how to prevent it in the academic
community at all levels of education (5, 6, 19, 22, 27, 30).
The recommendations of the Committee on Publication
Ethics to the editors of scientific journals about
plagiarism include educating the scientific community
and authors, contacting the institutions of the authors,
issuing corrections to small plagiarism, denial or
withdrawal of large plagiarism or already published
completely plagiarized papers (15, 19).

CONCLUSION

Honesty in science is the foundation of its existence.
Everything we do in science should be done honestly and
objectively. It is necessary to be honest in conclusions,
fair and just to associates, to be consistent in accuracy
and never falsify or fabricate data, do not appropriate
any other intellectual property, no matter how irrelevant
it may seem. Plagiarism is a dishonest and harmful
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procedure of unauthorized downloading and taking
over of the copyright, which gives undeserved profit to
the author, decreases the scientific creativity and does
not contribute to science and society. Continuing the
education of the scientific community, particularly of
young scientists and students in the biomedical sciences,
oversight of scientific literature with repeated use of
software technology for detection and reporting of
unethical behavior, fraud and plagiarism by the editors of
scientific journals, ethical committees and institutions,
competent state bodies and institutions are important
steps to promote scientific research honesty and integrity.
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IVTATHJATOT KAKO ITPOBJIEM BO HAYYHOTO ITYB/TNIAPAILE
lones ]I.

Nucruryt 3a Conpanua mepuiiia, Megunuacku ®akynret,, YauBepcuter CB. Kupun u Metonuj,, Ckormje,
Penryonuka MakemoH1ja

AIICTPAKT:

[len Ha TpygoT: []a ce mpuKaykaT rJ1IaBHUTE BUIIOBU Ha HAyUHA W MyOJIUIUCTUUKA U3MaMa CO aKLIeHT Ha IJIaruparbeTo u

caMoIUIarnpameTo, HMBHaTa pallMpeHOCT, HAUMH Ha OTKPUBaibhe 1 ITPUCTall 3a IIpeBeHl]a 1 HaAMVHYBambe.

Meropu: KpuTnuka aHasiy3a Ha pejieBaHTHU MaTepujasii U OKYMEHTH, U3BOPU Off UHTEPHET U 0bjaBeHa JInTepaTypa,
KaKO U JIMUHO UCKYCTBO U COTJIENlyBatba Ha aBTOPOT.

Pesynraru: [Tnarupamero Ha TYIM UeU, UCTPAKYBAUKU pesysITaT, JIeJIOBU WU 11e/i 0bjaBeHu TPYII0BU e 1ocebHO
3HayaeH MpobsieM BO TYOJIMKYBAHeTO M BO HAYUHUTE UCTPayKyBara BOOIIITO. Bo rociefHuTte Tpu JeleHun ce
MOCBeTYBa IMOrojIeMo BHUMaHMeE 3a T011eJI0CHO JTeUHUpabe Ha HeJOJIMUHOTO OJIHECYBAE K U3MaMU U TJIarUPabeTo
BO HayKaTa UM MyOJIMLIMpAkeTo, KAKO M 33 pa3BUBarbe MPUCTAIY, OIUTUKU U MHDOPMATUUKU TTPOrpaMu 3a HUBHa
TeTeKIja M KasHyBarbe, HAJIMUHYBAe 1 TpeBeHlrja. [leHec meduHuimnTe 3a HaydHaTa HEYeCHOCT W TUIarujat
IJIaBHO Ce YCOrylaceHW, HO 3HAUWTEHO Ce pa3/MKyBaaT TOJIMTUKUTE W TPUCTATIOT 3a OATOBOP BO CMHCIA Ha
eJlyKallja 3a eTHKaTa BO HAyKaTa U MyOJIMKYBabeTo, ITpeBeHIIrja U Ka3HyBakbe Ha N3MaMUTe BO CITPOBe/yBAmbeTo Ha
MCTPayKyBarbaTa 1 00jaByBaeTO HA Pe3ysITaTuTe BO HAYUHUTE CIIUCAHU]a.

3aknyuok: [lomurameTo Ha CBeCHOCTa M edyKallMjaTa Ha HaydyHaTa 3aefHHuIla, TIOYHYBajKU Of IOIUIIOMCKaTa U
MOC/IeAUIUIOMCKATa HAacTaBa U JOKTOPCKUTE CTYAWM, MMa 3a LieJl CO3JjaBale eTUYKa CpeauHa M Tpaauldja 3a
CIIpeuyBame HayyHa U NyOJIMLMCTUYKA HeUeCHOCT, M3MaMa U IUlarupame. YpegHULMTe Ha HaydHUTe CIIMCcaHuja

Knyunu 360poBu: HayuHa HEueCHOCT M M3MaMma; TUIarujaT, CaMorIarvjart, AyIUIMKAT MyO/iruKaliy; MOBJIeKyBae Ha
objaBeHU MyOIMKAIUY; eJTyKallyja 3a eThKa
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RELATIONSHIP BETWEEN AGE, PROSTATE VOLUME,
PROSTATE SPECIFIC ANTIGEN (PSA) AND LOWER
URINARY TRACT SYMPTOMS IN KOSOVA

RAPORTI NE MES TE MOSHES, VELLIMIT TE
PROSTATES,ANTIGJENIT SPECIFIK TE PROSTATES
(PSA) TE SIMPTOMET E INFEKCIONIT TE TRAKTIT TE
POSHTEM URINAR NE KOSOVE

Neziri A}, Tartari F.2, Xhani M.2, Fetahu A}, Selmani L., Miftari I.!

1Urology Clinic, University Clinical Center of Kosovo, Prishtina, Kosovo
2Service of Urology, M.Tereza, Tirana , Albania

Medicus 2015, Vol. 20 (3): 325 -332

ABSTRACT

Objective: To determine relationship between prostate volume and serum values of prostatic specific antigen
(PSA) among men with lower urinary tract symptoms(LUTS) caused by benign prostatic hyperplasia (BPH).

Material and Methods: Prospective and retrospective 142 patients classified in four age-groups with LUTS
were analyzed. Patients were treated for BPH in the urology clinical at the University Clinical Center of Kosovo
during the period of January 2010 - October 2014. Data were recorded from patients according to age, prostate
size estimated by transabdominal ultrasound using 3.5MHz ultrasonography, according to the ellipsoid formula,
V = D1xD2xD3/2.5, volume of prostate, V=TXAPxCCxPi /6 where T = transverse diameter, AP = antero-posterior
diameter, CC = cranial caudal diameter. Patients with confirmed prostate cancer were excluded from the study.
Statistical analyses used t-test and ANOVA with 95 and 99% confidence intervals.

Results: Mean prostate volume and concentration of serum PSA for the total 142 patients in the study were 46.8
cm? and 3.5 ng/mL, respectively. It is clear that the both values rises with aging. The mean prostate volume and
concentration of serum PSA in the different age- groups respectively were 33.2 cm?3 and 1.8 ng/mL (50-59 years-old),
37 cm?® and 3.1 ng/mL (60-69 years-old), 49.2 cm3 and 5.1ng/mL(70-79 years-old), and 49.2 cm3 and 5.1ng/mL (80-89
years-old).

Conclusions: The data confirms that prostate volume and PSA concentration of serumic PSA have significant
correlation and rises with aging.

Key Words: Prostate specific antigen, Prostate Volume, Age, Lower urinary tract symptoms

BACKGROUND
After the age of 50, the disease appears more often, and

the obstructive symptoms are present in around 50% of
men at the age of 75 and in 30% of men at the age of 80
at which prostatectomy intervention is required. The
presence of testicular androgens and estrogens hormones
are necessary in the development of the prostate in the
embryo and its intensive growth until puberty. Estrogens
have significant action in stroma. They stimulate stromal
BPH disease is rare before the age of 30 years old in men. proliferation and collagen synthesis.

Benign prostate hyperplasia (BPH) is the most common
neoplasia in men (1.BPH probably starts appearing
after 30 years of age. On the fourth decade of life, the
prevalence of pathological signs is only 8%. However,
most of males at the age above 50 years old are considered
to show lower urinary tract symptoms (LUTS) which are
attributed to BPH.
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Of all markers used in for prostate cancer screening the
most important is the prostate specific antigen (PSA).
As tumor markers may serve specific products of tumor
cells, their metabolites including also molecular markers.
Since PSA is produced by benign cells and is also found in
malignant prostate cells, they certainly do not represent
an ideal tumor marker. An ideal tumor marker should
be strongly specific and positive only in the presence
of prostate cancer and adverse to other diseases. PSA is
not quite sensitive which comes from the fact that 38%
to 48% of patients with intra-prostatic carcinoma have
normal PSA levels.

If the upper limit of normal PSA serum levels is considered
to be 4ng/ml, PSA as a prostate cancer tumor marker
compared to BPH has a specificity of 49% and sensitivity
of 71%.

The gray zone represents serum PSA values between
41t010 ng\ml.

It is named gray area because PSA increase causes can
be different: prostate cancer, BPH , prostatitis, ischemia
and prostate infarct as well as various changes caused by
age.

To distinguish the causes of high serum PSA levels from
prostate cancer, in clinical practice, prostate bhiopsy is
necessary (7).

MATERIALS AND METHODS

Prospectively and retrospectively 142 patients with LUTS
(Lower Urinary Tract Symptoms) were analyzed. Patients
were treated for BPH in the University Clinical Center of
Kosovo - Urology Clinic, during the period of time: Janu-
ary 2010 - October 2014. Data recorded from patients: age,
prostate size estimated by transabdominal ultrasound
using 3.5MHz sonde, according to the ellipsoid formula,
where V = D1xD2xD3 \ 2.5 or Volume of prostate formula
= TxAPxCCxPi \ 6 where T = transverse diameter, AP =
Antero-posterior diameter, CC = cranial caudal diameter.
Also a digito-rectal (DRE) examination of prostate was
performed. In cases suspected for prostate malignity ul-
trasound guided biopsy was performed.

Patients in which prostate cancer was confirmed were
excluded from the study.

PSA values were calculated using IRMA method (Immu-
noradioassay) monoclonal antibodies were obtained by a
manufacturing company . The manufactured product is
IMMUNOTECH - manufacturing company (Czech Repub-
lic). Laboratory analysis was conducted at the Institute of
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Physiology and Immunology in UCCK in Pristina. Deter-
mination of PSA levels was based on the use of two dif-
ferent types of mouse monoclonal antibodies. Samples of
serum or plasma were placed in test tubes incubated with
monoclonal antibodies, which were present in the inner
wall of the tube, in the presence of a second monoclonal
antibody, which was marked with J125. After incubation
the content of the test tube was washed so that antibod-
ies tagged with J125 are left and not connected. After-
wards radioactivity was detected with gamma meters.
These values are determined by a standard curve. Total
PSA concentration in sample is proportional to the radio-
activity. Radioactivity was measured by gamma radiation
meter type DPC.

The concentration of total PSA in the range of 146
healthy people is determined by this method. PSA average
concentration was 0.77 ng/ ml with a standard deviation
of 0.76 ng/ml.95% of the samples had total PSA below 1.8
ng/ml, and 99% of samples below 4.2ng/ml.

Statistical parameters were calculated for the index of
structure, the arithmetic average, standard deviation,
minimum and maximum values, as well as linear
correlation. Statistical analyses used t-test and ANOVA
with 95 and 99% confidence intervals.

RESULTS

The research included 142 patients with benign prostate
hyperplasia.

The average age of the patients involved in the research
was 67.33 years old (standard deviation + 8:07 years). The
youngest patient with benign prostate hyperplasia was 50
years old and the oldest 87 years old. Divided by age group,
the largest number of patients 67, or 47.2% belonged to
the age group 60-69 years old and 42 patients, or 29.6% to
the age group 70-79 years old, 21of them, or 14.8% to the
age group 50-59 years and 12 patients, or 8.5% of the age
group 80-89 years (Tab. 1 and Figure. 1).

Tab.1.  Patients included in the survey classified by
age group

Age group N %
50-59 21 14.8
60-69 67 472
70-79 42 29.6
80-89 12 8.5
Total 142 100.0

M) 6733 8,07
Range 50 - 87 years
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Fig.2.  The correlation between prostate volume

(cm3) and PSA serum concentration (ng / ml)

In Figure 2, we have introduced the degree of correlation
between PSA serum concentration in examined persons
and prostate volume (cm3). The data show a positive
correlation of a medium scale (r = 0:58, t = 8:32, df = 140,
p = 0.000), with the regression line: y = 0.081x -1.2963.
From the regression lines presented in all cases, we
expected that without the prostate volume influence,
serum PSA concentration should be 1.2963 ng/ml. This
PSA concentration increases to 0.081 ng/ml for each
prostate volume.

In order to measure quantitative changes in serum PSA
concentration in examined persons by the influence
of prostate volume, from the obtained results we have
defined a coefficient of determination with 0.3308 (R2 =
0.3308), according to which the changes in PSA serum
concentration in the examined persons, in structure of
33.08%, were caused by the impact of prostate volume.

Since | t |2 @) dt. 0 have thrown zero hypothesis (Ho) in

a degree of reliability p = 0:01, in which no significant
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correlation between serum PSA concentration of
examined patients and prostate volume was concluded

(Ho = 8.32|> Cooi2, 140 = 2.61).
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Fig.3.  The correlation between serum PSA

concentration (ng / ml) and age (vears)

In Figure 3 we have introduced the degree of correlation
between serum PSA concentrations of examined persons
and age (vears). We found a positive correlation, of a
low scale (r = 0:33, t = 4.19, df = 140, p = 0.000), with the
regression line: y = 0.1093x -3.9207.From the regression
lines presented, we see that in all cases, without age
impact - serum PSA concentration to be 3.9207 ng / ml.
This concentration increased to 0.1093 ng / ml per year.
In order to measure quantitative changes in serum PSA
concentration of examined patients by age group from
the obtained results, we have defined a coefficient of
determination of 0.114 (r2 = 0.114), according to which
the concentration of PSA changes in the serum of the
examined patients, where 11.4% of them were caused by
the influence of age. Since | t |> t,o, ¢ We have thrown
zero hypothesis (Ho) in degree of reliability p = 0.01,
according to which there is no significant correlation
between serum PSA concentration of examined persons
and their age (Ho#/4.19]>t =2.61).

0.01(2), 140

Tab.2.  Patients according to the concentration of
PSA values
PSA values N %
<41ng/ml 103 725
4.1-10 ng/ml 36 254
>10 ng/ml 3 21
Total 142 100.0
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In our clinical material, most patients - 103 of them, or
72.5% had serum PSA concentration below 4.1 ng / ml, 36
or 25.4% of 4.1-10 ng / ml ie belong gray zone(Tab. 5 and
Graf. 7).

000000000000
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Fig.4. Structure of patients belonging to the “gray
zone”
Tab.3.  Values of PSA and prostate volume in “gray
zone” patients
Volume of prostate cm3
T-test
PSA Values p-value
Mean SD
<4.1ng/ml
=130 369 8.2 t:(;‘gggl
4.1-10 ng/ml p<0.
T 446 116

Table 3. The average prostate volume of gray zone patients
and patients with PSA concentration <4.1 ng / ml. The
average prostate volume for gray zone patients was 44.6
cm? (standard deviation + 11.6 cm3), while the average
prostate volume patients with PSA values <4.Ing / ml is
36.9 cm3 (standard deviation + 8.2 cm3). T-test obtained
a distinction with a high statistical significance between
prostate volume of the two groups (t = 4328, p <0.0001).

Tab.4.  Average Prostate volumes and average values
of serum PSA by age group
Age-group | N % pl“(/)(;ltlallltrtlee(colfﬁ) (nl;?éll)
50-59 21 14.8 33.2 1.8
60-69 67 472 370 31
70-79 42 29.6 43.0 44
80-89 12 85 49.2 51
Total 142 100.0 46.8 35
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Fig 5.

Correlation between age, prostate volume and
PSA levels

Using MULTIPLE correlation a positive correlation of
medium scale (r = 0,426) between age, prostate volume
and serum PSA values was gained I.e. by aging - prostate
volume and serum PSA values increase.

DISCUSSION

Despite the fact that PSA today is considered the leading
tumor marker in prostate cancer detection, it is still
far away as being an ideal tumor marker. Ideal tumor
markers should be strongly specific to prostate cancer
and negative to other diseases (711). in the present study,
PSA does not fulfill this condition. PSA also is not very
sensitive, from the fact that 38% to 48% of patients with
intra-prostatic cancer have normal PSA values. Despite
these shortcomings PSA is still considered the main tumor
marker tool in prostate carcinoma detection (7,9,11).

PSA is strongly correlated with prostate volume and age
in patients with BPH. It is proven that at the age of 60, the
incidence of BPH is around 60%, whereas in the eighth
decade approximately in 95.5% of men BPH is present
(Harbitz and Haugen, 1972) (7.11).

Accordingly, high BPH incidence is associated with
prostate volume enlargementwith a strong correlation
with increased values of serum PSA. Therefore, PSA
shows an important role in diagnose and treatment
of BPH patients (1,2 , 3,).Prostate volume and PSA both
represent an age dependent variables (1,2,3,7,9,).

Histological normal prostate tissue reaches a weight of
20 g in males aged 21-30 years and this weight remains
constant until the start of BPH development (1, 5, and 11).
In a normal population, prostate weight grows with the
increase of the age, this phenomena was observed during
autopsies. The prostate weight or volume in patients
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with LUTS (Low urinary tract symptoms) is greater than
in normal population (1).

Serum PSA in our study had significant correlation
with prostate volume. Hence the greater the prostate
volume, there is a greater risk for AUR (acute urinary
retention) and an indication for surgery (1,4). Serum PSA
is important in calculating prostate volume enlargement
and also in determining individual treatment of HBP (2).
Previously it was noted that PSA and PV (prostate volume)
in patients with BPH increase with age. The ability to use
serum PSA to predict prostate volume can be very useful
in the treatment of patients with HBP.

This phenomena is very useful especially for patients
with BPH with prostate volume above 40ml, in that case
5alfa reductase inhibitors such as finasterid is more
effective in patients with prostate volume > 40 mL and
sPSA > 1.5 ng \ ml (2).This suggests that there is a limit of
prostate gland size higher than 40 ml so the symptoms of
BPH could appear.

Increased serum PSA values except BPH and prostate
cancer also affects many other factors such as urethral
catheterization, acute prostate inflammation, AUR (acute
urinary retention), then endo-urologic interventions
such as cystoscopy, Prostate TUR, and prostate biopsy (4).
A correlation between AUR and PSA was determined in
patients with chronic prostate inflammation (4).

PSA level above 4ng/ml were detected in 64% of AUR
patients and 38% in patients without AUR. Mean PSA
levels in patients with chronic prostate inflammation in
AUR was 7.75 ng/ml while in patients without AUR was
5.32 ng/ml (4).

Nadler and colleagues also suggested that prostate
chronic inflammation increased PSA levels and these
data were more compatible with other authors results
such as Iran and colleagueswhoalso demonstrated that
inflammation in the prostate biopsy has significantly
increased PSA levels as a result of damaged glandular
epithelium (4).

Damage to the integrity of the prostate gland from
inflammation may be the main cause of increased PSA
values in the group with AUR (acute urinary retention).

Every pathology that damages the prostate glands
leads to distribution of prostate intraluminal secretion
through stromal vascular structures and thus increases
serum PSA levels. For that particular reason we suggest
that prostate chronic inflammation seems to play a very
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important role in patients with AUR as a result of BPH
and consequently increases PSA serum levels (4).

Through our research we have established a significant
correlation between two important parameters such as
prostate volume and serum PSA values.

Statistics of prostate main volume (prostate volume
classification according to Lege) and corresponding PSA
serum levels for 142 patients with LUTS due to BPH are
reflected in Fig. 5.

In Figure 5 the degree of correlation between serum PSA
concentration and prostate volume (cm3) in examined
patients is presented. A positive correlation, of a medium
scale was obtained (r = 0.58, t = 8.32, df = 140, p = 0.000),
with the regression line: y = 0.081x -1.2963.

From the regression lines presented, we see that in
all cases without the prostate volume influence, PSA
serum concentration is 1.2963 ng/ml, this concentration
increases to 0.081 ng/ml for each cm? of prostates volume.

On the other side prostate size examination and serum
PSA values corresponded to patients with HBP classified
by age group where through MULTIPLE correlation a
positive correlation of a medium scale was obtained
(r = 0,426) between age, prostate volume and PSA values
in the serum of researched patients. I.e. by aging prostate
volume and serum PSA values increase.

These results match with the results of other authors
eg. Stepan V. and co-authors Department of Urology,
University Hospital - Goteborg Sweden which studied
the correlation between prostate volume and serum PSA
concentration in 354 males with LUTS (Lower Urinary
Tract Symptoms) as a result of BPH. In their study the
prostate average volume was 40.1 cm3, and the average
concentration of serum PSA was 3.99 ng\ml. These values
match with our values , in which average prostate volume
was 46.8 cm® and average value of the corresponding
serum PSA was 3.5 ng\ml (1).

Even in our study as well as in other authors’ studies it
is noted that prostate volume as well as serum PSA are
parameters that increase with age.

On the other hand given the correlation between prostate
volume and serum PSA value, depending on PSA values
prostate size can be predicted (2).

We have also analyzed the degree of correlation between
serum PSA concentrations of examined patients and age
(vears). A positive correlation of a low scale was obtained
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(r=0:33, t = 4.19, df = 140, p = 0.000), with the regression
line: y = 0.1093x -3.9207.

These results match well with the results of other authors
studies.

So, it can be concluded that with increasing age of
patients suffering from BPH, PSA serum levels increase.

On the other hand, Dalkin and co. (1993) after a study of
5520 men comes to a conclusion that the upper limit of
normal values increases after 55 years of life.

CONCLUSIONS

The data confirms that prostate volume and PSA
concentration of serumic PSA have significant correlation
and rises with aging. This fenomena is obvious as well
among the “grey zone” patients.
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RAPORTI NE MES TE MOSHES, VELLIMIT TE PROSTATES ANTIGJENIT
SPECIFIK TE PROSTATES( PSA) TE SIMPTOMET E INFEKCIONIT TE
TRAKTIT TE POSHTEM URINAR NE KOSOVE

Neziri AY, Tartari F.2, Xhani M.2, Fetahu A.}, Selmani L.}, Miftari I.!

! Klinika urologjike.QKUK,Prishtiné, Kosové
2 Shérbimi urologjik ,QKU Néna Tereza,Tirané ,Shqipéri

ABSTRAKTI

Qéllimi i punimit:T¢é evaluohet mardhénia mes véllimit té prostatés dhe vlerave té PSA serumike koresponduese
tek pacientét me LUTS (Lower urinary tract simptoms) si pasojé e hiperplazionit beninjé té prostateés.

Materiali dhe metodat: Seria prej 142 pacientéve me LUTS (Lower urinary tract simptoms) si pasojé e
hiperplazionit beninjé té prostatés jané klasifikuar né katér grupmosha dhe jané shqyrtuar né ményré prospektive
dhe retrospektive.Té gjithé pacientét iu kané nénshtruar evaluimit standard,duke pérfshiré ekzaminimin
digitorektal té prostatés,determinimin e PSA(antigjenit specifik té prostatés) sipas metodes Irma count dhe Vidas
TPSA dhe ultrasonografisé transabdominale gjat periudhés Janaré 2010-Tetoré 2014 né QKUK-Klinika e Urologjisé
dhe Ambulancén Specialistike Uromedica né Prishtiné. Prezentimi i té dhénave éshté béré pérmes tabelave dhe
grafikoneve. Prej parametrave statistikor jané llogaritur indeksi i strukturés, mesatarja aritmetike, devijimi
standard, vlera minimale dhe maksimale, si dhe korelacioni linear. Pér testimin e té dhénave éshté pérdorur
t-testi dhe analiza e variancés One Way ANOVA pér besueshmériné 95% dhe 99%, gjegjésisht p<0.05 dhe p<0.01.

Rezultatet: Véllimi mesataré i prostatés éshté 46.8 cm3 dhe koncentrimi mesataré i PSA ishte 3.5 ng\mlLKshté e
qarté se té dy vlerat rriten me rritjen e moshés.Késhtu né grupmoshén 50-59 vjeté véllimi mesataré i prostatés dhe
PSA mesatare ishte 33.2 cm3 dhe koncentrimi i PSA serumike ishte 1.8ng\ml.

Kéto vlera rriten né ményré progresive késhtu gé grupmosha e pacientéve 60-69 vjeté kané véllim mesataré té
prostatés prej 37.0 cm3 dhe PSA 3.1 ng\ml,grupmosha 70-79 vjeté ka véllim mesataré 43.0 cm?® dhe PSA 4.4 ng\
ml,grupmosha 80-89 vjeté kané véllim mesataré té prostatés prej 49.2 cm? dhe PSA prej 5.1 ng\ml.

Konkluzionet:Té¢ dhénat konfirmojné se véllimi i prostatés dhe koncentrimi i PSA serumike kané korelacion
sinjifikant dhe rriten me avansimin e moshés

Fjale Kyc¢: Antigjeni specifik i prostatés, vellimi i prostatés, mosha, hiperplazioni beninje i prostatés
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EPIDEMIOLOGY OF HEPATITIS C INFECTION IN R.MACEDONIA -
CHALENGES AND PERSPECTIVES
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PEM3BUITN U ITEPCIIEKTUBH
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SUMMARY

Last decade has been marked with initiatives aimed at raising awareness of HCV, strengthening the surveillance
and citing a need for measuring potentional epidemiologic burden to healthcare systems. No published data on
surveillance system either overall estimates of the epidemiologic burden of hepatitis C infection from R.Macedonia
has been presented.

Objective: The aim of this paper is to present the existing surveillance system and availability of testing on HCV
infections in R.Macedonia as well as to synthesize current data on mortality and morbidity and select the places
for improvement.

Methods: This paper is designed as a qualitative analytical cross sectional study, conducted during a period
February - June, 2014. To collect the needed data on HCV infections for R.Macedonia, the second data analysis, key
informant interviews and observation were used as methodology tools.

Results: There is general awareness among the relevant health professionals in R.Macedonia on the numerous
inconsistencies in the registering and monitoring of the HCV cases in the country, which puts the accuracy of the
official national level data into question. In our study the cumulative incidence of HCV in the general population
is 5.5/ 10.000. Population study on HCV prevalence, till now, was not found to be implemented neither on local not
at national level.

Conclusion: There is an urgent need for extensive surveillance networks, for a common protocol for prevalence
studies and for improved and more representative epidemiological data on HCV.

Key words: epidemiology, European Region, HCV infection, incidence, prevalence, R.Macedonia, hepatocellular
carcinoma, mortality, surveillance

BACKGROUND

Viral hepatitis presents a largely hidden epidemic and
until recently not fully recognized public health problem
in many parts of the world. An estimated two to three
percents of the world’s population is infected with
hepatitis C virus (HCV), with global incidence of three to
four million new infections per vear (1 - 4). Most of the
people with HCV are unaware of their infection. While

some of these infections have a spontaneous resolution,
the majority of 85% will stay unresolved and progress
to chronic HCV infection. According to some authors,
between 130 and 170 million people with chronic HCV
infection are living worldwide with about 9 million people
living with this infection in World Health Organization
(WHO) European Region (5, 6).
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Overwhelming lines of epidemiological evidence have
indicated that being often left as untreated, chronic HCV
infections is a major risk for the development of liver
cirrhosis and hepatocellular carcinoma (HCC) (7, 8). The
estimated mortality due to acute HCV infection is very
low (<0.1%), contrasting with that verified for chronic
HCV infection (3, 6, 8, 9). Approximately 350.000 and
86.000 people die each year from HCV-related causes in
the world and WHO European Region, respectively (3, 6,
9). It is that about 27% of all cirrhosis and 25% of primary
liver cancer cases trace back to hepatitis C (10). Despite
these staggering data, there is still little understanding
at all authority levels of the health implications of HCV
infection in many countries worldwide.

In Europe, the threat posed by HCV infection is becoming
more apparent. Although occurrence of HCV differs
geographically within WHO European Region, most of
the countries faced similar challenges on public or policy
level related to this problem (11, 12, 13). Surveys conducted
by the European Liver Patients Association (ELPA) suggest
that up to 90% of HCV infected people in the EU admitted
that they were unaware of their condition, and among
diagnosed individuals, 20% had never heard of viral
hepatitis at the time of their diagnosis (14).

Last decade has been marked with initiatives of the
European Union (EU) aimed at raising awareness of
HCV, strengthening the surveillance and citing a need
for measuring potentional epidemiologic burden to
healthcare systems due to the high morbidity, costs
of treatment and mortality (15, 16). Over recent years,
data about existing surveillance systems on HCV in the
countries from the WHO European Region were collected
and some estimates of the epidemiologic burden have
been shown (2, 17). Unfortunately no data on surveillance
system either overall estimates of the epidemiologic
burden of hepatitis C infection from R.Macedonia has
been presented. The paper was motivated by the lack of
reliable published epidemiologic data needed to priorities
public health measures related to HCV problem in
R.Macedonia.

OBJECTIVE

The aim of this paper is to present the existing
surveillance system and availability of testing on HCV
infections in R.Macedonia as well as to synthesize current
data on mortality and morbidity and select the places for
improvement.
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MATERIAL AND METHODS

This paper is designed as a qualitative analytical cross
sectional study, conducted during a period February -
June, 2014. To collect the needed data on HCV infections
for R.Macedonia, the second data analysis, key informant
interviews and observation were used as methodology
tools.

The second data

The second data or existing information reviewed
was data that already have been officially published
internationally or nationally, legislation as well as
internal data of relevant institutions related to HCV
in R.Macedonia. Articles indexed in Pub Med database
were searched by adding a country name and combining
key words as: hepatitis C or HCV, epidemiol*, inciden?*,
prevalen*, surveillance, geno*. To obtain information
on risk groups or other epidemiological features of HCV
the following auxiliary terms were added to the search:
prisoners, haemodialysis, blood transfusion, blood
donors, and health care workers. Both review articles and
original research reports were included in final analysis.
The reference lists of retrieved publications were also
reviewed. Article in languages other than English were
not the subject of analysis. Several databases (WHO, UN,
Euro stat, EMCDDA, Euro surveillance) and country-
specific institutions (State Statistical Office and Institute
of Public Health) were also accessed to obtain additional
data particularly in the case of population demography,
morbidity and mortality. The 10th revision of the
International Classification of diseases (ICD-10) was used
to identify HCV and HCC cases, and their corresponding
codes were: B17.1 hepatitis C acuta, B18.2 hepatitis C
chronica and C22.0 hepatocellular carcinoma. Paper
research covered public, private and NGO sector. The
collected informations on Pub Med were supplemented
with data extracted trough a review of published and
publically available government reports and national
health agency web sides. All sentences and quotes in
this paper used from the reviewed literature related to
the issues of interest were specially acknowledged by
footnotes and bibliography.

Key informant interviews and observations

Key informant interviews were conducted in order
to assess current situation and needs and to test the
respondents views related to the problem with HCV at
country level. The interviews were organized in a semi-
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structured manner and for that purpose an interviewing
guideline was created. Selection criteria of individuals
for interviews were their professional competence,
readiness and wish for sharing additional information
and/or need for discussion related to the issues of
interest for the research. During the paper research
the total number of twenty-one key informer interviews
was conducted including patients with viral hepatitis,
health professionals, pharmacists, representatives from
pharmaceutical companies, scientists and relevant
health authorities. Observations were made because
of the need for personal assessment of the situation
and environment. During the research implementation
nine observations on different locations (hospitals/
laboratories/ departments) at national level were
conducted.

Statistical analysis

Data entry and statistical analysis was performed using
Statistics version 7 and Epi Info version 3.4.3. Basic
descriptive statistics were presented to analyze data.
Categorical variables were expressed as numbers and
percentage. Some ordinary categorical variables were
cross tabulated with multiple response variables/
dichotomies. The Chi-square test was used to test
differences. Trend was used to present variation of
number of deaths from HCC during a time period.
Statistical values were considered significant at p-values
<0.01 and <0.05.

RESULTS
Surveillance system

As one of the relatively small countries from WHO
European region, R.Macedonia is situated in the middle
of the Balkan Peninsula, with total population of
2.022.547, life expectancy at birth m/f (years) 72/76, and
total expenditure on health as 7.1% of GDP (18). The cases
of viral hepatitis in the country were initially reported
in 1956, mainly on the basis of clinical features (with
or without a laboratory confirmation). Regardless of
the fact that the separate reporting of hepatitis was
required since 1978 (19), due to the lack of objective
possibilities for laboratory differentiation, this has not
been implemented in practice until 1983. Up until the
year 1983, all cases of hepatitis virosa were reported as
untipicised. The mandatory reporting of hepatitis on the
basis of laboratory-serological differentiation of the type
of the cause begun in 1983, and since 1984 there is related
legal regulation (20). The testing for HCV infections

Original scientific paper

begun as sporadic and limited in 1990 (21). Though the
reporting of HCV begun in 1996 (22), the compulsory
reporting was regulated by the Law on the protection
of the population from infectious diseases from 2004
(23) and its amendments from 2009 (24). Standard case
definition for HCV infection is used at national level.

Surveillance data of HCV and other viral hepatitis at
national level is mainly based on passive reporting of
acute cases. The reporting is a responsibility of the
doctors and microbiology laboratories, and is legally
regulated within the framework of the mandatory
surveillance of 48 infectious diseases (25). The doctors
are obliged to, immediately upon clinically diagnosing
the disease, or in cases of death caused by hepatitis virosa
(with or without laboratory confirmation), to report the
case with the relevant Regional Centre for Public Health
(RCPH). Also all cases of carriers of any hepatitis virus are
required to be reported. The reporting should be done
in accordance with the legal regulations and within 24
hours on a special document, prescribed by the Minister
of health, named “Report of a case of disease-death from
an infectious disease and carrier of a cause of infectious
disease” (24, 26).

In relation to the laboratory testing for HCV, it can only be
performed by laboratories authorized by the Minister of
health and accredited in accordance with the regulations
for accreditation (25). Laboratories are obliged to report to
the authorized center for public health any isolate of HCV
(by types) (25). The reporting is performed on a document
titled “Report of an isolated - proven cause of infectious
disease and resistance to antibiotics” (24). In accordance
with the legal regulations, the HCV outbreak should be
performed immediately in direct communication, and
by submission of a separate document-application from
the RCPH to the Institute for Public Health (IPH) (24). Due
to the absence of a defined protocol for epidemiological
procedures in cases of epidemics, there is no possibility
for comparison of the results from the HCV epidemics
from different regions of the state. There is no national
public health research agenda for HCV infections and
HCV serosurveys are not conducted.

Testing

Anumber of private laboratories are among the accredited
laboratories for diagnosing of HCV and other hepatitis
virosa, as well as the laboratories of the 10 RCPH, and
the 14 infectious diseases departments in the general and
clinical hospitals throughout the state. The most of the
accredited laboratories use second and third generation
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of Enzyme-linked immunosorbent assays (ELISA), as well
asrecombinant immunoblot assays (RIBA) as confirmation
test. In practice, the accredited laboratories within the
frameworks of the public health face a common problem
of lack of tests, whereas the private laboratories use only
rapid tests. At national level, referent laboratories for the
diagnostic of HCV infections are the laboratories at the
IPH, Clinic for infectious diseases and febrile conditions
(CIDFC) and the Research Centre for Genetic Engineering
and Biotechnology at the Macedonian Academy of
Sciences and Arts (RCGEB-MANU). In spite of the fact that
PCR equipment is available in all of these institutions,
due to the constant lack of tests, genotipicisation is
only performed at the RCGEB-MANU premises which
delay the timely obtaining of the materials for HCV RNA
genotipization.

People testing for HCV infection are registered by name
which should be kept confidential within the system.
Hepatitis C tests are not free of charge for all individuals,
but they are free of charge for people who inject drugs,
blood donors and people living with HIV. Hepatitis C tests
are not compulsory for members of any specific group.

Morbidity

During the analyzed period of eighteen years (1996 -
2013), a total number of 1.106 cases with HCV infection
were registered at national level, out of which 858 (77.6%)
were male (Table 1). The HCV cumulative incidence in
general population, for the analyzed period 1996 - 2013,
was 5.5/10.000 (2.5/10.000 for woman and 8.45/10.000 for
man). There was a significant differences (p<0.01) between
male and female with HCV infection due to age. Most of
the male 345 (40.2%) and female 62 (25%) were from the
age group 20 - 29, followed by the age group 30 - 39 for
male 260 (30.3%) and the age group 60 and up for female
49 (19.8%) (Table 1).

Table 1. Distribution of HCV infections by gender and
age (1996 - 2013)
Age Gender Total
roups male female
years) [N, % No % No %
<19 37 43 17 6.9 54 49
20-29 345 40.2 62 25 407 36.8
30-39 260 30.3 46 18.5 306 277
40-49 87 10.2 31 12.5 118 10.7
50-59. 73 8.5 43 173 116 10.5
6%§?d 56 | 65 | 49 | 198 | 105 | 94
Total 858 248 1.106

Chi-square = 75.04 df=5 p<0.01
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The incidence rate of HCV in 10.000 inhabitants for the
period 1996-2013 at national level ranges from 0,1% to
0,8%, on average around 0,3% (Graphic 1). Related to data
from RCPH, the analysis of incidence showed that out
of ten regions, the incidence average is highest in Prilep
and Kumanovo region (0.69/10.000) followed by Stip
region(0.57/10.000), Veles region (0.51/10.000) and Bitola
region (0.49/10.000). The lowest incidence average was
found in Kocani region (0.18/10.000) and Skopje region
(0.19/10.000) (Graphic 1).

Graphic 1. Incidence rate of HCV in 10.000 inhabitants
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Mortality

According to the official data of the State Statistical
office of the Republic of Macedonia, the number of
deaths caused by HCV as main cause of death (number of
Death Certificates listing HCV as a Cause of Death) in the
period 2007-2013 were 4 persons from hepatitis C acuta
(1 male and 3 female) and 3 person (2 man and 1 female)
from hepatitis C chronica. Out of three people who died
from HCV acuta two were from Macedonian nationality,
one from Albanian nationality and one belong to other
ethnics. All three cases of death from HCV chronica were
from Macedonian nationality (27, 28, 29).

Official data on the number of deaths from
heaptocelularen carcinom (C.22) as main cause of death
for the period of 2007 to 2013 is presented in Table 2 and
Table 3 (30). No significant differences (p>0.05) has been
found in distribution by years due to gender and ethnics.
The lowest annual HCC mortality was 8.75 per 100.000
(7.8/100.000 for women and 9.65/100.000 for man) found
in 2008 and the highest annual HCC mortality was 10.5
per 100.000 (7.8/100.000 for women and 13.2/100.000 for
male) found in 2009. The trend of HCC deaths for the
period 2007 - 2013 had a negative tendency as shown on
Graphic 2.
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Table 2. Distribution of HCC death by gender
(2007 - 2013)
Gender Total

year male female

No % No % No %
2007 130 15.3 77 14.3 207 14.9
2008 98 11.6 79 14.7 177 12.8
2009 134 15.8 79 14.7 213 154
2010 127 15.0 78 14.5 205 14.8
2011 133 15.7 76 141 209 15.0
2012 118 13.9 80 14.8 198 14.3
2013 108 12.7 70 12.9 178 12.8
Total 848 100 539 100 1387

Chi-square=3.82; df=6; p>0.05

Table 3. Distribution of HCC death by ethnics
(2007 - 2013)
Ethnics
Years Macedonian Albanian Other
No % No % No %
2007 155 15.0 23 11.1 29 204
2008 131 12.6 23 11.1 23 10.2
2009 164 15.8 31 14.9 18 12.7
2010 150 14.5 37 178 18 127
2011 160 154 35 16.8 14 9.8
2012 148 14.3 32 154 18 12.7
2013 129 124 27 129 22 15.5
Total 1037 100 208 100 142 100
Chi-square=3.95; df=6; p>0.05
Graphic 2. Trend of HCC deaths (2007 - 2013)
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DISCUSION

There is general awareness among the relevant
health professionals in R.Macedonia on the numerous
inconsistencies in the registering and monitoring of the
HCV cases in the country, which puts the accuracy of the
official national level data into question. As competent
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institution, the IPH publishes official annual reports on
the absolute numbers of HCV cases, but there is lack of
data on the prevalence, incidence and mortality rate (31).
Although mandatory surveillance infrastructure is in
place for reporting of HCV infections, reports of chronic
HCV infections, which account for the greatest burden of
disease, is limited at the state and local levels, resulting
in incomplete and variable data.

There are no official data or publications on the
prevalence of HCV among pregnant women, blood donors
at their first-time donation, and hemophilia patients for
now. Our findings demonstrate the continued risk posed
by lapses in HCV infection-control practices, particularly
in health-care settings. Distinguished cases of health-
care-acquired viral hepatitis from those transmitted
outside the health-care setting obtained through current
surveillance mechanisms are subject to limitations. The
suspicion exist that HCV infections are generally under-
diagnosed and under-treated which might partly be
explained with the low awareness which exist among the
local health care and social service providers as well as
the little possibility for linking existing registries because
of the poor network.

In our study the cumulative incidence of HCV in the
general population is 5.5/ 10.000. General population
study on HCV prevalence was not found to be implemented
neither on local not at national level. According to
some published paper, estimated population-based
prevalence of HCV infections in R.Macedonia is between
1-2% which is the same as Creece, Bugaria and Albania.
Related to the same study in neighboring countries as
Croatia, Romania, Bosnia and Herzegovina, Serbia and
Montenegro the seroprevalence of HCV infection is > 2%
(32). Some authors found that the prevalence of HCV in
different at-risk groups of patients such as IV drug users,
hemodialysis patients, patients under a blood transfusion
regimen and those with unknown factors in R.Macedonia
varies between 23.0 and 43.0% (33, 34, 35, 36, 37). Evidence
indicate that prevalence figures for high-risk vulnerable
groups such as IDUs, migrants, homeless persons and
prisoners tend to be considerably underestimated,
especially in low-prevalence countries (6, 38).

The analysis in this study showed that testing can be
assessed anonymously in either public or private facilities
with people register by name and indication that it will
be kept confidential. This is finding the same as 90% of
WHO European region countries (39). Significant barriers
prevent access to testing. Almost all of the private
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diagnostic laboratories for the HCV testing have no
agreements with the Health Insurance Fund (HIF) and
the price of the rapid tests they perform is 6.5 EUR per
unit analysis. The laboratories that have an agreement
with the HIF, the testing for Anti HCV is performed with
ELISA and patients with health insurance pay 3 EUR for
unique analysis, while for those who are not insured, the
price is 13 EUR. For genotipicization patients with health
insurance pay 4 EUR, while those with no insurance pay
44 EUR. With the Law on health insurance from 2011 (40),
around 25% of the population has no health insurance
during one year, which delays the timely diagnosis of
cases with HCV infection, and their monitoring. At the
same time, a large group of potentially insured patients
receive their medical insurance with delay, i.e. at the end
of the month, which forces them to pay without the right
for reimbursement. Due to the high poverty rate in the
country, any additional payment for testing/treatment
represents a large financial burden. In 45% of countries
from WHO European region testing can be accessed free
of charge by all citizens comparing to 75% of them where
hepatitis C test is free of charge for members of specific
groups (39).

This study information on mortality due to HCV indicates
these represent a fraction of deaths attributable in whole
or in part to chronic hepatitis C. Several descriptive
epidemiological studies showed that LC incidence and LC
mortality rates vary greatly across Europe (41). About 60-
70% of HCC cases in Europe are caused by HCV (6). Related
to these studies, over the last two decades, the European
countries denoted as countries at significant high LC
risk have also showed increased LC incidence and/or
mortality rates. The analysis of mortality confirmed an
excess of LC mortality in both sexes for Bulgaria, Czech
Republic, Albania, Bosnia and Herzegovina but not for
R.Macedonia (41).

CONCLUSION

Available data on HCV infections in particular may be
more a reflection of existing screening practices and
laboratory test data rather than actual epidemiological
surveillance. In practice, the accuracy of the surveillance
data is endangered by the fact of multiple reports of one
person, disrespect of the legal regulations for regular
reporting, difficulties in separation of acute from chronic
cases, as well as the lack of regular communication on
the issue among relevant institutions. The modernization
of the reporting documents and regulation for reporting
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is necessary, as is the need for furthering of the system of
electronic evidence and processing of data with the aim
of getting a clear set of relevant data. There is an urgent
need for extensive surveillance networks, for a common
protocol for prevalence studies and for improved and
more representative epidemiological data on HCV.
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PE3UME

[TocnepHaTa melieHdja e ofbeseskaHa co MHULM]jaTUBUTe HACOUEHM KOH IOUTHYBAeTO Ha CBECTa 3a XermaTUTui] L]
uH(deKIMjaTa, 3ajakHyBabe Ha CUCEMOT 3a CJlefleihe U UCTaKHyBame Ha roTpebara of Mepere Ha MOTeHLIUjaTHUOT
TOBAp Of OBa 3ab0/yBalbe Bp3 34PaBCTBEHUOT crucTeM. Hema nyOnmMKyBaHM OZATOLM 3a CUCTEMOT Ha C/lefierhe Ha
xenatutuc 1] nHgekimjara Bo P.MakejoHMja HUTY TaK I100a/IHU TTPOLIEHKKU 3a eMUIeMUOIOIIKHUOT TOBAp Ol OBa
3abonyBarme.

I_[en: TpY,Z[OT MMa 3a LejI OJa YKake Ha IIOCTOEUKMOT CHUCTeEM 3a CcjieJerbe Ha XellaTUTUC L[ I/IHd)eKL[I/IjaTa u
PacCITONIOKJIMBOCTA Ha TECTUPAKETO BO P.MaKe.Z[OHI/Ija, Ja I'M CUHTEeTU3KMPa ITOCTOEUKHNTE TT0JaTOLM 3a MOPTAJIMTETOT U
MOp6I/I,HI/IT€TOT O/J] OBa 386OHYBaH:€ 1 Oa yKayKe Ha MecCTaTa KaJe e HOTpe6HO HOHO6pYBaH>€.

MeToau: TpynoT nmpeTcTaByBa KBaJIMTATUBHA aHAJIUTUUKA CTYAUja Ha TTpecek CITpoBefieHa BO MepUoioT dheBpyapH -
jyan, 2014. TTomaTormTe 3a Xeratutuc L mHGekunTe Bo P.MakeoHMja ce JoOMeHu TIpeKy aHa/in3a Ha TTocToedyKaTa
IIOKYMeHTallrja, MTHTePBjya co KIydHU MHpOopMaTOpy 1 obcepBalii.

PesymraTn: [locTou reHepasHa CBECHOCT Mer'y pejleBaHTHUTE 3/paBCTBeHM rpodecroHaniu Bo P.Maxkenonuja 3a
O6pojHUTEe HEIOCIEIHOCTH BO PETUCTPUPAILETO U CTIfIEheTo Ha CJTydaunTe co XelaTUuTuc 1] Bo 3emjara, 1ITo TMOTUKHYBA
IusemMa 3a TOYHOCTAa Ha odulujasiHATe TIOZIATOLM Ha HAI[MOHAJIHO HMBO. BO HAamara cTyauja, KyMy/iaTMBHATA
vHOUOeHIYja Ha XLIB uHdekUuunTe BO reHepasHara romnynanuja usHecysa 5.5/ 10.000. IlonynaupoHa cTynudja Ha
nipeBesieHIja Ha X1B uHdeKMjaTa 3acera He e CIIpOBeJIeHA HUTY Ha JIOKAJTHO HUTY HA HALIMOHATHO HUBO.

3akayuok: [locton uTHa ToTpeba 3a eKCTeH3MBHA Mpe)ka Ha ciieflebe Ha XI[B uHbekmnTe, ycBojyBame Ha
3aeJHUYKU TTPOTOKOJT 3a CITPOBEJyBakbe Ha CTYAUN Ha TIpeBajieHIIrja U Molo0py U MOBEPOIOCTOJHU eIUIe MUOTOIIKU
TOJIATOLIH.

Knyunu 300poBHM: enugeMuoIoruja, eBpoIicku pernoH, XIB wuHbekuuja, MHLUOEHLMja, IIpeBajieHLyja,
P.MaxkeJioHuja, xernaTolleNyjapeH KapluHOM, MOPTAIUTET, Ceflehe
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ABSTRACT

Background: Critically ill patients admitted in the intensive care unit (ICU) are unable to feed orally and are
subjected to energy deficit which is associated with adverse outcomes.

Aim: The aim of the study is the assessment of the course and outcome of patients in early and late initiation of
parenteral nutrition

Study Design: This is a prospective cohort study including 154 adult patients admitted to Intensive Care Unit
(ICU) of Neurological Hospital at University Hospital Center “Mother Theresa” in Tirana over the period January
2009 - December 2012.

Methods: Patients were assigned into the early and late initiation initiation of parenteral nutrition.

Results: Patients in the early initiation group had a lower duration of saty in ICU (p = 0.02) and in mechanical
ventilation (p= 0.03). The survival rate in the ICU was higher in the early initiation group. All patients with
septic shock (100%) and 6 (85.7) patiens with multy organ dysfunction syndrome had a fatal outcome (p<0.01).
Patients in the early initiation group, had fewer ICU infections (12.3%) as compared with the late-initiation group
(48.1%), (p<0.01) and a lower incidence of decubitus (pressure ulcer) (p<0.01). A larger number of patients with
subarachnoidale hemorrhage (SAH) remained with Sistemic Inflamatory Response Syndrom (SIRS) in early (24.7%)
vs. late initiation group (3.7%) p<0.01.

Conclusions: Early initiation of parenteral nutrition was associated with greater survival and fewer complications,
as compared with late initiation.

Key-words: early initiation, nutrition, complications, survival

INTRODUCTION

Critical illness induces anorexia and the inability to eat
normally, predisposing patients to serious nutritional
deficits, muscle wasting, weakness, and delayed recovery.
Whether artificial nutritional support improves the
outcome for critically ill patients is unclear. The
administration route, the time until the initiation of
artificial nutrition, the number of calories, and the type

of nutrients may be important (1-3). Enteral nutrition is
associated with fewer complications than parenteral
nutrition and is less expensive to administer (4-6).
However, the use of enteral nutrition alone often does
not achieve caloric targets (7). In addition, underfeeding
is associated with weakness, infection,(8) an increased
duration of mechanical ventilation (8) and death (9).
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Combining parenteral nutrition with enteral nutrition
constitutes a strategy to prevent nutritional deficit but
may risk overfeeding, which has been associated with
liver dysfunction, infection, and prolonged ventilatory
support (10). The increased levels of blood glucose that
are associated with parenteral nutrition could contribute
to such complications (11) and have been hypothesized
to explain the failure of parenteral nutrition to prevent
muscle wasting (12). Current clinical practice guidelines
for nutritional support in critically ill patients are largely
based on expert opinion and differ substantially across
continents. The guidelines of the European Society of
Parenteral and Enteral Nutrition (ESPEN) recommend
that practitioners consider initiating parenteral nutrition
within 2 days after admission to the intensive care unit
(ICU) for patients who cannot be adequately fed enterally
(12). In contrast, the American and Canadian guidelines
recommend early initiation of enteral nutrition but
suggest that parenteral nutrition not be initiated
concomitantly, thus advising that hypocaloric nutrition
be tolerated during the first week in patients who are not
malnourished at baseline (13). In this study, we compared
the effect of late initiation of parenteral nutrition
(American and Canadian guidelines) with early initiation
(ESPEN guidelines) on rates of death and complications in
adults in the ICU who were nutritionally at risk but who
were not chronically malnourished (body mass index [the
weight in kilograms divided by the square of the height
in meters), >17) (14). It is recommended that initiation of
parenteral nutrition within early after admission to the
ICU to prevent the nutritional deficit of patients. The aim
of the study is the assessment of the course and outcome
of patients in early and late initiation of paranteral
nutrition.

MATERIAL AND METHODS

This is a prospective cohort study including 154 adult
patients admitted to Intensive Care Unit (ICU) of
Neurological Hospital at University Hospital Center
“Mother Theresa” in Tirana over the period January 2009
- December 2012. Patients were assigned into the early
and late initiation of parenteral nutrition.

Baseline demographic and clinical characteristics of
the patients were well matched between the two study
groups. Daily records were kept regarding all intensive
care treatments and procedures, new bacterial or fungal
infections, the results of blood and urine chemical
analyses and hematologic studies, and markers of
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inflammation. Also recorded were the total energy
intake delivered daily by means of enteral and parenteral
nutrition, interruptions of delivery of enteral nutrition,
and feeding-related complications. In addition, whenever
practically feasible, the functional status of patients
before hospital discharge was quantified.

OUTCOME MEASURES
Safety End Points

Safety end points included vital status (the proportion
of patients who were alive at discharge from the ICU in
<8 days, the rates of death in the ICU and the hospital,
and the rates of survival up to 90 days, regardless of
ICU and hospital discharge status) and the rates of
complications and hypoglycemia. Hypoglycemia that was
resistant to parenteral glucose administration during
the intervention window was considered to be a serious
adverse event.

Primary Efficacy End Point

The primary end point was the duration of dependency
on intensive care, assessed as the number of ICU days (for
survivors and nonsurvivors) and the time to discharge
from the ICU. To reduce bias that might result from
variability in the availability of beds on regular wards, we
defined the time to discharge from the ICU as the time by
which patients were ready for ICU discharge, according
to prespecified objective criteria.

Secondary Efficacy End Points

Secondary end points were the number of patients with
new infections; the infection site (airways or lungs,
bloodstream, urinary tract, or wounds); the duration
of antibiotic therapy; inflammation, as reflected by the
maximum level of plasma C-reactive protein; the time to
final weaning from mechanical ventilatory support and
the need for tracheotomy;

Statistical analysis

Statistical analysis was performed with SPSS 16.0
software. Descriptive statistical analysis was done and
the mean age, duration of hospital stay and duration
of ICU stay were calculated. Chi-square (y2 ) test was
performed to find the associations. Survival analysis with
Kaplan Meier curves. It is used for comparing the survival
of patients with early and late. Cox proportional hazard
model was used for the assessment of risk factors for
mortality. A p < 0.05 was considered to be statistically.
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RESULTS

In the study participated 154 patients, whose mean age
was 53.9 + 4.3 years. Minimum age is 17 years old while the
oldest age 83 years, median is 53 years old.

Details regarding the patients’ nutrition, which was
administered according to the study protocol, are shown
in table 1.

Table 1. The course and outcome of the patients

Nutrition
Variables ~ Early _ Late p*
Initiation Initiation
(n=73) (n=81)
Resp. frequency / min
M (SD*)
on admission 18 (5.0) 171(5.1) 0.2
> 4 days 18.1(5.1) 19.7(45) | 0.03
Cardiac frequency / min
M (SD)
on admission 94.9 (20.6) 929(171) 0.5
> 4 days 86.5 (20.8) 93.7(20.7) | 0.03
g‘ﬁr)aﬁo“ of stay, ICUM 10 (45) 125084) | 0.02
%Tglﬁ?“ical ventilation | g5y 104(2) | 0.03
Outcome in ICU n (%)
Discharge 65 (89) 50 (61.7)
Death 8(1) 31(38.3) | <0.01
Hazard ratio (95%CI) for 25 (13-49) | <0.01

Leucocytes, (mm3) M (SD)

on admission 10740.6 (3400.8){9818.0 (3611.8)| 0.1

> 4 days 13958.8 (3224.7) |15431.5 (3937.7)( <0.01
Limphocytes, (mm3) M
(SD)

on admission 1754.6 (510.5) | 1650.5 (423.4)| 0.1

>7 days 1642.2 (553.8) | 925.8(247.4) | <0.01
Fever, (°C) M (SD)

on admission 37.7(0.38) 376(0.21) 0.2

> 4 days 379(0.26) 38.6(0.58) |<0.01
PaCO, mmhg M (SD)

on admission 376(17) 371(2.6) 0.2

> 4 days 374 (1.9) 35.2(31) |<0.01
Infection, n (%) 9(12.3) 39(48.1) |<0.01
Complications n (%)

SIRS 45 (61.6) 11(13.6) <0.01

MODS 2(2.7) 5(6.2) 0.5

Sepsis 19 (26.0) 58 (71.6) <0.01

Septic shock 2(2.7) 12 (14.8) 0.01
Decubitus n (%) 9(12.3) 37(45.7) <0.01

*p =p value <0.05 was consider as statistical significance
** +§D) standard deviation
*** M Mean

Original scientific paper

Patients in the early initiation group had a lower duration
of saty in ICU (p = 0.02) and in mechanical ventilation (p=
0.03). The survival rate in the ICU was higher in the early
initiation group (Kaplan Meier Logrank test= 6.7 p<0.01).
Early nutrition was a protective factor against death (Cox
propotionl hazard: Exp(b)=0.3 95% CI (0.16 - 0.79) p<0.01).
All patients with septic shock (100%) and 6 (85.7) patiens
with multy organ dysfunction syndrome (MODS) had
a fatal outcome (p<0.01). Patients in the early initiation
group, had fewer ICU infections (12.3%) as compared
with the late-initiation group (48.1%), (p<0.01) and a
lower incidence of decubitus (p<0.01). A larger number
of patients with subarachnoidale hemorrhage (SAH)
remained with SIRS in early (24.7%) vs. late initiation
group (3.7%) p<0.01.

DISCUSSION

We found that there was a significant difference in
mortality between late initiation and early initiation
of parenteral nutrition among patients in the ICU who
were at risk for malnutrition, due to the use of early
enteral feeding plus micronutrients in a protocol that
prevented hyperglycemia. Early initiation of parenteral
nutrition until was associated with fewer ICU infections
and a lower degree of acute inflammation. It was also
associated with a shorter duration of mechanical
ventilation and a shorter course of renal-replacement
therapy, a shorter ICU stay despite a slight increase in
hypoglycemic episodes, a shorter hospital stay without
a decrease in functional status, and reduced health care
costs. Our results support the conclusions from previous
observational studies 15,16) that earlier achievement of
nutritional targets improves the outcome for critically
ill patients. Such observational studies could not
differentiate between cause and consequence, since the
sickest patients were often those who could not tolerate
enteral nutrition. Such associations also formed the basis
of the recommendation that critically ill patients should
undergo early initiation of enteral tube feeding and
that patients with insufficient enteral nutrition should
receive early parenteral supplementation. In our study,
all primary and secondary morbidity end points indicated
that early parenteral nutrition was beneficial (17,18). Such
factors as the body-mass index, severity of nutritional
risk, and presence or absence of sepsis on admission did
influence the results, indicating that our findings have
general application. Furthermore, the effect of early
initiation of parenteral nutrition in the large cohort of
patients who had undergone neuro-surgery was identical
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to that in other diagnostic groups. The subgroup of
patients for whom early enteral nutrition was initiated
appeared to have a greater benefit from early nutrition
than did other patients, perhaps because such patients
in the early-initiation group received the largest amount
of parenteral nutrition. Alternatively, withholding of
macronutrients in the early stages of a critical illness,
regardless of the route of nutrition, may delay recovery
(19,20).
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EFEKETET E USHQYERJES SE HERSHME DHE TE VONSHME NE TE SEMURET E E SHTRUAR
NE NJESINE KUJDESIN INTENSIV

Pilika K., Bocari G.2, Xhumari A.3

ISérbimii anesteyiologjisé dhe reanimacionit ,Fakulteti i Mjeksisé, Tirané
2 Departamenti i farmakologjisé, Fakulteti i mjeksisé , Tirané
3 Shérbimin e Neurokirirurgjise ne Spitalin Universitar “Nene Tereza” Tirane

ABSTRAKT

Hyrje: Paciéntét e sémuré réndé dhe gé trajtohen né njesiné e kujdesit intensiv (NJKI) e kané té pamundur
ushgyerjen orale dhe si té tillé efektet e mungésé sé ushqyerjes shogérohen me pérfundimet jo té favoréshme
shéndetsore né kété kontigjent paciéntésh.

Qéllimi: Qéllimi i kétij studimi éshté té vlerésohen ushqyerje parenterale e heréshme krahasura me até té
vonéshme kontigjent pacinétvé té trajtuar né NJKI

Material dhe metoda: 154 pacienté té trajtuar né NJKI né Shérbimin e e Reanimacionit té Neurokirirurgjisé né
Spitalin Universitar “Néné Tereza” Tirané , nga viti janr 2009 deri mé Dhjetor 2012 u morén né shqyrtim pér njé
periudhé . Pacineté u vleréuan dhe krahasuan né bazé té fillimit té heréshme ose té voné té ushqyerjes parentarale

Rezultatet: Pacienté me fillim té heréshém te ushqyerjes parentreale kishin ditégéndrim té mé ulté krahasura
mé grupin e pacientevé me fillim té voné té ushqyerjes parenterale (P=0.02) si edhe njé ventilim mekanik mé té
mire(p=0.03). Mbijetesa né grupin e paciéntéve me fillim té herrshém té ushqyérjes ishte mé e larté krahasur me
grupin tjetér. Né paciente qé patén fillim té hershém té ushqyerjes prevalenca e infeksionévé ishté mé e ulét
(12.3%) krahasur me grupin me fillim té viné té ushqyerjes (48.1%).

Konkluzionet: Fillimi i hershém i ushqyerjes parenterale éshté njé ndér masat mé efikase né rritjen e mbijetese
sé té sémuréve dhe prevalencé té ulét té infeskioneve dhe komplikacioneve.

Fjalet kyg: Ushyerja e heréshme parenterale, njésia e kujdesit intensiv, infeksine, mbijetesé
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KOPEJIAIIMJA TIOMETY BPEJHOCTHTE HA CEJIMIMEHTAIIMJATA 1
BRYITHUTE JIMITU W KAJ TAOUEHTH CO PEBMATOUJIEH APTPUT

CORRELATION BETWEEN THE VALUES OF SEDIMENTATION AND
TOTAL LIPIDS AT PATIENTS WITH RHEUMATOID ARTHRITIS

Ncmavnu X.!, U3aupu A2, Ene3u H.5, Kapemanu H.*

YT, Mepuuyncku @akynret, PeBmatornor, TeToBo
130 [JlenTan Jlykc - TeroBo
JIYT, Mepuiuacku akynret, Murpobuonor, TeToBo
JIYT, MeguiuHcku dhakynTeT, UaTepHuCT, TeToBO
Medicus 2015, Vol. 20 (3): 346 - 352

ABCTPAKT

Ilen Ha TpymoT: Hama 11en 6emie fa rv ofpeAriMe BpPeJHOCTUTE Ha BKYITHUTE JIAMUAM U ceMMeHTalujaTa, 1 Ja
ja McriMTaMe eBeHTyasIHATA, Kopesalyja MoMery HUBHUTEe BPEeIHOCTH BO TEKOT Ha JIeKYBAHEeTO Ha IMal[MeHTHUTe CO
PEeBMaToOUIeH apTPUT CO UMYHOCYIIPECUBHATA TepaIlja of eiHa rofUHa.

Marepwujan u metogu: Biydenu 6ea 80 HOBOOTKpreHM 3ab0/ieHN Off aKTUBeH 1 HeTpeTupaH PeBMaTtouieH ApTpuT
1 UCTUTE Ce TIOJUIOKEHU Ha Teparuja co UMYHOCYTIPeCUBHU JiIeKOBU. Kaj cuTe maruenTnn Oea ofipefieHn BPeJJHOCTUTE
Ha ceJlUMeHTallijaTa Ha epUTPOLIUTUTE, KAKO M BPEJIHOCTUTE Ha BKYITHUTE JIUIIUAU, Y TOA HAa TIOUETOKOT Ha CTYJINjaTa,
rnocse 6 1 12 mecely of1 IOUETOKOT Ha CTY[IUjaTa, T.e. TIPef 1 Mocjie TpeTupameTo Ha MalueHTUuTe

PesynraTu: 3a Z=5,44 urr>0,001 ( p =0,000) npoceyHuTe BpegHOCTU Ha celMMeHTalrjaTa 1mocse 12 Mecenu (X=24,89
MM/Uac) Teparnuja ce 3HauajHO [TOMaJid BO OOHOC Ha BPEIHOCTUTE Ha CeAUMMEHTaldjaTa Ipy npueMor. (x=40,78 mm/
yac). 3a 3=0,04 u 1 p >0,05 (p =0,69) Hema 3HauajHa pas3yKa IIOMery MIPOCeUHUTe BpeqHOCTH Ha BK.jmruau rocie 12
Mecernu (x=9,16 r/n.) u BpepHocTa Ha Br.iunuau mipu rpuem (x=9,16 r/m1.). [Tocrou ymepeHo cjaba 3HauajHa HeraTiBHA
Kopesalyja TIoMer'y BpeJIHOCTa Ha ceIMMeHTalldjaTa U BPeJHOCTUTE Ha BKYITHUTE JINIIUM CaMO Ha IMOYETOKOT Ha
cTynujara.

3akaydok: Kaj naipeHtuTe co HetpeTupaH PA MPUCYTHO € CUCTEMCKO BOCIIajieHue Koe JIoBefyBa 10 MOKauyBarbe
Ha ceflUMeHTAlIljaTa HO He U Ha BPeIHOCTUTe Ha BKYITHUTEe MTUTUAN. [Tocte 12 MeceueH TpeTMaH Ha PA marueHTUTe
€O, BPeJHOCTHUTe Ha cellMeHTallrjaTa ce HaMalyBaaT HO He 1 BPeHOCTUTe Ha BKYITHUTE JIUMUIN. [locTou yMmepeHo
cnaba 3HauajHa HeraTMBHA KopeJlallija caMo Ha ITOUeTOKOT Ha CTyaujaTa.

Knyunu 360poBu: PeBMaTonIeH apTpuT, CequMeHTaluja, BKYITHN MU, UMYHOCYITPECHUB.

BOBE]]

PeBmartougHuoT aptputc (PA) e XpOHMYHO CHCTEMCKO
BOCITA/IUTENTHO 3a00/yBame, CO Hermo3HaTa eTHOJIOTHja,
Koja MHpHMMapHO ja 3adaka CHHOBMjaTa M BONH KOH
OLITETYBame Ha 3r7I000BUTE U JIECTPYKIIUja Ha KOCKHTe.
[lanienture co PA mMaat 2-5 matu moroneM pHU3MK 3a
pa3Boj Ha KappguoBackynmapuu 3abonyBama (KB3) Bo
OJTHOC Ha HOPMaJTHTa MOMYJ/Ialluja, a CO TOa U CKYCyBambe
Ha ;kuBoTOT 3a 5-10 roguHu. (1,2,3)
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Bo mocnenHuTe JeceTMHa TOJWHM OPOjHU CTYIUM TO
noBp3yBaat PA co aTepockiepo3ara aco Toa u 3rojieMeHaTa
KB cMmpTTHOCT Kaj oBue mauueHTH. IIporpenmjeHTHaTa
aTepockiepo3a Kaj PA manueHTUTe e KoMIUIeKCeH TpolLec
KOj ce TIOBp3yBa Ha MpMCyTHaTa MH(IaMalija He caMo
Ha CHHOBHjaTa TYKY U BO 3UJJOBUTE Ha KPBHUTE CaJIOBH,
KaKo Y Ha IIpHCcacTBOTO Ha JIUc/IunuaeMunTe Kaj UCTUTe
naiyenTy.(4) CrieicTBEHO Ha Toa OBMe MAIlUEHTH MMaaT
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3HayaeH MOPOWIMTET W MOPTAJMTET IMpeAU3BUKaH O]
HactaHyBaweTo Ha KB3. Mmeno, marmuenrtute co PA
Hajuecto ymupaat (mo 50%) om KB3 u Toa: KopoHapHa
uHcybUIMjeHI1ja, CplieBa MHCY(DUIIMjeHIIHja, MUOKapieH
udapkr u ap. (5,6,7,8,9)

[IpucyTHara gucunuaeMuja Kaj PA koja ce manuecrtupa
HajuecTo €O 3rojieMeHd BpPeJHOCTH Ha BKymHHOT
xonectepon, Jlumomnporenn-a (/Im-a), AnonumonporenH
b (Ao b) 1 namanenu BpegHocT! Ha X]IJI Xonmecteponor
n AnomunonporenH Al (Anmo Al) umaar BajkHa yiora
Bo HacraHyBameTo Ha KB3. (10,11) HuBoata Ha mpo u
AHTHATEPOTeHUTE JIUIIONPOTENHU Ce HajroleMUTe PU3NK
dakTopy 3a BacKynapHuTe 3abonyBatba. Bp3 ocHoBa Ha
OpojHM CTYIMM W eNUeMUOJIONIKY TOfIaTOIM jacHa e
HOBP3aHOCTa Ha HUBOATA HA MOeUHU TMIUAHY (DpaKIuu
¥ PU3MKOT O] HaCTaHyBambe Ha aTepockiepo3ara. (12,13,14)

PasnnuHy Mepuaa ce KODUCTEHM 3a eBay/lalja Ha
aKTUBHOCTA Ha 3a00myBameTo Kaj PA. JlabopaTopuckuTe
TeCTOBM KaKo IITo ce: ceuMenTaiujata (Ce), LI-peakTus-
uuor mpoteuH (L[PI) u peymaroupguuor Qakrop (PD)
BeKe JIONIT0 BpeMe ce MHTerpajieH Jiell Ha KJIMHUYKUTE
WCIIMTYBalbha M CEVIITe ce KOPUCTEHH KaKo MapKepd Ha
BocraieHuero. Ce u IIPII ox ctpana Ha American College
of Rheumatology (ACR) ce BOpojyBaaT Kako IJIaBHH
71ab0paTOPUCKN MapKepH 3a OlieHyBamhe Ha aKTHMBHOCTA
Ha 3a0omyBameTo Kaj PA. (15)

AHTHMpeyMaTcKaTa Tepamnuja CO JIEKOBU KOM TO MOJIH-
dburmpaaT TEKOT Ha 3a00yBameTO MMAaT IO3UTHBEH
eeKTHaKapAMOBACKYIAPHUOTMOPTATUTET UMOPOUIUTET
HpeKy epeKTUTe Ha TUIMUAHKOT MeTabonu3am. (16,17)

IIEJT HA CTYINJATA

Hama men Oemre ma v ofpefuMe BPEHOCTUTE Ha
BKYITHUTE JTUIUIA U CeIUMEeHTAIfjaTa, U 71a ja HCTIUTame
eBeHTYya/IHaTa, KopeJalyja ToMel'y HUBHUTE BPeJHOCTH
BO TEKOT Ha JIeKYBAabeTO Ha Mal[UeHTHTe CO peBMAaTOU/IeH
apTPUT CO MIMYHOCYITPECHBHATA TePaIlKja off e[jHa FOf[HA.

MATEPHJAT 1 METOH

Bo oBa ctyauja ce BiyueHr 80 HOBOOTKpUEHH 3a00/eHH
Ol aKTHBeH U HeTpeTHpaH PeBMaTtompmeH ApTpuT off
Knunuuruot Ilentap (Knmnuka 3a PeBmaTtornoruja) BO
Ckomje, W HCTHTE Ce MOMIOKEHH Ha aHTHPeyMaTcKa
Tepanuja CoO UMYHOCYIIPECHBH, [IOTOUHO CO JIEKOBH KOM
ro MopucbuiupaaT TeKOT Ha 3abonyBameTo (DMARDS
- Disease Modification anti rheumatic drugs). Kako
KOHTPO/IHA Tpyma ce u3ABoeHn rpyma of 30 3apaBu
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BOJIOHTepH, mpe3emeHn off Kmuauukuor IleHTap BO
TetoBo. CuTe maiieHT! 6ea Off JKEHCKM TIOJT HA BO3PAcT
of 32 mo 59 roguHu co cpemHa Bo3pacT of, 45.7 roguHu.
[IpoceyHoTo BpemeTpaele Ha 3a00NMYBAmETO Kaj OBHE
narieHTy Oetie 6.2 rof;. Kako Kputepuymu 3a BKITyUyBarbe
Ha 3a007IeHUTe BO MCIIMTYBAaHaTa Ipyna 0ea KOPUCTEHH
peBuMpaHuTe Kputepuymu Ha APA op 1987 rop. 3a
Knacuguiupame Ha akyTHHOT PA.(18) Tue Kputepuymu
BKJIyUyBaaT: YTPUHCKA BKOYAHETOCT Off HajManky 60
MUHYTH, QpTPUT BO MHMHHMYM 3 TPYIM Ha 3IJI00HH
Tnojipavja, apTpPUT Ha pavyHUTEe 3r7I000BH, CUMETpUUeH
apTpUT, TOCTOEHhe Ha PeBMATOMHU HOJY/IH, CEPYMCKU
peBMaToMeH (aKTOp W TUIMYHK paguorpad)cKu
nmpoMeHH. 3a Jla ce BOPOU MallMeHTOT BO TpymaTa Ha PA
Tpeba Jla T 3a]10BOJTM HajMasIKy 4 of1 oBue Kputepuymu. Bo
CcTy/MjaTa He Oea BKJIyUeHH MallMeHTH co 3a00/TyBatba KO
Ha IUpeKTeH WM UHIMPEKTeH HaulH MojKea Jla BiMjaat
Ha CTaTyCOT Ha JIUMU/IUTE, KAKO IITO Ce: KAPIIUHOMHU, CHH.
Kyumnr, nuabetoT, akyTHU MH(EKIMH, BereTapujaHIIH,
1lepeOpoBacKyIapHu ¥ KapaMOBacKyIapHu 3a00/yBama,
TaleHT! Ha Teparuja co 6eTa 067I0KaTOPH, AHTHTHITHTHI
JIeKOBH, TAI[MEHTH CO MHCY/ITH, OPaIHA KOHTPAIleNTHBH,
TPYAHUIIM, 00e3HH, 1 Ap.(19,20)

JlabopaTOpHCKUTE aHAM3K Ce U3BeJieHH Bo MHCTUTYTOT
3a buoxemuja Bo Ckomje, [ofieKa 3a KOHTPOJIHATa
rpyma Bo buoxemuckata mabopatopuja Bo TeToBo.
Kaj cure maiueHTH Oea oOJpeleHH BpPEIHOCTHTE Ha
celMMeHTal[jaTa Ha epUTPOLUTHUTE criopef BecTeprpun
KaKo U BPeJHOCTUTe Ha BKYIHWTe JUMUIM, U TOoa Ha
MIOUETOKOT Ha cTyAaujaTa, mocie 6 u 12 Mecerm of
TI0YETOKOT Ha CTYJHUjaTa, T.e. pej] U TOCTIe TPETUPAHETO
Ha [aleHTUTe Co MMYHOCTIperBHaTa Tepanuja. McroTaka,
0ea ofpenlyBaHH W JPYTHTE JTUIONPOTEMHCKU (DpaKLuu
Kako ¥ BPeJHOCTHTE Ha pPeBMAaTOMJHUOT (hakTop (PD)
u Il peakrusuuor mporeuH (L[PII). AktuBHOCTa Ha
3a0b0/yBameTo Kaj oBHe maipeHTH co PA e ompemyBaHa
CIIOpe]I: TPaeeTo Ha YTPUHCKATa BKOYAHETOCT, CO OPOjoT
Ha OTeueHHWTe 3r7000BH, AedopMupaHuTe 3r7I000BH,
co MomuduIMpaHuTe Tpallakka  3a MOA00OpyBame Ha
cocrojoara Ha mnanuenture (MHAQ), co aHammorHa
BU3ye/lHa cKama 3a Oonkara (VAS), u co ommTaTa
TNpolieHKa Ha jekapor. (21) IlaiueHTuTe ce TpeTHpPaHU
€O UMYHOCYITPeCHBHH JIEKOBM KaKo IITo ce: MeToTpeKcar,
comu Ha 3mato (AypomaH), XWIPOKCHKJIOPOKBUH, U
CyndacanasuH.

[IpumeporuTe 3a KpB Kaj OBME MAI[UEHTU Ce 3eMeHU
HayTpo, HajMajKy mocie 12 yacoBHO BO3ZPKYyBaie Off
XpaHa 1 M30erHyBambe Ha MACHM MPOJYKTH HajMasKy 24
yaca TpeJ] 3eMabeTo Ha KpBHUTE TIPUMEPOLIH.
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CraTrcTuKaTa 006paboTKa e U3BeJleHa CIope]] CTaTUCTH-
ukara nporpama CTATUCTUKA 7.1

PE3YJITATH
Tabenal.  KapakTepuCTHKM Ha MAL[M€HTH U KOHTPOIH
OcobeHocTn PA (1=30) | KonTpomnu (1=30)

Bo3spacrt (rop) 457+98 452+ 98
Popg M/ 4/26 4/26
BMI (kr/m?) 223426 218+22
SrbomBatser ec 258166
MHAQ (1-4) 15+ 05
Bpewerpaerse fia 1114 + 1332
3acarenu 3rm060Bu 78 +71
Oreuenu 3rmo00Bu 52+37
VAS (0-10) 6.0+2.1
)Egg?;g;la TPOIIeHKa Ha 45423
CemumenTarja (Mm/x) 40.2 + 311 8.2+232
1IPTI (r/1) 424+ 294
P® (mo3UTUBHY/HEraTUBHH) 22/8 3/27

BMI: Body Mass Index; MHAQ: Momuduuupany npamama 3a
nozobpyBame Ha 3ppasjeTo; VAS: BusyenHa aHajmorHa ckama 3a
oonka; LIPIL: II peaktuBeH npotenH; PO: Pesmatonzen dakrop.

Ha Tabena 2 ce mpuKaskaHu e3yITaTUTe Ha TeCTHPaHUTe
pa3MKM Ha BPEJHOCTUTE HA CeJUMEeHTaIujaTa BO
penaiuja: Ce mpuem/Ce 6 meceru/Ce 12 Mecel Kaj
3a00/1eHH O] PEBMATOMIEH apTpPHT.

3a Chi Sqr=42,57 u p >0,001(p =0,000) mocTon 3HauajHa
pas3uKa MoMery BPefHOCTUTEe Ha ceJMMEHTalijaTa BO
HaBeJieHaTa pernaiuja.(radena 1)

Tabena 2. CemumenTaluja
| Friedman ANOVA ; Chi Sqr. (N = 80, df = 2) = 42,57 1 =,000 |

Average Rank = Sum of Ranks | Mean  Std.Dev.
Se priem 2,53 182,50 40,78 28,07
Se 6 m. 1,99 143,50 29,06 22,29
Se 12 m. 1,47 106,00 24,89 22,15

3a Z=544 u p >0,001 (p =0,000) mpoceuHuTe BpegHOCTH
Ha cepuMeHTanujaTa nocie 12 meceny (X=24,89 mm/uac)
Teparnuja ce 3HaUajHO MIOMaJI BO OTHOC Ha BPeJHOCTUTE
Ha cefuMeHTalujata mpu mpuemort. (X=40,78 mm/uac)
(tabema 2.1.).
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Tabena 2.1. Cenumenrariuja /Ce mpuem / Ce 12 m

| Wilcoxon Matched Pairs Test |
Valid T Z  plevel

80 313,00 544 0,000

Se priem & Se 12 m.

Ha taberna 3. ce mpuKakaHu pe3y/lITaTUTe Off TeCTHPaHaTa
pa3nuKa Ha BpeTHOCTUTe Kaj BKynmHuTe numuau BO
penanyjata Br.unumu npuem & Br.Jmmuau 6 meceiu
& Br.mmuau 12 meceny Kaj OONMHHTE 0fi peBMaTOUIEH
apTPHUT.

3a Chi Sqr.= 3,87 u p >0,05 (p =0,14) He mocTou 3HauajHa
pa3nvKa T[OMery BpPeJHOCTUTe Ha BK.JMNuau BO
HaBeJleHaTa pefalyja. (Tadena 3)

Tabena 3. BrymHu numuau
| Friedman ANOVA;Chi Sqr. (N =80, df=2)=3,87u=,14

A‘{g: € Sﬁlar:ll]gf Mean | Std.Dev.
Vk.lipidi priem 1,84 132,50 9,16 1,86
Vk. lipidi 6 m. 2,15 154,50 9,23 1,90
Vk.lipidi 12 m. 2,01 145,00 9,16 1,83

3a 7Z=0,04 u p >0,05(p =0,69) Hema 3HauajHa pa3nMKa
TIOMel'y TPOCEeUHMTe BPeJHOCTH Ha BR.JIMIUAM mocle
12 meceru (x=9,16 r/n.) u BpegHocTa Ha BR.mmumun mpu
npueM (x=9,16 r/n.) (tabena 3.1.).

Tabena 3.1. Bx.jumuau mprem & Br.mumumpmu 12 M.

| Wilcoxon Matched Pairs
Valid T Z p-level
Brc marmmyu mputem & 80 98000 040 069

Br.unuzu 12 m.

Kopenaigja momery BpegHocTuTe Ha CefuMeHTaIMjaTa 1
Bk. Jlunugu

Ce 0 mecers & Brynuu numuau 0 meceliu

Ha rpadukon 1. IIpukakanu ce pesynaraTuTe o
MCITUTAaHUOT OJIHOC (KOpe/alja) TOMery BpeJHOCTUTE
Ha cemuMeHTanyjata mpu npuem (Ce mpuem/mMm/uac) u
BpeiHOCTHTe Ha BRymHuTe nmumuayn (Br.mmagu mpuem/
r/n) mpu npueM. 3a p =-0.24 (p<0.05) mocTou ymepeHo
c/1aba 3HaUajHA HeraTMBHA KopeJial[yja moMery BpeJJHOCTa
Ha ceJlMMeHTaIjaTa U BpeHocTa Ha BK. mumumu. MimeHo,
TIOpacTOT Ha celMMeHTaIMjaTa 3a 1 MM/Jac mpareH e co
orarame Ha BPeJHOCTHTe Ha BKyMHUTe nunuau 3a 0,02
T/
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I'pacukon 1. Ce 6 Meceru/BK.mumuu 6 Meceru

Ha rpadukon 2. I[lpukakaHu ce pe3ynTaTHTe O]
UCIIUTAaHUOT OJTHOC (KOpeialiyja) IIOMer'y BPeJHOCTUTE Ha
cemuMeHTaljaTa 6 mMeceru of mpueM (Ce 6M/MM/dac) u
BPEIHOCTUTE HA BKYMHUTe nunumy (B.mmamm 6m/r/m)
npu mpueM. 3a p =-0,02 u (p >0 ,05) mocTon MHOry caba
He3HayajHa HeraTMBHa Kopesaliyja ToMer'y BpeJHOCTa Ha
ceZIMMeHTaIjaTa ¥ BPeJHOCTHTE Ha BKYITHUTE JTHIU/U.
meHo, mopacToT Ha cefiuMeHTaIjaTa 3a 1MM/yac mpateH
e CO omarame Ha BPeJJHOCTUTe Ha BKYITHUTE JIMMUAH 3a
0,002 r/m..

4 Seatterplot: S8 6 m. vs. Viclipi 6 m. I
VAl B . = 5.2758 - D018 ° S 8.
Comsation: r = - 0183p>0,08)

WK lipidl 6 m

4 - - " - . -
=20 a 20 1] ] -] 100 120
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BKYIHHUTe JIMu/n. IMeHo, opacToT Ha celMMeHTallijaTa
3a 1 MM/uac mpaTeH e CO MOPAcT Ha BPEJHOCTHTE Ha
BRymHuTe gy 3a 0,0003 r/m/..

L BeGm. ., 55% confidence

I'padukon 2. Ce.12 mecery/Br.mmuzau 12 meceru

Ha rpaduroH 3. mNpuKakaHM ce pe3ylITaTHTe Off
UCTIIUTAHUOT ofHOC (Kopenaiuja 0 moMery BpeJHOCTHUTe
Ha ceuMenTarujata 12 meceru op mpuemor (Ce 12m/mm/
yac) ¥ BPEJHOCTHTE Ha BKYIHUTE JTUIUAM (BK.umman
12 mr/n) 12 mecetm op mpuemot. 3a p=0,003 u (p>0.05)
TOCTOM M3pa3suTo C/laba He3HauajHa Kopenaryja momery
BPEHOCTUTE Ha CeJMMEHTaljaTa M BpEJHOCTa Ha

/ Seamarplat Se 17 m, v Vilipadi 12 m \
Wilipidi 12 m. =8 1572 « ITES ~ S8 12 m
Cormlaion: r= 00327 p>0 05)
18 = .
18
1"
E
o 42}
-
E.L 10 |
s
st
Bt
%20 ] E T B0 B 100 120
\ Sel2m _B5% confidence]/
I'paduron 3.
JTUCKYCHJA

IlenTa Ha oBa cTyauja Oelle Ja ce ofpenaT BPeJHOCTUTE
Ha BKymHMTe numuau Kaj malyMeHTH €O aKTHBEH U
HeTpeTpaH PA Ha MOYETOKOT Ha CTyAujaTa, Ha 6 u 12
Mecelld Off MOYETOKOT Ha CTyAMjaTa IOC/ie TpeTMaH
co MMYHOCYIIpecuBHM JiekoBu. HamopemHo co Toa ce
OfipefieHM U BPeJHOCTHTE Ha ceyMeHTalMjaTa KaKo
MapKep Ha BOCIa/ieHHeTo BO MCTUOT BpeMeHCKU TIeprof,
KaKo Ou ce J00MII0 VBH/I 32 aKTUBHOCTA Ha 3a00/TyBambeTo.
JlobueHuTe pesyiTaTd Off BPeJHOCTHTE Ha BKYIIHUTE
JUMOUAM W celUMeHTalMjaTa ce TeCTUPaHU TIPeKy
€BeHTYaJTHaTa KopeJalyja oMery UCTHTe.

BpegHocTuTe Ha cemuMeHTalujaTa mocae 6 u 12
MeceueH TPeTMaH ce 3HauyajHO HaMaJieHH BO CIopenoa
CO BpeJJHOCTUTEe Ha celMMEeHTallijaTa Ha MOYEeTOKOT Ha
CTyAMjaTa, MCTOTAaKa BPe[IHOCTHTe Ha ceJjMeHTallijaTa Ha
12 Mece1r ce 3HaUajHO HaMa/IeHW BO OfIHOC Ha IIOUYETOKOT
Ha cryaujata. OBa HU cyrepupa Ha Toa Jieka TPeTMaHOT Ha
OBHe TIAI[UeHTH CO MMYHOCYIIPeCUBHM JIEKOBU JI0BeyBa
70 HaMajIyBame Ha BPeJHOCTUTE Ha CeJUMeHTalldjaTa,
IITO € 3HAaK 3a CTUBHYBame Ha BocnaneHueto. MctoTo He
MOyKe ia ce TIOTBPAM KOTa ce BO ITIpalliaibe BPeJHOCTHTE
Ha BKynuute nmunuay nocie 6 u 12 Mecely off OYeTOKOT
Ha cTyaujata. BpenHocture Ha BKymHuTe numumu ce
He3Ha4yajHO IpoMeHeTH Ha 6 ofHoCcHO Ha 12 Mecelu of
IIOYETOKOT Ha CTYAMjaTa, Kako 1 Ha 12 Mecell Bo ofHOC Ha
TIOYEeTOKOT Ha CTyAHUjaTa.

Kaj kopenaiiujaTa Ha BpeJIHOCTUTe Ha CeluMeHTal[ijaTa
Ha epUTPOLIUTHTE BO OJIHOC HA BKYITHUTE JIMIHUAU Ha
0, 6 u 12 Mecemy of IOYETOKOT Ha CTyAWjaTa MOCTOH
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yMepeHo c/aba M He3HauajHa Kopejalyja (Ha MOYeToKOT
Ha CTyaMjaTa), MHOTY c/laba He3HauajHa Kopenialuja (Ha
6-0T Mecelr) ¥ M3pa3KTo C/laba He3HayajHa Kopesaryja (Ha
12 Mecel11y off TIOYETOKOT Ha CTY/UjaTa).

Bo enHa of HajHOBUTe aMepUKAHCKU CTYIUM 3a
B/IMjaHHeTO Ha peakTaHTUTe Ha akyTHara (asa (Ce u
[IPII) 3a HacTaHyBameTo Ha MH(APKTOT Ha MHOKApfIOT,
ce HaBe/lyBa JleKa BPeTHOCTUTE Ha ceflUMeHTalljaTa Kaj
HOBOOTKpHeHuTe nmaiyenTn (Ce >42MmM/dac) ru moBeyBa
OBMeE TIAl[MEeHTH BO 3ro/ieMeH PU3KMK Ofl HAaCTaHYBaHmeTo
Ha MuOKapfgHuoT MHpapkr. OBa cTyquja ja MOTBpAYBa
XMIIOTe3aTa JieKa II0CTOeheTo Ha XDOHMYHOTO BOCIIa/IleH e
Kaj PA maijeHTH MMa rosiema yjiora Bo leTepMUHUPAHETO
Ha HACTaHYBAambeTO Ha KapMOBACKYIapHUOT PU3MK Kaj
OBJie MaLeHT.(22)

Bo efiHa of HajpaHUTe CTYAUM 3a JAUCIUNUTEMUNTE Kaj
PA nmaiuenTuTe, JlazapeBUK U COp. HaBe[[yBa JleKa OCTOU
CTaTMCTMYKY 3HaUajHa peIyKIi1ja Ha KOHIIeHTpaIjaTa Ha
BKYITHUTe JIMIU/M Kaj HeTpeTupaHu MaiueHTH co PA Bo
criopeniba co KoHTpojHaTa rpyma. [locyie Tepanuja Ha oBUe
nanuenty co JIMAPJC uako ce permcTpupa HamajneHa
aKTUBHOCT Ha 3a00/yBameTo, HeMa CUTHU(UKAHTHU
NPOMEeHM BO KOHIIEHTpaIWjaTa Ha BKYIHUTE JIUIIWJIN.
(20) Marapo co cop. Bo cBojaTa CTyauja off 35 MalMeHTH
co PA, HaBe/lyBa JieKka [OCTOM He3HayajHa peflyKiuja Ha
KOHI|eHTpallyjaTa Ha BKynHuTe nunuu. OBa HamanyBambe
Ha BKYITHHUTe JIMIU/IM TOj TO 00jacHyBa CO HAMalyBambeTo
Ha KoHUeHTpanujaTa Ha XJ[JI XomecTepormoT Kaj
HeTpeTipanute PA maienTn.(23)

Tpapuumonanuute pusMK hakTopuTe MOBp3aHU co PA
(BK/IyUyBajKM ja aKkTHBHaTa WMH(IaMalja, aKTHBHOCTa
Ha 3a00/yBambeTo U APy (aKTopy) MPUIOHeCYBaaT 3a
BaKBaTa BMCOKa MpeBajieHIla HAa KapAuOBaCKyIapHUTe
sabonyBama Kaj PA. CuTe [0Kasu ja MOTBpAyBaar
rotpebara 3a paHa M arpecuBHa Tepamnuja Ha PA u Ha
TPAJIMIMOHATHUTE Kap[[MOBacKy/IapHU PU3MK (HaKTOpPH,
IITO OM TOBEJIO 0 HAMayBame Ha aKTUBHOCTA Ha PA u
OrpaHMYyBame Ha [POATepOCK/IEPOTHUHUTE MPOLIECH.
(9,19,24) Kako miTto e aTepockiepo3ara BOCIAIUTETHO
3abo/yBame, HacTaHaTaTa AaBTOMMYHa WH(IaMaruja
obcepBUpaHa Kaj OBMe MAlMeHTH MNPU[OHECYBa 3a
3rojieMeHa eHJIOTeTHa IUCQYHKIM]ja, OKCUIATHBHHOT
CTpec M aKTMBallvja KAKo ¥ MUTpalfjaTa Ha JIeYKOIUTHTe.
OBoj KoHIIeNT e yBUZIeH €O pefiykiujaTa Ha KB pusuk
Tnocjie KOPUCTEHETO Ha JIEKOBM KOU I'0 MOfUGMIpaaT
TEKOT Ha 3abo/yBameTo, Kako ImTo ce MeToTpeKkcaToT
n TH® anda wunxubutopu. (25). Iloce aHanu3upameTo
Ha 2420 abcTpakTH, Tpyla aBTOPU CyrepHpaar Jeka
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yrmotpe0aTa Ha METOTPEKCATOT e BO TecHa BpCKa CO
HamanyBameTo Ha KB nojaBu kKaj PA naiuenture. Criopef
HUB, yrmoTpebaTa Ha MeTOTpekcaTOoT He caMo IITO ja
cynmpumupa udriamardjaTa, TYKy MCTOTaKa ja pemylupa
KoJaTepajHaTa INTeTa Kako INTO e aTepocKiepo3aTa
Kaj oBHe maiyeHTu. (26,27) U Bo Hamata ctyauja oz 80
HalyeHTH cO HOBOOTKpHeH akTuBeH PA, MeToTpekcaToT
Oelire HajMHOTY KOPUCTEH JIEK (57 MaleHTH).

AKTHBHOCTa Ha 3200/TyBaeTO ¥ BPJHOCTUTE Ha MOeTHHU
JUIUJHA TapaMeTpud Tpeba [a ce MOHUTOpHpaaT u
MeHaxupaaT Kaj PA maiueHTuTe co Iiel a ce HaMasu
pusukot o KB 3abonyBama Ha mogonr pok. IlorpeOHu
ce MoBeKe UCIIUTYBamba 3a Jla ce KBaHTH(UIIIpa OTHOCOT
TIoMery cicTeMcKaTa MH(/IaMaliija 1 TUIOIPOTeNHCKUTE
HUBOA ¥ Jla Ce OfIpe[M BIMjAaHMETO Ha Crelu()UUHUTE
NapTUKIM Kako InTo ce; ManuTe JIIJI mapTukmm u
cyodpakiuute Ha X]1JI XomecteponoT 3a HaCTaHYBAmETO
Ha KB pusuk Ha mogionr pok. KoHTpoata Ha 3a00/TyBambeTo
MOKe Jla uMa edekT Ha MoguduLupameTo Ha KB pusuk
Kaj oBre PA manuenTu. (28)

3AKJIYYOK

Kaj nanuentuTe co HerperpaH PA mpucyTHO e
CHCTEMCKO BOCIIa/ieHVe Koe JJ0Be/lyBa JI0 [IOKauyBame Ha
ceqlMMeHTal1jaTa HO He ¥ Ha BPeJHOCTHUTe Ha BKYIHUTE
. [locne 12 Mecevyen TpermaH Ha PA manueHTtuTe
co JMAPIC, BpemHoCTHTe Ha ceJUMeHTaIMjaTa ce
HaMaJTyBaaT HO He W BPeJHOCTUTE Ha BKYITHUTE JTUIUJIH.
Bo opmHOC Ha KopenanujaTa IOMery BpeJHOCTUTE Ha
celMMeHTaljaTa U BKYIIHUTe JIMIUJY TTOCTOU YMepPeHO
cnaba 3HavajHa HeraTHBHA KOpeial[yja caMo Ha TOYeTOKOT
Ha CTyaujaTa.
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CORRELATION BETWEEN THE VALUES OF SEDIMENTATION AND TOTAL LIPIDS AT
PATIENTS WITH RHEUMATOID ARTHRITIS

Ismaili H.}, Izairi A.2, Elezi N.5, Karemani N.*

I'SUT-State University of Tetova, Faculty of Medicine, Rheumatology
2 Dentallux, Tetovo

3 SUT-State University of Tetova, Faculty of medicine, Microbiology
4 SUT- State University of tetovo, faculty of medicine, Internal med.

ABSTRAKT

Aim of study: The goal is oriented to sort the values of total lipids and sedimentation, and to observed the
eventual correlation in their values during medical treatment in patients with Rheumatoid Arthritis with imuno-
supresive therapy for one year.

Material and Methods: included were 80 newly discovered suffering from active and untreated Rheumatoid
arthritis and they are subjected to treatment with immunosuppressive drugs.At all patients were determined
values of the sedimentation of erythrocytes, as well as the values of total lipids, and this, at the beginning of the
study, after 6 and 12 months from the beginning of the study, and before and after treatment of the patients

Results: For Z = 5.44 and p> 0.001 (p = 0.000) the average value of the sedimentation after 12 months (X = 24.89 mm
/ hour) therapy is significantly smaller in comparison with the values of the sedimentation in the receipt. ( X =
40.78 mm / hour). For Z = 0.04 and p <0.05 (p = 0.69) there is no significant difference between values in Total lipids
after 12 months (x = 9.16 g / 1.) and the value of the Total lipids at reception (x = 9.16 g / L.). There is a moderately
weak significant negative correlation between the values of the sedimentation and values of total lipids only at the
beginning of the study.

Conclusion: In patients with untreated RA is present systemic inflammation which leads to increase of the
sedimentation but not the values of total lipids. After 12 monthly treatments of RA patients, the values of
sedimentation are reduced but not the value of the total lipids. There is a moderately weak significant negative
correlation only at the beginning of the study.

Key words: Rheumatoid arthritis, sedimentation, total lipids, immune-suppressants.
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KRAHASIMI METODES ELISAME IMUNOFLUORESHENCE NE
PLLAKE NITROCELULOZE PER PERCAKTIMIN E ANTIGENIT
KARCINOEMBRIONAR CEA

COMPARISON OF CLASSICAL ELISA METHOD TO
IMMUNOFLUORESCENCE IN NITROCELLULOSE PLAQUE FOR
DETERMINING CARCINOEMBRYONIC CEA ANTIGEN

Gecaj P., Buzo S.
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ABSTRAKT

Né kété punim éshté krahasuar metoda e shpejté e imunofluoreshencés mé pllaké nitroceluloze pér matjen e
CEA, me metodén klasike ELISA. Né metodén e imunofluoreshencés né pllaké nitroceluloze, pérdoret teknika
analitike sandwich e imunodedektimit. Né fazén e paré té metodés analitike, bufferi i dedektimit i pranishém né
poceté, pérzihet me serumin e gjakut, ku ndodhet CEA né trajtén e antigenit. Sa mé shumé antigene té CEA té
keté né serumin e gjakut ag mé shumé komplekse té tipit Sandwich do té keté né pllakén e nitrocelulozés. Pér
rrjedhojé aq mé i larté do té jeté rrezatimi i fluoreshencés kur pllaka e nitrocelulozés ti nénshtrohet rrezatimit
analitik. Intensiteti i fluoreshencés éshté né pérpjestim té drejté me pérgéndrimin e CEA né serumin e gjakut.
Vlerat normale té CEA, matur me metodén e imunofluoreshencés né pllaké nitrocelulozé rezultuan nga 1.52ng/ml
né 5.56 ng/ml. Pér metodén klasike ELISA, té aplikuar né kushtet e laboratoreve tone, intervali i vlerave normale
rezultoi nga 0.1 ng/ml né 5.3 ng/ml. Krahasuar me vlerat e intervalit normal pér CEA cituar né literaturé nga 0 ng/
ml deri né 5 ng/ml, nuk vihet né dukje asnjé ndryshim statistikisht sinjifikativ. Metoda e imunofluoreshencés né
pllaké nitroceluloze pér matjen e CEA, ka njé korelacion (r=0.99) shumé té miré me metodén klasike ELISA. Nése
protokolli analitik i késaj metode do té respektohet (vecanérisht koha e inkubimit) metoda éshté po aq e sigurt sa
edhe metoda klasike ELISA. Metoda e imunofluroeshencés né pllaké nitrocelulozé éshté e sigurte, e shpejt dhe
ekonomike pér pércaktime té shpejta brénda 15 minutave, té vlerave té CEA, né rastet kur ky pércaktim éshté i
nevojshém.

Fjalé kyce: CEA, Metoda ELISA, Metoda e imunofluoreshencés, me pllaké nitrocelulozé, intervali i vlera venormale,
koeficenti i korrelacionit.

HYRJE

e metodave mjeksore té diagnostikimit té semundjeve
malinje, njé vend té réndésishém kané markuesit

Sémundjet malinje (kanceret) pérbéjné sot njé problem
madhor pér mjeksiné dhe shogériné. Kéto sémundje kané

shkallé té larté mortalitetindérkohé qé mjekimi dhe
trajtimi i tyre mjeksor,ka njé kosto té larté ekonomike.
Pér kété arsye,njé nga synimet e mjeksisé sé sotme,éshté
zbulimi i hershém i sémundjeve malinje. Né qofté se njé
sémundje malinje kapet né stadin e saj té hershém egziston
mundésia e mjekimit té ploté té saj. Metodat moderne
té trajtimit té sémundjeve malinje,té tilla si kirurgjia
onkologjike, radioterapia dhe kemioterapia, kérkojné
njé diagnostikim sa mé té hershém té tyre. Né arsenalin

tumoralé. Né bashkésiné e markuesve tumoralé, njé rol té

posacem ka antigeni karcinoembrionar CEA, i cili éshté

aktualisht mé i pérdorshém.

Qéllimi i studimit ka té béjé me kéto objektiva:

a. Té studiojé metodén e imunofluoreshencés me pllaké
nitrocelulozé,si njé tekniké e re pér laboratorét e
vendit toné.

b. Té krahasojé kété metodé,me métodén klasike ELISA,
pér pércaktimin e CEA.
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c. Né pérputhje me rekomandimet e Federatés Botérore
té Kimisé Klinike dhe laboratoréve mjeksore (IFCC), té
pércaktojé intervalin e vlerave normale pér parametrin
¢é matet,né pérputhje me teknologjiné e pérdorur.

ANTIGENI KARCINOEMBRIONAR CEA DHE PERDORIMI
I TIJ S MARKUES TUMORAL ME SPEKTER TE GJERE

Nga kéndvéshtrimi biokimik, antigeni karcinoembrionar
(CEA), éshté njé glikoproteiné me peshé molekulare 180
KD. Né kété molekulé glucidet pérfagésojné rreth 60%
té molekulés. Pjesa e peptidit pérfagéson njé njési té
thjeshté té pérbéré nga njé zinxhir aminoacidesh, i cili
pérmban 28 pika potenciale té N -glikolizimit.Molekulat
e CEA béjné pjesé né familjen e imunoglobulinave dhe
jané molekula té adezionit. Pér heré té paré molekulat e
CEA,jané izoluar nga Gold dhe Freedman né karcinomén
gastrointestinale,duke pérdorur teknikat imunologjike.
Me ané té metodés sé imunofluoreshencés, molekulat
e CEA, jané lokalizuar né membranén gelizore te
tumorit epitelial té traktit gastrointestianal. Antigeni
karcinoembrional CEA éshté njé nga markuesit tumoralé
mé té studiuar, deri tani né praktikén mjekésore. Ky
pérdorim i CEA éshté i lidhur me korelacionin e larté
midis vlerave té larta té CEA né plazmén e gjakut dhe
pranisé sé tumorit epitelial, né traktin gastrointestinal.
vecanérisht né rectocolon.

Duke géné se pércaktimi i CEA,né plazmén e gjakut
éshté i réndésishém,jané zhvilluar teknika té ndryshme
analitike,pér pércaktimin e tij.

METODA IMUNOLOGJIKE ME ENZIMA

Thelbi i késaj metode bazohet né antigenét e markuar
me enzima.Kjo metodé pérdoret pér té pércaktuar
hormonet, markuesit tumorale,medikamentet etj. Né
metodén ELISA,antikorpi analitik éshté i lidhur né
menyré kovalente me njé matriks té pa tretshém si
celuloza,bioxheli,sephadex etj. Pér kété arsye metoda
merr emrin ELISA nga anglishtja,(enzyme liked Immuno
sorbent Assay).

Né kété metodé, matja pérfundimtare bazohet né
metodén fotometrike e cila realizohet me ané té njé
mikrofotometri té kompjuterizuar.

METODA E IMUNOFLUORESHENCESME PLLAKF,
NITROCELULOZE

Metoda e imunofluoreshencés né pllaké nitrocelulozé
éshté njé metodé e shpejté analitike. Kjo metodé éshté
pérpunuar kohét e fundit duke u mbéshtetur né parimet e
kimisé sé thaté (dry chemistry). Kjo metodé rekomandohet
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té pérdoret pér gellime depistimi (screening test).
Parimi i késaj metode analitike éshté imunoteknika
detektuese e modelit sandwich. Kjo tekniké analitike,
kalon né disa faza. Né fazén e paré serumi i gjakut,qé
pérmban antigenin karcinoembrionar CEA, hidhet né
njé poceté plastike, e cila pérmban bufferin e dedektimit.
CEA e pranishme né serumin e gjakut éshté né rolin e
antigenit.Né pocetén me bufferin e dedektimit, antigenet
e CEA lidhen me antikorpet analitike té CEA. Antikorpet
analitiké té CEA jané té markuar me njé bashkédyzim
fluoreshent. Si rrjedhoje e kétij bashkéveprimi, formohen
komplekset antigen-antikorp té CEA, té bashkuar me
bashkédyzimin fluoreshent. Né fazén e dyté té metodés
analitike, pérzieria analitike e pocetes kalohet né
sistemin e migrimit.Sistemi i migrimit éshté njé pllaké
nitroceluloze. Kjo pllaké pérfagéson njé matriks me
njé bashkési kapilarésh uniformé. Né kété bashkési
kapilarésh uniformé jané fiksuar antikorpe té CEA, né
formén e tyre té imobilizuar.Kompleksi fluoreshent
antigen-antikorp duke migruar né sistemin kapilar té
pllakés té nitrocelulozés,kapet nga antikorpet anti - CEA
,té imobilizuar né kapilarét e pllakés. Né kété ményré
formohet njé sistem i modelit Sandwich. Ky model
éshté i trajtés antikorp CEA-Antigen CEA- bashkédyzim
fluoreshent-antikorp anti CEA. Kjo do té thoté gé sa
mé shumé antigen CEA té keté né serumin e gjakut qé
analizohet ( pra sa mé i larté té jeté pérqéndimi i CEA né
serum) aq mé shumé komplekse Sandwich do formohen
né pllakén e nitrocelulozés. Gjaté matjes sé pllakés sé
nitrocelulozés né kameren e mikrofluoremetrit, dukuria
e mésipérme do té shogérohet me njé intensitet té larté té
rrezatimit, té fluoreshencés. Intensiteti i fluoreshencés
éshté né pérpjestim té drejté me pérgéndrimin e CEA
né serumin e gjakut. Né studimin toné, ne pérdorém
teknikén e mésipérme analitike. U pérdor njé kit analitik
i teknologjisé i-CHROMA. Né pocetén analitike té kétij kiti
ndodhet bufferi i dedektimit. Né bufferin e dedektimit
pérmbahen antikorpe anti CEA me natyré humane, té
lidhur me njé bshkédyzim fluoreshent si dhe antikorpe
IgG nga serumi i gjakut té lepurit. Né mikrokapilarét
e pllakés té nitrocelulozés jané fiksuar né trajté té
imobilizuar antikorpet anti-CEA dhe IgG té serumit té
lepurit. Leximi i pllakave té nitrocelulozés u bé me ané té
mikrofluorometrit i-CHROMA. Né kété mikrofluorometér
u instalua cipi (chip) parametrik i CEA. Ky c¢ip pérmban
té gjithé parametrat analitiké té pércaktimit té CEA
me kété tekniké. Né kéto té dhéna pérmbahet lakorja e
kalibrimit, kufiri i poshtém dhe i sipérm i linearitetit,
limiti minimal i dedektimit té pérqéndrimit etj. Mbasi cipi
montohet né mikrofluorometér , té gjitha kéto té dhéna,
i kalojné procesorit té tij, duke béré t¢é mundur matjen
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e pérgéndrimit té CEA. Pra sic shihet né kété teknologji
lakorja e kalibrimit éshté e gatshme né ¢ipin qé shogéron
kittin analitik.

MATERIALI DHE METODA

Studimi pérfshine 20 subjekte (individ) té shéndoshé dhe
20 pacienté me patologji malinje té traktit digjestiv. Né
kéto dy grupe u pércaktua pérqéndrimi i CEA né serumin
e gjakut. Mostrat e gjakut u morén nga venat e krahut né
tuba platiké, qé pérmbanin gjel aktivizues pér pérftimin sa
mé té miré té serumit. Pér pércaktimin e CEA me metodé
ELISA u pérdor njé kit i firmés Diametra. Matjet u béné
né mikrofotometin automatik Human Reader HS. Matjet
e CEA me metodén e imunofluoreshencés, né pllaké
nitrocelulozé u realizua duke pérdorur teknologjiné
i-CHROMA. Té dhénat e fituara nga matjet u pérpunuan
statistikisht pér té nxjerré intervalet e vlerave normale
dhe korelacionin midis dy metodave.

PERCAKTIMI I INTERVALIT TE VLERAVE NORMALE TE
ANTIGENIT KARCINOEMBRIONAR (CEA) ME METODEN
ELISA, NE KUSHTET E LABORATOREVE TONA

Qé njé analizé té interpretohet né ményré korrekte, ajo
duhet t'i referohet intervalit té vlerave normale. Sipas
rekomandimit té Federatés Botérore té Kimisé Klinike
dhe Laboratoréve Mjeksoré (IFCC), cdo laborator mjeksoré
duhet té pércaktojé intervalin e vlerave normale. Njé gjé e
tilé éshté e nevojshme pasi intervali i vlerave normale té
njé analize varet nga faktoté té shumté. Ndér kéta faktoré
béjné pjesé teknologjia analitike qé pérdor laboratori si
dhe kushtet e jetesés sé popullatés. Né kushtet analitike
té pércaktimit té njé analize, njé réndési té vecanté ka
saktésia e lakores (Kurbés) sé kalibrimit. Kurba (lakorja) e
kalibrimit u ndértua duke matur 6 standarte, me vlera té
njohura té antigenit karcino-embrionar. Matjet e serisé sé
standarteve u béné me dy paralele (né dublikaté). Lakorja
e kalibrimit e pérftuar né matjet tona paraqitet né.
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KI [ .1 e 154 o Far ] b /

Figurén Nr. 1. Paraqitja e Kurbés Standarte.
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Pas ndértimit té lakores (kurbés sé kalibrimit), u pércak-
tua pérgéndrimi i antigenit karcino embrionar né 20 sub-
jekte, té cilét nuk pinin duhan, pasi studime té shumta
déshmojné se pirja e duhanit ndikon né intervalin e vler-
ave normale. Té dhénat e fitura jepen né tabelén Nr. 1.

Tabela Nr. 1. Pérgéndrimi i CEA né serumin e 20
subjekteve té shéndoshé jo duhan pirés,
matur me metoda ELISA.

Numer CEA ng/ml (ELISA)
1 25
2 0.5
3 45
4 3.5
5 0.6
6 46
7 04
8 29
9 2.8

10 0.4
1 0.6
12 46
13 0.5
14 3.5
15 46
16 45
17 0.3
18 29
19 2.8
20 3.0

Té dhénat e fituara u pérpunuan statistikisht duke
llogaritur vlerén mesatare (X), shmangien deviacionin
standard (D.S), dhe intervalin e vlerave normale X +28. Té
dhénat e kétij pérpunimi paragiten né tabelén Nr. 2.

Tabela Nr.2. Pérpunimi matematiko statistikor i vlerave
té CEA té matura me metodén ELISA, né
serumin e 20 subjekteve té shéndoshé jo
duhan pirés.

Numri i Vlera | Shmangia | [ntervali
Emriianalizés | rasteve | mesatare | standarte rervat
N X DS) | X*28
Pércaktimi i CEA
me metodén 20 27 13 0.1-5.3
ELISA
Vlerat normale
té CEAné 20 2.5 1.25 0-5
literaturé

Té dhénat e tabelés Nr. 2, déshmojné gé vlerat e CEA
né popullaté té shéndoshé jo duhan pirése, matur me
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metodén klasike ELISA éshté shumé i ngjashém me vlerat
qé referohen né literaturé (NOVATEC immune diagnostic
GmbH, Germany, 2009).

PERCAKTIMI I ANTIGENIT KARCINO-EMBRIONAR
CEA, NE 20 SUBJEKTE TE SHENDOSHE JO DUHAN
PIRES ME METODEN IMONOFLUROSHENCES

Né té 20 subjekte té shéndoshé tek té cilét u bé pércaktimi
i CEA me metodén ELISA, po ku pércaktim u bé dhe me
metodén e immunofluoreshencés né pllaké nitrocelulozé.
Protokolli i matjes u realizua sipas késaj skeme:

m Né pocetén analitike me buffer dedektimi u shtua
serumi prej 75 pl.

m Pérzierja buffer dedektimi, serum gjaku u
homogjenizua me kujdes né vortex.

m Né pllakén e nitrocelulozés u hodh né té thelluarén e
migrimit, 75 ul pérzierje analitike, buffer dedektimi-
serum.

m Inkubohet pllaka e nitrozelulozés pér 12 minuta, né
temperaturé ambjenti.

m Vendoset né mikrofluoremetrin i-CHROMA cipi (chip)
parametrik i CEA.

m Pas pérfundimit té inkubimit, vendoset pllaka e ni-
trocelulozés né kamerén matése té mikroflurometrit
dhe mbas leximit aparati jep rezultatin.

m Té dhénat e fituara paragiten né tabelen Nr.3.

Tabela Nr. 3. Pérqéndrimi i CEA, né 20 subjekte té
shéndoshé, jo duhan pirés matur me
metodén e imunofluoreshencés, né pllaké

nitrocelulozé
Numér CEA ng/ml
1 142
2 1.62
3 2.55
4 3.10
5 2.69
6 3.46
7 5.09
8 4.27
9 2.89
10 3.15
1 5.29
12 2.80
13 3.05
14 2.84
15 5.5
16 2.84
17 55
18 210
19 5.19
20 244
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Vlerat e tabelés Nr. 3.u pérpunuan matematikisht, duke
llogaritur vlerén mesatare X, shmangien standarte D.S ()
si dhe intervalin X +25. Ky interval né shkencat biologjike
dhe mjeksore, konsiderohet si interval i vlerave normale.
Té dhénat e fituara paragiten né tabelén Nr. 4.

Tabela Nr. 4. Krahasimi i vlerave té CEA té matura
me imunofluoreshencé né 20 subjekte
té shéndoshé jo-duhanpirés, me vlerat
e matura me metodén ELISA dhe ato qé
raporton literatura pér intervalin e vlerave

normale
Emrii  |Numrii| Vlera [Shmangia |Intervali| T-test
analizés |rasteve | mesatare | standarte X£25 Testi
X ng/ml 8 g studentit
Pé{j%aktimi 0153
i CEA me .1-5.
metodén 20 [27ng/ml| 1.1 ng/ml ng/ml
ELISA
Ré{:(]:aax(timi
i me
metodén 20 |3.2ng/ml|0.84 ng/ml 1'1215}i1?8 P>0.05
e imuno- 8
fluoreshencé
Vler?t j
normale té 0-5ng
CEA cituarné| 20 |25 ng/ml |1.25 ng/ml ml
literaturé

Té dhénat e tabelés Nr. 4. Véné né dukje qé midis
intervaleve té vlerave normale té CEA, té matur me
imunofluoreshencé, me metodén klasike ELISA dhe atyre
té cituara né literaturé, ka ndryshime té vogla. T-testi
(Testi student) vérteton nga piképamja statistikore,
qé kéto ndryshime jané té vogla dhe statistikisht jo té
besueshme (jot é réndésishme, jo sinjifikative).

KRAHASIMI I METODES FLUORESHENTE ME PLLAKE
NITROCELULOZE ME METODEN KLASIKE ELISA

Metoda ELISA éshté metoda klasike pér pércaktimin
e CEA dhe markuesve té tjeré tumoral né praktikén
mjeksore. Né varési té kapacitetit té laboratorit ajo mund
té realizohet né ményré manuale, gjysém automatike
ose automatike. Duke u nisur nga ky fakt ne krahasuam
metodén imnunofluoreshente né pllaké nitrocelulozé
me metodén ELISA. Pér té realizuar kété synim u mat
pérgéndrimi i CEA, né serumin e gjakut té 20 subjekteve
té shéndoshé, té cilét nuk kishin histori dhe shénja klinike
pér patologji malinjé, duke pérdorur té dyja metodat.
Metoda ELISA u realizua me njé kit immunoenzimatik
té kompanisé Human (Germany). Matjet u béné né
mikrofotometrin automatic Huma Reader HS. Matjet e
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CEA me metodén e imunofluoreshenés, u realizuan me
teknologjiné i-CHROMA. Rezultata e fituara nga matjet
jepen né tabelén Nr. 5.

Tabela Nr.5 krahasimi i matjeve paralele té

pérgéndrimit té CEA, né serumin e gjakut
té 20 subjekteve pa patologji malinjé me té
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Té dhénat e késaj tabele, véné né dukje se midis dy
metodave té krahasuara ka njé korelacion shumé té miré
(r=0.99) dhe ndryshimet e vérejtura jané statistikisht jo
sinjifikative (P>0.05) Kjo do té thoté qé té dy metodat jané
té njévlefshme.

dyja metodat KRAHASIMI I METODES KLASIKE ELISA ME
] ] METODEN E IMUNOFLUORESHENCES NE PLLAKE
ve |cporeaktimit | PércaktimiiCEA NITROCELULOZE GJATE MATJES SE CEA NE
ELISAng/ml | imunofluoreshencés ng/ml | PERQENDRIME TE LARTA NE PACIENTE ME
1 10 v PATOLOG]I MALIJE
2 1.2 1.62 Njé metodé analitike éshté e pérshtatshme né biokimin
3 2.5 2.95 mjeksore kur ajo ka njé precision té mjaftueshém gjaté
4 2.65 310 pércaktimit té pérgéndrimeve, né rastet me patologji
5 2.25 2.69 malinjé. Bazuar né parimin e lartépérmendur u mat
6 3.0 3.46 pérgéndrimi i CEA né 20 pacienté me patologji malinjé. Té
7 46 5.09 20 pacientét ishin me patologji malinjé té vértetuara dhe
8 38 4.27 vazhdonin ciklet e kemioterapisé. Matjet e pérqéndrimit
9 245 2.89 té CEA u béné me té dy metodat, duke pérdorur té njéjtét
10 270 315 kite analitike dhe té njéjtét aparate té pérdorur pér
1 4.80 5.29 matjete e pérgéndrimit té CEA, né subjektet normal.
12 235 2.80 Té dhénta e fituara nga kéto matje paralele pragiten né
13 2,60 3.05 tabelén Nr.7.
14 2.50 295
15 260 3.05 Tabela Nr.7  Krahasimi i matjeve paralele té
m 200 284 pérqépdrimit té CEA, me dy metogat o
analitike, né pacienté me patologji malinje.
17 5.0 55
8 17 210 Nr R ngimi " | fuoreshencss CEA ng/ml
19 47 519
20 20 244 1 >0 >
2 70 75
3 9.0 9.6
Té dhénat e tabelés Nr. 5 u pérpunuan stataistikisht. 4 30 35
U llogarit vlera mesatare X, shmangia standarte D.S 5 14.0 147
(8) koeficenti i korelacinoit midis dy metodave r, dhe 6 500.0 510.0
ekuacioni i regresionit i formés y=ax+b Rezultatet e kétij 7 150 16.0
pérpunimi jepen né tabelén Nr. 6. 3 5.0 370
Tabela Nr. 6. Krahasimi i rezultateve paralele, midis 9 420 432
metodés ELISA dhe imunofluoreshencés, 10 240 25.0
né pllaké nitrocelulozé 1 600 620
Metoda Numri i Vlera gg;gggrg'tlg Parametra = et 2
aten s G | Testeve | KRR | DS(EIng/ | e tere = o =
Metoda Elisa 15 4.0 45
pér pgré:gllitimin 20 2.84 115 r=099 16 510 524
Ekuacioni I
Vetoda regresionit 17 60.0 63.0
fuoreshonces | 20 32 s | Teestos o it ot
pér pércaktimin ' . P>0.05 19 150 16.0
e CEA 20 55.0 56.5

357 | Medical Journal - MEDICUS

AN



Original scientific paper

Té dhénat e tabelés Nr. 7, u pérpunuan statistikisht, duke
llogaritur vlerén mesatare X ng/ml, shmangien standarte
D.S koeficentin e korelacionit r, ekuacionin e regresionit
té formés Y=ax+b, si dhe T-testin (testin student).

Tabela Nr. 8 Krahasimi i matjeve té CEA né serumin
e gjakut té 20 pacientéve, me patologji
malinje me metodén ELISA dhe me
metodén e immunofluoreshencés né pllaké

nitrocelulozé.
.. Vlerat P
Numri i Deviacioni
Emriianalizés | rasteve mﬁ;‘?ﬁf €| standart | T-test
n x D.S.ng/ml
Metoda ELISA
pér matjen e 20 53.5 108 P>0.05
CEA
Metoda e imuno-
ﬂuoyesl}llel?pés
né pllaké
nitrocelulozé 20 55.14 1097
pér matjen e
CEA

Nga té dhénat e tabelés Nr. 8 vihet né dukje gé midis
pércaktimit té CEA né serumin e gjakut té pacientéve né
patologji malinjé me metodén ELISA dhe me metodén e
imunofluoreshencés né pllaké nito celulozé nuk ka asnje
ndryshim statasistikisht té réndésishém. Kjo do té thoté
gé dy metodat jané ekuivalente midis tyre. Metoda ELISA
padyshim pérdoret né ato raste kur kemi njé numér
té madh pércaktime té CEA qé justifikon ndértimin
e lakores sé kalibrimit té cilén analisti e ndérton vet
sa here qé ka njé seri matjesh Né té kundért metod a
imnunofluoreshencés né pllaké nitrocelulozé éshté
shumé e pérshtatshme pér tu pérdorur kur kemi pér té
matur njé apo dy analiza té CEA né serumin e gjakut.
Kjo pér arsye se me kété metodé nuk éshté e nevojshme
té ndértohet lakorja e kalibrimit por kjo e fundit éshté
e vendour né cipin e Kitit i cili montohet né lexuesin
e imunofluoreshencés. Ky cip té gjithé té dhénat e tij
analitike I'a pércjell procesit té apartait matés. Mé kéto
té dhéna pérpunohet edhe lakorja e kalibrimit.

PERFUNDIME

m Metoda e imunofluoreshencés né pllaké nitrocelulozé
éshté njé metodé e sakté pasi ka njé korelacion shumé
té miré R>0.9 me metodén klasike ELISA, si né rastet
normale ashtu dhe né rastet patologjike.

m Metoda e imunofluoreshencés né pllaké nitrocelulozé
éshté vecanérisht e pérshtatshme pér laboratoret
e vogla. Kjo pér arsye se me kété metodé lakorja e
kalibrimit éshté e gatshme dhe i pércillet aparatit
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matés népérmjet njé cipi qé pérmbahet né kitin
analitik. Kjo ul koston e analizés.

m Vlerat normale té CEA né serumin e gjakut pércaktuar
né kushtet e laboratoreve tona , té dyja metodat jané
shumé té ngjashme, si midis tyre ashtu edhe ato qé
citohen né literaturé. Ndryshimet né kéto interval
jané té vogla dhe statistikisht té paréndésishme.

m Vlerat normale té CEA me metodén e imunofluoresh-
encés né pllaké nitrocelulozé pércaktuar né kushtet
e laboratoreve tané jané né intervalin 1.52 ng/ml-5.56
ng/ml.

m Pérdorimi i imunofluoreshencés né pllaké nitroce-
lulozé éshté e pérshtatshme pér géllime depistuese.
Siguria né matje, shpejtésia e bérjes sé analizés dhe
cmimi i ulét justifikojné pérdorimin e késaj metode
depistuese.
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COMPARISON OF CLASSICAL ELISA METHOD TO IMMUNOFLUORESCENCE IN
NITROCELLULOSE PLAQUE FOR DETERMINING CARCINOEMBRYONIC CEA ANTIGEN

Gecaj P., Buzo S.
Orthodox Clinic of Evangelism , Rruga e Dibrés Nr.159, Tirana, Albania

ABSTRACT

In this paper it is compared the rapid immunofluorescence method in Nitrocellulose plaque for measuring of CEA,
through classical ELISA method. In immunofluorescence method in Nitrocellulose plaque, it is used sandwich
analytical techniques of imunodctation. In the first phase of the analytical method, the detection buffer, which
is present in pocet, it is mixed with blood serum, which is in the form of antigen CEA. As more as CEA antigens
will be in the blood serum, more complex type Sandwich will be in nitroceluloze plaque. As a result fluorescence
radiation will be higher, when nitroceluloze plaque undergos analytical radiation. The intensity of fluorescence
is proportional to the concentration of CEA in blood serum.CEA normal values, measured by imunofluoreshenc
method in Nitrocellulose plaque resulted between 1.52 ng/ml-5:56 ng/ml. For classical ELISA method applied in
our laboratory conditions, the range of normal values resulted from 0.1 ng/ml to 5.3 ng/ml. Compared to normal
range values for CEA cited in the literature from 0 ng/ml to 5 ng/ml, it did not note any statistically significant
difference. Immunofluorescence method in Nitrocellulose plaque has a very good correlation (r=0.99) with classical
ELISA method. If analytical protocol of this method will be respected (especially the incubation time), the method
is as accurate as the ELISA method. Immunofluorescences method in Nitrocellulose plaque being accurate fast
and economical, it can be used for express determinations and examinations of the CEA in necessary cases.

Key words: CEA, ELISA Method, Immunofluorescences method in Nitrocellulose plaque, interval of normal
values, correlation coefficient.
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IS THE LEVEL OF EMOTIONAL INTELLIGENCE IN STUDENTS AND
HEALTH WORKERS SATISFACTORY?

JAJIN HUBOTO HA EMOLIMOHAJIHA MHTE/TUTEHITMJA KAJ
CTYINEHTHUTE 1 3APABCTBEHUTE PABOTHIUIN E 3AIOBOJTUTE/THO

Pop-Jordanova N.!, Demerdzieva A.?

! Macedonian Academy of Sciences and Arts
2 Department for pediatrics, AcibademSistina Hospital

Medicus 2015, Vol. 20 (3): 360 - 367

ABSTRACT

Emotional intelligence (EI) is the ability to recognize one's own and other people’s emotions, to discriminate
between different feelings and label them appropriately, and to use emotional information to guide thinking and
behavior. It was confirmed that EI is important psychological characteristics needed in everyday life.

The aim of this research is to evaluate the EI construct in three groups of adolescents: students of medicine,
psychology and special education and rehabilitation, representing groups of young intellectual population. In
addition, groups of examinees containing health workers (doctors and nurses), as well as non-medical professionals
are evaluated as an example of adult intellectual people. The purpose was to compare the obtained EI scores
between young and adult population both related to actual or future work with patients. Non-medical professionals
serve as a control.

Obtained results for students in this study showed that the group of special education and rehabilitation are the
most extrovert and have the highest self-confidence, while the most optimist are students of medicine. We did not
obtained significant differences between groups for the level of anxiety as well as for the level of empathy.

Concerning adult population, anxiety is the lowest while the optimism is the highest in non-medical group. Similar
scores of extroversion, self-confidence and empathy are obtained in all groups of adults.

Having in mind the importance of emotional intelligence we suggest introduction of teaching EI skills in
educational curricula.

Key words: emotional intelligence, achievement, prosocial behavior, psychometric assessment.

INTRODUCTION

As it is known, it’s not the smartest people that are the
most successful or the most fulfilled in life. Some people
who are academically brilliant yet are socially inept and
unsuccessful at work or in their personal relationships. It
is clear that intellectual intelligence (IQ) isn’t enough on
its own to be successful in life. It is thought that IQ can
help to obtain high diploma, but its emotional intelligence
quotient (EQ) that will help people to manage the stress
and emotions when facing everyday challenges.

Emotional intelligence (EI) refers to individual differences
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in the extent to which one appropriately appraises and
regulates self-related and other-related emotions. The
two main aspects of EQ are: a) understanding own self,
own goals, aspirations, responses and behaviour and b)
understanding others and their feelings [1, 2, 3, 4].

The important opinion of many psychologists is that EI
is not innate personality characteristics like IQ. The key
skills of emotional intelligence can be learned by anyone,
at any time, especially in the period of childhood. Here,
the influence of parents and teachers involved in the
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educational system is very important. However, there is a
difference between learning about emotional intelligence
and applying that knowledge in the practical life.

Many researches using neuroimaging techniques showed
that EI is related to the number and activity of “mirror
neurons” located in the prefrontal regions of the brain
(5, 6].

EI has generally been associated with prosocial behavior.
High levels of EI are mainly associated with better
interpersonal relationships. However, recent studies have
suggested that EI can facilitate not only socially valued
behavior, but also may manipulate others’ behaviors to
suit their own interests rather than achieving general
prosocial outcomes using high-level capabilities to read
and manage the emotions of others.

The construct of Emotional Intelligence is not a new one,
it has some history, which is presented shortly in the
following points:

m 1930s - Edward Thorndike describes the concept of
“social intelligence” as the ability to get along with
other people.

m 1940s - David Wechsler suggests that affective
components of intelligence may be essential to
success in life.

m 1950s - Humanistic psychologists such as Abraham
Maslow describe how people can build emotional
strength.

m 1975 - Howard Gardner publishes The Shattered
Mind, which introduces the concept of multiple
intelligences.

m 1985 - Wayne Payne introduces the term emotional
intelligence in his doctoral dissertation entitled “A
study of emotion: developing emotional intelligence;
self-integration; relating to fear, pain and desire (the-
ory, structure of reality, problem-solving, contrac-
tion/expansion, tuning in/coming out/letting go).”

m 1987 - In an article published in Mensa Magazine,
Keith Beasley uses the term “emotional quotient.”
It has been suggested that this is the first published
use of the term, although Reuven Bar-On claims to
have used the term in an unpublished version of his
graduate thesis.

m 1990-Psychologists Peter Salovey and John Mayer
publish their landmark article, “Emotional
Intelligence,” in the journal Imagination, Cognition,
and Personality.

Original scientific paper

m 1995 - The concept of emotional intelligence is
popularized after publication of Daniel Goleman’s
book Emotional Intelligence: Why It Can Matter
More Than IQ.

There are three models for describing EL The ability model,
developed by Peter Salovey and John Mayer, focuses on
the individual’s ability to process emotional information
and use it to navigate the social environment [1]. The
trait model as developed by Konstantin Vasily Petrides,
“encompasses behavioral dispositions and self-perceived
abilities and is measured through self-report” [5, 6]. The
mixed model is a combination of both ability and trait
EL It defines EI as an array of skills and characteristics
that drive leadership performance, as proposed by Daniel
Goleman [3].

Different models of EI have led to the development of
various instruments for the assessment of the construct.
As John Mayer said, “In regard to measuring emotional
intelligence - I am a great believer that criterion-report
(that is, ability testing) is the only adequate method to
employ. Intelligence is an ability, and is directly measured
only by having people answer questions and evaluating
the correctness of those answers.”

The most frequently used tests for measuring EI
are: Reuven Bar-On Emotional Quotient Inventory (A
self-report test designed to measure competencies
including awareness, stress tolerance, problem solving,
and happiness). According to Bar-On, EI is an array of
non-cognitive capabilities, competencies, and skills
that influence one’s ability to succeed in coping with
environmental demands and pressures.

Multifactor Emotional Intelligence Scale (MEIS)is an ability-
based test in which test-takers perform tasks designed
to assess their ability to perceive, identify, understand,
and utilize emotions. Seligman Attributional Style
Questionnaire (SASQ) is originally designed as a screening
test for the life insurance company Metropolitan Life, and
mainly measures optimism and pessimism.

Emotional Competence Inventory (ECI)is based on an older
instrument known as the Self-Assessment Questionnaire.
The ECI involves having people who know the individual
offer ratings of that person’s abilities on a number of
different emotional competencies.

Measuring EQ gives general information if some person
is reliable as a team-worker, and his social adaptability
which is especially important for managers or employers.
It is also important for adolescents for helping them to
choose profession.
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The aim of this research is to evaluate the EI construct
in three groups of adolescents: students of medicine,
psychology and special education and rehabilitation
representing a group of intellectual young population. In
addition, groups of examinees containing health workers
(doctors and nurses) as well as non-medical professionals
are evaluated as an example of adult intellectual people.
The purpose was to compare the obtained EI scores
between young and adult population related to the actual
or future work with patients. Non-medical professionals
serve as a control.

SAMPLE AND METHODOLOGY

The evaluated examinees are randomly selected
comprising three groups of a first year students:
of medicine (N= 30), psychology (N= 73) and special
education and rehabilitation (N= 66), mean age 18.9+0.63
years. All students are recruited from faculties which
are related to the future work with patients. In addition,
doctors and nurses (recruited from University Pediatric
Clinic in Skopje), and non-medical people (engineers,
mathematicians, businessmen’s), each group containing
of 30 examinees (total N=90), are evaluated for comparison
with the adolescent’s groups. Medicine-related adults are
selected for assessment the EI, which is supposed to be
important in their profession. The non-medical people
are recruited from different working places, and we used
them as independent i.e. professionally not related to
close relationship with other people which need health
care.

As a psychometric instrument we used EI test selected
from Filip Carter’s Complete Book of Intelligence Tests
published in 2005, England [7]. The test comprises five
subtests for evaluation of: anxiety level, extraversion/
intraversion, optimism, self-confidence and sensibility.
All facets are related with the EI concept described
by Goleman (self-awareness, self-management, social
awareness and relationship management).

All subtests comprise 25 statements rated by using a
5-point Likert scale.

Subtest anxious/relaxed comprises 25 statements with 1-5
possible answers the most applicable to the examinee.
Total score 90-125 means overly anxious nature who
finds it very difficult to relax completely; score 65-89
means average anxiety; while score less than 65 means
relaxed attitude to life.
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Subtest extrovert/ introvert comprises also 25 statements
with three possible answers. Scores of 40-50 points
means extroversion; 25-39 points - average extroversion;
less than 25 points indicate introversion.

Subtest optimist/pessimist gives the general outlook
on life. Total score 90-125 means eternal optimism;
score 65-89 means realism; score less than 65 means
predominantly pessimistic outlook on life.

The assessment of the subtest self-confidence gives several
possibilities: 40-50 points means high self-confidence
factor; 25-39 points means average self-confidence
factor and less than 25 points means below average self-
confidence factor.

The subtest empathy assesses the sensitivity of the person.
Total score 90-125 means very caring person who is deeply
touched by the feelings of others; score 65-89 means a
generally tender-hearted person who would never wish to
hurt other people’s feelings deliberately. Total score less
than 65 indicate a high degree of toughness.

We preformed descriptive statistics (Mean and SD) as
well ANOVA and Student t-test included in the Statistic
10 package. The results are presented in tables, figures,
and discussed further.

RESULTS

The evaluated sample comprises three groups of
adolescents (students of medicine, special education
and rehabilitation and psychology) total N=168, as well
as groups of adults (doctors, nurses, and non-medical
people), total N=90. Each group comprises randomly
selected participants. Adolescents, all at the first year
of studies, are recruited from corresponding faculties
in Skopje University (Faculty for Medicine, Institute
for Psychology and Institute for Special education and
rehabilitation). Doctors and nurses are recruited from
University Children Hospital Skopje, and the other adults
are recruited from different institutions. The age (in
years) of evaluated groups is presented on Table 1.

Table 1. Mean age (in years) of examined groups

Adolescents 18,9:0.63
Doctors 35,3+2,98
Nurses 30,3+5,37
Others 39,9+2,37




ARy

Result obtained for EI facets in the three groups of
students are presented in Table 2.

Table 2. EI facets in student’s groups

med. defect. psychol.
anxiety 794 71.35 794
extrovesrion 32,1 50.91* 24.25*
optimism 97,2* 81.64 84.15
self-confidence 38,1 44.44* 27.75*
empathy 89 85.39 86.34
*p<0.05

For clearer apprehension we choose graphical figures for
El facets, as presented on Figure 1.

Significant differences are obtained in extroversion,
optimism and self-confidence levels. More precisely,
students of special education and rehabilitation are
the most extrovert; the most optimistic are students
of medicine, while the self-confidence is the highest in
students of special education and rehabilitation and
the lowest in psychology group. We did not obtained
significant differences for the level of anxiety as well as for
the level of empathy. However, obtained scores seems us
logical: extroversion is important for professional success
in defectologists whose future work is related to people
with special needs; while optimism is very important
for future doctors. However, high self-confidence in
defectologist is not appropriate with the professional
expectations, and the lowest one in the group of students
of psychology is related maybe with the absence of any
practical experience and not enough knowledge in this
group of students.

/ El components in adolescents \
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Figure 1. EI components in adolescents groups
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The obtained scores of EI components in adults are
presented on Figure 2. Anxiety is lowest while the
optimism is the highest in the non-medical group, in
comparison with other groups of examinees. Similar
scores of extroversion, self-confidence and empathy are
obtained in all groups of adults.
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Figure 2. EI components in adults

*p<0.05

In the following analysis we used one way ANOVA for
scores obtained for different facets (anxiety, extroversion,
optimism and empathy) in both groups of participants
(adolescents and adults). If ANOVA shows significance,
we calculated Student t-test for evaluating differences
in mean values and standard deviations of the scores
obtained for specific facet.

For the facet anxiety, ANOVA is not significant which
means there is no significant variance in obtained scores
(ANOVA for anxiety p=0.2).

For the facet extroversion obtained ANOVA was p=0.005,
which is statistically significant. In the following,
we calculated Student’s t-test for different groups of
participants (Table 3).

Table 3. Student t-test for extroversion/introversion
facet
Examinees t-test
Nurses/doctors p=0.004*
Nurses/students p=0.004*
Nurses/others p=0.002*
Others/students p=0.26
Others/doctors p=0.77
Students/doctors p=039
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Statistically significant differences of t-test was obtained
between groups of nurses and other groups (doctors,
students, and non-medical people). It means that nurses
have the lowest level of extroversion in comparison
with others which could be a negative psychological
characteristics concerning their profession. Not enough
extroversion in nurses is not suitable characteristics for
good relationship with people who need health care.

For the facet optimism obtained one way ANOVA was
p=0,007, which is significant.The calculated Student’s
t-test for optimism/pessimism scores between different
groups is shown on Table 4.

Table 4. T-test for optimism/pessimism facet

Examinees t-test
Nurses/doctors p=0.15
Nurses/students p=0.003*
Nurses/others p=0.04
Others/students p=0.46
Others/doctors p=0.25
Students/doctors p=0.006*

Significant differences are obtained between optimism
in nurses in comparison with students, as well as in
students and doctors. Students are the most optimistic
group, which seems us very logical.

For the facet self-confidence obtained one way ANOVA was
p=0, 000001 which is highly significant. The calculated
Student’s t-test is presented on Table 5.

Table 5. Student t-test for self-confidence facet
Examinees t-test
Nurses/doctors p=0.24
Nurses/students p=0.004*
Nurses/others p=0.00002*
Others/students p=0.0014*
Others/doctors p=-0.000013*
Students/doctors p=0.004*

We obtained significant differences in the level of self-
confidence in compared groups: self-confidence is the
highest in students in comparison to nurses, nurses
compared with other professionals, as well as in doctors
compared with students; doctors are significantly
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with lower and negatively related self-confidence in
comparison to non-medical professions. However, nurses
and doctors have not significant differences in the self-
confidence level, which is related to similar professional
aim, to help ill people.

We tested separately self-esteem in student population
with self-esteem questionnaire (www.growing-self es-
teem.com/self-esteem-questionnaire.html) and obtained
results showed relatively high self-esteem in all exami-
nees (M= 73, 76; SD= 12, 18). Maximum possible scores in
this 20- item test is 100 and the lowest one is 20. So, the
results obtained for evaluated groups is relatively high.
This corresponds to obtained results on subtest for self-
confidence included in EI test. Self-esteem is an impor-
tant psychological characteristics for better achievement
during studies, as well as in the future carrier.

ANOVA for empathy was no significant (p=0.62). It
means that all groups are similar in empathy subtest.
These results mean a generally tender-hearted persons
who would never wish to hurt other people’s feelings
deliberately.

DISCUSSION

The Emotional intelligence is assume to be important
in many field of life. It was shown that EI influence on
the performance at work (complexities of the workplace,
motivation the others and excellence in the career). EI
influence on the physical health as well, by managing the
stress level. Uncontrolled stress can raise blood pressure,
suppress the immune system and increase the risk of
heart attack and stroke. Uncontrolled stress can also
impact to mental health making higher the vulnerability
to anxiety and depression [8].

Having in mind that EI can be learned, it is important to
include education about EI skills in educational system.
Skills related to EI comprise ability to stress relief in
the moment, improving nonverbal communication and
conflict resolution skills and learn to fixing relationship
problems with humor. Finally, trait emotional intelligence
can facilitate interpersonal behaviors for achieving goals.
Even the most recently published articles accentuate the
importance of EI and suggest teaching young people on
EI skills.

In this context, the study of Ravichandra KS. (2015) showed
that only 11.55% undergraduate students in dentistry had
a good EI and a major percentage of the students require
immediate intervention to improve their EL
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Inthe study of Gharetepeh A. (2015) emotional intelligence
was evaluated as a predictor of self-efficacy among
students with different levels of academic achievement
at University of Medical Sciences. It was concluded that
emotionalintelligence can explain self-efficacy. Therefore,
it is recommended to teach emotional intelligence skills
in students with low academic achievement through
training workshops.

Weiszbrod T. (2015) showed that health care leader
competencies are strongly related to emotional
intelligence and suggested that including the study and
development of emotional intelligence in health care
administration programs could have a positive impact
on the degree of leader competence in graduated
professionals.

Fabio AD. (2015) in his research has identified an
association between emotional intelligence (EI) and
social support. Social support represents an important
individual resource that has been associated with
multiple indices of adaptive functioning and resiliency.

Trying to improve emotional intelligence skills Lindquist
KA (2015) evaluate the importance of language. It
was shown that language helps constitute emotion by
cohering sensations into specific perceptions of “anger,”
“disgust,” “fear,” etc. The powerful role of language in
emotion suggests that emotions occur when sensations
are categorized using emotion category knowledge
supported by language. By teaching use the emotion
words it is possible to go beyond communication and to
help constitute emotional perceptions, and perhaps even
emotional experiences related to improve EL

Given that EI is the subset of social intelligence, it is
important to reveal how emotionally intelligent people
behave in interpersonal situations. When people
confront interpersonal problems, they have to appraise
and regulate others’ emotions as well as their own
emotions to achieve a constructive outcome. Therefore,
how people behave in an ostracism situation will reflect
the individual differences in trait EI (Yuki Nozaki, 2013).
In the laboratory study it was empirically revealed that
people with high interpersonal emotional intelligence
influence others’ emotions based on their own goals
contrary to the general view.

In a study of Tsirigotis K (2015) emotional intelligence was
evaluated in women experiencing domestic violence and
it was shown that it is a lower than emotional intelligence
of women not experiencing domestic violence. Their
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abilities and skills making up emotional intelligence
are also less developed. It was shown that the internal
structure of emotionalintelligence in women experiencing
domestic violence differs from emotional intelligence
of women not experiencing domestic violence. Authors
advised to consider emotional intelligence in the process
of providing women experiencing domestic violence with
psychosocial help.

Emotional intelligence is supposed to play an
important role in the onset and persistence of different
psychopathologies. In the study of Mohagheghi A. (2015)
it was investigated the relationship between emotional
intelligence and alcohol dependence. It was concluded
that patients with alcohol dependence have deficits in
components of emotional intelligence. Identifying and
targeted training of the individuals with lower scores in
components of emotional intelligence may be effective in
prevention of alcohol dependence.

Having in mind all this issues which confirm the
importance of EI, Choi Y (2015) suggest improving
communication skills training for nursing students by
using a video clip on a smart phone.

As we mentioned before, EI is important in private life
too. Nasiri Zarch Z (2014) showed that EI influence also
marital satisfaction beside the economic level of the
family.

In our study we evaluate EI in two groups: adolescents
and young adult people and showed some specifics.
These results are important especially for professions
related to work with patients. Our findings showed some
differences between young and adult population. Having
in mind the importance of emotional intelligence we
suggest to organize teaching skills of EI early in the life
(starting in primary school, but especially in students).

CONCLUSIONS

m The Emotional intelligence is assumed to be
important in many field of life, achievement in
studies, performance at work, and physical and
mental health.

m [t is very important knowledge that Emotional
intelligence is a psychological traits/ability which
can be learned.

m The evaluated groups of students in this study
showed that the group of special education and
rehabilitation are the most extrovert and have the
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highest self-confidence; while the most optimist are
students of medicine. We did not obtained significant
differences for the level of anxiety as well as for the
level of empathy.

Self-esteem is relatively high in all students.

Concerning adult population, anxiety is lowest while
the optimism is the highest in non-medical group in
comparison with other groups of examinees. Similar
scores of extroversion, self-confidence and empathy
are obtained in all groups of adults.

Having in mind the importance of emotional
intelligence we suggest introduction of teaching EI
skills in education curricula.
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JAJIN HUBOTO HA EMOLIMOHA/THA UHTE/TUTEHITHJA KAJ CTYJEHTUTE 1
3APABCTBEHUTE PABOTHUIIH E 3AIOBOJTUTETHO

Hapa Ion-JopmanoBa H.!, Jlemepiinena A.2

! Make/joHCKa aKajieMuja Ha HayKu 1 yMeTHOCTH , CKoTije
2 Openenue 3a negujaTpuja, bonxuia Aimdagem -Cucruna , CRomje

ABCTPAKT

EmoronanuaTta untenurenuuja (EWM) mompasbupa criocoOHOCT 3a Mpero3HaBare Ha COINCTBEHWTE Kako UM Ha
eMOIIMUTe Kaj APYrUTe JIyre, pasyivKyBarme Ha UyBCTBATA U HUBHO COO/IBETHO OajlaHCHpame, KaKO U KOPUCTEHe Ha
eMOLIMOHAJTHUTe NH(MOPMAIUU BO MUCJIOBHUOT TIPOLIEC U OJTHECYBAHETO.

Llenn Ha oBa UCTpakyBame e eBasyuparbe Ha EV KOHCTPYKTOT Kaj TpU I'PYIU afloNieCleHTU: CTYIeHTH 110 MeJIUIIUHA,
rcuxosniorvja u gedeKronoruja Kako MpUMepoK Ha MJIAIId UHTENIeKTYasu. [JoTIoHUTeHO, IPYIM Ha 37paBCTBEHU
pPabOTHUIIM (HOKTOPU U CeCTpU) KaKO M OHUE KOU ce Ofi HeMeAMIIMHCKA CTPyKa Cce TIPUMEPOK Ha MHTeleKTyasHa
BO3pacHa romnynaiuja. Lenra 6ete criopefiba Ha fodueHuTe CKOPoBU 3a EW Kaj Myaziute co BO3pacHUTe KOU paboTaT
WK Ke paboTar BO UJIHWHA CO MalueHTH. HeMequIMHCKUTe TpodecoHaiiy CIyKaT Kako KOHTPOJTHA T'pyria.

IobueHuTe pesynTaTy 3a rpyrara CTYOEHTH I[IOKakaa HajBUCOKA eKCTpOBep3uja U caMo-JoBepba Kaj CTyOeHTUTe
no pedeKronorvja, a HajBUCOK ONTHUMHU3aM Kaj MeaulnHapute. He mobuBMe 3HauYajHM pas3ivKu BO HUBOTO Ha
aHKCHO3HOCT U eMIIaTHja.

[lITo ce oJgHecyBa 0o adyJ/ITHaTa HOHYHaL[I/Ija, AHKCHMO3HOCTa € HajHI/ICKa, a OIITUMN3MOT HajBI/ICOK Kaj HeMeOUIMHCKaTa
rpyria; CJIM4HM CKOPOBHU 3a eKCTpOBepBI/I]H, CaMO*,E[OBep6a n eMHaTI/Ija ,E[O6I/IBMe Kaj CuUTe adyJITHN NCIIMTaHWIIN.

Mmajku ro mpeaBu 3HaUEHETO Ha eMOLIMOHAaJIHATA UHTE/TUTeHIIM]ja cyreprupaMe BoBeJlyBame yuere Ha EV BelrTuHu
BO eJlyKaTUBHUTE KYPUKYIIYMU.

KnyuHu 360poBu: eMOLIMOHAJTHA UHTEJTUTeHI]a, MOCTUrakba, ITPOCOLIMATHO OJHeCYBaHhe, ICUXOMETPUCKO Meperhe.
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TEPAITUCKU ITPUCTAIL CO bYIIPEHOP®IH OTHOCHO METAJIOH KAJ
SABUCHHIIN O] XEPONH

THERAPEUTIC APPROACH WITH BUPRENORPHIN AND METHADONE
IN HEROIN ADDICTION

BaoynoBcka A.!, Bemk-CrecbanoBcka B.%, Jypyko 1.}, CumoBcka H." [Tepecka K.!

! Vuusepsurercka Knunuka 3a Tokcukonoruja Megununcku @akynret Ckorje, P.Makenonuja

2 MHCTUTYT 3a emueMUOIorHja M OMOCTaTUCTHKA CO MeUIIMHCKa HHbopMaTiKa MeUIMHCKY (haKyaTeT
Ckomje P.Makemonuja

Medicus 2015, Vol. 20 (3): 368 - 373

ABCTPAKT

Pe3ume: OBoj Tpys MMa 3a 1ie/l Jla ' CIIOpeli UCKYCTBAaTa Off TePANMCKUOT MpUcTart co OyrnpeHopdUH OJIHOCHO
METAZIOH MPU 3aBUCHOCT Off XEPOUH.

Marepujan u Metomu: VcTpaskyBawmeTo e TIPOCMEKTUBHO paHIOMU3MPAHO,KOHTpoupaHo.CripoBefleHo e Ha
YuuBepsurerckara KnnHuka 3a Tokcukonoruja u LlenTapot 3a 3aBucHOCTU. CO UCTPAXKyBAKETO Ce orihaTeH BKYITHO
140 3aBUCHULIM O] XePOUH TI0JIeJIEHU BO JIBe TPYNu off 110 70 UCTIUTAaHULIY KOM MUHUMYM TPU MeCelU TTpe/] TOUeTOKOT
Ha UCTPayKyBarbeTo Ousie 00pOBOJIHO BKJIYUEHU Ha CYTICTUTYLIMOHEH TpeTMaH co byrpeHopduH (McriUTyBaHa rpyria)
OJTHOCHO MeTafIoH (KOHTpOJIHa rpyTia). Bo fiBeTe rpymnu ciiefieHa e: MpoceyHaTa [jo3a Ha OJIPyKyBabe Kako U BIIMjaHUeTO
Ha BpeMeTpaemkeTo Ha 3aBUCHOCTA Off XePOWH BP3 BUCHMHATA HA TPOCeUHara /io3a Ha Ofip)KyBame. .

PesyimraTu: [Tocton curHnduKaHTHA pas/vKa of, ABe rogutu (t-test<0,05), BO 0JHOC Ha MPOCEYHOTO BPEMETPAEHE
Ha 3710yrioTpebara Ha XepouH roMery ucrmrysadara (5,9+2,3) u konTponHara rpyra (7,8+2,4). CornenaHa e ro3sUTUBHI,
OJTHOCHO JIMPEKTHU Kopesallrja IMoMery ITpoCeuyHOTO BpeMeTpaehe Ha KOPUCTeme Ha XePOWH U MpoceyHaTa J103a Ha
OZIpsKyBame Ha OyrpeHOPGhUH OJHOCHO MeTa[oH MPU TPEeTMaH Ha XePOMHCKU 3aBUCHUIIU.

3arkmyuok: CoofiBeTHATa /1032 Ha OYNMpeHOPMWHOT W METAZIoOH BO WHAYKIMOHATa (aza e KPUTUUHUOT akTop 3a
YCIENIHOCTA BO JIEKYBAETO Ha XePOUMHCKUTe 3aBUCHUIM. HucKkuTe o3u Ha OyripeHopdUH 1 MeTajioH Bo dazara Ha
OIIPKYBAHE ja 3rojeMyBaaT “IJlafTa“ 3a XepOHMH, CO IUTO ce 0bjacHyBa 3rojeMeHMOT MPOLIEHT Ha peuunuBu. [locTon
MO3UTKBHA KOpejallyja MoMery UctopujaTa Ha MPOCEUHOTO BPeMEeTpaeke Ha KOPUCTEHe Ha XePOUH U MTpocedyHaTa
7103a Ha OfIPyKyBare Ha OyrpeHOpdUH OJJHOCHO MeTaJIoH IPY TPETMaH Ha XePOMHCKU 3aBUCHULIN

KiyaHM 300pOBH: XePOMHCKA 3aBUCHOCT, METAIOHCKH TPETMAaH, OYyIpeHOP(hUHCKN TpeTMaH, KoMIaparijja

BOBE]|

3aBUCHOCTAa Of XepOMH € XPOHMYHA peluIMBUpauKa
Oormect, TOpagM IITO TPETMAHOT HA XEPOUHCKUTE
KOPMCHUI[Y [IPeCTaByBa JOr0TPaeH HajuecTo JOKUBOTEH
NpoLec CO HenpelBUJIMBA [MHAMUKA W KOHeueH
pesynTar. (52,53) CyncTUTYIMOHA Tepalyja Ik Tepamnyja
Ha HaJloMeCTyBake CO arOHKMCTH e JlaBakbe Ha MpenuiiaHa
TMCUXOAKTHBHA CYICTaHI[A Koja e  (hapMaKoIOIIKM
MOBpP3aHa CO TICMXOAKTMBHATA CYICTaHI[A MITO ja
TNpeIu3BUKYBa 3aBUCHOCTA.
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TpeTMaHOT €O ONIMOU/THY arOHUCTH BiIKjae Ha: (1) Hamay-
Baibe Ha He3aKOHCKaTa yroTe0aTa Ha HApKOTHK (XePOHUH);
(2) HamanyBame Ha MOPOMIMTETOT M Ha MOPTAJIUTETOT
TpeU3BUKaH O 3/10yI0Tpeba Ha He3aKOHCKaTa OITMOU/THA
apora: (3) momo0pyBarme Ha (DU3UYKOTO U MCUXOONIKOTO
37paBje; (4) HaMajTyBae Ha KPUMUHAJTHOTO OIHECYBakbe,
(5) oBo3MOMKYBame M TIOAJpPIIKA 3a PEHHTErpalyja Ha
pabOTHOTO MECTO M BO CHCTEMOT Ha 00pa30BaHie KaKo !
(6) yHampeyBame Ha COLMjaJTHOTO (PYHKIMOHMpambe.(54)
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Hajuecto ymotpOyBaHi MeIMKaMEHTH BO TPETMHAOT Ha
ONMOU/IHATA 3aBUCHOCT Ce METAJIOHOT 1 OYITPeHOP(UHOT.

MeTafioHOT BO TpeTMaHOT Ha 3aBMCHOCTA Off XePOUH Ce
KOPKMCTH OpaJiHO, Ce 1031pa eiHall JHeBHo. Toj e 1eocen
aroHuct Ha p-petientopute. Ce Bp3yBa u Ha NMDA
ryramuHepruukute  (N-metil-D-aspartat)  pernentopy,
U Ha TOj HauuH JleJlyBa Kako peLeNTop aHTaroHUCT
npema rayramator. (68) Co penyBamero Ha NDMA
pelienTopuTe KaKo aHTAroHKCT ja HaMaJyBa jkedara 3a
omujaTd U TonepaHuujata. (69) Bo TperMaHOT Ha Jmija
KOM YIOTpeOyBaaT OMHWjaTH, METAIOHOT Ce TpPUMeHyBa
BO [IeTOKCMKAIIMOHM TIPOrpaMM U Kako Tepanuja Ha
O[KYBale CO MeTaJloH. MeTajjoHOT ja chpeuyBa WId
yOma)kyBa IojaBaTa Ha alCTUHEHIIMjaTHU TIPEYKU KOU Cce
TI0C/Ie/IMIIA Ha PEKKH Ha YIIoTpeba Ha onujati. (64)

BynpeHOphUHOT BO TPeMaHOT Ha 3aBUCHOT Off XepOHH
ce KOpUCTH cyonuHrBanHo. Toj e mapiyjaieH omujaTeH
aroHUCT Ha [I-pelielTOpUTe KaK0 M AHTarOHMUCT Ha
K-PellenTopuTe BO MO30KOT. byripeHOpduHOT Mo3Ke f1a ce
KOPUCTHU U e[IHOKPATHO KaKo JieK BO YPreHTHH COCTOjou
KaKo aKyTeH ONUWjaTCKW alcTHHeHIWjajieH CUHAPOM U
TIOBPEMEHO BO MaJiil JI03U e[HOKPaTHO Kaj 3aBHCHUIIM
KOM Ce BO allCTUHEHIWja Of OMKjaT, Kako HauMH fia ce
NpeBeHUpaaT XepoOUHCKU pelauBu. Of roieMo 3Hauerwe
npu yroTpebaTa Ha OYIMpeHOPGUH e TOUUTYBame Ha
TNIperopakuTe 3a TMOYETOKOT M TEKOT Ha TpeTMaHoT. Kaj
XePOUHCKUTE KOPHCHUIIM TPETMAHOT co OympeHOphUH
MoKe Ja 3amouHe ¥ 4-6 yaca 1Mo IMOC/IEJHOTO 3eMaibe
Ha XepouH, 3a TPEeJIXOIHO 3eMeHHTe KOMMYMHU XepOuH
ma ce MeTabOMM3UpaaT, OJJHOCHO CO MPBUOT 3HAK Ha
arcTUHeHIjaliHa Kpu3a, CO 1leJl Jia Ce MpeBeHUpa
NpelUNUTAPavKa allCTUHEHIUjaIHa KpU3a KOja MOsKe Jia ce
TIpe/I3BHKA, JIOKOJIKY CO BOBE/[yBatbe Ha OyrpeHOp(UHOT
ce 3arnoyHe ropaHo. Hajuecto ce mounyBa co mo3a off 4Mr
oympeHop¥H, a BO HapefHUTe JIEHOBU Ce 3ro/ieMyBa
CEKOjIHeBHO 3a 2-8Mr (Hajuecto 4Mr) o crabumMsaluja
Ha naiuenTute. (105) CrabwiMsanuja BoOOMYaeHO ce
MOCTUTHYBa €O f03a moMery 12-24mr ngHeBHO, He TIOBeKe
of; 32mr oyrpeHopduH. (106)

IIEJTHA TPYIOT

1. Jla ce ompenu mpoceyHaTa 703a Ha ONpPXKyBake Ha
3aBUCHUI[MTE O] XePOUH MpPH TePAMUCKU TPeTMaH Co
OyrpeHopQuH (CopeieHo co METaIoH).

1. Jla ce yTBpAM BiMjaHHETO HA BPEMETPAECHETO Ha
3aBKMCHOCTA Off XePOMH BP3 BHCHMHATA Ha IpoceyHaTa
71032 Ha OfipXKyBame co OympeHopduH (cropesieHo co
MeTaJ0HOT)

Original scientific paper

MATEPHJAJI 1 METOIN

Crynujara Genle MPOCIEKTUBHA, PaHIOMU3UPaHa, KOHTPO-
mupaHa. VcTpaxkyBamero Oemie cripoBefieHo KmuHuka
3a Tokcukonoruja Bo Ckomje u lleHTapoT 3a 3aBUCHOCTH
Kucena Boga. UctpakyBameTo ondaru 140 ucrmuranuim
TI0Jie/IeH! BO JIBe TPYITH (MCITUTYBaHa M KOHTPOJIHA T'PYTIa)
Ha KOU e CTIpOBe[ieH TepanucKy CYTICTUTYI[IOHEeH TPeTMaH
co OympeHOp(MWH OHOCHO METAJIOH BO BpeMeTpaeme of
MUHUMYM Tpu Mecenu. [lofaToire Bo UCTPaKyBamHeTO
0Oea 100MEHH O cCaMUTe TAL[MEHTH KAKO ¥ MOJIaTOIM Off
JloCTalTHaTa MeJUIMHCKA TOKyMeHTalluja.

CenekijaTa Ha MCIIMTAHWUIMTE 3a CTYAMjaTa Ke Ouje
CITPOBEJIEHO CIOpe/] OfHAIpe]] YTBpeieH! NHKTY3UOHH 1
eKCKITY3UOHU KPUTEPHYMH.

WHK/TYy31MOHU KPUTEPUYMHU:

B He3aBUCHO Of I107T;

W crapocT Haj 16 rogMHM KOM MMaaT CHMITOMH Ha
alCTUHEHIIN]a;

B XepoMHCKa 3aBUcHOCT off 2 o 10 ropuHy, mocenHara
roJjMHa CEeKoj{HeBHA aTlIMKallyja;

m HopMasHa TeH3uja (o7 110/70mmXr mo 140/90MMmXr);
m 100pa OyOpeskHa, LPHOPOOHA M cplieBa (BYHKIIHM]a;

B [MCMeHa COITIACHOCT 3a JIOOPOBOMHO YYeCTBO BO
HCTPaKyBameTo (3a nmuija momiagu of 18 roguxm
JIMIIHA COTTIACHOCT M COIJIACHOCT MOTIHMIIAHA Off
pouTes/cTaparern),

| COpEl6OTJII/IBOCT 1 OITOBOPHOCT,

EKCKTy310HN KpUTEPUYMU:

B aBTOMMYVHH 3a00/yBamba;

CHUCTeMCKHY 00MIeCTH;

HEOIUTaCTUIHH 3a00/TyBatba;
3HavajHu ofcTanyBama Ha EKI' Hao;

OpeMeHM KeHH, TOWIKM WK KeHH KOM ITaHKpaar Jla
ocTaHaT OpeMeHHU Bo cieiHUTe 12 Mecelu.

KpuTepuymu 3a mpeKHHYBabe Ha CYIICTHTYIIHHUOT
TPeTMaH:

B He TMOUMTYBalke Ha pemoT Ha MHCcTUTYIMjaTa,
COTJIACHO CO MPOMHUIIAHATA COTTIACHOCT 3 JIEKYBakbe
TIPY TIpHeM BO MCTATa;

B HeMOKHOCT 7la ce Kymupa OonKa CO CTaHapiHu
aHaJITeTHIIM (OCBEH OTMOU/IHA Teparuja).
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[Ipoceynara BO3pacT Ha 3aBUCHUIIUTE O] XePOUH BO
ucnutyBaHara rpyna e 28,8+4,8 romuHu, a Ha OHHe
o7l KoHTponHaTa rpyma e 32,9+56 rogunu. CormacHo
CTPYKTypaTa 10 HallMOHa/IHa MPUITaJHOCT Ha UCITUTAHU-
[IUTe BO HallaTa CTyAuja, XU BO MCIUTYBaHaTa M BO
KOHTpOJIHATA TPyIa, JOMUHMPAAT MaKeJJOHIUTe CliefileH|
€O ajI0aHIUTe.

[IpoceyHoTO BpeMeTpaete Ha 3/I0yTI0oTpedaTa Ha XeporH
BO MCIKTYBaHaTa rpymna e 5,9+2,3, a BoO KOHTPO/THATa Ipyra
7,8+2,4. IIpoceuHara VHUIIMjaJIHA 032 Ha OyrpeHOphUH
usHecyBa 7,8t4,1 mg, gnomeka mpoceyHaTa [o03a Ha
MeTaJIoH Koja Ha MOUYeTOKOT Ha TepariijaTa ja mpumase
MalMeHTHTe of KOHTpPONHATa rpyna u3HecyBa 43,3£16,9
mg HajHuckata uHWIMjaHa [03a Ha OympeHopduH
e 2mg, Ha MerajoH e 20mg. MakcumanHaTta TaK
mo3a Ha OympeHOp(WH OpAMHMpPaHa HA IIOYETOKOT €
20mg, Ha MetamoH e 110mg. IIpecMeTaHuTe cpegHU
BPeIHOCTH, OJJHOCHO MeJIujaHu TToKaKyBaaT feka 50% of
XePOMHCKUTE 3aBUCHHUIIM Ha Tepamuja co OympeHOphUH
WHUIWjaIHO TIpUMasie Jio3a moronema of, 8mg, fofieka
50% ofi xepOMHCKUTe 3aBUCHUIIM HA Tepariija co MeTaJ[0H
WHUIMjaJIHO TTpUMaJie fo3a noronema of 40 mg.

Tab6ena 1. inuujanHa o3a Ha OyrpeHOPMUH ¥ METaJiOH

g g B
=] =
Nuunujanna fcg -_g % E E = -‘E :°:
oajmg £ E 2 E O 5 EE
”CHVIFEYBE‘H& 78 80 40 20 200 41 05
Konrponnarp. 43,34 40,0 30,0 20,0 1100 169 2,0

MakcumanHaTa fj03a Ha OyrmpeHOp(UH ce JBWKH BO
rpanuim off 4 mo 32 mg, u nmpoceuyHo u3HecyBa 14,2+6,9
mg. MakcumanHaTa [03a Ha MeETaJloH Ce [BWXKHU BO
unrtepsa of 40 1o 120 mg, u mpoceyHo usnecyBa 101£21,6
mg. [fonoBuHa off UCTIUTAHUIMTE Off UCITUTYBaHaTa rpyma
HpUMajie MakcHMalHa J1o3a Ha OympeHopduH mHoroiema
of 12mg, nomexa 50% vcUTaHUIIM Off KOHTPOJIHATA TpyIia
npuMazie MaKkCHMajiHa /lo3a Ha MeTaJloH TorosiemMa off
107,5mg.

Tabena 2. MakcuMasHa 03a Ha OyrpeHOp(UH 1

MeTaJlOH
g g =
= 2

Makcmvamna | § | £ | € | B | & |26
noa/mg | = | 2| = | E|E| = |E&
= = hE

WcnutyBana
rpyna 142 1120 | 120 | 40 | 320 | 69 | 08

Konrponna
rpyna 101,0 | 107,5 | 120,0 | 40,0 [120,0 | 21,6 | 2,6
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Bo Tabena 3, Tabena 4 u Tabena 5 MpUKaKkaHU ce MEPKUTE
Ha IleHTpalHa TeHfeHIWja (mean, median, mode),
MepKUTe Ha BapHjaOMIIHOCT (cTaHapiHa JeBUjalluja),
KaKo 1 MUHMMaJTHUTE M MAaKCHMaJTHU JI031 Ha OJIP/KYyBatbe
Ha OyTpeHop(MH U MeTaJIOH Kaj XePOMHCKUTE 3aBUCHUIIN
110 7 7ieHa, 3 1 6 Mecelly o1 TOYEeTOKOT Ha CYIICTUTYIHOHKOT
TPeTMaH.

Tabena 3. [lo3a Ha ofipiKyBarbe Ha OyIpeHOP(HH 1
METAJIOH I10 CeMIyM JieHa

Jlo3a Ha s | B | & § E g E &
on%)myna/}be < é S = = = | E E
no/ ieHa/mg = s =2 |8

= = R I
UcnuryBana
rpyna 10,8 | 10,0 | 80 | 2,0 | 280 | 48 | 0,58
Konrponna
rpyma 753 | 750 | 70,0 | 20,0 {120,0 | 23,8 | 2,8

Tab6ena 4. [lo3a Ha ofip/KyBatbe Ha OyIIpeHOp(UH 1
METAJIOH 110 3 Mecellu

Jlo3aHa s | | g g § g E 5
OfIpiKYBae < = S | £ | 2 |EE
3Mecenu/mg = £ 8|3 £-
UcnutyBaHa

rpyna 863 80 [ 80 | 20 [ 260 | 44 | 05
KonTtponua
rpyma 84,14 { 90,0 | 90,0 | 20,0 {1200 239 | 2,8

Tab6ena 5. JJo3a Ha ofip;KyBarbe Ha OypeHOp(UH 1
MeTaJI0H 110 b Mecelu

Jlo3aHa £ & g g § B T’E 5
oiprysame | & | B | S | E | Z _Qc e E
6mecernn/mg = £ 2|3 g=
UcnryBana

rpyna 7831 80 | 80 | 1,0 [ 240 | 42 | 05
KonTtponna
rpyna 87431 90,0 |120,0 | 20,0 | 120,0 [ 24,06 | 2,9

I'pacdukoHOT 1. ja MpUKaKyBa TOBP3aHOCTA, OJHOCHO
KopejaljjaTa TOMery BpeMEeTPaelheTo Ha 3aBUCHOCT
OJ1 XePOMH M Jio3aTa Ha OfIPKYBame CO OYIpeHOp(UH.
Op 00NMMKOT Ha JIMHMjaTa Ha perpecuja ¥ BPeJHOCTa Ha
Pearson-oBuoT Koe(bWI[MEHT Ha JIMHeapHa perpecuja
(r=0,23), Moke [ga ce 3aK/Iyud JleKa Mery OBHe JiBa
mapaMeTpa IOCTOM TIO3WTHBHA, OJIHOCHO JIMpPeKTHa
Kopesaiyja.

Toa 3Haum JleKa Kaj UCTIUTAHUI[UTE CO TOMONT CTAX Ha
3aBHCHOCT O]l XepOMH IpOCeyHaTa /{032 Ha OJIPiKyBatbe
co OynpeHopduH e moronema, W obpaTHoTo. Ceamak
TIOBP3aHOCTa € CO C1ad WHTeH3UTeT W CTATUCTUUKU e
HecUrHU(MKaHTHA.
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Comeation. r= 23438 \

BRCMETRIEMC A RERNOCT off LeQomn
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g 2 4 8 & W 1 4 16 8 M I} M M ¥ W

K ACT B OEpoRYRIiG BA e pcEophus I"-.___m conf idence /

I'padukoH 1. Pearson koeficient na linearna korelacija
r=0,23 p>0,05

JUCKYCHJA

[Ipoceynara MHMIMjaJIHA [l03a Ha OympeHopdMH BO
HalaTta cTyauja u3HecyBa 7,8+4,1 mg, jofieka nmpoceyHaTa
7i03a Ha MeTajjoH Koja Ha II0YeTOKOT Ha TepamujaTa ja
IpuMaje MalydeHTHTe Off KOHTPONHATa Ipya U3HecyBa
43,3+16,9 mg. [To cegmuOT JieH fo3aTa Ha Ofip;KyBake Ha
oynpeHopduH Bo MchuTyBaHarta rpyma e 10,8+4,8mr, a
7lo3aTa Ha MeTafloH BO KOHTpPOJTHATA rpyma e 75,3+23,8mr.
[lonoBuHa off MCMUTAHUIMTE Off MCIUTYBaHATa Ipyma
npuMazie MakCMMajiHa JIo3a Ha OympeHopduH moronema
of 12mg, momeka 50% ucCIUTaHWLM Off KOHTPOJIHATa
rpyma npumajie MakcMMaliHa 03a Ha MeTafIoH rorojiema
op 107,5mg. Cropen cTyauja Koja ro o0OpaOyTyBa OBOj
po0yIeM, TPoceYHaTa MHUIIMja/HA [I03a Ha OyrpeHopduH
9,8+5,5Mr, floleKka MpoceyHaTa [i03a Ha MeTA/OHOT e
34,7+ 16,1 mr. [losuTe HajMHOTY Ce 3rojlieMyBaT IPBHUTe
cemyM JieHa off TpeTMaHoT. CeIMUOT JIeH Off TPeTMaHOT
HpoceyHara jjo3a Ha oyrnpeHopduH e 12,1+5,5Mr, mofieka
mpoceyHara fo3a Ha MeTajioH e 44,7+20,1mr. Bo oBa
HCTPaKyBale IpOCeYHaTa [o3a Ha OympeHopduH
ce HaMajlyBa BO TPeTHOT Mecel] M Toa Ha 9,5mr+4,7 u
TIOBTOPHO ce 3rojieMyBa Ha 10,7+5,2Mr BO 11eCTUOT Mecel]
ofi TpeTMaHoT. Jlo3WTe Ha MeTAZiOH Ce 3ro/ieMyBaaT BO
BTOPMOT Mecell ofl TPeTMaHOT 1 Toa Ha 49,8+22,6wmr, a ce
HaMaJlyBaaT BO METUOT Mecell U Toa Ha 46,8+25,3 3a ma
MOBTOPHO ce 3roieMar Ha 49,1 £26,7Mr Bo IIeCTHOT Mecel]
on TpermaHoT. (119) IloBucokuTe 1031 Ha OynpeHOphUH
1 MeTaJI0H BO TPETMaHOT Ha XePOMHCKUTe 3aBUCHUIIU ce
TOJKAT Ha IOIONITHOT CTaK Ha YIIoTpeOaTa Ha XepOMHOT,
KaKO U Ha MOBUCOKUTE JHEBHM JI03U Ha 37I0YIIOTPeOyBaH
xepouH. Bo HallleTo MCTpaKyBambe CoryielaHa e O3UTHBHH,
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OJJHOCHO JMPEKTHH KopeJialyja IIoMel'y IHeBHaTa [103a Ha
3eMeH XepoMH U [j03aTa Ha Of[PKyBarbe co OyrpeHopduH
(R=0,74 p<0,05) ogrocHoo MeTaoH (R=0,65 p<0,05).

IlenTa Ha wuHAyKIMOHaTa ¢hasa e Ja ce TOCTUTHE
crabuiHa fo3a Ha ofpxkyBame. CoofiBeTHaTa [j03a Ha
OynpeHOphMHOT BO MHAYKI[MOHATa (pa3za € KpUTMUHUOT
(haKTOp 3a YCIEITHOCTA BO JIEKYBAaWkeTO Ha XePOMHCKUTE
3aBUCHUIIM. VHuijasHuTe 1031 off 16Mr ce moBp3aHu
CO TIOFIONIT0 OCTaHyBame BO TPETMAHOT, BO Cropesda
CO HUCKUTE WHJYKIMOHM JI03M KOU Ce MOBP3aHU CO
TIOBUCOK TMPOIIEHT Ha PeJIafcy M 3rojieMeHa yroTpeba Ha
HenerasHu poru. (144) bpsata TuTpanmjaTa Ha Jo3aTa
Ha OynmpeHOpMWH W TIOCTUTHYBamETO COOJBETHA J03a
Ha OfIp)KyBame e KiayueH (haKTOp 3a YCIIENIHOCTa Ha
TPEeTMaHOT Ha OIMjaTHaTa 3aBUCHOCT. (145,146)

Jlo3ute Ha GympeHopduH Bo (hazaTa Ha OfIPKYBambe Off
12-32Mr/nHeBHO, ce moOpo mpudareHu of MalUeHTUTe
KOM Ce Ha TpeTMaH M ja 3rojieMyBaaT YCIeNIHOCTa Ha
TpeTMaHoT. HuckuTe 1031 Ha OympeHopduH Bo (ha3ata
Ha O KyBame ja 3rojemMyBaaT “TafgTa“ 3a XepouH, CO
ITO ce 0bjacHyBa 3roJieMeHUOT TPOIIEHT Ha PeluIiBH.
[TarueHTHTe KOM MHjEKTUPAAT XepOMH eJiHa Hefieia Tpef
3aMOYHyBambe Ha TPETMAHOT cO OympeHOpGMH ce Co
TIOTOJ/IEM PU3HK Off PELM/IMBY BO CIIOPe/0a CO TAllHeHTUTe
KOU He MHjeKTUpaJie XepOHH eJ{Ha HejleJ1a pe]] T0YeTOKOT
Ha TPETMAHOT. PU3MKOT 0Off peljuiiBy ce 3rojieMyBa aKo
To3aTa BO MHJYKIMOHATa ha3a e momaia Wid efHaKBa
Ha 8mr/zeH. (147) Jlo3upameTo IPeKy jieH e ajTepHaTHBa
Ha JTHeBHOTO [jo3upambe, (148) r HamanayBa TPOLIOLUTE
M OBO3MOKYBA MAaI[MEHTUTe TOJONT0 Jla OCTaHAT BO
TpeTMaHoT. (149)

PerpocrnektrBHa cTyauja Ha Leonardi BkyayBa 979 nuia
KOU 3710yTI0TpeOyBajie onujaTHu off 32 eHTpu off Mtanuja.
Cropeq; oBaa CTyAMja BUCOKaTa MHAYKI[MOHA 1032 Ha
OynpeHophMH BO TPETMAHOT Ha OIMMjaTHATa 3aBUCHOCT
3HAUWTEJIHO TO HaMajyBa PU3UKOT Off DPelUJUBH U
ro 3rojieMyBa MpOIEHTOT Ha TMalldeHTUTe BKIYUeHU
Bo TpeTmaHoT. CTyaujaTa VKakyBa jleKa TOHMCKUTE
VHJIYKIMCKM JI03U Pe3YITUPaaT Co 3HAUUTETHO MOBUCOKA
CTalKa Ha PelyauB (Kaj MaldeHTUTe TPeTUPAHH CO 2MT
OynpeHopdMH cTanKaTa Ha penuguB e 51,2% HacmpoTu
nanyeHTuTe TpetupaHu co 10Mr OympeHopduH Kagie
crankata Ha peuuauB e 20,6%. IloBeke om 89% of
TaryeHTuTe KoM mpumuie 16Mr Bo (pasaTa Ha MHJIYKIIMja
VCIEIIHO TO MPOJIOJKU/IE TPETMAHOT Ha OfIpiKyBame CO
oynperopdu. (147)
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CoomBeTHaTa f03a Ha OympeHOPGMHOT M MeTafioH
BO WMHAYKIMOHaTa (a3a € KPUTHYHUOT (haKTOp
33 YCMeIIHOCTa BO JIeKYBameTO Ha XepOMHCKUTE
3aBHCHULIN.

Huckure m03u Ha bynpeHoph¥H 1 MeTaz[oH Bo (ha3aTa
Ha Of[)KyBambe ja 3rojieMyBaaT ‘TaATa‘ 3a XepouH, CO
IITO ce 00jacHyBa 3r0JIeMEHNOT MPOLIEHT HA PeLiU1BU

[locTon mo3uTHBHA KopeJialyja IIoMefy cTopHjaTa Ha
TMPOCEYHOTO BpeMeTpaeme Ha KOPUCTEeHhe Ha XepovH
¥ TIPOCeYHaTa /1032 Ha Ofip)KyBamwe Ha OympeHopduH
OJTHOCHO METafIoH TpU TPeTMaH HA XePOUHCKU
3aBUCHUIIY.
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THERAPEUTIC APPROACH WITH BUPRENORPHIN AND METHADONE IN HEROIN
ADDICTION

Babulovska A}, Velic-Stefanovska V.2, Jurukov 1.}, Simonovska N.!, Pereska Z.!

U University Clinic of Toxicolog, Faculty of Medicine, Skopje, Macedonia
2 Institut of Epidemiology and biostatistics, Faculty of Medicine, Skopje, Macedonia

ABSTRACT

The purpose of this paper is to compare experiences of therapeutic approach with buprenorphine i.e. methadone
with heroine addictions.

Material and metods: The study was prospective, randomized, controlled and conducted on the University Clinic
for Toxicology and Center for Addictions Kisela Voda in Skopje. The research covered total number of 140 heroin
addicts divided in two groups of 70 interviewees who have been voluntarily enrolled for minimum three months
prior the research in the substitutive treatment with buprenorphine (research/inquiry group) and methadone
(controlled group). Both groups were followed for maintenance dose and the effect of duration of the heroine
addiction on the amount of the maintenance dose.

Results: In regards to the average time of heroine abuse, there is a significant difference of two years (t-test<0,05)
between research/inquiry group (5,9+2,3) and controlled group (7,8+2,4). The results have shown that there is a
positive and direct correlation between the daily dose of abused heroine and the maintenance buprenorfin dose
(R=0,74 p<0,05) i.e. methadone dose (R=0,65 p<0,05).

Conclusion: Appropriate dose of buprenorphine and methadone in the induction phase is critical factor for
successful treatment of heroin addicts. Low doses of buprenorphine and methadone in the maintenance/
sustenance phase increases the “hunger” for heroin which explains the increased percentage of recidivism. There
is a positive correlation between the history of the average duration of heroin abuse and the average dose of
maintenance/sustenance on buprenorphine i.e. methadone during the treatment of heroin addicts.

Key words: Heroine addiction, methadone treatment, buprenorfin treatment, comparison

373 | Medical Journal - MEDICUS

AN



L Original scientific paper J

EKSPRESIONI IMUNOHISTOKIMIK I GJENIT P 53 DHE KORELACIONI I
TI) ME PARAMETRAT DHE KARAKTERISTIKAT KLINIKOPATOLOGJIKE
DHE PATOHISTOLOGJIKE TE PACIENTET ME KARCINOM TE LUKTHIT

IMMUNOHISTOCHEMICAL EXPRESSION OF GENE P 53 AND

ITS CORRELATION WITH CLINICOPATHOLOGICAL AND
PATHOHISTOLOGICAL PARAMETERS AND FEATURES OF PATIENTS
WITH GASTRIC CANCER

Selimi F.!, Haxhirexha K.!, Trajkovska E.2, Alili R.!, Rakipi A.}

! Reparti kirurgjik “B”, Spitali klinik Tetové

2 Reparti i Patohistologjisé, Spitali klinik Tetové

5 Reparti i Patohistologjisé dhe mjekésisé ligjore, Spitali klinik Tetové

Medicus 2015, Vol. 20 (3): 374 - 378

ABSTRAKT

Qéllimi: Qéllimi i kétij punimi éshté qé té pércaktohet dhe té vlerésohet niveli i ekspresionit imunohistokimik
té gjenit p53 dhe korelacioni i tij me faktorét klinikopatologjik sic jané: mosha, gjinia, lokalizimi i neoplazmés,
klasifikimit sipas Lauren, tipi histologjik, gradés histologjike, pTNM-karakteristikave, pTNM stadiumit dhe
infiltrimit limfovaskular.

Materiale dhe metoda: Studimi pérfshin analizimin me metodé imunohistokimike té preparateve patohistologjike
té 86 pacientéve té operuar nga karcinomi i lukthit, éshté pércaktuar dhe analizuar ekspresioni imunohistokimik
I gjenit p53 dhe korelacioni 1 tij me faktorét klinikopatologjik té karcinomit té lukthit ndérsa pér analizé
imunohistokimike éshté pérdorur metoda LSAB/HRP. Pér detekcion té gjenit mutant éshté pérdorur Monoclonal
Mouse Anti-Human protein p53, kod No-M7001.

Rezultatet: Ekspresioni pozitiv imunohistokimik i gjenit p53 éshté gjetur tek 40 (46.5%) nga preparatet e
analizuara. Eshté gjetur korelacion i ngushté me réndési té larté statistikore mes p53 ekspresionit dhe gradés
histologjike (G) (p=0.008). Né studimin toné nuk éshté vérejtur korelacion mes p53 ekspresionit dhe faktoréve té
tjeré si: mosha, gjinia, lokalizimi i neoplazmés né lukth (p=0.610), tipit histologjik té tumorit sipas Lauren (p=0.349),
pTNM stadiumit (p=0.780) dhe infiltracionit limfovaskular (p=0.627/p=0.486).

Konkluzioni: Té dhénat nga ky punim tregojné se ekspresioni imunohistokimik i gjenit p53 éshté ngushté i lidhur
vetém me gradén histologjike té malinjitetit tumoral dhe ka rol té réndésishém né sjelljen biologjike té karcinomit
té lukthit. Korelacioni i ngushté mes gradés histologjike dhe ekspresionit imunohistokimik té gjenit p53 mund té
jeté i réndésishém pér selektimin e pacientéve pér kemoterapi adjuvante, pér shkak se pércaktimi dhe zgjedhja e
kemoterapeutikéve mvarret nga vet grada histologjike e tumorit.

Fjalét kyce: Gjeni p53, karcinoma e lukthit, Ekspresioni imunohistokimik, faktorét klinikopatologjik.

HYRJE

Edhe pse incidenca e karcinomit té lukthit né aspekt malinje né boté. [1,2] Sipas té dhénave nga OBSH deri né
global zvogélohet, karcinomi i lukthit gjendet né pozitat 70 % e rasteve me karcinom té lukthit paraqiten né shtetet
udhéhegése té neoplazmave malinje té traktitdigjestivdhe me zhvillim té ulét dhe té mesém ekonomik né boté,
éshté né vendin e pesté me incidencé mes neoplazmave ashtu gé gjysma e incidencés botérore gjendet né lindjen
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e largét,shtetet aziatike nga ish bashkimi sovjetik,shtetet
e Europés lindore si dhe né shtetet e Amerikés jugore,[3]
qé éshté si rezultat i faktoréve té ndryshém nga karakteri
ekonomik, sociologjik, tradicional dhe dietetik.[2] Kohéve
té fundit, réndési té vecanté i jepet gjenit E-khaterin
né lidhje me paraqitjen dhe zhvillimin e karcinomit té
trashéguar difuz té lukthit. Mutacionet né gjen lidhen me
zhvillimin e karcinomit difuz té lukthit e cila vértetohet né
mé shumé grupe farefisnore népér boté tek té cilét éshté
vértetuar mutacion i trashéguar i gjenit E-khaterin,[3]
Poashtu, signifikante éshté edhe abnormaliteti gjenetik
(ADN aneuploidi, amplifikacione ose mutacione
onkogjene, humbje e aleleve té tumor supresor gjeneve),
por nuk éshté i sqaruar dhe i formuluar deri né fund
roli i tyre mbi zhvillimin dhe progresin e karcinomit té
lukthit. [4] Pothuajse gjysma e rasteve té tipit intestinal
té karcinomés sé lukthit éshté e lidhur me mutacionet
né gjenin tumor supresor p 53, e cila kulminon me
alteracione té shpeshtuara né lukth dhe zhvillim té
karcinomés sé lukthit, té cilét vérehen né mé shumé sé
60 % té tumoreve invazive. [5,6]. Gjeni p 53 éshté zbuluar
né vitin 1979 si protein gelizor i cili hyn né interreaksion
me antigjenin T onkogjen té virusit SV 40. [7,8,9]. Pér rolin
tumor supresor té gjenit p 53 pérgjegjése éshté njé pjesé e
ADN e cila quhet pjesé pér ADN-lidhje dhe mé shumé se 80
% e té gjitha anomalive té cilét cojné deri né mutacione té
atij gjeni, gjenden po né até vend. Gjeni mutant p 53 éshté
stabil, nuk lidhet me ADN dhe nuk inicon transkripcion.[7]
Gjeni tumor supresor mban rolin kyc mbi kontrollin né
ndarjen qelizore dhe stabilitetit gjenetik. Ato aktivitete
jané rezultat i veté faktit qé gjen p 53 formon tetramere té
cilét lidhen me pjesé té caktuara té ADN dhe aktivizojné
transkripcionin. Me humbjen e rolit té tumor supresorit,
proteinat mutante té p 53 fitojné potenciale onkogjene té
cilat né fund rezultojné me rritje té pakontrollueshme té
gelizave tumoroze. [7]

QELLIMI I PUNIMIT

Qéllimi i kétij punimi éshté té pércaktohet dhe vlerésohet
niveli i ekspresionit imunohistokimik té gjenit p53 né
indet e karcinomit té lukthit, dhe té vértetohet korelacioni
i tij me parametrat klinikopatologjik dhe karakteristikat
patohistologjike té karcinomit té lukthit.

MATERIALE DHE METODA

Studimipérfshinanalizimine preparateve patohistologjike
néinstitutinePatologjisé-Shkupté 86 pacientévetéoperuar
nga karcinomi i lukthit né periudhén prej vitit 2011-2014.

Original scientific paper

Preparatet e fiksuara patohistologjike té vendosura né
blloge parafini priten me ndihmén e mikrotomit ashtu gé
trashésia e prerjes té jeté 4 ym, té cilét pastaj ngjyrosen
me hematoksilin-eozin. Analiza imunohistokimike éshté
béré me ndihmén e metodés histokimike LSAB/HRP,
ndérsa pér detektim té ekspresionit éshté pérdorur
Monoclonal Mouse Anti-Human protein p 53, kod
No-M7001, né tretje 1:25-1:75. Rezultaet e fituara nga
ekspresioni formojné pesé grupe bazuar né Remmele
Score [10] (IRS,Immunoreactive score according to
Remmele and Stegner,1987): negativ,pozitivitet i dobét
(niveli i ekspresionit éshté <10 %), pozitivitet mesatar
(niveli i ekspresionit éshté prej 10-50 %), pozitiv (niveli
i ekspresionit éshté 51-80 %), pozitivitet i larté (niveli i
ekspresionit éshté mé i larté sé 80 %). Pér pérpunim té
té dhénave nga studimi éshté pérdorur versioni SPSS
pér Windows 13.0. E pérdorura nga ne nivel kritik pér
vlefshméri éshté o=0.05.

REZULTATET

Ekspresioni pozitiv imunohistokimik i p 53 protein
éshté vérejtur te 40 (46.5 %) nga preparatet e analizuara.
Ekspresion mé i larté i p 53 protein éshté vérejtur
tek preparatet nga pacient té gjinisé mashkullore-25
(62.5 %), ndérsa te 15 (37.5 %), jané té gjinisé femérore.
Mosha mesatare e pacientéve me ekspresion pozitiv
imunohistokimik té p 53-protein éshté 61.9 vjet. Pér sa
i pérket lokalizimit té neoplazmés né lukth,ekspresion
mé i madh té p53 protein éshté vérejtur tek karcinomat
e lokalizuara né pjesén korporale té lukthit-né 19 raste
(47.5 %), né pjesén antropilorike té lukthit tek 14 (35 %),
dhe né 7 raste (175 %) né regjionin e kardias. Pér sa i
pérket klasifikimit sipas Lauren, p 53 ekspresion pozitiv
imunohistokimik éshté vérejtur tek karcinomat té tipit
intestinal te 21(52.5%) raste, té tipit difuz tek 16 (40 %),
ndérsa té tipit té pérzier tek 3 (75 %) nga material et e
analizuara. Tip dominant histologjik né materialet e
analizuara éshté tipi papilar i karcinomit te 18 (45 %), i
ndjekur nga tipi mucinoz te 13 (32.5%), tipit tubular te
6 (15%) dhe Sig.R.Cell te 3 (7.5%). Pér sa i pérket gradés
histologjike,pérgindja mé e madhe e pozitivitetit té p 53
proteinit éshté vérejtur te grada G2-26 (65%), G3-12 (30%),
G1-1(2.5%) dhe G4-1(2.5%). Analizimi i preparateve pér
sa i pérket pTNM stadiumit, tregon kéto rezultate: IA-
3(7.5%), IB-4(10%), 11-7(17.5%), I1TA-8(20%), I11B-8(20%), ITIC-
8(20%), IV-2(5%).Nuk éshté gjetur korelacion me réndési
statistikore mes ekspresionit pozitiv imunohistokimik
té p 53 proteinit dhe lokalizimit té tumorit (p=0.610),
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mes p53 ekspresionit dhe tipit sipas Lauren (p=0.349),
p 53 ekspresionit dhe tipit histologjik (p=0.193), p53
ekspresionit dhe pTNM stadiumit (p=0.780), infiltracionit
limfovaskular dhe p 53 ekspresionit (p=0.627/p=0.486).
Eshté gjetur korelacion me réndési té larté statistikore
mes gradés histologjike (G) dhe ekspresionit pozitiv
imunohistokimik té p53, (p=0.008).

Tabela 1. Ekspresioni imunohistokimik I p53,

korelacioni me parametrat klinikopatologjik
dhe patohistologjik te karcinomi i lukthit

. Eks .I'esiko.ni.kI
Faktoret 1Imunohistokimi
Klinikopatologjik p53 Pvlera
Pozitive | Negative
. Meshkuj | 25(62,5%) | 35 (76,1%)
Giinia Femra | 15(375% | 11123.9%) | 2
Mosha 619 63.13
Antrum | 14 (35%) | 20 (43.5%)
Lokalizimi Kardia 7(17.5%) 9 (19.6%) 0,610
Korpus | 19(475%) | 17(37%)
L Intestinal | 21(52.5%) | 21(47.5%)
auren : 0 o,
Klasifikimi Difuz 16 (40%) | 24(52.2%) | 0,349
Pérzier 3(75%) 1(2.2%)
Papilar 18 (45%) | 18 (39.1%)
Mucinoz | 13(32.5%) | 8(174%)
Tipi histologjik | Tubular 6 (15%) 10 (21.7%) | 0,193
SigR cell 3(75%) 7(15.2%)
Anaplastik | 0(0%) 3(6.5%)
Gl 1(2.5%) 2(4.3%)
Grada G2 26(65%) | 15(326%) | 10
histologjike G3 12(30%) | 28(60.9%) | =
G4 1(2.5%) 1(2.2%)
| 7(175%) | 12(26.1%)
. I 7(17.5%) 9 (19.6%)
pTNM stadium il 21(60% | 20 @34%) | >80
I\ 2 (5%) 5(10.9%)
Infiltrimi o 0
limfatik 40 (46.51%) | 46 (53.49%) | 0,627
Infiltrimi 40 (46.51%) | 46 (53.49%) | 0,486
vaskular 0 SRR
DISKUTIMI

Gjeni p53 vlerésohet si mbrojtés i gjenomit gelizor i cili
mbronngaaberacionetgjenetike dhené até ményré pengon
né paragitjen dhe ekspanzionin e gelizave karcinomatoze
[11] dhe éshté i lokalizuar né kromozomén e 17p. Egzistojné
studime té cilét ekspresionin e p53 protein e vlerésojné si
faktor té réndésishém prognostik tek tumoret e zorrés sé
trashé, mushkeérive té bardha, karcinomés sé gjirit dhe
karcinomés sé ezofagut,por pér sa i pérket karcinomés
sé lukthit, rezultatet jané tepér kontradiktore.[12] Né
studimin toné jané kycur preparate patohistologjike
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té 86 pacientéve té operuar nga karcinomi i lukthit.
Ekspresion pozitiv imunohistokimik té p53 protein éshté
gietur tek 40 (46.5%) raste té analizuara, ndérsa te 46
(53.5%) nuk éshté vérejtur p53 ekspresion. Né studimin
toné, nuk éshté gjetur korelacion me réndési statistikore
mes lokalizimit té tumorit dhe p53 ekspresionit,
p=0.610. Né studimin e béré nga Daniela Lazar dhe bp.
nuk éshté gjetur korelacion mes lokalizimit té tumorit
dhe p53 ekspresionit pozitiv imunohistokimik.[12] Né
hulumtimin e béré nga Ramin Azarhoush dhe bp.
éshté vérejtur incidencé e larté e ekspresionit pozitiv
imunohistokimik té p53 proteinit tek karcinomat e
regjionit antropilorik dhe té kardias, ashtu qé ata gé jané
té lokalizuar né regjionin e kardias tejkalojné té tjerét pér
sa i pérket alteracionit té p53 proteinit.[13] Pér sa I pérket
tipit histologjik sipas Lauren, nuk éshté gjetur korelacion
me réndési statistikore té p53 ekspresionit, edhe pse ka
dallime né té dhéna por nuk éshté signifikante, p=0.349.
Né studimin e Radovanovi¢ dhe bp., nuk éshté gjetur
korelacion mes p53 ekspresionit dhe tipit histologjik
sipas Lauren.[11] Né studimin e béré nga Naglaa Abbas
Fathi dhe bp. nuk éshté gjetur korelacion mes tipit
histologjik sipas Lauren dhe p53 ekspresionit.[14] Né
studimin e Daniela Lazar dhe bp. éshté gjetur korelacion
i larté statistikor mes tipit histologjik sipas Lauren dhe
ekspresionit pozitiv té p 53 proteinit.[12] Ekspresion me
pozitivitet té larté imunohistokimik té p53 proteinit né
studimin toné éshté gjetur né G2-gradén histologjike. Né
rastin toné, egziston korelacion me réndési statistikore
mes P53 ekspresionit dhe gradés histologjike (p=0.008).
Korelacion signifikant i larté mes p53 ekspresionit dhe
gradés histologjike éshté gjetur edhe tek studimi i Daniela
Lazar dhe bp.[12] Né studimin e Ramin Azarhoush dhe
bp. nuk éshté vérejtur korelacion signifikant mes p53
ekspresionit dhe gradés histologjike.[13] Korelacion mes
gradés histologjike (G) dhe p53 ekspresionit éshté gjetur
edhe né studimin e béré nga Naglaa Abbas Fathi dhe bp.
por nuk éshté signifikante.[14] Pér sa i pérket thellésisé
té infiltrimit tumoral, ekspresion pozitiv mé I madh
éshté gjetur tek T3, resp.pT3-17(42.5%), pT4-11(27.5%),
pT2-9(22.5%), dhe pT1-3(7.5%). Nga kjo del sé sa mé i madh
té jeté infiltracioni tumoral né thellési, p53 ekspresioni
éshté mé i larté. Né rastin toné nuk éshté gjetur
korelacion me réndési statistikore mes p53 ekspresionit
dhe pT (p=0.422). Né hulumtimin e béré nga Muhammet
Calik dhe bp. éshté gjetur korelacion signifikant mes
p53 ekspresionit dhe thellésisé té infiltrimit tumoral
pT.[15] Edhe né hulumtimin e Starzynska dhe bp., vérehet
korelacion me réndési statistikore té p 53 ekspresionit
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dhe pTNM-karakteristikave té karcinomit.[16] Né studime
tjera nuk éshté hasur korelacion me réndési statistikore
mes p53 ekspresionit dhe pTNM Kkarakteristikave.
[11,14] Pér sa i pérket angazhimit té gjéndrave limfatike,
ekspresion pozitiv i p53 éshté gjetur né raste si vijon:
pNO0-12(30%), pN1-10(25%), pN2-10(35%), pN3-8(20%). Né
rastin toné nuk éshté vérejtur korelacion me réndési
statistikore mes pN dhe p 53 ekspresionit, (p=0.814).
Studime nga autoré tjeré kané gjetur korelacion té larté
mes pN dhe p 53 ekspresionit.[16,17] Né studimin toné
nuk éshté vérejtur korelacion me réndési statistikore
edhe mes p53 ekspresionit dhe pTNM stadiumit, resp.
p=0.780. Edhe tek autoré tjeré nuk vérehet korelacion I
réndésishém statistikor edhe pse p53 ekspresioni éshté
mé I larté né stadiumet mé té larta té sémundjes.[18]
Ekspresion pozitiv imunohistokimik i p53 né rastin toné
mé sé shumti u gjet né preparatet e pacientéve té cilét
ishin né Ll-status. Studimi i béré nga Radovanovi¢c dhe
bp. tregon pér korelacion té larté mes p 53 ekspresionit
dhe infiltrimit limfatik,[11] ndérsa hulumtimi i béré
nga njé grup autorésh korean pér sa i pérket késaj, nuk
pérshkruan korelacion mes infiltrimit limfovaskular dhe
p53 ekspresionit.[19]

KONKLUZIONI

Rezultatet nga analiza imunohistokimike pér p 53
ekspresion tek karcinoma e lukthit né kété punim,
tregojné se p53 ekspresioni éshté gjetur tek 46.5% té
rasteve me karcinom té lukthit. Korelacion me réndési
statistikore éshté gjetur vetém pér sa i pérket gradés
histologjike (G). p53 ekspresion pozitiv éshté gjetur
mé sé shumti tek G2-grada histologjike, do té thoté,
se akumulimi i gjenit mutant p53 éshté vérejtur mé
sé shumti tek gelizat mesatarisht té diferencuara té
karcinomés sé lukthit. Pér sa i pérket parametrave tjeré
klinikopatologjik té karcinomés sé lukthit si: gjinia, mosha,
lokalizimi i tumorit, tipit sipas Lauren, tipit histologjik,
pTNM karakteristikave, pTNM stadiumit dhe infiltrimit
limfovaskular, mungon mvarshméria statistikore me
p53 ekspresionin edhe pse te autoré tjeré éshté vérejtur
korelacion mes p53 ekspresionit dhe kéto parametra
klinikopatologjik. Korelacioni i ngushté mes gradés
histologjike dhe ekspresionit imunohistokimik té gjenit
p53 mund té jeté i réndésishém pér selektimin e pacientéve
pér kemoterapi adjuvante, pér shkak se pércaktimi
dhe zgjedhja e kemoterapeutikéve varet nga vet grada
histologjike e tumorit. Interreaksioni mes proteineve té
gjen p53-familjes éshté e réndésishme nga aspekti klinik
pér modulimin e citotoksinitetit té kemoterapeutikéve
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dhe té efektit final nga kemoterapeutikét.[7] Rolii gjen p53
si faktor prognostik vec éshté vértetuar tek karcinoma e
gjirit, por, pér sa i pérket karcinomés sé lukthit, roli i tij
ende éshté diskutabil.
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IMMUNOHISTOCHEMICAL EXPRESSION OF GENE P 53 AND ITS CORRELATION WITH
CLINICOPATHOLOGICAL AND PATHOHISTOLOGICAL PARAMETERS AND FEATURES OF
PATIENTS WITH GASTRIC CANCER

Selimi F.!, Haxhirexha K.!, Trajkovska E.2, Alili R.!, ARakipi A.3

'Department of general surgery, Clinical Hospital of Tetovo
2Department of Pathohistology, Clinical Hospital of Tetovo
3 Pathohistological and Forensic department, Clinical Hospital of Tetovo

ABSTRACT

Objective: The purpose of this paper is to ascertain and evaluate the level of immunohistochemical expression
of gene p53 and its correlation with clinicopathological factors such as: age, gender, neoplasm localisation,
classification according to Lauren, histological type, histological degree, pTNM characteristics, pTNM stadium and
lymphovascular infiltration. Methods and Materials: The research incorporates analysis and immunohistochemical
method of pathohistological composition of 86 patients of gastric cancer surgery, it is determined and analysed
immunohistochemical expression of gene p53 and its correlation with clinicopathological factor of gastric cancer,
whilst for immunohistochemical analysis is used LSAB/HRP method. For detection of mutant gene is used
Monoclonal Mouse Anti-Human protein p53, code No-M7001.

Results: The positive expression of immunohistochemical gene p53 is found at 40 (46.5%) of analysed compositions.
It is found high important close statistical correlation between p53 expression and and histological degree (G)
(p=0.008). In our study, it is not noticed a correlation between p53 expression and other factors such as: age,
gender, neoplasm localisation in stomach (p=0.610), histologic type of tumor according to Lauren (p=0.349), pTNM
stadium (p=0.780) and lymphovascular infiltration (p=0.627/p=0.486).

Conclusion: Findings from this project show that immunohistochemical expression of gene p53 is closely linked
only to the histological degree of tumor malignancy and has an important role in the biological behaviour of
gastric cancer. Close correlation between histological degree and immunohistochemical expression of gene p53
may be important for patient selection for adjuvant chemotherapy, because the determination and choice of
chemotherapeutics depends on the histological degree of tumor.

Keywords: Gene p53, gastric cancer, immunohistochemical expression, clinicopathological factors.
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ASSESSMENT OF PATIENT SATISFACTION WITH COMMUNICATION WITH
DOCTORS AND NURSES IN PUBLIC AND PRIVATE HOSPITALS DURING
HOSPITALIZATION IN KOSOVO FOR THE PERIOD 2014 AND 2015
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HOSPITALIZIMIT NE KOSOVE PER PERIUDHEN 2014 DHE 2015
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ABSTRACT

Patient satisfaction has become an important indicator to measure the quality of care for patients in hospital.
Patient satisfaction surveys can help identify ways to improve the quality of health care services.

Aim of this study is to assess the patients’ satisfaction with several aspects of communication with doctors and
nurses in public and private hospitals selected.

Methods: This descriptive study was conducted in 237 patients who were hospitalized in private and public
selected hospitals in Kosovo.

Results: It is estimated that the satisfaction of patients with hospital care is higher among private hospitals
compared to public ones, especially in some aspects, such as reaction time nurses to the demands and needs was
significantly higher in private hospitals (70.2%) than public hospitals (42.2%), courtesy aspects of nurses (87.7%) than
public (45.0%) with a significant difference for P <0.0001. Patient satisfaction in all dimensions selected has been
significantly higher in private hospitals compared to public hospitals (p<0.001).

Conclusion: The findings of the study show that private hospitals have provided quality service and the satisfaction
of patients was higher. In these results may impact other factors such as working conditions, motivation, payments
or salaries and workload.

Keywords: Patient satisfaction, comparative research, public hospital, private hospital, Kosovo

INTRODUCTION

According to OECD (Economic Cooperation and
Development Organization) and WHO (World Health

to the human development and improvement of their
economies (2). Health care delivery has been explained as

Organization) outlines, studies on patient satisfaction for
health care service quality and access are very important
part of the overall evaluation of health care system and
the basis for the forming of national health care policy (1).

Good health for the people in countries is essential

one of the service deliveries that demand high consumer
involvement in the consumption process (8). The patient’s
perspective is becoming more and more integrated in the
process of improving health-care systems, while surveys
provided by independent companies or institutes have
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become routine for many health-care organizations and
centers (3). Patient experiences and perceptions of care
are essential metrics of patient-centeredness (4). Patients
view quality in ways very different from clinicians.
Patients deserve to receive compassionate care in a
timely fashion, in comfortable settings, via convenient
processes. Physicians’ communication behaviors are
important contributors to patient satisfaction in the
outpatient setting (5). In the study done by Moller-
Leimkuhler et al. 2002 have indicated that the quality of
aspects of communication with physicians is important
to hospitalized patients, the results give evidence that
communication and empathy of the medical staff are key
indicators of patient satisfaction and dissatisfaction (6).
Nurses are the backbone of any health care institution and
are the ‘face’ of the daily care that patients receive. So it’s
no surprise that the HCAHPS survey section on nurses’
communication has been found to have the greatest
impact on overall patient satisfaction and likelihood to
recommend the hospital to family and friends (7)

Consumer satisfaction is a fundamental requirement for
healthcare providers. A number of studies report that
Patient’s satisfaction is influenced by a number of factors
the following factors play a critical role in the satisfaction
of patients; the attitudes of nurses toward patients, the
capacity to deliver prompt service without wasting time,
ability to disseminate information to patients and the
availability of up-to-date equipment .Others include the
hospital’s ability to render 24 hour service, the patience
of the doctor to clearly explain what was wrong with
patients before giving treatment, providing patients
with detail information about their medication, and
attractiveness and cleanliness of the hospital (8).

In addition, due to the tendency of healthcare industries
to concentrate on patient-centered care; patient satisfac-
tion reflects patients’ involvement in decision making and
their role as partners in improving the quality of health-
care services (9,10). According to study (11) if patients said
they had been well informed by nurses and better heard
and informed by doctors during their treatment in hos-
pital are more likely to not be readmitted again. There
are high correlation between the independent variables
(human relation of staff, communication from staff, staff
performance, waiting time and physical evidence) and the
dependent variable (patients’ satisfaction)

Factors that led to satisfaction were effective human
relationfrom staff (doctors, pharmacists, nursesand other
staff), effective communication and general performance
of staff. It has therefore been suggested that the facility
must take keen interest in them, so as to enhance the

Revisté mjekésore - MEDICUS | 380

IS ISP

000000000000

satisfaction of their patients (12). Over the past 20 years,
patient satisfaction surveys have gained increasing
attention; however, there is little published research
on improvements resulting from feedback information
of patient satisfaction surveys, and most often these
studies are contradictory in their findings (13,14).Patient
evaluation of care is important to provide opportunity
for improvement such as strategic framing of health
plans, which sometimes exceed patient expectations and
benchmarking. Therefore, a standardized tool needs to be
further developed and refined in order to reflect positively
on the main goals of patient satisfaction survey (15).

Furthermore nurses work as a team with other health care
providers (19, 20). Results and the empirical findings in the
survey (21) are evident that private hospitals are aimed
at providing better healthcare facilities to the patients
and also contributing a positive role in order to lower the
public hospital. Appropriate communication and good
rapport can, thus, help convey important information
to influence patient satisfaction. In particular, patients
expect doctors and nurses to communicate clearly and
in a friendly manner regarding laboratory and other
test results, diagnoses, prescriptions, health regimens,
etc. Similarly, nurses are expected to understand patient
problems and to communicate them to the doctor
properly. It is proposed that the better the quality of
communication perceived by the patient, the greater will
be their level of satisfaction (22).

AIM OF THE STUDY

The aim of this study was to determine patient satisfaction
towards public and private healthcare services and to
assess possible differences.

MATERIAL AND METHOD

Study was a cross-sectional comparative study in some
public sector hospitals and private hospitals in Kosovo
from June '2014 - June '2015. Were enrolled 237 patients
through convenience sampling. Patients above 18 years
of age were included in the study. “Patient satisfaction
questionnaire” (PSQ) was used from the HCAHPS
(Hospital Consumer Assessment of Healthcare Providers
and Systems, questionnaire) and adopt for our condition.
A 5-point Lickert scale was applied for scoring depending
on patient’s agreement or disagreement with a statement.
Patient satisfaction tools are measuring overall or general
satisfaction: multidimensional, statements (time spent
waiting, time spent with doctor, communication skills,
technical quality and empathy, financial) in our patient
satisfaction questionnaire (PSQ).
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Informed consent was taken from every patient before
interview, patient anonymity and confidentiality
were assured in PSQ disclaimers. Data was entered in
Microsoft Excel 2007 and SPSS V 17 and further analyzed
for satisfaction levels and comparison between the two
health care institutions. Results are testing using y? -test
for reliability 95% P<0.05 and 99.7% P<0.01.

RESULTS

In total 237 patients were included in the survey, by
gender 59.5% were male. According to the hospitals most
of the patients involved in the research were from public
hospitals, 180 (75.9%). The average age of the subjects
included in the study was 40.0 + 179 years (table 1).

Table 1.  Demographic characteristic of the subjects

Demografic variables N (%)
Female 96 (40.5)
Gender Male 141(59.5)
Hospital Public 180 (75.9)
D Private 57 24.])
Average age +SD 40.0 £179

Original scientific paper

Was analyzed aspect of treatment by doctors and nurses
and their behavior compared with patients during
hospitalization and comparison by hospitals. Patients
in all modalities are more satisfied in private hospitals
compared to publics.

Satisfaction levels related to performance of attending
physician is shown in Table 2 and they were found higher
for Private hospitals in all areas of interest. The patients
were found to be more satisfied in Private hospital than
in Public about the time that the reaction of nurse to
their needs (70.2% vs 42.2%), in contest of courtesy of
nurse (87.7% vs 45%), how are they treated by nurses (61.4%
vs 36.7%), physician’s explanation about the disease (73.7%
vs.66.1%) and possibilities for active participation in the
treatment (80.7% vs.57.8%).

The comparison of satisfaction scores hetween public
and private hospital related to general settings, nurse/
administrative staff performance, physician performance
and overall satisfaction from all dimensions, showed high
significant differences (p<0.001).

Table 2. Satisfaction of patients in public and private hospitals with some aspects of communication with nurse
and doctors
Variabels : Hospital
Public N (%) Prlva(‘;f)’ N 22 df P value
Total participants 180(100.0) | 57(100.0)
Poor&Very poorly | 61(33.9) 2(3.5)
How do you evaluate the reaction time of _ _
nurses for your needs? Moderate 43(23.9) 15(26.3) x2=22.046 df =2 0.0000
Goog&Very good 76 (42.2) 40 (70.2)
Poor&Very poorly | 46 (25.6) 0(0.0)
How would you rate courtesy of nurses? Moderate 53(29.4) 7(12.3) x?=33.897 df = 2 0.0000
Goog&Very good 81(45.0) 50 (877
Poor&Very poorly 77 (42.8) 1(1.8)
How do you evaluate how you are treated by ™ yjogerate 370206 | 21(368) | 12=33045 | df-=2 | 00000
Goog&Very good 66 (36.7) 35(61.4)
Poor&Very poorly 24 (13.3) 0(0.0)
How do you assess the doctor’s attitude and _ _
courtesy during the stay in hospital? Moderate 28 (15.6) 9(15.8) x%=8602 df =2 0.0136
Goog&Very good 128 (71.1) 48 (84.2)
Poor&Very poorly 5(2.8) 0(0.0)
How do you rate this aspect “How often did
your doctors listen carefully to you and Moderate 53(29.4) 2(35) x2=19.0 df =3 | 0.0003
. _ Dossibilities .. | Goog&Verygood | 18(10.0) 9(18.)
for active participation in the treatment “?
No answer 104 (57.8) 46 (80.7)
Poor&Very poorly [ 34 (18.9) 2(3.5)
How do you assess physician’s explanation _ _
about tﬁe disease? Moderate 27(15.0) 13(22.8) x2=8.67 df =2 0.0131
Goog&Very good 119 (66.1) 42(73.7)
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DISCUSSION

A survey of opinion of patients regarding the healthcare
service provided by hospitals is one of the main tools to
measure the quality of service. Nowadays, the patients’
satisfaction is an integral part of hospital management
across the world. It has been accepted that the
effectiveness of healthcare depends on the patient’s
satisfaction with the services provided by the hospitals.
Supporting this view, many studies have been conducted
and concluded that satisfied patients would only follow
the advice given by the doctors, follow the information
provided by the doctors and would continue using the
services provided by the hospitals (Andaleeb, 2000 and
2007).

Patient satisfaction has become an important indicator
to measure the quality of care rendered to the patients in
hospital. Healthcare institutes have often used patients’
outcome as measures to evaluate the health care services
provided to patients. Patient satisfaction surveys can help
identify ways of improving quality health care services
(20).

Greater satisfaction is associated with a higher GDP
per capita suggests that additional spending on health
care is purchasing greater satisfaction possibly through
increased access to technologies or more sophisticated
health-care facilities. Media dissemination of strong
national health indicators may make people feel more
satisfied with their health systems, irrespective of their
personal experience of care (16). Availability of good
doctor’s service, appropriate waits experience, good public
facilities, good pharmacy service and Non-Malay ethnicity
found to be the predicting factors of patient’s satisfaction
(17). Increasing patient’s satisfaction is important because
it can ensure the patient participation in the care and
services, therefore, the healthcare organizations need
to develop and implement quality improvement plans
for their survival and success. Measuring quality in the
healthcare competitive environment is an undeniable
necessity for these organizations, which will improve
patient satisfaction (18).

Our results compared with studies from other hospitals
who measure this indicator for quality of care are
similarly. Similarly, the patient realization about quality
of healthcare drives a greater proportion of the population
towards private hospitals in Bangladesh (22, 23). Results
from author (24) show 68% satisfied patients in private
sector versus 46% satisfied patients in public sector
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hospitals. Prof. Pollozhani (2010) has showed that each
third examined patient thought that his/her physician
or the other medical personnel had no understanding
for his/her emotions and gave no answer to all of his/
her questions. Inadequate managing of this relationship
and lack of concepts for overcoming the barriers lead to
reduced work capacity of health workers and poor health
service delivery, for health services as public health of
special interest, which results in dissatisfaction of health
insurers and patients (25). Present study compared
patient’s satisfaction with nursing care in public and
private hospitals, where patients in private hospitals were
more satisfied with nursing care as compared to public
hospitals, findings similar results reported by one Indian
study (Sreenivas and Prasad,2003) (26) (27). Research by
Taner and Antony (2006) who studied the service quality
in both private and public hospitals in Turkey, confirming
that private hospitals were perceived higher in service
quality with regard to assurance with and confidence
in the doctors, nurse and supportive services than the
public hospitals (28). A similar finding was reported in
a study by Irfan and Ijaz (2011) which examined service
quality in hospitals of Pakistan and found that private
hospitals were delivering better service quality to their
patients as compared to public hospitals, especially on
the dimensions of empathy and tangible factors, followed
by assurance and timeliness of the service (22).

Navid, Ahmad Fuad and Yuserrie (2010) who conducted a
research among the international patients who received
treatment in Penang private hospitals in Malaysia
concluded that all service quality dimensions have a
positive relationship with customer satisfaction except
for tangible dimension (29). According to Mpinganjira
(2011), overall perceived service quality has a positive
relationship with patient satisfaction. Physician-patient
communication is one of the most important components
of public health. Dealing with this social phenomenon
clearly indicates the existence of the problem of poor
mutual communication and good relationship between
healthcare providers and users of health services (30).

CONCLUSION

The finding of the study shows that the private hospital
is performing better in providing service quality
and give satisfaction according to the needs of the
patients. Additionally, including other dimensions
such as hospital processes and discharge management
and co-ordination may provide further insights into
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understanding inpatients’ perceptions and intentions.
At the level of communication with patients and doctors,
nurses and patients has influence working conditions,
workload of job, salary, and other factors.
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INFERMIERET NE SPITALET PUBLIKE DHE PRIVATE GJATE HOSPITALIZIMIT NE KOSOVE
PER PERIUDHEN 2014 DHE 2015
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ABSTRAKTI

Satisfaksioni i pacientéve éshté béré njé tregues i réndésishém pér té matur cilésiné e kujdesit pér pacientét
né spital. Hulumtimet e kénagshmeérisé sé pacientéve mund té ndihmojé né identifikimin e ményrave pér
pérmirésimin e cilésisé sé shérbimeve té kujdesit shéndetésor.

Qéllimi i kétij studimi éshté té vlerésojé kénagshmériné e pacientéve me disa aspekte té komunikimit me mjekét
dhe infermiere né spitalet publike dhe private té pérzgjedhura.

Metodat: Ky studim pérshkrues éshté kryer né 237 pacientét gé kané gené té hospitalizuar né spitalet e zgjedhura
private dhe publike té Kosovés.

Rezultatet: Eshté vleresuar se kénagshmeéria e pacientéve me kujdes spitalor éshté mé e larté ne mesin e spitaleve
private krahasuar me ato publike e sidomos ne disa aspekte si : kohén e reagimit té infermiereve ndaj kerkesave
dhe nevojave té tyre ishte dukshém meé e larté né spitale private (70.2%) né krahasim me spitalet publike (42.2%),
aspektet e mirésjelljes sé infermiereve (87.7%) né krahasim me publik (45.0%) dhe até me dallim té réndésishém pér
P <0.0001. Kénagésiné e Pacientit né té gjitha dimensionet e pérzgjedhur ka gené dukshém mé e larté né spitale
private, krahasuar me spitalet publike (p<0.001).

Pérfundim: Gjetjet e studimit tregojné se spitalet private kané ofruar shérbim mé cilésor dhe pér kété
kénagshmeéria e pacientéve ka gené mé e larté. Né kéto rezultate mund té kené ndikim shumé faktoré té tjeré si
kushtet e punés, motivimin, pagesat apo rrogat si dhe ngarkesa né puné.

Fjalét bosht: kénagshméria e pacientéve, hulumtimi krahasues, spitali publik, spital privat, Kosové
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KONCEPTE TE REJA MBI TERAPINE ANTIAGREGATE TE PACIENTET ME
PROCEDURA OPERATIVE DENTARE
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ABSTRACT

The fear of uncontrolled bleeding often prompts medical practioners to stop clopidogrel intake for 7 to 10 days
before any surgical procedure. The authors initiated this study to evaluate the effect of antiplatelet agents on
bleeding time in patients undergoing surgery.

The study group consisted of 40 patients who were scheduled to undergo dental surgical interventions. All patients
were receiving 75 mg of clopidogrel daily on a regular basis.The autors randomly divided the patients in to 2
groups: those who stopped the clopidogrel therapy before thr procedure and those continued the APA therapy.
One hour before the procedures, all patients underwent a bleeding time test.In addition,the amount of bleeding
during the procedure was measured.

Bleeding time was 0.47 - 1.8 minutes for patients who stopped clopidogrel therapy one week before the procedure.
For patients who continued APA therapy,the bleeding time was 3.1-0.65 minutes. The difference was statistically
significant (P= 0.004). However, both groups were within the normal bleeding time range, and in both groups, a local
hemostatic method was sufficient to control bleeding. No episodes of uncontrolled intraoperative or postoperative
bleeding were noted.

According to latest research, the discontinuation of antiplatelet therapy may implicate emboli formation. The
results of this study show that clopidogrel should be continued throughout oral surgical procedures. Local
measures are adequate to control any bleeding during surgery.

Key words : antiplatelet agents, bleeding,hemostatic,oral-surgery procedure

INTRODUCTION
Today cardiovascular disease statistically show primary ® discountinuation of antiplatelet therapy with or
cause for increased morbidity and mortality. Most without alternative medications,

common indication for usage of antiplatelet agents are ™ continuation of antiplatelet therapy with absolutely
coronary artery disease, cerebrovascular disease and no modification.

vascular thrombosis. (2,3) Dental practitioners and Discountinuation of the antiplatelet agents inevitable
oral syrgeons generally are confronted with patients reduce the risk of postoperative bleeding, but onthe
taking antiplatelet drugs during everyday interventions other hand does not give guarantee for prevention of
(9,18). Antiplatelet agents reflect alternation on primary thrombotic events, myocardial infarct, claudication and
haemostasis, by compromising dental and surgical cerebrovascular diseases. (6,10,15)

procedures. There are two kind of treatment modalities Continuation of antiplatelet drugs before, during and
in dealing with this profile of patients: after oral surgery interventions prevent patients from
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thromboembolic episodes and other complications
which is far more important, rather than the danger of
postoperative bleeding.

The aim of this study is to identify and to find the latest
acknowledgment in management the patients taking
antiplatelet agents, by measuring the intensity and the
volume of bleeding during the oral surgery intervention.

Most popular medications from the antiplatelet agents
are clopidogrel andaspirin, which are ordinated dual in
some diagnosis because of their synergic action. (4,16)

Clopidogrel - (Plavix), inhibitate platelet aggregation, by
suppress activity of ADP and the glycoprotein complex
GP IIb/IlIa, which is the main fibrinogen receptor on the
surface of the platelets (figurel). Inhibition of the platelets
is irreversible proces during the activity of clopidogrel
which may be present from 7 to 10 days. (5,7,8) Figure no 1.

MEXAHHIAM HA AEJCTBO HA OPANMHWTE
AHTHTPOMBOUWTHM NEKOBH:

Clopidogrel bisulfate

Ticlopidine HCl ™.

ADP %&PI‘-HTHEFEH

N

Figure no. 1

MATERIAL AND METHOD

This study includes group of 40 individuals on age from
39 -89 year’s range, with average value of 62 year’s,16
individuals were females and 24 males. All of them were
taken under oral surgery interventions,and antiplatelet
agents were prescribed due prevention of cardiovascular
and cerebrovascular diseases with 75 mg Clopidogrel
daily doses.

Patients were divided in 2 groups:

1. Test group, 20 patients with continued APA - antiplate-
let agents during oral surgery intervention ;

2. Control group, 20 patients with interrupted APA - anti-
platelet agents, 7 days before oral surgery intervention;
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Table no.1 shows most frequently diagnosis for usage of
antiplatelet medications.

Table no.1

INDICATIONS FOR ANTIPLATELET THERAPY
NUMBER OF PATIENTS
INDICATIONS TEST GROUP | CONTROL GROUP
20 20
MYOCARDIALINFARCT 7 5
PECTORAL ANGINA 2 3
CORONARY ; .
ARTERIAL BYPASS
INTRACORONARY ; 5
ARTERIAL STENT
ATRIAL FIBRILLATION 3 2
CEREBROVASCULAR : :
INSULT

Oral surgery interventions were divided in 3 categories as
shown in table 2:

m routine single or multiple tooth extractions without
flap elevation andalveoloplasty;

m simple oral surgery procedures with partial
alveoloplastic and minimal osteotomy or soft tissue
trauma;

m complex oral surgery procedures with massive

osteotomy;
Table no.2
PATIENTS WITH SEVERE BLEEDING
TEST GROUP CONTROL GROUP
NO. OF SEVERE NO. OF SEVERE
PATIENTS | BLEEDING | PATIENTS | BLEEDING
ROUTINE
TOOTH 12 1 (8%) 9 0 (0%)
EXTRACTIONS
SIMPLE
ORAL SURGERY 5 1(20%) 7 1(14%)
INTERVENTIONS °
COMPLEX
ORAL SURGERY 3 2(67%) 4 1 (25%)
INTERVENTIONS

Local anesthetic were used before every dental procedures
on all patients (3% mepivacaine).

Intaraoperative bleeding was measured from the blood
volume acumulated in the aspirational system by
calculating also the excess amount taken by irrigation
liquid.

Blood loss was estimated :

minimal -less than 20 ml,
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mild -20-50 ml,
severe -more than 50 ml.

RESULTS

Average bleeding time in patients with stopped antiplatelet
therapy was 1.8-0.47 minutes, compared to tested group
with continued APA medication 0.65 - 3.1 minutes,
difference between 2 examined groups wasstatisticly
significant (P=0.04), but the patients in both groups had
regular bleeding time from 1-4.5 minutes. Bleeding was
originated from the mucosa and osseal tissue.

Correlation between the type of oral surgery procedures
and the volume of bleeding is presented on table no.2.
There is no statistical difference between complexity
of surgical interventions and bleeding volume. As it is
shown on graphics, patients with minimal, mild and
severe intraoperative bleeding have statistical significant
difference between tested and control group (P< 0.5), in
both groups intraoperative bleeding was noticed during
complex interventions as shown in graphics no: 1and 2.

Graphicno: 1 Discontinued apa therapy
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Graphic no: 2 Continued apa therapy
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From all 40 individuals, 85% were undertaken by local
hemostatic protocols (sutures, gelastip, collagen), 4
individuals in tested group and 2 in control group
were treated with 10% tranexemic acid after multiple
extraction.

There was no need for transfusion, blood elements supply
or any other complications during the investigation
period time at all 40 examined individuals.

DISCUSSION

During recent years dental practitioners used to stopped
antiplatelet agents before dental and oral surgery
procedures in order to prevent the risk of perioperative
and postoperative bleeding.

This kind of attitude insinuate a serious risk of thrombo-
embolic complications in period time from 8-10 days.

Contemporary examinations indicated that even in a
very short period of time can be provoked cardiovascular
disease, acute coronary syndrome, cerebrovascular
disease, claudication, etc. (13).

Interruption of the antiplatelet agents at patients
with coronary stent can result with restenosis, stent
thrombosis, myocardial infraction or even mortality.
Numerous authors from ADA, ACC and SCAI, emphasise
the fact that benefit from stopping the antiplatelet
therapy in dentistry can be insignificant, comparing to

the danger and recurrence of numerous complications.
(11,12)

Continuation of the antiplatelet agents during the oral
surgery interventions, prevent the risk of cardiovascular
complications and thromboembolism, but on the other
hand expose the patients with a higher risk of developing
perioperative bleeding.(1,14) Actual investigations showed
that the risk hemorrhage is low, with good prognosis and
can be controlled with local haemostasis.(17)

CONCLUSION

Several vyears back, dental practicioners and oral
syrgeons frequently stopped antiplatelet medications.
This treatment modality does not correspond to
modern science any more. According to latest research
the interruption of antiplatelet therapy can result
thromboembolic complications in postoperative period
(1-3weeks ), because of antiplatelet agents discontinuation
or even substitution with other medications.
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In the literature review there are no studies that had
demonstrated high potential risk of haemorrhage
complications during the continued antiplatelet therapy.

According to new research analysis it is not recommended
stopping APA during oral surgery interventions, while
using local hemostasis measures.

Only global, multidisciplinary approach can provide
optimal assessment from any further postoperative risk
during dental procedures, and only this methodology
should guarantee adequate management of the patients
taking antiplatelet agents.
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ABSTRAKT

Frika nga gjakderdhja e pakontrolluar bén shpesh praktikuesit mjekésor té ndalojné pérdorimin (futjen) e
clopidogrelit pér 7 deri né 10 dité para ndonjé procedure kirurgjikale. Autorét kané inicuar kété studim pér té
vlerésuar efektin e agjentéve antitrombocitar gjaté kohés sé gjakderdhjes tek pacientét gé i nénshtrohen ndérhyrjes

Grupi studimit pérbéhej nga 40 pacienté té cilét ishin planifikuar t'i nénshtrohen ndérhyrjeve kirurgjikale dentare.
Té gjithé pacientét kishin pranuar 75 mg né dité clopidogrel mbi njé bazé té rregullt. Autorét rastésisht pacientét i
ndané né dy grupe: atyre gé ua ndaluan terapiné me clopidogrel para procedurés dhe grupit qé vazhduan me APA
terapiné. Njé oré para procedurave, té gjithé pacientét iu nénshtruan njé testi kohés sé gjakderdhjes. Pérvec késaj
sasia e gjakderdhjes gjaté procedurés éshté matur.

Koha e gjakderdhjes ishte 0.47-1.8 minuta pér pacientét té cilét ndaluan terapin me klopidegrol njé javé para
procedurave.Kurse pacientét gé vazhduan me terapiné APA, koha gjakderdhje ishte 3.1-0.65 minuta. Dallimi ishte
statistikisht i réndésishém (P = 0.004). Megjithaté, té dy grupet ishin renditur brenda kohés normale té gjakderdhjes
dhe né té dy grupet , metoda lokale hemostatike ishte e mjaftueshme pér té kontrolluar gjakderdhjen. Nuk kishte
episode té pakontrolluara gjakderdhje intraoperative ose postoperative gjaté shénimit. Sipas hulumtimit té fundit,
ndérprerja e terapisé antitromobocitar mund té implikojné formimin e embolis. Rezultatet e kétij studimi tregojné
se klopidogrel duhet té vazhdojné gjaté gjithé procedurave kirurgjike orale. Masat lokale jané té mjaftueshme pér
té kontrolluar ndonjé gjakderdhje gjaté ndérhyrjes.

Fjalét kyce: agjentét antitrombocitar gjakderdhja, hemostatik, procedura kirurgjikale-orale
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FERIZA]

Sahiti E.

Spitali Rajonal-Ferizaj

Medicus 2015, Vol. 20 (3): 390 -397

ABSTRAKTI

Hyrja: Njé shtatzani do té pérfundoj me lindjen e njé fryti té shéndosh dhe té pjekur pér jeté nése do té keté njé
rribrojtje té miréfillte antenatale e cila nénkupton njé grumbull masash gé ndérmerren me géllim té ruajtes sé
shéndetit té shtatzénés,parandalimit té sémundjeve té saj dhe sjelljes né jeté té njé fémije té shéndosh.

Qéllimi i punimit: Eshté (& ofroj informata lidhur me numrin e vizitave antenatale gjaté viteve 2011-2013 né
Spitalin Rajonal té Ferizajt,té siguroj informata pér lindjet,ményrén e pérfundimit té tyre né kété spital gjaté késaj
periudhe, té vlerésoj cilésiné e shérbimeve té ofruesit té kujdesit shéndetésor.

Materiali dhe metodat: Huliimtimi éshté retrospektiv dlie transversal i kombinuar me njé pjesé té dhénave nga
librat e protokoleve té Spitalit té Ferizajt nga Reparti i Gjinekologjisé me Obstetriké dhe pjesén me anketim té 170
shtatzénave divke shfrytézuar pyetésorét e standardizuar té OBSH. Metoda e anketimitka gené pérmes intervistés
sy me sy gjaté periudhés 19.72014 deri mé 29.9.2014 né Spitalin e Ferizajt duke pérdor metodén e pércaktimit
té mostrés sé rastit. Rezultatet.Gjaté periudhés 2011-2013 né kété Spital ishin realizuar gjithsejté 8561 vizita
gjinekologjike dhe 7739 vizita ehografike,ishin kryer 5296 lindje prej tyre 370 me S.C (Prerje cezariane). Niimri i
lindjeve me SC né vitin 2012 né krahasim me vitin 2011 éshté liit pér 19.8%, kurse né vitin 2013 pér 13.5% krahasuar
me vitin 2011, 7.05% e shtatzénave té anketuara bénin pjesé né shtatzani me rrezik té larté pasi qé i pérkisnin
moshés mbi 35 vite, 0.58% té kétyre shtatzénave ishin me rrezik té larté pér shkak multiparitetit té thellé,28.23% té
shtatzanive ishin me rrezik té theksuar pér shkak té intervalit mé té shkurtér se 2 vite, né mes té dy shtatzanive.

Pérfundimi: Pér mbroijtje té miréfillté antenatale kérkohet kordinim mé i miré i trekéndéshit: Shtatzéné-Personel
shéndetésor-Politikébérésit shéndetésor.

Fjalét kyqe: Shtazéna, Mbrojtje antenatale, Lindje, Spital.

HYRJA

Pér té pasur njé shtatzani té sukseshme qé do té Njé kontrollé e kujdesshme para lindjes ndihmon graté

pérfundonte me lindjen e njé fryti té shéndosh dhe té
pjekur pér jeté, duhet paraprakisht té kemi njé mbrojte
té miréfillté antenatale. Mbrojtja antenatale nénkupton
njé grumbull masash qé ndérmirren gjaté shtatzanisé, me
géllim té:

1. Ruajtjes té shéndetit té shtatzénés

2. Parandalimit té sémundjeve té saj

3. Sjelljes né jeté té njé fémije té shéndosh dhe té pjekur

pér jeté.
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shtatzéna té ruajné shéndetin gjaté shtatzanisé, zbulon
patologjité e lidhura me shtatzaning, trajtohen me kohé
patologjité e lidhura me shtatzaniné, krijon premisat pér
lindjen e njé fémie té shéndosh dhe me kohé.

Zbulimi me kohé i patologjive té ndryshme béné té
mundur referimin me kohé té kétyre shtatzénave né
gendra té specializuara shéndetsore.

Shtatzania éshté njé ngjarje fiziologjike qé mund té komp-
likohet né 5 deri 20% té rasteve me progese patologjike
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té rrezikshme pér shtatzénén dhe frytin. (1)Shtatzania
mund té imponoj ndryshime funkcionale dhe anatomike
qé kur jané né njé shkallé té moderuar jané normale por
nganjéheré mund té béhen patologjike dhe té rrezikojné
shéndetin e nénés dhe frytit.

Mbrotja antenatale zvoglon komplikimet e mundshme
né shtatzani dhe me kété zvoglohet mortaliteti perinatal
dhe maternal, té cilét njéherit konsiderohen si indikator
té mbrojtjes antenatale.

Né Kosové shfrytzimi i kujdesit antenatal ende éshté i ulté
né krahasim me shtetet e zhvilluara dhe si pasojé e késaj
dukurie kemi njé shkallé shumé té larté té vdekshmérisé
foshnjore (16.6 promil gjaté vitit 2012 (2) dhe amtare
(14.2 prodecimil gjaté vitit 2012. (2) Objektivé e kujdesit
antenatal éshté qé té siguron qé cdo shtatzani e déshiruar
té pérfundoj me lindjen e njé fémie té shéndetshém dhe
pa e démtuar shéndetin e nénés.

Problemiivdekshmérisé sé larté perinatale dhe maternale
né Kosové éshté i lidhur me njé mori faktorésh si: Vonesa
pér té kérkuar me kohé ndihmé mjekésore,mungesa e
mjeteve financiare pér aktivitet né lémin e mbrojtjes
sé nénés dhe fémijés,edukimi i mangét shéndetsor
pér shtatzénat, prindét, dhe anétarét tjeré té familjes,
mosunifikimi i udhérréfyesve dhe protokoleve té kujdesit
pérnéna dhe fémijé, kordinimiidobét né mes autoriteteve
shéndetsore gendrore dhe atyre lokale,infrastruktura
e dobét e objekteve shéndetésore,aparatura e vjetér
mjekésore. (2)

Cilésia e mbrojtjes antenatale varet nga kéta faktoré:

1. Mbikéqyrja antenatale

2. Udhéhegja e lindjes

3. Mbikéqyrja e té posalindurit
4. Faktorét socioekonomik

5. Masat organizative. (3)

Kéta pesé faktoré jané té lidhur ngushté njéri me tjetrin si
njé hallké zingjirore,shképutja e njé hallke automatikisht
do té démtonte suksesin e mbrojtjes antenatale.Secili
prej kétyre faktoréve e ka réndésiné e vet né suksesin e
mbrotjes antenatale.

Ansambleja e OKB né vitin 2000 inicoj té ashtuqujturen
"Objektivat Zhvéllimore té Mileniumit”i cili ka pér synim
arritjen e objektivave né 8 fusha deri né vitin 2015

1. Zhdukja e varférisé ekstreme dhe urisé.
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2. Arritja e arsimit fillor univerzal(pér té gjithé).

3. Promovimi i barazisé gjinore dhe fuqizimi i grave.

4. Redukimi i normés sé vdekshmérisé féminore.

5. Pérmirsimi i shéndetit té nénés.

6. Luftimi i HIV/AIDS,malaries dhe sémundjeve té tjera.
7. Sigurimi i géndrueshmérisé mjedisore.

8. Zhvillimi i njé partneritetit global pér zhvillim. (4)

QELLIMI I HULUMTIMIT

Té vlerésoj cilésiné e shérbimeve shéndetésore né
institucionet e shérbimeve shéndetésore pér shtatézénat
né periudhén antenatale népérmijet té:

m Hulumtimit lidhur me numrin e vizitave antenatale
gjaté viteve 2011-2013 né SpitalinRajonal té Ferizajt.

m Hulumtimin e procedurés sé lindjeve(ményrén e
pérfundimit té tyre) gjaté késaj periudhe né kété
Spital.

m Hulumtimi mbi vdekshmérine e foshnjeve gjaté
lindjes ( mortinataliteti dhe mortaliteti perinatal)
dhe vdekshméria maternale.

m Anketimi i shtatézénave pér cilésiné e ofrimit té
kétyre shérbimeve dhe kujdesin antenatal.

MATERIALI DHE METODAT

Hulumtimi éshté retrospektivdhe transverzal i kombinuar
me njé pjesé té dhénave nga librat e protokoleve té Spitalit
té Ferizajt nga reparti i Gjinekologjisé me Obstetriké dhe
pjesén me anketim té 170 shtatzénave, duke shfrytézuar
pyetésorét e standardizuar té OBSH.

Pasi qé numri ilindjeve né vit né kété Spital sillet prej 1600
deri 1800 lindje,pér anketim(pra pér pjesén transverzale
té punimit) éshté konsideruar e mjaftueshme marrja e
mostres 10% té lindjeve né kété Spital.

Metoda e anketimit ka gené pérmes intervistes sy me
sy gjaté periudhés 19.7.2014 deri mé 29.9.2014. Intervista
éshté béré né Spitalin Rajonal té Ferizajt duke pérdor
metodén e pércaktimit té mostrés sé rastit.Intervista
éshté béré pas kérkimit té lejes me gojé nga shtatzénat
duke garantuar fsheftésiné e saj. Leja me shkrim nuk
éshté marré pasi qé éshté konsideruar se né kété rast
shtatzénat do té kundérshtonin njé gjé té tillé nga friga
e kegkuptimit nga ana e shtatzénés pér géllimin e késaj
interviste.
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Intervista me shtatzéna synonte té vlerésonte cilésiné
e kontaktit né mes shtatzénés dhe ofruesit té kujdesit
shéndetsor, té shikonte nése ajo kishte marré késhillimin
e duhur si dhe té pércaktonte cfaré mund té béhej pér té
pérmirsuar mirégenjen e saj dhe té foshnjés

REZULTATET

Punimi pérmban:

1. Té dhénat mbi numrin e vizitave gjinekologjike dhe
ultrasonografike té realizuara né kété Spital gjaté
periudhés sé viteve 2011-2013,

2. Lindjet e realizuara né kété Spital gjaté periudhés sé
viteve 2011-2013,

3. Té dhénat e anketimit té 170 shtatzénave me njé
pyetsor té standardizuar nga OBSH.

Té dhénat mbi vizitat gjinekologjike dhe kontrollat
ehografike té analizuara gjaté viteve 2011-2013 né Spitalin
e Ferizajt Gjaté vitit 2011 né ambulancén specialistike
jané realizuar gjithsejté 3195 vizita gjinekologjike, kurse
né kabinetin e ehografisé jané realizuar gjithsejté 2850
kontrolla ultrasonografike. Gjaté vitit 2012 né Spitalin
Rajonal te Ferizajt jané béré gjithsejté 2617 vizita
gjinekologjike kurse né kabinetin e ehografisé jané héré
gjithsejté 2382 kontrolla ehografike. Gjaté vitit 2013 né
Spitalin Rajonal té Ferizajt jané realizuar gjithsejté 2749
vizita gjinekologjike si dhe 2507 kontrolla ehografike
(Tabela 1).

000000000000

Tabela 1. Numri i vizitave gjinekologjike dhe kontrollave
ehografike pér vitin 2011, 2012 dhe 2013.

Viti gjin\éif;fggiike gﬁ%‘étrgofllﬁ Totali
N | % N % N %
2011 | 3195 | 529 | 2850 | 471 | 6045 | 1000
2012 | 2617 | 524 | 2382 | 476 | 4999 | 100.0
2013 | 2749 | 523 | 2507 | 477 | 5256 | 1000
Totali | 8561 | 525 | 7739 | 475 | 16300 | 1000

N=Numri i lindjeve

Té dhénat pér lindjet né Spitalin e Ferizajt té analizuara
gjaté viteve 2011- 2013

Nga gjithsej 1771 foshnje té lindura né Spitalin e Ferizajt
né vitin 2011, 92.4% e tyre kané lindé me rrugé normale,
6.3% me prerje cezariane, 1% me VE (Vacum ekstraktor)
dhe 0.3% kané gené gemell.

Né vitin 2012 numri i lindjeve krahasuar me vitin 2011
ka gené mé i larté pér 85 lindje,nga numri total i lindjeve
91.4% kané gené me rrugé normale, pérgindja e lindjeve
me prerje cezariane ka gené pak mé e larté se né vitin
2011 dhe até 7.2%, numri i lindjeve me Vakum Ekstraktor
(VE) ka gené 1.3% dhe gemell 0.2%. Né vitin 2013 numri i
lindjeve krahasuar me vitin 2011 ka gené mé i ulét dhe
até pér 102 lindje, numri i lindjeve me rrugé normale ka
gené 91.0%, ato me prerje cezariane 7.5% si dhe ky numér
ka gené dukshem mé i larté se né vitin 2011, lindjet me VE
né pérgindje kané gené 1.1%. (Tabela 2)

Tabela 2. Ményrat e lindjeve sipas viteve si dhe numri i foshnjeve té vdekura

Foshnje té lindura Prej tyre té vdekura
vie Ményga etl.indies Ményra e vdekjes Gjithsejts
ecti
Normale cezariane VE Gemell Antepar. Intrapar. Repart
N % N % N % N % N % N % N % N %
2011 | 1637 | 924 | 111 | 63 18 1.0 5 0.3 1 0.1 1 0.1 1 01 | 1771 | 100.0
2012 ] 1696 | 914 | 133 72 24 1.3 3 0.2 1 0.1 0 0.0 0 0.0 | 1856 | 100.0
2013 1519 | 91.0 | 126 75 19 11 5 0.3 5 0.3 1 0.1 0 0.0 | 1669 | 100.0
Totali | 4852 | 916 | 370 | 70 61 1.2 13 0.2 7 0.1 2 0.0 1 0.0 | 5296 | 100.0

VE=Vacum ekstraktor

Me qéllim té shikimit te cilésisé sé mbrojtjes antenatale
éshté béré krahasimi i té dhénave té mortalitetit
perinatal gjaté viteve 2011-2013( vdekijet e frytit me peshé
mbi 500 gr.apo mbi 22 javé té gestacionit gjaté barrés,né
lindje dhe gjaté javés sé paré té jetés(0-6 dité) brenda njé
viti kalendarik né njé vend té caktuar) dhe mortalitetit
maternal (vdekjet e gruas gjaté shtatzanisé ose brenda
42 ditéve pas ndérprerjes sé shtatzanisé, pavarésisht nga
zgjatja e saj si dhe shkaku qé éshté ndérlidhé me shtatzani
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por jo edhe shkaget akcidentale) né Spitalin e Ferizajt
(Tabela 3,Tabela 4)

Tabela 3. Mortaliteti perinatal né Spitalin Rajonal té

Ferizajt
Viti Lindje Mortaliteti perinatal
2011 1771 1.6
2012 1856 0.5
2013 1669 3.5
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Tabela 4. Mortaliteti maternal né Spitalin Rajonal té

Ferizajt
Viti Lindje Mortaliteti maternal
2011 17711 0
2012 1856 0
2013 1669 0

Té dhénat e anketimit té 170 shtatzénave me njé pyetsor
té standardizuar nga OBSH

Né Spitalin Rajonal té Ferizajt jané hulumtuar 170
shtatzéna, lidhur me kujdesin antenatal. Sipas grup
moshés nga 170 shtatzéna té anketuara 27.05% i pérkisnin
moshés 20-24 vite, 46.47% ishin té moshés 25-29 vite,
19.41% moshés 30-34 vite, 5.88% moshés 35-39 vite dhe
1.17% moshés 40-44 vite.

Sipas nivelit té shkollimit 5 prej shtatzénave apo 2.94%
ishin té paarsimuara, 62 gjegjésisht 36.47% kishin té
kryer shkollén fillore, 87 gjegjésisht 51.17% kishin té kryer
shkollén e mesme,1 gjegjésisht 0.58% kishte shkollén e
larté dhe 15 gjegjésisht 8.82% ishin me fakultet

Prej 170 shtatzénave té anketuara, 27.05% té tyre kishin
shtatzaniné e paré, 43.52% ishin shtatzéné pér heré té
dyté, 22.35% kishin shtatzaniné e treté, 3.52% shtatzaniné
e katérté, 3.5% poashtu kané gené me shtatzaniné e pesté
deri ne shtaté qé ka gené 1 rasté po qé e kemi grupuar
né kété grup, kjo do té thoté se 0.58% apo 1 rasté ishte
shtatzani me rrezik té larté pér shkak té multiparitetit
té thellé. Pas testimit té rezultateve kemi fitu dallim
sinjifikant sipas numrit té shtatzanive me radhé cka
mund té konkludojmé se shumica prej tyre jané gra te
moshés sé re gé kané gené me shtatzaniné e dyté (.X?=97.9;
Shl=4; P<0.00001) (Tabela 5)

Tabela5 Shtatzania me radhé né mesin e té

anketuarave
Shtatzania me Numri Peraindi X-testi
radhe umri erqindja testi
Shtatzania e
pare 46 271
Shtatzania e
dyte 7 435
Shtatzania e X2=979;
trete 38 24 Shl=4;
P <0.00001
Shtatzania e
katerte 6 35
Shtatzania e
peste - deri 6 35
shtate
Gjithsej 170 100.0

Profesional paper

Eshté analizuar edhe mosha e shtatzénave primipare
(lindja pér heré té paré), me kété rast kemi fituar kéto
té dhéna:4.7% i pérkisnin moshés 18-21 vjet, moshés 22
vjeqare poashtu i pérkisnin 4.7%, 23-25 vjet té primipareve
ishin 10.5%, kurse 26-36 vjet ishin 7% té primipareve,nga
kéto té dhéna mund té konstatojmé se mé sé shumti
shtatzéna primipare i pérkisnin moshés 23-25 vjet.

Sa i pérket intervalit né mes dy shtatzanive kemi fituar
kéto té dhéna: 44 shtatzéna gjegjésisht 25.88% kishin
shtatzaniné e paré , 48 shtatzéna, gjegjésisht 28.23% kishin
interval mé té shkurtér se 2 vite né mes shtatzanive kurse
78 shtatzéna, gjegjésisht 45.88% kishin interval mé té
gjaté se dy vite né mes té dy shtatzanive, qé do té thoté
se 28.23% té shtatzanive ishin me rrezik té theksuar pér
shkak té intervalit té shkurtér né mes té dy shtatzanive.
Njé pjesé e madhe e té anketuarave 78 apo 45.9% e tyre
kané mé shumé se dy vite né mes té dy shtatzanive me
dallim sinjifikant pér besueshmérin 99.7% , P<0.01. Nga
testimi mund té konkludojmé se graté gjithnjé e mé shumé
jané te vetédijshme pér intervalin né mes shtatzanive dhe
kujdesin ndaj fémijés né kété periudhé (Grafikoni 1).

oD Shtatzania e pare
|mME pak se dy vite
OMé shumé se dy vite

Grafikoni 1. Intervali né mes dy shtatzanive te té
anketuarat

Lidhur me pyetjen se sa kontrolla gjaté shtatzanisé jané
realizuar,kemi kéto pérgjigje:

171% kané béré 1-4 kontrolla, 75.9% 5-9 kontrolla, 2.9%
mbi 10 kontrolla, 3.5% nuk ju kujtohet sa kontrolla i kané
béré dhe 0.6% nuk ka béré asnjé kontrollé

Né mjekésiné moderne,kujdesi antenatal pa aplikim té
Ultratingullit éshté dicka e paimagjinueshme,aplikimi
i Ultratingullit pér Obstetrin éshté dicka e zakonshme,
éshté doré e djathté e tij pér zbulimin e shumé patologjive
antenatale,éshté dicka pa té cilin Obstetri nuk mund
té punoj.Pérdorimi i Ultrazérit pér Obstetrin éshté i
domosdoshém,sikurse pérdorimi i stetoskopit pér mjekun
familjar.Pér kété arésye né anketim té shtatzénave e kemi
pérfshi edhe kété pyetje dhe kemi fituar kéto rezultate:
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6.5% i kané béré 1-3 kontrolla ultrasonografike, 44.7%
i kané béré 4-6 kontrolla, 42.4% me Ultratingull jané
ekzaminuar 7 -9 heré, 2.9% kané béré mbi 10 kontrolla me
Ultratingull kurse 0.6% té shtatzénave nuk e kané béré
asnjé ekzaminim té tillé.(,Grafikoni 2)
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Grafikoni2 Numriikontrollave me Ultratingull té
béra gjaté shtatzanisé
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Né pyetjen a keni marré Acid folik gjaté shtazanisé,
115 shtatzéna, gjegjésisht 67.65% e pohojné njé gjé té
tillé, kurse 55 shtatzéna, gjegjésisht 32.35% e mohojné.
(Grafikoni 3).
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Grafikoni 3. Pérgjigjet e té anketuarave né lidhje me
pvetjen “A keni marré gjaté shtatzanisé
Acid folik"?

Nga shtatzénat e anketuara vetém 8 prej tyre, gjegjésisht
4.7% kishin béré strisho vaginale dhe cervikale gjaté
shtatzanisé, kurse 162 gjegjésisht 95.30% nuk i kishin béré
kéto analiza.

43 shtatzéna apo 25.3% e tyre konsumojné duhanin
derisa 74.7% e té anketuarave jo, alkoolin dhe substancat
narkotike nuk i kané konsumuar, cka paraget njé
indikatoré té vetédijésimit té tyre lidhur me efektet e
démshme té kétyre produkteve né fetus.
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DISKUTIMI

Me qéllim té njé mbrojtje antenatale sa mé efikase,vendet
e ndryshme kané aplikuar protokole té ndryshme pérmes
té cilave pércaktohet né ményré decidive numri i vizitave
antenatale qé duhet béré gjaté shtatzanisé. Késhtu né
Gjermani gjaté shtatzanisé parashihen té béhen 10
kontrolla,né Angli 14, Holandé 13-14, Suedi 20(3), Kroaci
12, Kosové 7.

Sipas Udhérréfyesit té mbrojtjes antenatale né Kosové,
éshté paraparé qé gjaté shtatzanisé té béhen 7 kontrolla(kjo
natyrisht vlen pér shtatzanité pa komplikime).Né bazé té
rezultateve té lartécekura mund té konstatojmé se 76% e
shtatzénave né hulumtimin toné i kishin béré kontrollat
e parapara sipas kétij Udhérréfyesi.

Duke ditur se né bazé té Udhérréfyesit pér mbrojtjen
antenatale gjaté zhvillimit normal té shtatzanisé duhet
béré 3  kontrolla ultrasonografike,atéheré mund té
konstatojmé nga shénimet e lartécekura se 93.5%
té shtatzénave té anketuara kishin béré mé shumé
kontrolla ultrasonografike se sa ishte paraparé me
Udhérréfyes késaj dukurie mendoj se i ka kontribuar si
personeli shéndetsor sidomos né institucionet private
shéndetsore pér géllime materiale, poashtu edhe vet
shtatzénat té cilat shpesh e konsiderojné kontrollén
me ultratinguj si dicka té mjaftueshme pér kujdesin
antenatal,si dicka gé i zgjedh té gjitha problemet, e kjo
éshté njé gabim shumé i madh i tyre.

Pasi qé né Objektivat zhvéllimore té Mileniumit deri né
vitin 2015 éshté Redukimi i normés sé vdekshmérisé
féminore dhe Pérmirsimi i shéndetit té nénés éshté
béré krahasimi i mortalitetit perinatal dhe mortalitetit
maternal ne Spitalin Rajonal té Ferizajt, né Kosové dhe
Shqipéri gjaté viteve 2011-2013 me kété rast vérejmé
se kemi njé rritje té mortalitetit perinatal né Spitalin e
Ferizajt nga 1.6 promil (Numri i foshnjeve té vdekura né
1000 lindje) sa ishte né vitin 2011,né 3.5 promil gjaté vitit
2013. Né anén tjetér né nivel vendi né Kosové kemi njé
rénje té mortalitetit perinatal nga 17.8 promil sa ishte né
vitin 2011, né 15.1 promil gjaté vitit 2013(2). E njejta dukuri
vérehet edhe né Shqipéri ku né vitin 2011 vdekshméria
foshnjore kapte shifrén 15.1,kurse né vitin 2013 kishte
réné né 12.8 promil(5). Nga kjo qé u cek mé larté vérejmé
se Spitali i Ferizajt géndron shumé me keq pérsa i pérket
mortalitetit perinatal se sa Kosova né térési dhe Shqipéria
dhe aq mé keq kur kemi parasysh faktin se nga Spitali i
Ferizajt referohen né QKUK(Qendra Klinike Universitare
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e Kosoves) té gjitha lindjet me rrezikshméri té larté si
dhe faktin tjetér ku numri i lindjeve né kété Spital éshté
shumeéheré mé i vogél se né Kosové né térési.

Sa i pérket mortalitetit maternal né Spitalin e Ferizajt
nuk éshté shénuar asnjé rast i vdekshmérise maternale
gjaté viteve 2011-2013,pér dallim nga Kosova ku gjaté vitit
2011 ishte 7.2 prodecimil (Numri i shtatzénave té vdekura
né 100000 lindje),né vitin 2012 kishte rritje 14.2, por qé né
vitin 2013 nuk kishte asné rast.(2)

Né Shqipéri kemi njé rritje té mortalitetit maternal nga
5.8 prodecimil sa ishte né vitin 2011, né 11.8 gjaté viti
2013. (5)

Duke pas parasysh faktin se Mortaliteti perinatal
dhe Mortaliteti maternal jané indikator té mbrojtjes
antenatale té njé vendi té caktuar atéheré mund té
konstatojmé se sa i pérket Mortalitetit perinatal Spitali
i Ferizajt géndron mé keq se sa Kosova né nivel vendi
si dhe Shqipéria, pérdallim nga Mortaliteti maternal
ku gjaté viteve 2011-2013 nuk éshté shénuar asnjé rast
i vdekshmérise maternale.Duke pas parasysh faktin
se vlera mesatare e mortalitetit perinatal éshté 10
promil(6),atéheré mbetet pér té béré ende shumé puné
pér té ju ofruar késaj shifre si né Spitalin e Ferizajt e
poshtu edhe né Kosové dhe Shqipéri né térési.

Njé dukuri tjetér brengosése qé ka marré epitetin
“Epidemia e prerjeve cezariane” éshté rritja e numrit
té lindjeve me SC(prerje cezariane).Késhtu derisa né
Spitalin e Ferizajt gjaté vitit 2011 kishim 6.3% té lindjeve
me SC.né vitin 2013 kjo pérgindje u rrit né 7.5% edhepse
nga ky Spital lindjet me rrezikshméri té larté referohen
né QKUK.né Prishtiné.Rritje té lindjeve me SC. né nivel
vendi kishim edhe né Kosové;késhtu derisa né vitin 2011
kishim 21.7%,né vitin 2013 kjo shifér arriti, né 24.6%(2).

Kjo dukuri kohét e fundit po paraget problem madje edhe
né vendet e zhvilluara késhtu psh.

né SHBA né disa institucione,pérgindja e lindjeve me
prerje cesariane arrin né 35%(3). Sipas njé standardi té
OBSH, pérgindja e lindjeve me prerje cesariane duhet té
sillet prej 5-15%(7). Né institucionet shéndetsore té cilat
kané mé pak se 5%,apo mé shumé se 15% té lindjeve me
prerje cesariane mund té thuhet se mbrojtja antenatale
nuk éshté né nivelin e duhur. Nga té dhénat e lartécekura
atéheré mund té konstatojmé se kjo mbrojtje antenatale
nuk éshté né nivel té duhur né Kosové, Shqipéri dhe
shumé vende tjera pasi gé shifra e lindjeve me prerje
cesariane tejkalon kété pérqindije.

Profesional paper

Sa i pérket Spitalit té Ferizajt ,pérgindja e lindjeve me
prerje cesariane éshté né kuadér té standardeve té OBSH,
por duhet cekur se né kété Spital béhen vetém prerjet
cesariane elektive, pér shkak té mungesés sé stafit té
kompletuar gjaté kujdestarisé dhe hapsirés sé objektit.

Mendohet se jané té shumta arésyet pér rritjen e lindjeve
me prerje cesariane, por konsiderohen si ndikuese té
médha edhe lindja e méparshme me prerje cesariane,
frika e Obstetérve pér ndjekje penale pér shkak té ndonjé
léndimi té papritur té fémiut apo nénés gjaté lindjes
normale,déshira e nénés gé mos ti ndjej dhimbjet e
lindjes, kegpérdorimet e stafit mjekésor pér pérfitime
materiale sidomos né praktikén private.

Mendoj se kéto arésye do té zvogloheshin shumé kur
né njerén ané stafi mjekésor do té ndérgjegjsohej mé
shumé, por edhe né anen tjetér shtatzénat lindjen do
té duhej ta kuptonin si dicka fiziologjike, té shkonin né
lindje té pregaditura psikofizikisht, té shkonin né lindje
pér ta” sakrifikuar” veten pér dobin e té posalindurit,té
bashképunonin me pérsonelin shendétsor. Fatkeqsisht
mund té konstatojmé nga pérvoja profesionale se
né lindore tona mé se 90% té shtatzénave vien té
papregaditura psikofizikisht, shumé prej tyre deri sa
ndodh lindja brengosen vetém pér vete, dojné té kené
sa mé shumé komoditet, té kené sa mé pak dhimbje
dmth, dicka qé éshté e pamundur pér progesin e lindjes.
Tek kur té ndodh lindja atéheré fillojné té brengosen
pér foshnjen e tyre, té gjitha kéto flasin pér njé edukim
té varfér shéndetsor lidhur me kété proges fiziologjik.
Nga praktika éshté vértetuar se sa mé i madh té jet
bashképunimi né lindje mes personelit shéndetsor né
njérén ané dhe shtatzénés né anén tjetér,suksesi pér njé
lindje normale éshté mé i madh dhe e kundérta,sa mé i
dobét té jet ky bashképunim, shanset pér té pérfunduar
lindja me ndonjé intervenim obstetrik jané té médha
shpesh edhe me pasoja pér frytin, apo edhe pér nénén.
Nénat pér hiré té komoditetit té tyre shpesh kérkojné
vullnetarisht qé lindja té béhet me prerje cesariane pa
gené té vetédijshme pér pasojat e kétij intervenimi.

Edhe pse né dukje té paré ky intervenim kirurgjik béhet
né ményreé rutinore né institucionet spitalore,megjithaté
ai ka edhe pasojat e veta. Po i cekim vetém disa:

1.Gjaté kétij intervenimi kirurgjik pa dashje mund té vie
ndonjé léndim i méshikzés sé urinés,ureterit etj.
2.Deri sa gjakderdhja te njé lindje normale maksimalisht

mund té shkaktojé humbje deri 500 ml gjak,gjaté lindjes
me prerje cesariane, humbet njé litér gjak, kjo vlen vetém
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pér rastet kur nuk ndodh ndonjé komplikim i papritur(8).

3.Te lindjet normale,shtatzéna pas 24 oréve shkon né
shtépi,kurse te ato me prerje cesariane sé paku duhet
me géndruar 4 dité né spital,pa i llogarit komplikacionet
epapritura g¢ mund ta prolongojné shumé géndrimin
spitalor.

Né njé studim té béré né Kroaci gjaté periudhés 1981 deri
né vitin 2000,éshté konstatuar se prej 44808 lindjeve qé
jané béré me prerje cesarianekané vdeké 25 shtatzéna
dmth.55.8 prodecimil (55.8/100000),kurse né té njéjtén
periudhé prej 419696 lindjeve normale ,kané vdeké 21
shtatzéna dmth.5 prodecimil (5.0/100000) nga ky studim
konstatojmé se vdekshméria maternale te lindjet me
prerje cesariane éshté pér 10 heré mé e larté se te lindjet
normale.(3)

PERFUNDIMI

m Né Spitalin Rajonal té Ferizajt numri i lindjeve gjaté
periudhés sé viteve 2011-2013 ka gené 5296, prej tyre
370 kané pérfunduar me SC.

m Numri i lindjeve né vitin 2012 né krahasim me vitin
2011 éshté rrit pér 4.8% kurse né vitin 2013 ka pasé
njé rénje prej 5.8%.

m Numriilindjeve me SC né vitin 2012 né krahasim me
vitin 2011 éshté rrit pér 19.8%, kurse né vitin 2013 pér
13.5% krahasuar me vitin 2011.

m Shtatzéna me rrezik té larté pér shkak té moshés mbi
35 vite ishin 7.05%.

m Shtatzéna me rrezik té larté pér shkak té
multiparitetit té thellé ishin 0.58%.

m Shtatzani me rrezik té theksuar pér shkak té
intervalit mé té shkurtér se 2 vite,né mes té

m dy shtatzanive ishin 28.23%.

m Shtatzéna té rrezikuara pér té pas problem me
zhvillimin e Tubit neural(Spina bifida,

m Anencephallus) ishin 32.35% pasi nuk kishin marré
Acid folik né tremujorin e paré té

m shtatzanisé.

Nuk kishin béré strisho vaginale dhe cervikale gjaté
késaj periudhe 95.30% e kétyre

shtatzénave.
Asnjé shtatzéné nuk kishte béré analizén e PAPES.
Duhanpirése ishin 23.3% e shtatzénave té anketuara.

Vetém 28.24% e kétyre shtatzénave kishin marré
késhilla pér shtatzani nga pérsoneli shéndetsor.
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ANTENATAL CARE MANAGEMENT IN THE REGIONAL HOSPITAL OF FERIZA]

Efendi Sahiti

Regional Hospital of Ferizaj

The aim of the research is to give information about the number of antenatal visits during the years 2011-2013 in
the Regional Hospital of Ferizaj, to provide information about the births, the way they ended up in this hospital
during this period, to assess the quality of services of the health care provider

Materials and methods: The research is retrospectiv and cross-sectional study combined with a part of the data
taken from the protocols books of the Hospital of Ferizaj in the Department of Obstetrics and Gynecology and
from the survey conducted with 170 pregnant women using standardized questionnaires of the WHO. The survey
method was the eye to eye interview from

19.7.2014 until 29.9.2014 in the Hospital of Ferizaj using the method of determining the random sample

The results: During the period 2011-2013 in the Regional Hospital of Ferizaj were done 8561 gynecological visits
in total and 7739 ultrasound visits, there were conducted 5296 births, 370 of which were Caesarean births. The
number of Caesarean births in 2012 compared with those in 2011 increased for 19.8%, whereas in 2013 it increased
for 13.5 % compared with those in 2011. 7.05% of the surveyed pregnant women had high-risk pregnancies, since
their age was over 35; 0.58 % of those had high-risk pregnancies because of the grand multiparity; 28.23% of those
pregnant women had significant risk because the period of time between 2 consecutive pregnancies was less than
2 years

Discussion: for genuine antenatal care is required a better coordination of the triangle: Pregnant woman-Health
personnel- Health politic makers.

Key words: The pregnant woman, Antenatal care, Birth, hospital.
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GLAUKOMA NEOVASKULARE, IMPAKTI KLINIK DHE MENAXHIMI NE
KUSHTET TONA

NEOVASCULAR GLAUCOMA, CLINICAL IMPACT AND MANAGEMENT IN
OUR CONDITIONS

Ajvazi H.
Spitali i Pérgjithshém Regjional i Gjilan-it, Kosové

Medicus 2015, Vol. 20 (3): 398 402

ABSTRAKT

Hyrje: Glaukoma neovasculare bén pjesé né grupin e glaukomave dytésore qé shkaktojné rritjen e TIO si rezultat
i mbylljes sé kéndit iridokorneal me zhvillimin e neovazave té lindura nga: sémundjet ishemike retinale dhe
sémundjet e tjera inflamatore.

Qéllimi i studimit: Eshté té tregojé incidencén, etiopatogjenezén, rrjedhén klinike dhe menaxhimin e glukomés
neovaskulare, duke e krahasuar me literaturérn bashkékohore si dhe duke iu referuar klinikave té tjera pérkatése.

Metodat: Né kété studim jané prezentuar rezultatet e trajtimit té glaukomés neovaskulare pér periudhén 2011-
2014. Pérpunimi i rezultateve éshté béré me paketén statistikore SPSS 22.

Rezultatet: Né kété punim shkencor jané pérfshiré 61 pacienté me GNV, té cilét pérbénin 4.3% té té gjitha rasteve
me glaukomé dhe 14.0% té rasteve me glaukomé dytésore prej moshés: 22 - 79 vijec. Mosha mesatare ka gené 60.9
viec (DS = 10.6 vjec), 39 raste ose 63.9% ishin té gjinisé mashkullore dhe 22 raste ose 36.1% té gjinisé femérore,
ndryshim ky i dukshém i réndésishém statistikor (X2=4.74, P=0.03 pra P<0.05). Shkaktari mé i shpeshté i GNV ishte
RDP me 55 raste ose 55.6% té tyre, pastaj OVQR me 11 raste ose 11.1% té tyre si dhe uveitet recidivante me 8 raste
ose 8.1%. Komplikimi mé i shpeshté te GNV ishte haemoftalmusi, katarakta dhe glaukoma absolute.

Konkluzion: Né shumé aspekte rezultatet tona jané pérputhur me rezultatet e autoréve té tjeré, por pér sa i
pérket trajtimit, éshté evidente se rezultatet tona nuk jané té kénagshme. Duhet té pérgéndrohemi né trajtimin
adekuat dhe me kohé té ishemisé retinale pasi ajo éshté metoda e vetme pér parandalimin e GNVdhe komplikimeve
té sajé té réda.

Fjalé kyce: Retinopatia diabetike, ishemia retinale, glaukoma neovaskulare

HYRJE

Glaukoma neovaskulare (GNV), éshté sémundje e
syrit relativisht jo e shpeshté, por e réndé, e cila paragitet
si rezultat i neovaskularizimit té irisit dhe té kéndit
iridokorneal, ngritjes sé tensionit intraokular (TIO),
duke shkaktuar démtime neurosenzoriale ireversibile.[1]
Bén pjesé te glaukomat dytésore e emértuar pér heré
té paré me 1871, glaukoma neovaskulare.[2] GNV éshté
pasojé e ishemisé retinale dhe rezulton nga komplikimet
endokrinologjike, traumatologjike, inflamatore, gjenetike
dhe té tumoréve intraokular, gé kané rolin kryesor né
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paragitjen e neovazave, etj. Sémundjet mé té shpeshta
té syrit, té cilat shkaktojné glaukomé neovaskulare jané:
Retinopatia diabetike (RD), Okluzioni i Venés Qéndrore té
Retinés (OVQR) si dhe sémundjet inflamatore sistemike
[3], etj. Mé rrallé glaukoma lind pas okluzionit té arteries
gendrore té retinés, periflebitit, sémundjes sé Ealsit,
sindromit-Coats, uveitet, endoftalmitet, ablacioni i
retinés, traumat si dhe tumorét intrakraniale. Patogjeneza
te glaukoma neovaskulare - ishemia retinale ka rolin
kryesor né paragitjen e neovaskularizimit - (formimit
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té mneovazave).[4] Diagnostikifikimi pozitiv vendoset
me ekzaminim: oftalmoskopik, biomikroskopik dhe
gonioskopik. Ekzaminimi angiofluorografik i segmentit
anterior mund té evidentojé neovazat né iridé dhe né
kéndin iridokorneal qé nga fillimi i tyre, sidomos kur
ekzaminimi biomikroskopik éshté i véshtiré.[5] Te rastet
e komplikuara té glaukomés neovaskulare, ku mediumet
intraokulare jané mé pak transparente, efikasiteti i
trajtimit pérmes pankrioaplikacionit éshté i dobishém.
Te kéto raste duhet té aplikohet kirurgjia filtrative me
ndihmén e valvulave té silikonit apo té supramidit si
dhe administrimi i mitomycinés C (MMC).[6] Trajtimi
medikamentoz, medikamentet mé té réndésishme pér
kété fazé pérfshin: cikloplegjikét si atropinén 1%, si
dhe antiinflamatoret steroidien si prednisolon p.sh.,
Pred Forte, Inflamase Forte, pér té ulur inflamacionin.
Té kontraindikuar miotikét, p.sh, sol. Pilocarpina
éshté kundérindikuar pér shkak se mund té rrité
inflamacion Medikamentet aktuale antiglaukomatoze
pér té menaxhuar TIO jané: betablokatorét, blokatorét e
karbonanhidrazes, prostaglandinet.[7] Trajtimi me kohé
i retinopatisé diabetike proliferative me Pan Retinal
Fotokoagulacioni (PRP) si dhe me preparate anti -VEGF
mund té parandalojn me suksesé GNV si komplikimet e
sajé té rénda [8].

QELLIMI I STUDIMIT

1. Té tregoj incidencén e glaukomés neovaskulare sipas
moshés, gjinisé, shtrirjes gjeografike

2. Té hulumtoj dhe analizoj incidencén e gjetjeve té
glaukomés neovaskulare te rastet me retinopati
diabetike ku éshté apliku vetém Parcial Retinal
Fotokuagulacioni (P-PR) si dhe te rastet ku éshté apliku
PRP bashké me aplikimin e terapisé me anti-VEGF
-medikamente intravitreale si psh Avastinés

3. Tétregojfrekuencén e sémundjeve me predispozicion né
shkaktimin e glaukomés neovaskulare dhe vlerésimin e
sémundjeve tjera shogéruese si dhe komplikimeve

MATERIALI DHE METODA

Hulumtimi éshté i tipit retro-prospektiv dhe éshté
realizuar gjaté periudhés 2010-2014 né Departamentet
dhe Repartet e Syve té SHSKUK - (Shérbimit Spitalor
dhe Klinik Universitar té Kosovés) si dhe né vecanti né
Repartin e Syve té SR-Gjilan-it. Né punim jané té pérfshiré
61 pacienté ose 99 sy me GNV prej moshés: 22 - 79 vjec.
Mosha mesatare ka gené 60.9 vjec (DS + 10.6 vjec; SEM
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+ 1.4 vjec). Pacientet femra kishin moshé mesatare mé
té re se 58.8 vjec kurse meshkuijt 62.1%, por me Mann-
Whitney test nuk kemi fituar dallim me sinjifikancé
té réndésishme statistikore té moshés mesatare sipas
gjinisé (U’=445, P=0.815 pra P>0.05).

REZULTATET

Gjaté késaj periudhe jané trajtuar 1403 raste me glaukomé,
prej té cilave 66 ose 4.7% ishin glaukomé kongjenitale, 902
ose 64.4% glaukomé primare dhe 435 ose 30.9% glaukomé
sekondare. Né kété studim, jané trajtuar 61 raste me
glaukomé neovaskulare té cilat pérbénin 4.3% té té gjitha
rasteve me glaukomé dhe 14.0% té rasteve me glaukomé
sekondare (Tabela 1).

Tabela 1. Rastet e glaukomés té trajtuara pér periudhén

2010-2014
Glaucoma Glaucoma
Llojet e glaukomés té gjitha rastet | Dytésore
N % %
Kongenitale k O(I}ljgi(ti‘llllsig];ll e 66 4.7
Glaucoma
simplex 357 25.5
Glaucoma
pigmentosa 18 13
Glaucoma
capsularis 242 173
Parésore ol
aucoma
angulare acuta 123 88
Glaukoma
angularis 162 11.6
chronic
Gjithsej
parésore 902 64.4
Glaucoma
secundum 126 9.0 29.1
acuta
Glaucoma
secundum 17 12.2 39.5
cronica
§ Glaucoma
Dytésore absolute 77 5.5 179
Glaucoma
neovaskulare 61 43 14.0
Gjithsej
dytésore 435 30.9 100.0
Giithsej 1403 | 100.0
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Tabela 2. Rastet me GNV té trajtuara sipas grup-moshés

dhe gjinisé
Gjinia o
Grup-mosha F M Gjithsej
N % | N | % N %
<40 3 | 136 | 1 | 26 | 4 | 66
4059 6 | 223 | 9 | 31 | 15 | 246
60+ 13 | 591 | 29 | 744 | 42 | 689
Githeer |N_| 22 1000 [39 [1000 [ 61 [ 1000
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Grafiku 1. Rangu i sémundjeve parésore te glaukoma

neovaskulare
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Grafiku 2. Semundjet shogeruese te glaukoma
neovaskulare sipas syve
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Grafiku 3. Struktura e komplikimeve te glaukoma
neovaskulare
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Grafiku 4. Struktura e rezultateve pas trajtimit sipas
DKPO

Tabela 3. Terapia me AWGF tek rastet e pérfshira né

hulumtim
Syri me GNV
Gjithsej
Th: me AVEGF oD 0S
N % N % N %
Pevacizumab
(Avastin) 33 67.3 36 72.0 69 69.7
Pegaptanib
sodium 5 10.2 4 8.0 9 9.1
(Macugen)
Ranibizumab
(Lucentis) 8 16.3 8 16.0 16 16.2
5 F1 - Uracil 3 6.1 2 40 5 5.1
Gjithsej 49 | 100.0 | 50 | 100.0 99 100.0
DISKUTIMI

Gjaté periudhés 4 - vjecare, 2010 - 2014, jané trajtuar 61
raste me glaukomé neovaskulare té cilat pérbénin 4.3%
te té gjitha rasteve me glaukomé dhe 14.0% té rasteve
me glaukomé dytésore (Tabela 1). Né hulumtimin ton me
GNV, 39 ose 63.9% ishin té gjinisé mashkullore dhe 22
ose 36.1% té gjinisé femérore, dallim ky me sinjifikancé
té réndésishme statistikore (X2=4.74, P=0.03 pra P<0.05),
dhe éshté né pérputhje me hulumtimet e autorve té tjeré.
Sipas moshés glaukoma neovaskulare éshté kryesisht
sémundje e moshave té shtyra, ndonése nuk pérjashtohen
as moshat e reja. Pacienti mé i ri ishte 22 vjec dhe mé i
vjetri 79 vjec, (Tabela 2). Sémundjet parésore, sémundja mé
e shpeshté parésore te glaukoma neovaskulare ishte RDP
me 55 raste ose 55.6% té tyre, pastaj TVQR me 11 raste ose
11.1% té tyre dhe uveitis chr. recidivans me 8 raste ose 8.1%,
(Grafiku 1). Sémundjet shogéruese, né grupin e pacienteve
me glaukomé neovaskulare té pérfshiré né hulumtim
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nga 99 sy té ekzaminuar 9 ose 9.1% jané shogéruar me
anomali té refraksionit si dhe nga 7 ose 7.1% me glaukoma
té tjera e késhtu me radhé (Grafiku 2). Komplikimet,
komplikimi mé i shpeshté te glaucoma neovaskulare
ishte haemoftalmus te 20 sy ose 20.2% té rasteve, pastaj
katarakta te 15 raste ose 15.2% si dhe glaukoma apsolute
te 11 ose 11.1%, (Grafiku 3). Mjekimi me terapi kirurgjike,
jané trajtuar 95 sy ose 96% té tyre. Sipas metodave mé
e shpeshté ka gené kryoterapia me 20% stabilizim dhe
8% pérmirésim. Terapia me anti-VEGF, terapia me anti-
VEGF te rastet e pérfshira né hulumtim: mé sé shpeshti
éshté pérdorur terapia me Bevacizumab (Avastina) me
69.7%, pastaj Ranibizumab me 16.2%, Pegaptanib sodium
me 9.1% dhe 5FI-Uracil me 5.1%, pa dallime sipas syve
(Tabela 3). Pér trajtimin e glaukomés neovaskulare
éshté pérdorur kjo terapi medikamentoze, pér uljen e
TIO: Betablokatorét, blokatorét e carbonanhidrazés,
prostaglandinet, antiinflamatorét steroidien si dhe
cikloplegjikét, etj. Terapia medikamentoze te té gjitha
rastet ishte e kombinuar. Kombinimi mé i shpeshté ishte
sol. Timolol, sol. Lumigan, sol. Pred Forte si dhe sol.
Atropin Sulfaté me 48.5%, pérderisa né vendin e dyté
vien kombinimi teraputik: Sol. Lumigan, tab.Diamox,
pastaj sol. Pred Forte si dhe sol. Atropin Sulfaté me 31.3%.
Sipas dekursit klinik postopertaiv - DKPO, tek trajtimi
me: PRP 273%, me krioterapi - PRC 8.0% dhe PPV 57.9 %
kemi hasur né pérmirésim té gjendjes klinike, duke marr
pér bazé lidhéshmriné né mes té TIO, PNO dhe vizusit,
ku kemi fituar keté korelacion, X2= 13.63; Df = 4; p<0.01
(Grafiku 4).

PERFUNDIMI

Né bazé té analizés sé rezultateve tona kemi ardhur né
kéto pérfundime:

m Glaukoma neovaskulare pérbén 4.3% té té gjitha
rasteve me glaukomé dhe 14.0% té rasteve me
glaukomé dytésore

m Moshamé e prekur nga glaukoma neovaskulare éshté
mbi 60 vjec, mosha mesatare 60.9 vjec (DS = 10.6 vjec;
SEM + 1.4 vjec)

m Gjinia mé e prekur éshté ajo mashkullore me
63.9% dhe 36.1% té gjinisé femérore, dallim ky me
sinjifikancé té réndésishme statistikore (X2 = 4.74,
P =0.03 pra P<0.05)

Review

m Sémundjet parésore qé me sé shpeshti e kané
shkaktuar GNV jané: RDP, OVQR, duke pasuar
me sémundjet infalamtore te rastet ku nuk éshté
aplikuar PRP dhe anti-VEGF

m Komplikimi mé i shpeshté té GNV ishte
haemoftalmusi, katarakta dhe glaukoma apsolute,
etj.

m Sémundjet shogéruese mé té shpeshta: anomalité e
refraksionit dhe glaukomat tjera

m Suksese mé té mira né aspektin preventiv dhe
funksional te GNV kané treguar rastet kur éshté héré
PRP me aplikimin e anti-VEGF

m Trajtimi adekuat dhe me kohé i ishemisé retinale
éshté metoda e vetme pér prevenimin e GNV
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NEOVASCULAR GLAUCOMA, CLINICAL IMPACT AND MANAGEMENT IN OUR CONDITIONS

Ajvazi H.

Hospital Regional Center of Gjilan, Kosovo.

ABSTRACT

Introduction: Neovascular glaucoma, participates in the group of secondary glaucoma causing the increase of
IOP (intraocular pressure) as a result of iridocorneal angle enclosure with the development of neovase derived
from the retinal ischemic diseases and other inflamatory diseases.

Purpose: Is to show the incidence, etiopathogenesis, clinical development and the management of neovascular
glaucoma by comparing the contemporary literature and referring to the other respective clinics.

Methods: In this study were presented the results of neovascular glaucoma treatment during the period 2010-
2014. The data processing took place with statistically package SPSS 22.

Results: In this scientific study were included 61 patients with NVG containing 4.3% of all cases with glaucoma and
14% of cases with secondary glaucoma by mean age 22-79 years. The mean age of the patients was 60.9 year (SD +
10.6 year), 39 cases or 63.9% were of masculine gander and, 22 cases or 36.1% of feminine gander, as it seems there
is a differentiation with a statistically significant (X2=4.74, P=0.03, therefore P<0.05). The most frequent cause of
NVG was PDR with 55 cases or 55.6% of them, then, ischemic CRVO with 11 cases or 11.1% of them as well as the
rec. uveitis with 8 cases or 8.1%. The most frequent complication to the NVG was haemoftalmus, cataract and
absolute glaucoma.

Conclusions: In many aspects our results were in lined with the results of the other authors, but with regard to
the treatment it is obvious that results are not pleasing, since the percentage of patients with decompensation
and damages of the visual acuity are yet high. Therefore we should be focused on the adequate treatment of ocular
ischemic on time, as it is only prevention method of NVG.

Key words: Diabetic retinopathy, retinal ischemy, neovascular glaucoma.
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ASSOCIATION OF LUPUS NEPHRITIS AND CROHN’S DISEASE
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ABSTRACT

Systemic lupus erythematous(SLE) and Chrohn’s disease(CD) have been described in a rare association. The
immunological background of both diseases has to be taken into account to explain either the association of the
two disorders or the therapeutic response. Here we present the case of a 50 years old woman diagnosed with CD
in May 2007 according to GI symptoms such diarrhoea, abdominal pain, weight loss, vomiting, malaise, low grade
fever, and confirmed by barium studies, colonoscopy, and biopsy. Four years later, when she was successfully
treated with corticosteroids and amino salicylates (Mesalazine) she developed disabling arthritis, malar rash,
oral ulcers, hypertension, haematuria, proteinuria, pancytopenia, hypocomplementemia, anti-ANA (antinuclear
antibodies), anti-ds DNA and anti-Ro (SS-A) positive and negative anti-histone antibodies. Based on all these facts,
the diagnosis of SLE complicated with lupus nephritis was suggested. A pulse therapy of methylprednisolone for
3 days and cyclophosphamide was started, and very good results are achieved using cyclophosphamide 1gr/month
and 0.5 mg/kg corticosteroids. Despite the rarity of such combination (Crohn’s disease with SLE) patients with
Crohn’s disease who develop such clinical findings might need evaluation for SLE.

Keywords: Systemic lupus erythematosus, Crohn’s disease, proteinuria, lupus nephritis, gastrointestinal
manifestations (GI)

INTRODUCTION

disease , it does not appear to be an autoimmune disease.
Systemic lupus erythematosus in an autoimmune disease

Crohn’s disease (CD) and Systemic lupus Erythematosus
(SLE) are multisystem diseases characterized by

widespread tissue damage. Crohn’s disease is caused by
a combination of environmental, immune and bacterial
factors in genetically susceptible individuals.(1) Patients
with SLE may be affected mainly by intestinal vasculitis
and patients with IBD may have manifestationsin common
with SLE, such as oral ulcers, arthritis. Furthermore,
drugs used for IBD, such as sulfasalazine, can cause
drug-induced lupus.(2) In CD the body’s immune system
attacks the gastrointestinal tract possibly directed at
microbial antigens. Crohn’s disease is an immune related

characterized by the production of autoantibodies
which mistakenly attacks healthy tissue of all body. In
fact the association between two diseases is rare.(3) We
present the case of a patient with CD who after 4 years
approximately develop lupus nephritis (LN).

CASE PRESENTATION

A 50 years -old woman was diagnosed with Chron’s
disease in May 2007 according to gastrointestinal
symptoms such diarrhoea, abdominal pain, weight loss,
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vomiting, malaise, low grade fever, and confirmed by
barium studies, colonoscopy, and biopsy. Colonoscopy
of the cecum was performed, and on the right colon,
cecum, iliocecal valve, showing several moderately deep
ulcers with geographic edges about 1.2 cm in diameter,
with normal mucosa between them. These findings
were compatible with Crohn’s disease. The colon biopsy
confirmed the endoscopic findings for CD.

Fig 1.

Crohn’s disease in view of colonoscopy

Four years later, when she was successfully treated with
corticosteroids and amino salicylates (Mesalazine) she
developed disabling arthritis, malar rash, oral ulcers,
alopecia, weight loss, hypertension and then she was
admitted to our department of rheumatology.

Haemoglobin (Hb) was 9.8g/dl, red blood cell 3.8 x 10%/ml,
white blood cell count was 3.2 x 103/ml, and platelets were
1.7 x 10° ul (pancytopenia). Erythrocyte sedimentation
rate was 36mm/h and CRP 74 mg/dl, with decreased
complement levels. Fibrinogen 324 mg/dl, with normal
glucose and liver function tests, normal electrolytes,
protrombin tests and D-dimer. Immunology laboratory
tests indicate, anti-ANA, anti-ds DNA and anti-Ro (SS-A)
positive and negative anti-histone antibodies , negative
anticardiolipin. Microhematuria and proteinuria were
detected in urinalysis. The amount of proteinuria was
3.3g/l. Arepeated colonoscopy and biopsy reconfirm the
diagnoses of CD. Based on all these facts and the criteria
of American college of Rheumatology, the diagnosis of
systemic lupus erythematosus (SLE) complicated with
lupus nephritis was done.
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Table 1
Clinical Symptoms of SLE

Organ System Symptoms

Muskuloskeletal | Arthritis, Arthralgia

Constitutional Fever (absence of infection), fa-
tique, weight loss

Skin Malar (batterfly) rash, alope-
cia, photosensitivity, purpura,
Raynaud’s phenomenon, urticaria,
vasculitis

Gastointestinal | Proteinuria, hematuria, nephrotic
syndrome

Hematologic Anemia, thrombocytopenia, leuko-
penia,

Cardiac Pericarditis, endocarditis, myocar-
ditis

Neurologic Seizures, psyhosis, peripheral and
cranial neuropathies

Pulmonary Pulmonary hypertension, pleurisy,
parachymal diseases

SLE: systemic lupus eryhematosus. Source: References 1,6

Fig 2. Systemic lupus erythematous symptoms

The amount of proteinuria was 3.3g/l. A repeated
colonoscopy and biopsy reconfirm the diagnoses of CD.
Based on all these facts and the criteria of American
college of Rheumatology, the diagnosis of systemic lupus
erythematous (SLE) complicated with lupus nephritis
was done.

A pulse therapy of metilprednisolone for 3 days
combined with cyclophosphamide was started , and very
good results are achieved using cyclophosphamide 1gr/
month and 0.5 mg/kg corticosteroids. After 6 months
of treatment the patients was free of symptoms and all
biochemical and immunologic examinations confirm that
the remission was achieved.

DISCUSSION

Crohn’s disease is a type of inflammatory bowel disease
that may affect any part of the gastrointestinal tract
from mouth to anus. Symptoms often include abdominal
pain, diarrhoea, fever, weight loss, skin rashes,
arthritis, anaemia etc. CD is caused by a combination
of environmental, immune and bacterial factors in
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genetically susceptible individuals.(4) In CD the body’s
immune system attacks the gastrointestinal tract possibly
directed at microbial antigens. CD is an immune related
disease , it does not appear to be an autoimmune disease.
Patients of systemic lupus erythematous may develop
gastrointestinal disorders that may be clinically similar
to CD.(5) However there are some differences. The most
common pathological lesion in the GI tract of patients
with SLE are chronic non specific mucosal inflammation
and ischemic changes due to vascular lesions. However,
vasculitis was not confirmed in our case. Endoscopy
was suggestive of Crohn’s disease and the colon biopsy
lacking evidence of vasculitis .Therefore, the abdominal
symptoms experienced by patients with both SLE and CD
can be attributed to CD alone.(6)

Patients with CD that is treated with sulfasalazine can,
in rare cases, develop drug-induced lupus syndrome .
Drug-induced lupus syndrome is associated with negative
ANA laboratory tests and hypocomplementemia. The
patient described here was positive for ANA and anti-ds
DNA antibody, therefore, drug-induced lupus syndrome
was unlikely.(7) There are very few case reports of the
co-existence of these two diseases while data regarding
common genetic susceptibility between SLE and CD is
controversial.(8)

Both diseases may occur as primary disorders. The
immunological background of both diseases may explain
the mechanism of this rare association. A possibility
is that clinically distinct autoimmune diseases may be
controlled by a common set of susceptibility loci. Other
analogies between different autoimmune diseases
reinforce this hypothesis of common genetic factors.
In the majority of these cases CD was the preceding
diagnosis.(9) However, in some cases CD diagnosis also
followed SLE diagnosis. The differentiation of CD from
SLE gastrointestinal involvement may be difficult. In fact,
cases with inflammatory bowel diseases like CD could
show similar clinical signs and symptoms to SLE, and in
some cases of CD might fulfil some of the classification
of criteria for SLE.(10) Up to 18 clusters, where linkage
positive results for human autoimmune diseases
overlap, have been reported. One of the clearest of them,
with a larger range of diseases linked and showing the
strongest linkages, is the cluster on chromosome 16q,
which includes susceptibility loci for Crohn’s disease
and SLE.(11) A possibility is that clinically distinct
autoimmune diseases may be controlled by a common
set of susceptibility loci. The clustering of autoimmune

Case report

susceptibility loci is a common finding in both human
diseases and experimental models that needs to be
explained.(12) An attractive alternative to explain the
cluster of susceptibility loci is to hypothesize that they
are due to genes with related function that have appeared
by duplication and divergence from an ancestral single
gene and that persist in neighbouring sites on the same
chromosome, each playing a role in different diseases
w20-22x. Therefore, a causal relationship between SLE
and CD cannot be excluded. (13) The correct diagnosis has
important treatment and prognostic implications.

CONCLUSION

In conclusion it is important to consider the possibility
of SLE with GI manifestation in patients who have CD.
Coexistence of systemic lupus erythematosus should be
considered in patients with inflammatory bowel disease
and complex extraintestinal manifestations despite the
rarity of this this association. Diagnosis of such rare
cases needs always to exclude relative co morbidities or
overlapping features of similar pathogenic entities and
always requires a plan for optimal management of both
systemic diseases.

Conflicts of interest: None declared.
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ABSTRAKTI

Lupusi Eritematoz Sistemik dhe Morbus Chron's (CD) jané dy patologji té cilat ndeshen rrallé né shogérim me njéra
tjetrén. Kuadri imunologjik i té dyja sémundjeve duhet té merret né konsideraté pér té shpjeguar si shogérimin e
dy patologjive ashtu edhe pérgjigjen terapeutike. Rasti gé po prezantojmé i pérket njé gruaje té moshés 50 vjecare
e diagnostikuar me CD né Maj té vitit 2007 né bazé té njé simptomatike té tillé si diarre, dhimbje abdominale,
rénie né peshé, té viella, dobési trupore dhe temperaturé subfebrile si dhe pérmes ekzaminimit me Sulfat Bariumi,
Colonoskopisé dhe Biopsisé. Katér vjet mé voné, kur ajo u trajtuar me sukses me Kortikosteroidet dhe Amino
salicylate (Mesazaliné) pacientia paragitet me nje séré ndodhish té reja si dobési trupore, skugje té fytyrés, ulcera
orale, hypertension, dhe me alterime laboratorike si haematuri, proteinuri, pancitopeni, hypocomplementemi,
anti-ANA (antitrupa antinuclear), ADN anti-DS dhe anti-Ro (SS-A) pozitive dhe anti-histone negative. Duke u
bazuar né té gjitha kéto fakte, diagnoza e SLE e komplikuar me nefrit lupik éshté vendosur. Njé terapi pulse
me Methylprednisolone dhe Cyclophosphamid pér 3 dité ka filluar, dhe rezultate shumé té mira jané arritur duke
pérdorur cyclophosphamide 1gr/muaj dhe 0.5 mg/kg kortikosteroidet né vijim. Pavarésisht se njé kombinim i tillé
(Morbus Chron’s me SLE) éshté i rrallé tek pacientét me Morbus Chron’s gé zhvillojné kéto gjetje klinike mund té
kené nevojé pér vlerésim té SLE.

Fjalé Kyc: Lupus erythematoz sistemik, morbus Chron’s, proteinuria, lupus nefritis, manifestime gastrointestinale
(GI)
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ABSTRACT

Background: Gastrointestinal stromal tumor (GIST) is CD 117 positive, and the most common primary
mesenchymal tumor of the gastrointestinal tract. GISTs may occur anywhere along the gastrointestinal tract,
however, approximately 60% arise in the stomach. The pedunculated pattern of growth is rare. Patients usually
present with vague abdominal complaints, bleeding, or abdominal mass. Surgical excision and postoperative
Imatinib therapy is recommended. The aim of this study is to report a rare case of a pedunculated gastric GIST.

Case Report: We present a case of 62 year old patient with epigastric discomfort. Diagnosis of GIST was suspected
on upper GI endoscopy which revealed a tumorous formation on the lesser curve which prominates into the
lumen. CT scan revealed a 30x25 mm mass between the left liver lobe and the stomach. The patient underwent
laparotomy and a pedunculated mass was found arising from the lesser curvature of the stomach. The tumor was
completely excised. Histopathologic examination and immunohistochemistry have shown CD 117+ intermediate
differentiated GIST made of spindle cells with low mitotic count.

Discussion: Using the current NCCN guidelines for classification, gastric GISTs may be stratified for risk of
malignancy based on tumor size and number of mitoses. Although our patient had a tumor smaller than 5 cm
and low mitotic rate, it is known that GISTs have the potential for malignant behavior. These tumors are treated
with complete surgical excision and long-term tyrosine kinase inhibitors, such as Imatinib, with close follow-up.

Key words: GIST, CD117, Surgical excision, Imatinib

BACKGROUND

of mesenchymal tumors of the GI tract having no
ultrastructural or immunohistochemical features cha-
racteristic of smooth muscle differentiation. [5]

Gastrointestinal stromal tumors (GISTs), though the
most common mesenchymal tumors of the GI tract,
are rare accounting approximately 1% to 3% of all

gastrointestinal tumors. [1-4] In the past, these tumors
were classified as leiomyomas, leiomyosarcomas, or
leiomyoblastomas. Mazur and Clarke were first to
came up with the term GIST in 1983 for a distinct set

Kindblom and associates in 1998 demonstrated that the
actual cell of origin of these tumors is a pluripotent
mesenchymal stem cell programmed to differentiate into
interstitial cells of Cajal, the GI tract “pacemaker cells” -
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the cells responsible for initiating and co-coordinating GI
motility. Interstitial cells of Cajal, is believed to be GIST’s
precursors, because both express the receptor tyrosine
kinase KIT (c-KIT). [6,7]

GIST is CD 117 positive mesenchymal neoplasm and
may occur anywhere along the gastrointestinal tract,
however, approximately 60% arise in the stomach, 20-
40% in the small intestine, and 5-15% else where in the GI
tract (oesophagus, rectum, omentum, peritoneum).[3,4]
Usually, GISTs present in middle age people with a peak
age of presentation at 58 yrs, affecting males and females
equally. [8] They rarely occur in children or young adults,
but when they do, an association with neurofibromatosis
and Carney’s triad (gastric stromal tumor, extra
adrenal paraganglioma and pulmonary chordoma) has
been noted.[9] Approximately 85% of GISTs harbor an
activating KIT mutation, which leads to constitutive
activation of KIT and its tyrosine kinase function.
Approximately 3% to 5% of GISTs instead carry a mutation
in the PDGFRa gene, and about 10% to 15% of the tumors
contain wild-type forms of the KIT and PDGFRa proto-
oncogenes. [10-12]

Usually, GISTs arise from the stomach wall and extend
inward toward the mucosa and/or outward toward the
serosa. The pedunculated pattern of growth is rare.[13]
GISTs range in size from small lesions to large masses.
They are clinically silent until they reach a significant
size; this is why their discovery is usually incidental.[14]
In many cases, GISTs present with abdominal pain, GI
bleeding or palpable mass. Patients usually present with
vague abdominal complaints, bleeding, or abdominal
mass.[15] The rarity of this lesion, coupled with the
often nonspecific patients symptoms, often results in a
diagnosis made only after surgery.[16-18] The aim of this
study is to report a rare case of a pedunculated gastric
GIST.

CASE REPORT

We present a case of 62 year old male patient who
referred to our institution with epigastric discomfort
after meals. On examination he looked healthy with
no clinical jaundice or pallor. His medical history and
family history were unremarkable. He had no history of
previous abdominal surgery. All routine blood test results
and levels of tumor markers (CEA, CA 19-9, a-fetoprotein)
were within the normal ranges. Diagnosis of GIST was
suspected on upper GI endoscopy which revealed a
tumorous formation of the lesser curve which prominates
into the lumen of the stomach with intact mucosis.
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Figure 1. Upper endoscopy

Abdominal CT scan revealed a 30x25 mm mass between
the left liver lobe and the stomach. The patient underwent
an elective exploratory laparotomy. No evidence of local
invasion in other structures or distant metastases were
found. A pedunculated mass was detected arising from
the lesser curvature of the stomach, approximately
5 cm from the pylorus.

The tumor was completely excised with a partial
gastrectomy taking a wedge of the stomach with
clearance from the tumor. The specimen was sent to
histopathologic examination and immunohistochemistry.
Final histopathology of the resected specimen showed a
spindle cell cancer with a low mitotic count(less than 5
mitosis per 50 HPF), whereas immunohistochemistry
revealed that the tumor was positive for CD 117. The
above features strongly suggested the diagnosis of GIST.

The patient was discharged in a stable condition. The
postoperative course was uneventful and treatment with
imatinib mesylate 400 mg twice daily started immediately.
Imatinib was prescribed by oncologist as long-life lasting
postoperative therapy.
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He has been on follow-up for 15 months postoperatively.
Upper gastroscopy and CT of the abdomen has been
reported to be normal with no evidence of recurrence.

DISCUSSION

GISTs are rare mesenchymal neoplasms with uncertain
biological behavior that arise in the wall of the
gastrointestinal tract. They represent less than 1% of all
gastric neoplasms. These tumors arise in the wall of the
stomach and rarely present as pedunculated extragastric
lesions.

GISTs may present in a number of different ways and are
often diagnosed incidentally. Symptoms caused by GISTs
are related to their location, leading to both mass effects
and intraluminal bleeding. Large GISTs may cause vague
abdominal discomfort, pain, bloating, early satiety, and,
in rare cases, occlusion, compression of surrounding
structures, and peritonitis due to spontaneous rupture
into the peritoneum. [19,20] In some cases, the core of
a large tumor leads to an intralesional degeneration,
necrosis, or abscess development. [21]

Although abdominal ultrasound is often the initial
imaging test employed in the investigation of a patient
with abdominal pain or mass, CT and MRI provides the
basis for diagnosis and staging in most patients. However,
CT scans are not always helpful in specifying the origin
of the mass.[22] Diagnosis can be made with upper
gastrointestinal endoscopy.[23] Endoscopic ultrasound
can help in delineating the submucosal tumor.

The curative intent in the treatment is operative excision
with a clear margin, RO. There is currently uniform
agreement that the surgical treatment of choice for
GISTs is resection of the tumor with clear surgical
margins including adjacent organs as necessary.[22] As
local and regional lymph node involvement is infrequent
in GIST, routine lymph node dissection is not advocated
[23-26] and limited resection is frequently performed.

After removal of any suspected GIST, postoperative
pathology assessment is essential to confirm the diagnosis
and to determine the correct size and the mitotic index,
which are very important for the stratification of risk.[27]
Using the current NCCN guidelines for classification,
gastric GISTs may be stratified for risk of malignancy
based on tumor size and number of mitoses.[28] The high
risk of malignant potential and recurrence are seen in
tumors more than 5-10 cm in size with a mitotic count
of more than 10/50 hpf.[2] Although our patient had
a tumor smaller than 5 cm and low mitotic rate, it is
known that GISTs can exhibit a variable hiologic behavior

Case report

and after a delay of several years, have the potential for
malignant behavior and metastasis.[29] According to this,
these tumors are treated with complete surgical excision
and long-term postoperative tyrosine kinase inhibitors,
such as Imatinib with close follow-up.[30]

CONCLUSIONS

GIST is an uncommon primary mesenchymal tumor
arising from the wall of the stomach. Rare tumors may
present as pedunculated mass and present difficulty in
preoperative diagnosis. Awareness of GIST as a distinct
GI tract lesion is paramount in managing these rare
and often aggressive tumors, which show a significant
preponderance for recurrence and behave as a malignant
lesion. It is important to surgically excise and diagnose
these lesions. The consensus is that adjuvant therapy
with tyrosine kinase inhibitors, such as imatinib, should
be considered in the management of all patients with
GISTs.
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TUMOR GASTROINTESTINAL STROMAL (GIST) I LUKTHIT NE FORME PEDUNKULARE:
PREZANTIM RASTI

Karpuzi A.}, Vejseli ].2, Elezi G, Trajkova R?, Prgova B, Rogac 1.2
! Departamenti i Kirurgjisé sé Pérgjithshme, Spitali i pérgjithshém i qytetit “8 Shtatori”, Shkup
2 Departamenti i Gastroenterohepatologjisé, Spitali i pérgjithshém i qytetit “8 Shtatori”, Shkup

3 Departamenti i Anesteziologjisé, Reanimacionit dhe Mjekimit Intenziv, Spitali i pérgjithshém i qytetit “8
Shtatori”, Shkup

4 Departamenti i Radiologjisé, Spitali i pérgjithshém i qytetit “8 Shtatori”, Shkup

ABSTRAKTI

Hyrje: Tumori stromal gastrointestinal (GIST) éshté CD 117 pozitiv tumor mezenkimal primar mé i shpeshté i
traktit gastrointestinal. GIST mund té paragitet kudo népér traktin gastrointestinal, megjithaté, rreth 60%
rriten né lukth. Ményra e rritjes né forme pedunkulare éshté e rrallé. Pacientét zakonisht paragiten me ankesa
té pagarta té barkut. Intervenimi kirurgjikal dhe terapi me imatinib éshté e rekomanduar. Qéllimi i kétij studimi
éshté prezantimi i rastit té rrallé té GIST-it té lukthit me formé pedunkulare.

Prezantim rasti: Prezantojmé rast té njé pacienti 62 vjecar me diskomfort epigastrik. Diagnoza e GIST-it éshté
supozuar gjaté gastroskopisé ku éshté vérejtur formacion tumoroz né antrumin e lukthit i cili prominon né
lumenin e tij. Tomografia kompjuterike ka treguar masé me dimenzione prej 30x25 mm mes lobit té majté té
heparit dhe lukthit. Gjate operacionit masé né formé pedunkulare éshté detektuar né kurvaturén e vogél té
lukthit. Tumori éshté nxjerrur né téresi. Histopatologjia dhe imunohistokimia kané treguar se béhet fjale pér CD
117+ GIST me numér té vogél mitotik.

Diskutimi: Duke pérdorur udhézimet e NCCN-sé pér klasifikim, GIST-i kategorizohet pér rrezikun e malignizimit
duke u bazuar né madhésiné e tumorit dhe numrin e mitozave. Megenése pacienti yné kishte tumor mé té vogél se
5 cm dhe numér té ulét mitotik, éshté e njohur se GIST ka potencial pér sjellje malinje. Kéto tumore jané trajtuar
me ekscizion kirurgjikal dhe pérdorim afatgjaté i inhibitoréve té tiroziné kinazés, sic éshté imatinib, me pércjellje
té ngusht afatgjate té gjendjes sé pacientit.

Fjalét kyce: GIST, CD117, Ekscizion kirurgjikal, Imatinib
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KOPEHAJTHU MEJITHHT 110 OITEPAITHJA HA KATAPAKTA

CORNEAL MELTING AFTER CATARACT SURGERY

T'onybaoBuk C.,Taremm b., brnaxkeBcka 3.K

Knunuka 3a Ounu 6onectu , Memuipacku Dakynret, Ckomje

Medicus 2015, Vol. 20 (3): 412 -415

ABCTPAKT

[TocTornepacTuBeH KOpHeasieH MeJITUHT € cOCToj0a Koja MoyKe J1a ce jaBH 10 CeKOj orlepaTMBH 3aXBaT HA OUMTE U MOKE
Ila UMa JpaMaThdeH TeK, IyPH U T10jaBa Ha KopHeaHa Mepdopaliyja.

[lenn e mpeky nmpuKas Ha CJIydaj CO KOpHeaJleH MEeJITUHI [TOCTOIePaTUBHO, Jja ce HarjlaCu BaykKHOCTa 3a AeTeKluja Ha
MOCTOEUKO CUCTEMCKO 3a007yBame, KOe e BO TeHe3aTa Ha IMpoMeHaTa Ha CTpoMmaTa Ha POroBUilaTa U Jla Ce UCTaKHe
Ba)KHOCT O]l CUCTEMCKM TPeTMaH, TTPeTIa3jiMBOCT U OIMCKO Clieflelbe Ha cocTojbara Ha poroBuilaTa BO CMUCOT Ha
MpeBeHIIMja Ha BakBa I10jaBa.

[TpuKkaykaH e ciydaj Kaj KOj Mecell AeHa I10 OIepaTMBHUOT 3aXBaT Ha KaTapakTa, Owia IMpuUMeHeTa TOIMKaJIHa
HecTepoua aHTUMHMIaMOTOPHA Tepanuja IpHW IUTO 0 [eCeTWHa JeHa Of YIIIoTpeba, IONUIo [0 IojaBa Ha
LIEHTPAJIHO [IOCTABEHO OeIMuecTo 3MaTyBakhe Ha POroBHIIaTa CO OAYCTBO Ha KOPHeasIeH eIUTesT U UCTeHUyBame Ha
MOBPIIHUATE JlaMeJId Ha crpomara, DJyopeclieMH 0oere MO3WUTUBHO, KOPHEeAJIHUOT CEeH3UOMIMTEeT couyBaH. Bpuc
3a OaKkTepuosIoLIKa aHa/in3a HeratuBeH. OOyCcTaBeHU ce TOIMMKAJIHU HEeCTEPOUAHM aHTUHUHGIAMAaTOPHU JIeKapCcTBa
M OpIIMHMpAaHa JIOKaJiIHa Teparyja 3a BjaKemhe Ha POroBullaTa, OJIar KOPTUKO Iperiapar 3apajid pOMeHUTe Ha
nrM6baTHUTe KPBHU CafJOBU 1 TepalleBTCKa KOHTaKTBa jieka. CocTojbara e cyieleHa Ha HEKOJKY fieHa U co ripenieH OLIT.
[Toxm TpeTMaHOT MMMOAaTHATA MHjeKIMja Ha TOPHUOT TUMOYC e rToBJleuyeHa 1 coCTojbaTa Ha POrOBUIIATA TOI0OpeHa BO
CMICOJT Ha PECTUTYLIMja Ha [1aTOJIOIIKATa ITIPOMEHa CO peernuTenr3allija Ha ermuTesIoT.

3axksyyok: [locTonepaTBeH KopHeasieH MeITUHT MaKO € peTKa TojaBa, 3apaZii Cepruo3HOCTa U HelpeJBUJINB Ha
TEKOT Ha 3a00/TyBabeTo e ajlapMaHTHa COCTojba, Koja Tpeba Jia ce rpero3Hae BO HEj3UHUOT ITOUETOK U Jla Ce YPreHTHO
TMOJIBPrHe Ha TpeTMaH, KaKo coCTojbara Ha OKOTO TaKa M TPeTMaH Ha CUCTEMCKOTO 3a00/TyBatbe.

Knyunu 300poBH: MeJITUHI, KOpHeaaHa CTpoMa

BOBE]]

KopHeaieH MeNITHHT e cocTojba IIpH Koja joara Jio rydermhe
Ha TKaemheTOo Ha CTPoOMaTa Ha POroBHIaTa, LITO MOKe Jia
JoBefie 710 Hej3uHa nmepdopaliyja U [ypu 10 I'YOUTOK Ha
opraHoT 3a Bujf. IlocTonepaTBeH KOpHeajeH MeJITHHT,
He e TaKa yecTa I10jaBa HO MO3Ke J1a IMa Op3 ipaMaThyeH 1
He3a/IpkuB Tek. [IpoMeHMaTa Mojke Jia ro adekTrpa ouno
KOj JIeJT o1 poroBuIiaTa. 3apajju MO;KHUTE KOMIUTUKALMH,
IpPaBOBPEMEHO Ipelo3HaBalke Ha MpPOMeHaTa M
1peB3eMame Ha aJieKBaTeH TPeTMaH € Off HelmoOMTHO
3Haueme.

HojaBa Ha MEJITUHT Ha poroBuliaTa OIyiIaHa € I10 TOTOBO
CHATe OKVIapHU oOllepalnun. Bo fnocjiegHnBe JaeceTruHa
rogvuHun 3abesiekaHa e nojaBa Ha MeJITUHT Kaj OoMHU €O

Revisté mjekésore - MEDICUS | 412

IS ISP

TocorepaTyBHa JIOKaJIHA allIMKaljja Ha HeCTepPOUTHU
aHTMUH(IAMaTOPHU JIEKOBH, IITO PE3YITHPAJIO YPH JI0
TIOBJIEKyBambe Ha HEKOH Off HUB 0ff Ma3apor. (1)

[len Ha TPYZIOT e J1a MPeKy MpUKa3 Ha CJTy4aj co TOCTOEUKO
CHCTEMCKO 3abonyBame (scleroderma), Kaj koj Omna
BOIIPUMeHeTa JIOKaJIHa aHTH MH(IaMaTopHa HeCTepOU/HA
Tepanuja Bo BUJ] Ha KallKM BO TOKAceH I0CToepaTnoBeH
TeK ¥ Kaj Koj JIOIIIO [I0 MojaBa Ha KOpHeajeH MeTHHT,
7la ce HArJaCH HYKHOCT Off MPETHa3MBOCT U CBECHOCT
3a MIOCTOeHE Ha CHCTEMCKO 3a00/TyBambe U Jla Ce Harlacu
B&KHOCT 3a MCTOBPEMEH TpeTMaH Ha CHCTEMCKOTO
CHCTeMCKO 3a007TyBatbe Co OJTUCKO CIIefiehe Ha POroBHIIaTa
BO CMMCOJI Ha IIPEBEHIIMja Ha OKY/TAPHU KOMIUTUKAIIUH.
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ITPUKA3 HA C/IYYA)

Kena Ha 73 rop, OMIa mperiefjaHa Bo KaOMHETOT 3a
THpefieH CerMeHT 3apajid MpHUTalyja U O0JKAa Ha JIEBOTO
OKO Ha Koe OM/la orepMpaHa off KaTapakTa Mecel] Toj
leHa Tpeq Toa. Kojkara Ha KamaljuTe Kaj TaljueHTKaTa
OM/1a pUTHIHA ¥ 3aTeTHaTa TaKa Jla JIBeTe PUMHU Ha OUUTe
HEIITO TIOTeCHU CO OJ1ara Ha3HaYeHOCT Ha JIEBOTO OKO
3apajiu oecpapocna3saM. Ha 1eBoTo 0Ko IOCTOjU yMepeHa
I[UIMapHa MHjeKI[yja, HelITo IIoM3pa3eHa Ha TOPHUOT
JUMOYC Kajie ce I71ef1aaT HEKOJIKY CYTYPU Off TIPETXO/THO
HalpaBeHHOT ONEepPaTHBHUOT 3axBaT. Ha poroBuiiaTa BO
IIeHTpa/IHaTa 30HAa IIOCTOjM OIaJieClieHTHa OennyecTa
M3I0/KeHa YIIKYCHA TpOMeHa BO BEJIMUMHA Off 3 MM
co 2 MM Bo mmpourHa (ca 1.), Koja Bo jyabounHaTa I
3ahaka MOBpIIHMTE JIaMe/i Ha CTPOMaTa Ha POTOBHIIA.
BuIuTe Ha MPOMEHATa, O[HOCHO eMUTENIOT Ha UBHUITUTE
Ha MpPOMeHaTa JIeCHO HaJIUrHAT IITO € eBUJIEHTHO M Ha
OIT wmaopmor Ha mpemeH cerMeHT (cm.2). IIpucyTHeH e
BepTHKaleH Habop Ha J[leciiemeTHaTa MeMOpaHe Koj
ce youyBa IO IPOMEHATa M BO HerocpeiHa O/MM3KHA,
JI0fieKa OCTaHaTHOT JIeJT Off POTOBHIA € TPaHCIapeHTeH U
0e3 nmpomenu. bojeme co (iyopeciierH e MO3UTUHUBHO BO
TIPeJIeJIoT Ha YIIKYCOT, a ce 3a0eje}kyBa U HeCTaOWITHOCT
Ha COM3HMOT (MM Ha porosuilaTa. KopHeaaHHOT
CeH3UTHBUTET OM/ couyBaH. IIpegHa Komopa co OucTpa
CONIP’KMHA 0e3 TIPHCYCTBO Ha KIETOYHU eJIeMEHTH.
Wpuc co mpupaciuiia Ha MyNWIapHUOT pab Ha 9 Yacor.
[IpucyTha apredunmenta nexa. [loymabokuTe CTpyKTYpU
0e3 MaToNMOIIKK Haof, BuiHaTa ocTprHa Ha JIEBOTO OKO
0e3 kopekuuja 0.1 Ha Snellen-oB onrroTu.

[TarrenTtkata OomegyBa of scleroderma opm 1993 rop.
M e CO TUIMYHM M3MEHM Ha KoKaTa Koja e 3aTerHera,
IBPCTa Ha JIONHP, IITO ce MaHU(eTHpa U eBUIEHTHO
e Ha OKyJIapHHUTe ajHeKcd. [lallieHTKata He e MO
MeJIUKaMeTO3eH TPeTMaH Ha OCHOBHOTO 3a0IIONyBakbe.
Mecery 1 107 ey fla ce jaBU Ha o(TaIMONOT 3aflapy
aKTYyeJIHaTa IPOMeHa OMJla oTlepupaHa off XUIepMaTypHa
KaTapakTa cO MeTofa co (pakoeMym3udUKalyja co
KoHBep3uja. [locTonepTMBHUOT TeK OM ypeaeH. 3apaau
MMMOasHa MHjeKIMja Ha TOPHMOT JMMOYC, MaKo Cabo
u3paseHa, Koja e cgaTeHa KaKo JMMOWT, IO Mecel|
lleHa O omepaliyja Ha ITallMeHTKaTa M e OpJMHUpaHa
TONMKa/IHA HeCTEPOU/IHA aHTH MH(IaMaTopHa Teparuja
¥ BelITauku com3u. JleceTrHa jieHa Mo OpAMHMpaHaTa
Tepanuja, alBUeHTKaTa OCeTUIa UpUTallija U ce jaBuia
Ha o(hTaJIMOJIOT Off TPAJIOT KOj ja TPETHpal BO CMMCON
Ha KepaTuT. bujiejku cocrtojoaTa He ce momobpyBana ce
jaBM/Ia Ha KJIMHKMKA 32 OYHU OOJIECTH.

Case report

[Ipu mpueM yTBpJeHaTa COCTOj0a HAa POTOBUI[ATA Ha
onmomukpockorn, HampaBeH mnpeneH OLT, wucrnuran
KOpHeasieH CeH3UOMTUTET Koj 011 COuyBaH U 3eMeH OpHC
3a aHTHOMOrpaM Koj OWN HeraTwBe, 3apajii y/IKyCHaTa
NpOMeHa Ha POTOBUIIATA CO MENTHUHT HAa MOBPUIHUTE
JlaMaji Ha CTpoOMaTa Kaj MaljeHTKaTa e oOycTaBeHa
TONMKA/IHA HECTepOU/IHA Tepanuja ¥  OpJMHUPaHa
aHTMOMOTCKa Tepamuja co Omar KOPTUKO Mpemapar
JIOKAJTHO ¥ TePANMCKO KOHTAKTHO COYMBO CO MOHUTOPUHT
Ha HeKonky JeHa. [lojg HasHaueHaTa Tepamnuja
TOCTeTeHo JIONUIO JI0 TI0f[o0pyBame Ha CoCTojbaTa, Co
peenuTeNn3aldja Ha POrOBUIlATA, MAKO MOJ| EMUTENIOT
BUJUB JiecheKT Ha TOPHKTE JTaMeJTi Ha CTpoMarta (cI1. 3).

JUCKYCHJA

[locTonepaTuBeH KopHeasieH MeTHHT, TPollec MpH Koj
moara [0 Tporiarame Ha CTpoMara Ha POTOBUIATa, He e
TaKa yecTa 110jaBa, HO MOe Jla UMa Op3 JpaMaTHdyeH U
He3aJpKUB TeK MPU IITO HacTaHyBa mHepdopalja Ha
oynbycot. Moske [1a ce jaBU Ha CEKOj [IeJT Off POTOBUIIATA.
[lpomeHata TMoOYHYBa CO TI0jaBa Ha eMUTe/HeNeH
medeKT Ha IITO, BO KOJIKY He peelUTeNn3upa, Moxke fla
HacTaHe WH(eKIMja WK 1a HacTaHe TPohUUEH MpoIiec.
KonareHOMUTHUKUTE €H3MMU U MeUjaTOpHTe Ha MMyHA
peakiija, Mpy HEJOCTaTOK Ha emuTesl, ja aTakupaaT
eKCIIOHMpaHaTa CTPOMAa Ha POTOBMIIATA, HA IITO Ce
MPUPYKYBAaT M MeujaTOpuTe Ha WH(MIAMATOPHUTE
KJIETKU.

Bo mporjecoT Ha peenuTenu3aiyja, TMMOATHUOT PerHoH
M TPOTeHUTOPHUTe JMMOATHM CTeM KJIeTKM HMaaT
MHOTY BakHa yrora. OuTeTyBame Ha OBUe KIIETKH U
HeBO3MOKHOCT 32 HUBHA MUTPaIyja, He(hYHKIMOHATHOCT
Ha OapujepaTa Koja ja UMHAT OBHME KIIETKM, JOBefyBa
[0 KOHjVHKTMBM3al[Uja HAa POTOBUIIA CO CO3[jaBame Ha
3ajiebenieH, HeaJieKBaTeH 1 HecTabuIeH emuTesl. 3apaju
THe TIPUYMHU COCTOj0ATa Ha JIMMOATHHOT [, KaKo
TocToee Ha MH(Iamaluja, e IMEHUTeN 3a T0jaBaTa Ha
MEJITHHT Ha POTOBUIIATA.

[IpyunHKM 3a MocomepaTHBEH KOpHeaJleH MEJITHHT ce
noBekeOpojuu. Taka Moske Jja Oufle MOpeJU3BUKAH Off
nHpekuyja, vHdIaMalyja M fa ouge of TpouuHa
npupofa. On WHQEKTUBHUTE MPUUUHM HajuecTo ce
cpernyBa XBC uH(ekiuja. Kako mpuuuHa 3a MeNTHHT
BO IIOCTOIEPATUBHUOT TEK WCTO TaKa ce HaBeJyBaaT
3a0CTaHaTH JIEHTa/THU MapTUKITIL(2)

[TocTomepaTiBeH KOpHEalieH MeNTHHT MOKe [Ia Ce jaBu
TI0 TOTOBO OKY/IapHu omnepaiui.(2) Mako oBa He e yecTa
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10jaBa, IOCTOIEPATHBEH KOPHENeH MEJITHHT Ce jaByBa
00MYHO Kaj OOMHM Kaj Koju MOCTOjaT MPeUCIIOHUPAUKH
dakropu. OBaa cocTojba HajuecTo pes3yaTaT Ha
TIOCTOEYKO CHCTEMCKO 3a0jyBame M TOA MHOTY YecTo
KojareHo 3abonmyBame. IloromoeM 0poj Ha KOXKHH
3a00/TyBaeha MCTO Taka MOMKaT Ja OWjaT BO OCHOBa
Ha HeropaTa I10jaBa,HeKOM CHCTEMCKU WH(DeKIMu, a
MOPETKO HEJ0CTaTOK Ha HYTPUTHEHTH U BUTaMuHHU. Ce
aroctpodupaar v HeKOM JIeKapcTBa Kako MOMKHU TTPHYMHH
KaKo U JIOK&JIHU OKY/IaPHH COCTOjOM U TIOpEMeTYBamba Ha
porosuiiata. Criopeg docTep 1 Kojleru mocTornepaTuBHa
TnojaBa Ha MeNTHHI HA KOpPHea MpPeTCTaByBa He3rmoOHa
MaHM(ecTanyja Ha CUCTEMCKOTO KOJareHo 3a0ojyBatbe
(ut.mo Bepma). OBoj (bakT ja McTakHYBa BakHOCTa 3a
TpeTMaH Ha TAKOB MAIlMeHT He caMo Off CIeIHjalucT
odramMonor Koj ce 06aBM CO mpobOjIeMaTHKaTa Ha
POTOBHIIaTa TYKY M OJ MHTEPHUCT PEYMaToJIOT, OMJIejKH
1 CaMOTO KOpHeaJTHO 3a00/yBatbe MMa 3HauajHa OeHeut
O] CUCTeMCKHOT TpeTMaH (2).

Bo gecetMHa rofiMHM HaHa3aJ, BO IpeJonepaTUBeH
KaKo BO MOCTOINepaTUBeH TPeTMaH Kaj MoBeKe OKyIapHU
omepalyji ce MPUMEHYBaaT JIOKAJHU aHTUCTEPOUTHU
npenapaTy BO BUJL HA KallkW, 3a CIIPevyBame Ha MUO3a
¥ TPOAYKIMja Ha MPOCTArJaHUHU M CIpevyBame Ha
MH(IaMaToOpHa peaKKIMMja, Kaj 1ojaBa Ha IUCTOUJIEH
efleM Ha MaKy/a Wik CripedyBame Ha 0onka.Op Toroyiem
Opoj Ha aBTOpW 3abenekaHa e TI0jaBa Ha KOpHeasieH
MeJITHHT 1o HiBHaTa mpuMeHa. Cemnak cropeq, Flach, 2001
rofl., Koj aHaJiM3upa IojaBa Ha MOCTONepaTUBeH MeTTHHT
Kaj 11 6oMHM o7 TIOBeKe BUJA ONEPATUBHU 3aXBATH W
KOPUCTeHhe Ha HeCTePOMIHM aHTUUH(IAMAaTOPHH KallKH,
BOOUEHO € JleKa He IOCTOjU CTPUKHA IIOBP3aHOCT BO
CMMUCOJI Ha J103aTa, BpeMe Tpaerwe Ha TPUMeHaTa Ha JIeKOT
WK BO OJTHOC Ha BPEMETO BO MOCTOIIelPATUBHUOT TEK, CO
TITO Ce U3BeJIyBa 3aK/IYUOK JieKa cemak Jipyru (aKkTopH,
TIpe]I ce TIOCTOeHhe Ha HEKoe CUCTEMCKO 3a00/TyBatbe JIekKH
BO OCHOBAa Ha T0jaBa Ha KOPHEAJTHMOT MEJTHHT, IITO
eIIHAKBO MOJKe Jla ce Kajke M Kaj HalllaTa malyeHTka (3).
[lojaBa Ha KopHeajieH Me/ITHHT, HaKO PETKO, 3a0e/iekaH e
CO MMIUTAHTAI[{ja HA MHTPACOKY/IapHU JIeKH, HITO TOTalll
ce CMeTajlo JieKa e pe3y/lITaT Ha TOKCMYHa peakiivja.Bo
KOJIKY Ce aHa/JM3Mpaar TUe CJIyJajeBd ce BOOUYBa JieKa U
Kaj THe UCTO TaKa OWIO MPUCYTHO CUCTEMCKO KO/areHo
abonyBame (4). Mako Kaj romem Opoj of ciydajeBUTE
3abesie)kaHa e TI0jaBa Ha HaMajieHa CONI3HA CeKpelyja,
OJTHOCHO CYBO OKO, TOA He e CeKoralll TPaBUJIOH 1 Ce CMeTa
TleKa moBeKe (haKTOpH JIONPUHECYBAaT 3a Hej3MHA 10jaBa
(4,6).
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3AKJIYYOK

[TocTonepaTBeOH KOpHealeH MeNTHHT HaKo peTKa
cocTojba MOXkKe Jla UIMa  JeCTPYKTHUBHO JI€jCTBO CO IypH
nepoparuja Ha 6YI0YCOT U KOHCEKYTUBHU TTOCTIE/MLHY.
Maxko Moske fja Oupie mpejii3BUKaHa o] MH()EKTHBEH arexc,
1ITO He 61 TpebasIo Ja ce UrHOPUpa, HAjuecTo ce jaByBa
BO acoLyjalyja e co APYId CUCTeMCKY 3a00yBarba, ITo
Hajara BHMMATEJIHO MCJIef[yBame, OUIejKH  CaHUparbe
Ha cocToj0aTa He ce 3aCHMBA CaMo Ha OQTaJIMOJIONIKA
TPeTMaH TYKy M TPeTMAH HA OCHOBHOTO IMOJIEKEUKO
CHCTEMCKO 3a00/TyBabe.
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Cn6p1 DBHOMHKPOCKOICKHM IIpHKa3 Kafie ce
r/iefia [ieHTPaJIHO MOCTaBeHa OenyecTa

omaJieciieHTHa TpOMeHa Ha poroBuIia- melting.
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Cn.6p2 buomukpockoncky nprkas napanento co OUT  Cm. 6p 3. Buomukpockormja co OIT Ha porosuia

Ha POroBUIIATA KaJie e eBUieHTHA MpoMeHaTa Mecel] [ieHa 110 [IpiMeHeTa Tepanuja.Bupisa
Ha MOBPIIHKTE JIaMaJTii Ha CTPOMaTa i OTCYCTBO peenuTenM3anmja
Ha ernuren

CORNEAL MELTING AFTER CATARACT SURGERY

Golubovic S., Tateshi B.,Blazevska Z.K.
Clinic of Ophthalmology, Medical Faculty Skopije

Corresponding author e-mail: golubovicarsovska@yahoo.com

ABSTRACT

Corneal melting is a condition which can occur after every eye surgical procedure and may have very serious
development, even progression to corneal perforation.

By presenting a case of corneal melting postoperatively, it was our aim to stress the importance of detection
of concurrent systemic disease, which is in the genesis of the disorder of corneal stroma and to point out the
significance of the systemic treatment, caution and near follow-up of the condition of the cornea, in sense of
prevention of disorder’s appearance.

We describe a patient in whom one month after cataract surgery topical non-steroid anti-inflammatory therapy
was prescribed. Ten days since the initiation of therapy, centrally orientated whitish opalescence on the cornea
with absence of epithelium and thinning of superficial stoma’s lamellae appeared. Fluorescein dye was positive,
corneal sensibility preserved. Swab for bacteriological analysis was negative. The topical non-steroid therapy was
discontinued and local therapy for the wetting of the cornea was given, a mild corticosteroid, because of the
changes of the limb'’s vessels and therapeutic contact lens was prescribed. The condition was followed-up for few
days on anterior OCT. (Under the treatment) limb’s hyperemia was withdrawn and the condition of the cornea
improved with restitution of the pathologic change and re-epithelialization.

Conclusion: Although postoperative corneal melting rarely occurs, due to the seriousness and unpredictable
course of the disease, it is an alarming condition which should be recognized in its beginning and be treated
urgently, (it means the disease of the cornea as well as) along with the concurrent systemic diseases.

Key words: melting, corneal stroma
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VERTEBRAL HEMANGIOMA

VERTEBRALNI HEMANGIOMI

Malenko S.}, Cifligaroski T.!, Markoska-Dameska A.!, Mazenkovski V., Bajrami S.!

! Department of Radiology, General Hospital Ohrid, Macedonia
! Department of Neonatology,Clinical Hospital Tetovo,Macedonia

Medicus 2015, Vol. 20 (3): 416 -418

ABSTRACT

Vertebral hemangiomas are benign vascular tumors, in the spine 10% of the world population. Most hemangiomas
are asymptomatic only less than 1 % have symptoms like

Materials and methods: Patient, 73 years old woman with acute onset back pain in the dorsal region with weakness
of the lower extremities and problems with walking.

Discussion and conclusion: Vertebral hemangioma are benign asymptomatic lesions and account for 4 % of all
spinal tumors. In our case we have rare tip of the symptomatic vertebral hemangioma with expansion and
compressive fracture of the body, which produce spinal cord and nerve root compression. These can we see on CT
and MRI which give us the correct diagnosis and proper treatment.

Key words: hemangioma, spinal cord, rupture, fracture

INTRODUCTION

Vertebral hemangiomas are most common of the
benign vertebral neoplasm. The incidence of vertebral
hemangioma is about 10% of the world population and
they are seen slightly more in females and are more
symptomaticin the 4 decade of life.[1,2] Usually a solitary
lesion in the vertebral body. There is a predilection for the
thoracic region also may occur in the cervical or lumbar
spine. There are benign vascular tumors and there three
histological types of vertebral hemangioma: 1.capillary
2.cavernous 3.mixed.

Most hemangiomas are asymptomatic. Collapse of
vertebral body or encroachment into the neural canal
are some of the classic causes of pain. An increase in
activity can cause the vertebral hemangioma to become
painful, such as starting exercise, housework and such.
This is most likely due to axial loading through the body
of the vertebre. They are composed of vascular spaces
which causes a displacement of the bone. In some
cases specifically, capillary types, Iytic erosion into the
epidural space can occur however rare. Symptomatic
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hemangiomas are rare less than 1%, and are more
common in women than men, and thoracic hemangiomas
have been reported to be more likely to produce cord
compression than lumbar hemangiomas.[3] They can
cause neurological deficit (cord compression) through
any of four mechanisms: 1.epidural extension 2.expansion
of the involved vertebra causing spinal canal stenosis
3.spontaneous epidural haemorrhage 4.pathological
burst fracture. Symptomatic vertebral hemangimas
are manifesting with these symptoms: -back pain,-pain
that radiated along a nerve,-spinal cord compression.[4]
Possible complications :exceptional cases hemangioma
may be aggressive .In rare cases this can expand the
vertebra leading to spinal cord compression or fracture
of the vertebre. In left untreated those expanding lesions
can cause weakness in the legs, problems with walking or
paralysis.Goal: vertebral hemangioma are benign lesion
and account for 4 % of all spinal tumors and early and
correct diagnosis allows proper treatment and prevents
a complications.[5,6]
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MATERIALS AND METHODS

Patient, 73 years old woman with acute onset back pain in
the dorsal region with weakness of the lower extremities
and problems with walking. On neurological examination
was found Romberg test positive, with reduction in
physical activity. We made plain film: compressive
fracture of the vertebral body L4 with the classic”
corduroy cloth” appearance which is strongly associated
with vertebral hemangioma .After we used CT 16 slices
GE Brightspeed Elite of LS spine we detected collapse of
the body of vertebrae L4.0n axial CT we see “polka dotted”
appearance due to the thickened vertebral trabeculae.
Pedicles and articular processes were involved (laminar
spinal cord compression). In the body of vertebra we
found hemangioma with expansion and rupture what
is leading to spinal cord compression and fracture of the
vertebra. After we performed contrast -enhanced CT
scans we showed extravagation of contrast outside of
the of vertebral body and in the spinal canal.

Slika1l. A sign that reminds of vertebral hemangioma.
Slika2.  Collapse of L4.

Slika3.  Compression of the spinal column

Slika4.  Fracture and compression of the vertebrae
Slika5.  Contrast spill out of the spinal canal
DISCUSION

Vertebral hemangioma are benign asymptomatic lesions
and account for 4 % of all spinal tumors. In our case we
have rare tip of the symptomatic vertebral hemangioma
with expansion and compressive fracture of the body,
which produce spinal cord and nerve root compression.

BEPTEBPAJIHI XEMAHTHOMHU

Case report

These can we see on CT and MRI which give us the correct
diagnosis and proper treatment.

CONCLUSION

Treatment for most hemangiomas is not necessary.
When neurological deficit or severe pain treatment
is necessary which must be weighed. Radiotherapy,
balloon kyphoplasty or transarterial embolisation with
associated laminectomy are some ot the options. Serious
bleeding can be a complication so care must be taken
when undergoing open procedures.
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ABCTPAKT

BeprebpanHuTe XeMaHTMOMU ce OEHMTHM BacKyIapHM TyMOpH, Ha ‘pbeTot, Kaj 10% of cBeTckaTa Mmomyjalidja.
Hajronem fienn ce acUMITTOMATCKH, CaMo MOMaKy off 1 % umaat cumrTomu. e Ha 0BOj TPy/ e [a IpUKakKe CiIyyaj
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Case report

[MArHOCTUIMPaH Kaj MaLMeHTKa JKeHa off 73 TOJIMIIHA BO3PacT , CO aKyTHA 00/IKa BO pOeToT, JI0p3aHUOT PETHOH CO
c/1ab0CT Ha JIOJTHUTE eKCTPEMUTETH U TIPOOJIEMH CO OfIEHe.

Jluckycuja u 3aKIy4oK: BepreOpanHuTe XeMaHTMOMM ce OEHMTHM aCMMIITOMATCKU JIeCHMM W UMHAT 4% Of cuTe
CIIMHAIHKA TYMOPH. Bo HAIMOT cjTyuaj MMaBMe PeIOK THII Ha CHMIITOMATCKU BepTeOpajieH XeMaHTHOM, CO eKCIIaH31ja
1 KoMIIpecuBHa (hpaKTypa Ha TeJI0To, IITO MPOAVIMPa KOMIpecHja Ha pOeTHHOT CTOI0 M KOpeHuTe Ha HepBuTe. OBa
moske ja ce Buu Ha KT u MPU 1rTo Hi ja jafie KOpeKTHaTa AMjarHo3a 1 coofiBeTeH TpeTMaH. [IpuKaKyBameTo Ha OBOj
PEJIOK CITyuaj Ke IONPUHECE 3a 3aMa3yBabe U CO 0Baa peTKa MOKHOCT U TIpH (e PeHIMPABbETO U IUjarHOCTULPabe
BO CeKOjiHeBHATa IIpaKca BO pajIiooryja

Knyuuu 300poBH: XeMaHTIOM, ‘pbeTeH cTonb, pynTypa, hpakTypa.
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PARAQITJA E TROMBOZES SE SINUSIT VENOZ CEREBRAL NE

SHTATZANI DHE PUERPERIUM

CEREBRAL VENOUS SINUS THROMBOSIS PRESENTING IN PREGNANCY

AND PUERPERIUM

Hundozi 7.1, Istrefi E.., Ibishi-Musliu N.2, Musliu N.3, Rustemi J.}, Shala A.!
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Medicus 2015, Vol. 20 (3): 419 - 423

ABSTRAKT

Tromboza e sinusit venoz dhe venave cerebrale né shtatzani dhe puerperium mund té paragitet me simpome dhe
shenja klinike té ndryshme si qé jané  kokédhimbja me intenzitet té ndryshém, crregullim té vetédijes, sulme
epileptike , deficite neurologjike, né disa raste mund té pérfundoj me vdekje. Te dy raste gé po i prezentojm njena né
shtatzani e tjetra né puerperium simptomet jané paragit me kodhimbje difuze me intensitet té lart, sulme epileptike,
deficite neurologjike. Asnjéheré mé pare nuk kané gené té sémra e as qé kané pérdor barna pér kontracepcion.

Kjo nuk éshté sémundje e shpesht prandaj gabimet gjaté diagnostikimit jané té mundshme. Diagnostikimi éshté
béré me Rezonacé magnetike dhe Venografi me Rezonancé magnetike. Te rasti me shtatzani éshté gjetur tromboza e
sinusit transverz té majt ndérsa te rasti né puerperium éshté gjetur tromboza e sinusit transverz té djatht. Sa mé i
hershém diagnostikimi edhe vendosja e menjéhershme e terapisé adekvate edhe shérimi do té jet mé i shpejt.

Terapia qé e kemi pérdoré ka qené terapia antikoagulante gjegjésisht kemi dhéné hepariné me peshé molekulare
té vogél e cila mé voné éshté zévendsuar me Warfarin me té cilén simptomatologjia éshté pérmirsuar dukshem gjer
né shérimin e plot.

Fjalet kyc: tromboza e sinusit venoz, shtatzania, puerperiumi, venografia me rezonancé magnetike e trurit,

terapia antikoagulante.

HYRJE

Incidenca e i nsulteve cerebrovaskulare te graté e reja
éshté e ulét por shtatzania dhe puerperiumi e rrisin
rrezikun e késaj sémundje. Tromboza e sinusit venoz
mund té keté karakteristika té ndryshme né shtatzani dhe
puerperium pér shkak té gjendjes fiziologjike specifike. [1]

Tromboza e sinusit venoz mund té paragitet me shumé
shenja dhe simptome té prekjes sé Sistemit nervor gendror
pér kéte aresye shpesh mbetet pa u diagnostikuar.[2]
Paraqitja e simptomeve mund mvaret nga lokalizimi i
progesit patologjik, aktivitetit té procesit trombotik si
edhe pranisé sé kolateraleve venoze. Tromboza e sinuseve
venoze té médha paragitet me simptome neurologjike té

gjeneralizuara si qé éshté: kokédhimbja, ritja e shtypjes
intrakraniale, crregullimet e vetédijes dhe sulmet
epileptike. Tromboza e venave té izoluara kortikale jep
simptome fokale si qé jane sulmet epileptike fokale,
deficite neurologjike motorike dhe sensitive. Simptomet
e numruara nuk domethene se do té paraqiten té gjitha
pérnjeher. Né shtatzani dhe puerperium simptomet
paragiten né ményre acute. [3]

Diagnostikimi i hershém éshté vendimtar pér ecuriné
dhe prognozén e sémundjes pasi qé dhénja e terapisé an-
tikoagulante mund ta shpétojé té sémurin nga vdekja.[1,2]
Te njé numér i vogél i rasteve terapia antikoagulante nuk
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jep rezulatet prandaj duhet aplikuar tromboliza lokale.

Ne po prezentojme dy raste me trombozé té sinusit venoz,
te rasti i pare paragitja e tromhozés éshté né shtatzani e
terasti dyt né puerperium.

RASTI YNE

Pacientja 20 vjecare, shtatzania e paré, java e 32 e
shtatzanisé e shogéruar me anemi pa probleme tjera
shéndetsore gjaté shtatzanisé. Pranohet né klinikén
Neurologjike pér shkak té kokédhimbjes intensive,
mundimit dhe vjelljes si edhe dobsimit té anés sé djatht té
trupit. Sémundja i ka filluar tre dité para hospitalizimit.

Kokédhimbje i ka filluar natén, me lokalizim né pjesén
e pasme té kokés me pérhapje né téré sipérfagen,
me karakter pulsues dhe e shogéruar me té vjellura.
Kokeshimbja ka perzistuar edhepse ka marr analgjetik.

Shtatzania pos anemisé i ka kaluar pa komplikime, para
shtatzanisé nuk ka pérdoré barna kontraceptive as nuk
ka patur ndonjé sémundje tjetér.

Gjate ekzaminimit objektiv pacientja éshté e vetedijshme
e orjentuar alo dhe autopsigikisht. Tensioni arterial:
100/60 mmHg.

Ekzaminimi neurologjik: Gjat ekzaminimit té nervave
cranial gjegjesisht té N.Optikus gjejm diplopi gjaté
shigimit lart dhe djathtas, parezé qéndrore e N.Facialis
djathtas. Nuk kemi gjetur shenja té lezioneve motorike
ose senzitive né nervat tjeré kranial. Deficit motorik
piramidal i anés sé djatht té trupit i shkallés sé parezés.
Reflekset miotakrike djathtas té rritura. Shputa e
shurdhét djathtas. Reflekset kutane abdominal té
dobsuara djathtas. Tonusi muskular i rritur né té njejtén
ané. Gjate hecjes paraqitet ataxia. Senzibiliteti i rruajtur
pér té gjitha kvalitetet. Pa levizje té pa vullnetshme.

Analizat laboratorike: Hematokriti 28,2, Hemoglobina 88,
Hekuri 5.5, albuminet 28.Glikemia 3,69, Cholesteroli 5,82,
Trigliceridet 1,3,Urea 3,91, kreatinina 71,2, ALT 18, AST
26.PT 87%, PTT 32 sec, IRN -32 sec.

Fundus okulli: pa vqori patologjike
Elektroencefalografija: né vlerat e kufijve fiziologjik

Rezonanca magnetike e endokraniumit: Sinusit maxillar
dhe etmoidal bill.

Eshté béré Venografija me Rezonanca Megnetike me
crast éshté gjetur se sinusi transvers majtas né pjesén
distale éshté mé i ngusht né njé segment prej 2-3 cm qé
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mund té flitet pér njé trombozé parciale té tij. (Foto 1)

Trajtimi éshté béré me terapi antikoagulante gjegjésisht
me Heparina me molekula té vogla, analgjetik, vitamina.
Nga ana e hematologut éshté propozuar trajtimii anemisé
me preparate té hekurit gjegjésisht amp Tothema 2x2
per os.

Gjendja e pacientes éshté pérmirsuar dhe ate pas 3 dite
kokédhimbja éshté térheqé ndérsa pas njé jave ka ardh
gjer ke térhegja e deficitetit neurologjik.
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Foto Nr1. Tromboza e sinusit transverz te majte

RASTI 2

Pacientja 33 vjeqare pranohet né klinikén e Neurologjisé
pér shkak té humbjes sé vetédijes gé manifestohej me
shtangime toniko kllonike té gjymtyrve, kafshim té
gjuhés, urinim té pavullnetshém. Sulmi zgjati nje minut.
Pas sulmit i kthehet vetédija ,pacientja ndien plogshti
té pérgjithshme trupore e pércjellur me kokédhimbje.
Sulmi éshté shqfaqur papritmas, pa ndonjé shqetsim
paraprak.

Para njé jave ka lindur fémijen e pare me sekcio Cesarea.
Shtatzania ka gené e rregullt dhe pa probleme. Mohon
té keté patur sulme epileptike si edhe ndonjé sémundje
tjeter ose hereditare.

Gjate ekzaminimit fizikal pas sulmit epileptik té kaluar
vérehet kafshimi i gjuhés, Tensioni arterial 110/60 mmHg,
temperature trupore 36,8°C.

Statusi neurologjik pas sulmit epileptik: Bebzat izokorike
dhe reagojne njé trajtshém né drité, morsum linguae.
Té gjeturat tjera né statusin neurologjik jané né vlerat e
kufijve fiziologjik.
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Analizat laboratorike: Glikemia 4,8mm/1, urea dhe elktro-
litet kané gené normale, cholesterol 6,82, trigliceridet
3.06, kreatinina71, albuminet 35.

Gjaté hospitalizimit realizohet Tomografia e kompjuter-
uiazuar e trurit por rezulton ne vlerat e kufijve fiziologjik.
Béhet Rezonanca magnetike e trurit né té cilén paragitet
dyshimi pér Trombozén e sinusitvenoz. Béhet Vanografia
me Rezonancé Magnetike e cila rezulton me Trombozé té
sinusit transverz té djatht.(Fig.Nr.2 )

Elektroencefalografija ishte né vlerat e kufijve fiziologjik.

Sulmin epileptik e trajtojm me Lorazepam intravenoz.
Fillohet me terapia antikuagulante fillimisht me heparin
me molekula té vogla dhe pastaj kalohet né terapi
antikoagulante per os gjegjésisht Warfarin dozat e té
cilés do té pérshtaten sipas vlerave té PT, PTT dhe IRN.

Pacientja gjaté hospitalizmit dy javor nuk ka patur
asnjé sulm epileptik dhe léshohet né shtépi me terapi
antiepileptike dhe rekomandimit qé té vazhdojé terapi
antikoagulante.

Foto Nr 2. Tromboza e sinusit transverz te djathte

DISKUTIMI

Tromboza e sinusit venos éshté crregullim neurologjik
serioz edhepse jo i shpesht por gé éshté reverzibil nése
diagnoza dhe mjekimi vendoset me kohé.[10] Tromboza e
sinusit venoz mund té paragitet me simtome té shumta
neurologjike si qé jané kokédhimbja shumé intensive,
sulmet epileptike, crregullimi i vetédijes, parezat e
ekstremiteve dhe lezionet e nervave kranial.[3]. Kéto

Case report

simptome jané rezultat rritjes se shtypjes intrakraniale
dhe edemés cerebrale. [12]. Né 30% té rasteve fillon né
ményré acute.

Kokédhimbja éshté simptomi mé i shpesht dhe paragitet
né 75-95% té rasteve me trombozeé té sinusit venoz. Shpesh
kokédhimbja i paraprin simtomeve tjera neurologjike.
Kokédhimbja mundet me pasé intenzitet té ndryshém por
zakonisht dhimbja éshté e forte, mé shpesh éshté difuze se
sa e lokalizuar dhe i paraprin shenjave tjera neurologjike
né 75% té rasteve.[1,7,8] Patofiziologjia e saj gendron né
rritjen e shtypjes intrakraniale, distenzionit te mureve
te venave cerebrale ose pikjes se gjakut i cili i iriton
fijet sensitive té durés.[13] Te rastijoné i paré sémundja
éshté paragitur me kokédhimbje intensive me karakter
pulzues e shogéruar me té vjellura. Kokédhimbja ka gené
e lokalizuar né pjesén e pasme té kokés dhe ka perzistuar
edhe pas marjes sé anlagjetikéve. Fillimi ka gené akut.

Né 30% té rasteve tromboza e sinusit venoz paragitet me
sulme epileptike, e né 40% té rasteve mund té paragiten
né stade shumé té hershme té sémundjes.[13] Deficitet
fokale motorike dhe sensitive jané té shpeshta dhe na
sugjerojne lokalizimin e crregullimit sidomos kur kemi
paraliza té nervave cranial si qé éshté paraliza e nervit té
IV cranial.[14] Te rasti i paré ka qené i pérfshiré nerviill
kranial dhe deficiti motorik né shkallé té hemiparezés sé
anés sé djatht té trupit.

Te rasti i dyté sémundja ka filluar me sulme epileptike.
Paragitja e crregullimit me sulme epileltike éshté
gjithashtu e shpesht sidomos né puerperium. Mundet
me fillu me sulme epileptike té gjeneralizua ose
fokale.[3] Paragitja e sulemeve epileptike éshté mé
e shpesht te Tromboza e sinusit venoz se te inzultet
tjera cerebrovaskulare.[6,8,9] Te rasti yné sulmet kané
gené té gjeneralizuara té cilat jané paraqité pér heré té
paré né jeté dhe ky ishte shkaku i hospitalizimit dhe
diagnostikimit té sémundjes. Pos sulmeve epileptike
pacientja nuk ka patur simptome tjera neurologjike.

Tromboza e sinusit venoz te femrat paraqgitet mé shpesh
se te meshkujt né pérgindje 3:1.[15] Jané té pérfshira
femrat e reja prej moshés 20-30 vjeq dhe ate né fazén e
shtatzanisé dhe puerperiumit. Shkaku i paraqitjes sé kétij
crregullimi mund té jeté infekcioni, trauma, gjendjet
e hiperkoagulacionit, shtatzania dhe puerperiumi,
pérdorimi i tabletave kontaceptive.[3,4] Pasi qé shkaget
jané té shumta dhe simptomatologjia nuk éshté specifike
imazheria e ka rrolin kryesor né diagnostikimin e kétij
crregullimi.[10] Venografia me Rezonancé Magnetike e
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mundson pamjen e sinuseve venoze durale dhe venave
té thella cerebrale.[4,5] Me aplikimin e metodave té
avancuara diagnostike si qé jané Rezonanca magnetike
e trurit, venografia me Rezonancé Magnetike sot
diagnsotikimi i kétyre crregullimeve éshté i mundshém
nése e marrim parasysh gjaté diagnozés diferenciale edhe
kété crregullim.[9] Te rastet tona diagnsotikimi éshté
béré me venografi me Rezonancé magnetike. Te rasti i
paré vérehet tromboza e sinusit venoz transvers majtas
ndérsa te rasti il dyté tromboza e sinusit venoz djathtas.

Si té vendoset diagnoza e sakt fillon edhe trajtimi
i cili konsiston né trajtimin e sulemeve epileptike,
kokdhimbjes, si edhe me terapi antikoagulante me té
cilén mund té parandalohet vdekja dhe pasojat gé mund té
mbesin gjegjésisht deficitet neurologjike té péthershme
dhe njéherish me kete terapi nuk vejn gjer ke gjakderdhja.
[9,10]

Té dy rastet tona I kemi trajtuar me terapi antikoagulante
e cila ka rezultuar me térhegjen e simptomave dhe
shérimin e ploté.

Konkludimi: Tromboza e sinusit venoz nuk éshté e
zakonshme né shtatzani dhe puerperium késhtu qé
paragitja e simptomeve neurologjike né shtatzani dhe
puerperium duhet té na zgjoj dyshimin qé kemi té béjm
me keté crregullim. Tromboza e sinusit venoz paragitet
me simtomatologji té ndryshme né shtatzani dhe
puerperium . Diagnostikimi i hershém mund té béhet me
Rezonancé magnetike né shumicén e rasteve. Nése nuk
diagnostikohet fare mund té pérfundoje me vdekje.[11]
Diagnsiotikimi i hershém dhe trajtimi adekvat me terapi
antikoagulante jané té domosdoshme pér prognozén e
miré té sémundjes.
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CEREBRAL VENOUS SINUS THROMBOSIS PRESENTING IN PREGNANCY AND PUERPERIUM

Zylfije Hundozi', Enis Istrefi' Nazmije Ibishi-Musliu2,Nebih Musliu3, Jehona Rustemi', Argjend Shala’,

IClinik of Neurology, Prishtina, Kosovo
2Clinic of Psikikiathry, Prishtina, Kosovo
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ABSTRACT

Cerebral venous sinus thrombosis during pregnancy and puerperium is represented with symptoms and different
clinical signs such as headache with different intensity, disturbance of consciousness, neurological deficit, seizure
attacks, coma and in some cases death.

The Cases that we are presenting are during the pregnancy and the second one in puerperium. The present
symptoms are high intensity headaches, epileptic seizures and neurological deficit. In both cases there was no
history of epilepsy or usage of contraceptive pills.

Cerebral venous sinus thrombosis in pregnancy and puerperium is unusual and mistakes can be made during the
diagnosis.

Diagnosis is done following the subsequent imaging with MRI and magnetic venography that showed cerebral
venous sinus thrombosis. In the first case (pregnancy), it was thrombosis of a left sinus transverse and in the
second case (puerperium), thrombosis of the right sinus transverses. Early diagnosis and the right treatment will
lead to complete recovery.

Both patients were treated with a low molecular weight heparin followed by warfarin which led to significant
symptom improvement and subsequently full recovery.

Key words: Cerebral venous sinus thrombosis, pregnancy, puerperium, magnetic venography, anticoagulant
therapy.
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I From our tradition

MEDICAL ASSISTANCE IN PIRAVA 1931 TRUGHT IMAGES

MEJTUITITHCKATA IOMOLI ITOC/IE 3EMJOTPECOT BO
[THPABA B0 1931

Verica Josimovska

Fakulty of education,Univerity “Goce Delcev” Stip, R. Makedonija

Abstract

This paper represents the time after the earthquake from 7 March 1931 through a photo and words where the
Pirava village (suburb of Valandovo today) was totally destroyed. The medical teams led by Doctor Drago Hloupek
from the Skopje’s Sanitary Institution played an enormous role in giving medical help to the population who
was left without homes, water, food and cloths. These medical teams were working very hard and managed to
professionally stop the appearance of zymotic diseases in larger proportions which would additionally mean end
for this small place at the most Southern part of the so called Vardar region.

Key words: Earthquake 1931, Pirava village, medical help

INTRODUCTION

Photos being great witnessing of the events is also proved
by this short representation of the work of the medical
teams after the earthquake in the southern part of
Macedonia (Vardar Region then) in 1931. Namely, there
was a terrible earthquake with enormous destroyable
action in the Vardar region the night after midnight on 7
March 1931.[1] A great number of populated places in the
southern part of Macedonia, from Strumica to Gevgelija,
with many death and injured people, destroyed homes
and removed river banks were hidden by the earthquake
itself. There were whole villages destroyed among which
is the village Pirava, placed about 3 km from Valandovo.

PIRAVA AFTER THE EARTHQUAKE 1931

Only 30 seconds were needed for Pirava to be totally /£
ruined and destroyed by the earthquake which was with |
8 degrees strength according to the Mercalli scale.[2] The
survived population was left in fear and panic, under the
blue sky, in the cold and snowy night of March. They did
not have clothes, home, food and water. The earth was
shaking with days which brought additional fear at the
miserable population.
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The medical help was emergently and immediately
needed. Organized medical teams went to the damaged
places from Skopje and all the other towns from the
Vardar region in order to help the people who suffered
in the earthquake. These doctors and nurses had the
most difficult and complicated task. The population was
settled in tents with the Red Cross’s help and the doctors
gave them 24hour medical help with a task not to let any
zymotic disease to appear.[3]

. _ o - :f%‘r i3 FE
Nurses giving help to the population in the tents

The head of the medical help in the region taken by the
earthquake was the doctor Hranislav Joksimovic, head of
the Municipal sanitary in Skopje.

Beside the medical teams from the state institutions,
the private sanatorium ‘Vardar’ from Skopje also sent its
medical team headed by the director of the sanatorum,
the renowned surgeon, doctor Jozo Puljizovic from
Zagreb in Pirava.[4] He arrived there with the necessary
instruments and sanitary material and helped the
population together with his medical team of nuns and

nurses.

The tent of the Red Cross and Deckers’ barracks which
were the only ‘survived’ in the earthquake

Medical team with the doctors: Hranislav Joksimovic,
Drago Hloupek, Asim Kulenovic and Jozo Puljizovic in
the yard of the medical station in Pirava Medical team in front of the laboratory in Pirava
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The photo objective succeeded to keep a small part of
these already forgotten medical workers as a recall of the
event.

We make historical ‘walk’ to the Pirava village and its
tragedy through this photo, but in the same time we
recall the medical workers who work on the damaged
region and shared the population destiny with days.
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MEJULIMTHCKATA IIOMOIII ITOC/IE 3EMJOTPECOT BO ITHPABA B0 1931

Verica Josimovska

Fakultet za obrazovni nauki ,Univerzitet “Goce Delcev” Stip, R. Makedonija

AmncTpakT

Tpynot Hus doTorpaduja u 360p To MPUKAXKYBa BPEMETO I10 3eMjoTpecoT of 7 MapT 1931 roguHa Kora cenoto [IupaBa
(meHec mpurpaacka Hacenba Ha BamaHzoBOo) OMIO CpaMHeTO CO 3eMjaTa. MeoMILIMHCKUTEe eKUIIM Ha 4Yesio CO JI-P
Iparo Xnyrek on XUTMeHCKUOT 3aBop Bo CKoIlje ofurpasie rojema yjiora BO IPY:KAameTo Ha MEeOULIMHCKA TOMOILL
Ha HaCTpajlaHOTO HacejieHWe Koe ocraHasio 6e3 jomoBH, 6e3 Boga, xpaHa M obsieka. OBHMe MEOULIMHCKU €KUITU
paboTejKy MOKPTBYBAHO U CTPYYHO ycIleasie [a CIIpeyaT IojaBa Ha 3apas3Hu OOJeCcT Off TIOrojieMU pasMepH IITO
IIOTIOJIHUTEIHO O 3HAUeJIO Kpaj 3a 0Ba Majlo MECTO Ha KPajHUOT jyT of ToraurHaTta Bapmapcka 6aHOBUHA.

Knyunu 360poBu: 3emjorpec 1931, c. [lupaBa, MeOULIMHCKA [TOMOLL
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Numri i fageve (pérfshiré tabelat dhe/ose figurat/
ilustrimet) varet nga lloji i artikullit:

punim origjinal hulumtues -deri nel2 fage dhe jo mé
shumé se 6 tabela dhe/ose grafikone/fotografi;

punim profesional ose punim revyal - deri ne 8 fage dhe
jo mé shumé se 4 tabela dhe/ose figura/imazhe;

prezantim rasti apo kumtesé e shkurtér - deri 6 fage dhe
maksimum 3 tabela dhe/ose figura/imazhe.

Letér redaksisé - deri 2 fage

Sé bashku me doréshkrimin, dorézoni njé fage me
titullin e artikullit; emrin/at e autorit/ve, duke pérfshiré
emrin me jo mé shumé se dy tituj shkencor; emrin e
departamentit dhe institucionit né té cilin éshté héré
punimi; institucioni ku punon ( pér secilin autor); si dhe
emri dhe adresa e autorit té cilit do ti adresohen kérkesat
nga ana e Redaksisé (shihni Informacionet plotésuese pér
autorét)

Abstrakti duhet te jete me jo mé shumé se 250 fjalé.
Duhet té konsistojé né katér paragrafé, i klasifikuar né
Hyrje, Metodat, Rezultatet dhe Diskutimi (Pérfundimet).
Ato duhet té pérshkruhen shkurt, respektivisht, problem
genésor i studimit, se si éshté kryer studimi, rezultatet e
fituara, dhe perfundimi.

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

Fjalét kyqge -Tri deri pesé flaje apo fraza te shkurtéra
duhet t'i shtohen pjesés sé fundme té fages sé abstraktit.

Citatet e referencave né tekst duhet fillimisht té jené nga
revistat e indeksuara né PubMed. Stili i referencave gé
kérkohet nga Medicus éshté i formatit Vancouver (shihni
Informacionet plotésuese pér autorét).

Shkurtimet (akronimet) pérdoren pér njésité matése,
kurse né raste tjera kur pérmendet pér heré té paré, ai
duhet té jeté i sqaruar me fjalén bazé bashkangjitur.

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

Doréshkrimi i dérguar tek botuesi duhet té shénohet nga
autorét , nése jané né seksionin e “punimeve origjinale
shkencore” apo né pjeset tjera pérmbajtesore té revistés.

Autorét marrin dy kopje té botimit pérkatés.
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The number of pages (including tables and/or figures/
illustrations) is dependent upon the type of the article:

original research paper - up to 12 pages and no more
than 6 tables and / or graphs / pictures;

professional or review paper - up to 8 pages and no more
than 4 tables and / or figures / images;

case report or brief communication - up to 6 pages and
a maximum of 3 tables and / or figures/images.

Leter up to 2 pages

With the manuscript, provide a page giving the title of
the paper; the name(s) of the author(s), including the
first name(s) and no more than two graduate degrees;
the name of the department and institution in which
the work was done; the institutional affiliation of each
author; and the name and address of the author to whom
reprint requests should be addressed. (see Additional
Information for Authors)

Provide an abstract of not more than 250 words. It should
consist of four paragraphs, labeled Backround, Methods,
Results and Conclusions. They should briefly describe,
respectively, the problem being in the study, how the
study was performed, the salient results, and what the
authors conclude from the results.

Tables, figures and legends (see Additional Information
for Authors)

Three to five key words or short phrases should be added
to the bottom of the abstract page.

Quotations of references in the text should primarily be
fromjournalsindexed in PubMed which have proven their
significance. The style of references required by Medicus
is the Vancouver format (see Additional Information for
Authors).

Except for units of measurement, abbreviations are
discouraged. The first time an abbreviation appears it
should be preceded by the words for which it stands.

The international generic names should be used for all
drugs. When proprietary brands are used in research,
include the brand name in parentheses in the Methods
section.

All manuscript sent to the editor should be noted by the
authors whether they are meant for the “original research
papers” section or the rest of the journal’s content.

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

1. Fagja e paré - ballina: Duhet té pérmbajé: (a) titullin e punimit, té
shkurtér, por informativ; (b) emri, inicialet e emrit té mesém dhe
mbiemrit té secilit autor; (c) institucioni; (d) emri i departamentit
qé i atribuohet punés shkencore; (e) emri dhe adresa e autorit pér
t'iu pérgjigjur né lidhje me doréshkrimin; (f) burimi/pérkrahja né
formé té granteve, paisjeve, barnave dhe né pérgjithési.

II. Fagja e dyté - abstrakti dhe fjalét kyge: Abstrakti duhet
té shkruhet me maksimum prej 150 fjalésh pér abstraktet e
pastrukturuara, dhe me 250 fjalé pér abstraktet e strukturuara
(pjesét pérmbajtésore: objekti/ete studimit ose hulumtimit,
procedurat bazé, sic éshté pérzgjedhja e subjekteve apo kafshét
laboratorike, metodat vrojtuese dhe analitike, pastaj, rezultatet/
gjetjet pérfundimtare (té dhénat dhe réndésia e tyre statistikore,
nése éshté e mundur), dhe konkluzionet kryesore. Vini theksin
mbi aspektet e reja dhe té réndésishme té studimit apo vrojtimit.
Nén abstraktin indentifikoni dhe shkruani fjalét kyqe: 3-5 fjalé
apo fraza té shkurtéra qé do té ndihmojné né paisjen me tregues
té punimit dhe publikimit té abstraktit. Pérdorni terme nga lista
e Index Medikus pér Néntituj Mjekésor (Medical Sub-Headings
[MeSH]); nése nuk ka term té pérshtatshém né MeSH pér disa terme
té reja, mund té pérdorni termet e dhéna.

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

1. Hyrja: Krijoni njé kontekst apo prapavijé(trualli) té studimit (qé
né fakt éshté natyra e problemit dhe réndésia e tij). Pér té béré
kété duhet té béni njé hulumtim té literaturés - duke kérkuar,
gjetur dhe lexuar punimet pérkatése, qé duhet té jené si referencé
né doréshkrimin tuaj. Sqaroni hipotezat tuaja dhe planifikoni t’i
testoni ato, si dhe pérshkruani géllimet tuaja. Kini géndrim té
qarté se cka prisni té gjeni dhe arsyet qé ju udhéhogén tek hipotezat
qé keni krijuar. Objekti i hulumtimit mé sé shpeshti fokusohet kur
parashtrohet si pyetje. Mos pérfshini té dhéna apo rezultate nga
puna qé do té raportohet.

2. Metodat & Materialet: Ky paragraf duhet té pérfshijé até
informacion qé ishte né dispozicion né kohén qé plani apo
protokoli i studimit po shkruhej. Té gjitha informacionet e marra
gjaté studimit i takojné paragrafit té Rezultateve.

Pérshkruani pérzgjedhjen tuaj té pjesémarrésve sé vrojtimit
ose eksperimentit (pacientét ose kafshét laboratorike, pérfshiré
kontrollat) qarté, duke pérfshiré kriteret e pérshtatshme (inkluzive)
dhe pérjashtuese (ekskluzive).

Parimi udhéheqés duhet té jeté i garté se si dhe pse studimi
éshté béré né njé ményré té caktuar. Jepni detaje té mjaftueshme
pér metodat, mjetet dhe materialet (jepni emrin dhe adresén
e prodhuesit né kllapa), dhe procedurat pér té lejuar té tjerét té
kuptojné dhe riprodhojné rezultatet tuaja.

Nése njé metodé e caktuar qé éshté pérdorur éshté e njohur, atéheré
nuk éshté e nevojshme té jepet pérshkrim komplet i saj. Mund ti
referoheni punimit né té cilin sé pari heré éshté pérshkruar dhe té

Information for authors

Additional Information for Authors

I. First page - front page: It should contain: (a) title of paper, a
short, but informative; (b) the first name, initials of middle name
and last name of each author; (c) the institution; (d) the name of the
department that is attributable to the scientific work; (e) the name
and address of the author with whom to correspond about the
manuscript (f) source/support in the form of grants, equipment,
drugs, or all.

II. Second page - abstract and keywords: The abstract should be
written with a maximum of 150 words for unstructured abstracts
and 250 words for structured abstracts (containing parts:
objective(s) of study or research, basic procedures, such as selection
of subjects or laboratory animals, observational and analytical
methods, then, the main findings/results (data and their statistical
significance, if possible), and the main conclusions. Emphasize the
new and important aspects of the study or observation.

Below the abstract identify and write the keywords: 35 words or
short phrases that will assist in indexing the paper and publication
of the abstract.

Use terms from the list of Index Medicus for Medical Sub-Headings
(MeSH); if there is no appropriate MeSH term for some newly
introduced terms, we can use the given terms.

II1. Third and further pages - full text of the article: The full text
of research or observational articles should normally be, but not
necessarily, divided into sections with the following headings:
introduction, material and methods, results and discussion.

1. Introduction: Provide a context or background for the study
(that is, the nature of the problem and its significance). To do this
you must complete a literature review - searching for, finding
and reading relevant papers, which must be referenced in your
manuscript. Explain your hypotheses and the plan to test them,
and describe your aims. Clearly state what you expect to find and
the reasoning that led you to the hypotheses that you have made.
The research objective is often more sharply focused when stated
as a question. Do not include data or conclusions from the work
being reported.

2. Methods & Material: This section should include only
information that was available at the time the plan or protocol for
the study was being written. All information obtained during the
study belongs in the Results section.

Describe your selection of the observational or experimental
participants (patients or laboratory animals, including controls)
clearly, including eligibility and exclusion criteria.The guiding
principle should be clarity about how and why a study was done in
a particular way.

Give sufficient details of the methods, apparatus and materials
(give the manufacturer’s name and address in parentheses), and
procedures to allow others to understand and reproduce your
results.

If a particular method used is well known then there is no need
to give a complete description. You can reference the paper in
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pérmendni ndonjé modifikim/ndryshim qé keni béré. Jepni arsyet
pér pérdorimin e tyre dhe vlerésoni kufizimet e tyre. Né fund,
pérshkruani se si i keni analizuar té dhénat tuaja, duke pérfshiré
metodat statistikore dhe pakon programore qé keni pérdorur.

Autorét e doréshkrimeve té rishqyrtuara duhet té pérfshijné
njé paragraf gé pérshkruajné metodat qé kané pérdorur pér
lokalizimin, pérzgjedhjen, ekstrahimin dhe sintetizimin e té
dhénave. Pérdorni formén joveprore té foljes, né vetén e treté, kur
dokumentoni metodat, gjé qé do té fokusonte vémendjen e lexuesit
tek puna qé éshté béré e jo tek hulumtuesi (P.sh. Jané marré, jané
realizuar, jané prezantuar etj.)

2. a) Statistikat: Pérshkruani metodat statistikore me detaje
té mjaftueshme pér t'ia mundésuar njé lexuesi me njohje né até
fushé t'i qaset té dhénave origjinale pér té verifikuar rezultatet e
raportuara. Kur éshté e mundur, pércaktoni sasiné e zbulimeve
dhe prezantoni ato me indikatoré pérkatés té gabimeve né
matje apo pasiguri (si¢ jané inter-valet e besueshmérisé). Evitoni
mbéshtetjen vetém né testet statistikore té hipotezave, sic jané
vlerat p, qé déshtojné té transmetojné informacion té réndésishém
mbi madhésiné e efektit. Jepni detaje rreth pérzgjedhjes sé rasteve
(randomizimi) dhe pérshkruani metodat dhe sukseset e vro-jtimit
gjaté realizimit té studimeve té verbuara. Definoni termet
statis-tikore, shkurtesat dhe mé sé shumti simbolet. Specifikoni
programin kompjuterik qé éshté pérdorur.

3. Rezultatet: Ky paragraf duhet t'i béjé gjetjet tuaja té garta.
Prezantoni rezultatet tuaja né rend logjik né tekst, tabela dhe
ilustrime, duke dhéné sé pari rezultatet kryesore ose mé té
réndésishme. Mos i pérsérisni té gjitha té dhénat né tabela apo
ilustrime, né tekst. Nénvizoni ose pérm-bledhni shkurtimisht
vetém vrojtimet mé té réndésishme.

Kur té dhénat pérmblidhen né paragrafin e Rezultateve, jepni
rezultate numerike jo vetém si derivate (pér shembull, pérqgindja)
por gjithashtu si numra absolut nga té cilét derivatet jané
llogaritur, dhe specifikoni metodat statistikore qé jané pérdorur
pér t'i analizuar ato.

Kufizoni tabelat dhe figurat né aq sa jané té nevojshme pér té
sqaruar argumentin e punimit dhe pér té vlerésuar té dhénat
ndihmése. Duke pérdorur grafikonet pér té reprezentuar té
dhénat tuaja si alternativé e tabelave, do té rrisé kuptueshmériné
e lexuesit. Mos i dyfishoni té dhénat né grafikone dhe tabela. Duhet
té jeni té qarté se cili lloj i grafikoneve éshté i pérshtatshém pér
informacionet tuaja. Pér shembull, pér té reprezentuar korelimin
mes dy ndryshoreve, preferohet grafiku vijézor, krahasuar me
grafikun rrethor apo né formé shtyllash.

Sa i pérket té gjitha paragrafeve, qartésia dhe té génit i thukté
éshté kyce. Mos prezantoni té njéjtat té dhéna mé shumé se njé
heré. Kufizojeni veten né té dhénat gé ndihmojné né adresimin
e hipotezave tuaja. Kjo éshté e réndésishme edhe nése té dhénat
i aprovojné ose nuk i pranojné ato. Nése keni béré analiza
statistikore, duhet té jepni vlerén e proba-hilitetit (p) dhe té tregoni
se éshté shprehés (sinjig né nivelin gé ju po testoni. Varésisht nga
analizat e pérdorura, gjithashtu mund té jeté e réndésishme té jepni
intervalet e besueshmérisé sé rezultateve (Confidence Interval -
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which it was first described and mentioned any modifications
you have made. Give the reasons for using them, and evaluate
their limitations. Finally,, describe how you analysed your data,
including the statistical methods and software package used.

Authors submitting review manuscripts should include a section
describing the methods used for locating, selecting, extracting, and
synthesizing data.

Use the third person passive voice when documenting methods
which would focus the readers’ attention on the work rather than
the investigator.(e.g. Were taken, was performed, were presented
itd.)

2. a) Statistics: Describe statistical methods with enough detail to
enable a knowledgeable reader with access to the original data to
verify the reported results. When possible, quantify findings and
present them with appropriate indicators of measurement error or
uncertainty (such as confidence intervals). Avoid relying solely on
statistical hypothesis testing, such as p values, which fail to convey
important information about effect size. Give details about the ran-
domization and describe the methods and success of observations
while using blinded trials. Define statistical terms, abbreviations,
and most symbols. Specify the computer software used.

3. Results: This section should make your findings clear. Present
your results in logical sequence in the text, tables, and illustrations,
giving the main or most important findings first. Do not repeat all
the data in the tables or illustrations in the text. Emphasize or
summarize only the most important observations.

When data are summarized in the Results section, give numeric
results not only as derivatives (for example, percentages) but also as
the absolute numbers from which the derivatives were calculated,
and specify the statistical methods used to analyze them.

Restrict tables and figures to those needed to explain the argument
of the paper and to assess supporting data. Using graphs to
represent your data as an alternative to tables will improve the
reader’s understanding. Do not duplicate data in graphs and
tables. You need to be clear what type of graphs is suitable for your
information. For example, to represent the correlation between
two variables, a line graph is preferred to a pie chart or a bar chart.

As with all sections, clarity and conciseness is vital. Don’t present
the same data more than once. Restrict yourself to the data that
helps to address your hypotheses. This is important whether
the data supports or disproves them. If you have carried out a
statistical analysis, you should give the probability (P) value and
state it is significant at the level you are testing. Depending on
the analysis used, it may also be important to give the confidence
intervals of the results, or the statistical parameters such as the
odds ratios. Provide a caption for each figure making the gen-eral
meaning clear without reference to the main text, but don’t discuss
the results. Let the readers decide for themselves what they think
of the data. Your chance to say what you think comes next, in the
discussion.

3. Tables: Each table should be inserted at the point of the text
where they have to be placed logically, typed by the same rules
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CI), ose parametrat statistikoré si proporcionet e rastit (odds ratio).
Béni pérshkrimin tek secila figuré duke béré té qarté domethénien
e pérgjithshme pa referencé né tekstin kryesoré, por mos diskutoni
rezultatet né té. Léreni lexuesin té vendosé veté se ¢faré men-don
pér té dhénat. Mundésia juaj pér té théné se cfaré mendoni, éshté
né vazhdim, tek diskutimi.

3. Tabelat: Secila tabelé duhet té vendoset né vendin e tekstit ku
duhet té vihet logjikisht, e plotésuar me té njéjtat rregulla sikur
teksti i ploté. Mos i dérgoni tabelat si fotografi. Secila tabelé duhet
té citohet né tekst. Tabelat duhet té jené me numra ashtu qé té
jené né koordinim me refer-encat e cituara né tekst. Shkruani njé
pérshkrim té shkurté té tabelés nén titullin. Cdo sqarim shtesé,
legjendé ose sqarim i shkurtesave jostan~darde, duhet té vendoset
menjéheré poshté tabelés.

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

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

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

Diskutoni si jané paragitur gabimet né studimin tuaj dhe cfaré
hapa keni ndérmarré pér té minimizuar ato, késhtu duke treguar
se ju ¢cmoni ku-fizimet e punés tuaj dhe fuginé e pérfundimeve
tuaja. Duhet gjithashtu té merrni né konsideraté ndérlikimet e
gjetjeve pér hulumtimet né té ardhmen dhe pér praktikén klinike.
Lidhni pérfundimet me géllimet e studimit, por evitoni géndrimet
dhe pérfundimet e pakualifikuara, qé nuk mbéshteten né ményré
adekuate nga té dhénat. Shmangni prioritetet deklarative apo té
aludoni né punén qé nuk éshté krahasuar.

5. Referencimi: Referencat jané baza mbi té cilén éshté ndértuar
raporti juaj. Shqyrtimi i literaturés dhe leximi i referencave
giithmoné duhet té jeté piké fillestare e projektit tuaj. Ky
paragraf duhet té jeté i sakté dhe té pérfshijé té gjitha burimet e
informacionit qé keni pérdorur.

Né formatin “ Vancouver” , referencat numérohen njé nga njé, sikur
qé shfagen né tekst dhe identifikohen me numra né bibliografi..

Shénoni té gjithé autorét kur jané gjashté e mé pak; kur jané
shtaté ose mé tepér, shénoni tre té parét, pastaj shtoni “et.al.”
Pas emrave té autoréve shkruhet titulli i artikullit; emri i revistés
i shkurtuar sipas ményrés sé Index Medicus; viti i botimit; numri
i véllimit; dhe numri i fages sé paré dhe té fundit.

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

Information for authors

as for the full text. Do not send tables as photographs. Each table
should be cited in the text.Tables should be numbered so that they
will be in sequence with references cited in the text. Provide a brief
explanation of the table below the title. Any additional explanations,
legends or explanations of non-standard abbreviations, should be
placed immediately below the table.

4. Discussion: This section is where you interpret your data
and discuss how your findings compare with those of previous
researchers. Go over the references of your literature review and
see if you can determine how your data fits with what you have
found.

You also need to account for the results, focusing on the
mechanisms be-hind the observation. Discuss whether or not your
results support your original hypotheses. Negative findings are just
as important to the de-velopment of future ideas as the positive
ones.

Importantly, there are not bad results. Science is not about right or
wrong but about the continuing development of knowledge.

Discuss how errors may have been introduced into your study
and what steps you took to minimise them, thus showing that
you appreciate the limitations of your work and the strength of
your conclusions. You should also consider the implications of
the findings for future research and for clinical practice. Link
the conclusions with the goals of the study but avoid unqualified
statements and conclusions not adequately supported by the data.
Avoid claiming priority or alluding to work that has not been
compared.

5. Referencing: The references are the foundation on which your
report is built. Literature searches and reading of references
should always be the starting point of your project. This section
must be accurate and in~clude all the sources of information you
used.

In the Vancouver format, references are numbered consecutively
as they appear in the text and are identified in the bibliography by
numerals.

List all authors when there are six or fewer; when there are
seven or more, list the first three, then add “et al.” The authors’
namer are fol-lowed by the title of the article; the title of the
journal abbreviated ac-cording to the style of Index Medicus; the
year of publication; the volume number; and the first and last
page numbers.

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

In the text, reference numbers are given in superscript. Notice
that issue number is omitted if there is continuous pagination
through-out a volume, there is space between volume number and
page numbers, page numbers are in elided form (51-4 rather than
51-54) and the name of journal or book is in italics.The following is
a sample reference:
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Né tekst, numrat e referencave jepen me indeks té sipérm. Véreni se
¢éshtja e numrave neglizhohet nése ka numértim té vazhdueshém
pérgjaté gjithé véllimit, ka hapésiré mes numrit té véllimit dhe
numrit té fages, numrat e fageve jané né kété formé: 51-4 né vend té
51-54, dhe emri i revistés ose librit éshté né italic. Né vazhdim éshté
njé shembull i referencés:

Artikujt e revistave:

1. Lahita R, Kluger J, Drayer DE, Koffler D, Reidenberg MM. Antibod-
ies to nuclear antigens in patients treated with procainamide or
acetylpro-cainamide. N Engl ] Med 1979;301:1382-5.

2. Nantulya V, Reich M. The neglected epidemic: road traffic inju-
riesin developing countries. BMJ 2002;324: 1139.

3. Murray C, Lopez A. Alternative projections of mortality and dis-
ability by cause 1990-2020: global burden of disease study. Lan-
cet 1997;349: 1498-504.

Librat dhe tekste tjera:

4. Colson JH, Tamour NJJ. Sports in juries and their treatment. 2nd
ed. London: S. Paul, 2006.

5. Department of Health. National service framework for coronary
heart disease. London: DoH, 2000.

www.doh.gov.uk/nsf/coronary.htm (accessed 6 Jun 2003).

6. Kamberi A, Kondili A, Goda A, dhe bp; Udhérréfyes i shkurtér i
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