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Introduction: Pulmonary thromboembolism (PTE) is a medical condition characterized by the
sudden obstruction of one or more pulmonary arteries caused by blood clots. It remains a
mysterious and often life-threatening medical challenge. Despite being well-documented in the
medical field, PTE still presents diagnostic complexities and treatment dilemmas, particularly in
specific patient groups such as young women during the postpartum period. This complexity
primarily arises due to the significant changes in blood clotting mechanisms during pregnancy
and the increased risk of blood pooling in veins.

Case report: We report a case of a 3-week post-partum 31 years old woman admitted at the
emergency department because of shortness and difficulty of breath started a few days ago, more
intensively on the last day. Laboratory exams showed elevated d-dimers. Urgent
echocardiography was highly suspicious for PTE. Because of hemodynamic instability a
fibrinolytic therapy was given. Despite that, the patient was still in cardiogenic shock and
hemodynamic instability. Percutaneous catheter thrombectomy was performed and heparin
therapy was continued for a few days with occasional ACT measurement. The patient was
discharged in an improved condition with appropriate treatment with NOAC for the treatment of
PTE.

Conclusion: This case report highlights the successful use of percutaneous catheter
thrombectomy as an effective and minimally invasive treatment for pulmonary
thromboembolism. Focus echocardiography in patients with hemodynamic instability gives as
fast direction for treatment approach. Timely intervention with this procedure played a crucial
role in improving the patient's condition, emphasizing its importance as a viable therapeutic
option for this life-threatening condition.
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Bbesonpodna TpoMOoemOoMja Kaj MJIaaa KeHa 110 nopoayBameTo: IlpesenTannja na
KOMILJIEKCeH KJIMHUYKH CIy4aj
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kapauonoruja, Cromje, PC Makenonuja

Bosen: benoapobunor TtpombGoembonuzam (IITE) e wmemummucka cocrojda koja ce
KapakTepu3upa CO HEHaJejHa OINCTPYKNHja HAa eIHa WIM MOBeKe ITyJIMOHAIHU apTEepUu
NPEeIU3BUKAaHU O] 3TpyTUyBame Ha KpBTa. OCTaHyBa MUCTEPHO3EH U YECTO ONACeH MO JKUBOT
MEIUIMHCKU Tpeau3BUK. W mokpaj Toa mTo € 100po JOKYMEHTHpaH BO MEIWIIMHCKOTO ITOJIE,
JCII c¢ ymte npercraByBa JAWjarHOCTUYKU KOMIUIEKCHOCTU M JMJIEMH 3a TPETMaH, OCOOCHO Kaj
cienu(UYHN TPYNU Ha MAlMEHTH KaKo INTO Ce MIIAJUTE KEHH 3a BpeMe Ha MOCTHApTAIHHUOT
nepuoi. OBaa CI0XXeHOCT MPBEHCTBEHO CE jaByBa IMOPAJIM 3HAYaJHUTE MPOMEHHU BO MEXaHU3MUTE



3a 3rpyT4YyBamke Ha KPBTa 32 BpeMe Ha OPEMEHOCTa M 3rOJIEMEHUOT PU3UK O] COOMpPame KPB BO
Benute. [lpukas Ha ciyuaj: [lpukaxyBame ciaydaj Ha miajga, 3lrogumiHa skeHa,3 HENENIH 10
MOPOJIyBalETO, NPUMEHA Ha YPreHTEH IIEHTap NpU HallaTa KIMHUKA TOpaad TYIICHE |
OTEXHATO JMIICHE 3all0OYHATO TMpe] HEKOJKY JEHA, IOMHTEH3UBHO TIOCIETHHOT JIEH.
JlabopaTtopuckuTe HWCHOUTH TIOKakaa TnokadeHu Jl-mumepu. bemie HampaBeHO WTHa
exokapauorpaduja co Haoa Ha BHUCOKO-cycmekTeH Haon 3a IITE. IMopagm xemonnHamcka
HecTtabmiHOCT Oemie nazeHa GuOpuHONMTHYKA Tepanuja. M mokpaj Toa, marueHTKaTa c¢ yITe
Oemie BO KapAMOT€H WIOK M XEMOJMHAMCKa HecTaOwiHocT. berne wu3BeieHa mnepKyTaHa
KaTeTepu3alona TpoMOSKTOMHUja U Tepanujara co XemapuH Oelle MpooDKeHa HEKOJIKY JeHa
co nmoBpemeHo Mepewe Ha ACT. IlammenTtkara Oemie WcnuIIaHa BO MogoOpeHa cocrojda co
coozBeTeH TpetMad co NOAC no iproko:n 3a IITE.

3akaydok: OBoj mpuKa3 Ha CiIydaj ja HarjacyBa yCHeIIHaTa yrnoTpeba Ha TIepKyTaHara
KaTreTepTpoMOeKTOMHja KakKo e(pUKACeH W MHUHHMAJHO WHBA3WBEH TPETMaH 3a ITyJIMOHAHA
Tpomboembonuja. HaBpemenara MHTEpBEHIMja CO OBaa MpoLEaAypa OAWUIpa KIydyHa yJiora BO
noo0pyBameTo Ha cocrojOaTa Ha TMANMEHTKAaTa, HArjacyBajKu ja HEj3MHATa BAXKHOCT KaKO
OCTBapJIMBa TEPAIEBTCKA OIIIMja 32 0OBaa ONacHa Io )HUBOT COCTOj0a.

Knyunu 360posu: benonpoona rpomboemboimja; [1TE; mocT-opoayBame; Miaa sxeHa

Acutely decompensated hearth failure with preserved ejection fraction

H. Camovska Sheshoska, S. Tupere, E. Bashuroska Kovacheska, K. Petroska, K. Vasileva
Koleski, N. Taneska, R. Zaku. Specialized hospital for prevention, treatment and rehabilitation
on cardiovascular disease - St. Stefan, Ohrid, N. Macedonia;

Introduction: Heart failure with preserved ejection fraction (HFpEF) is an emerging global
health problem of which there is limited awareness. HFpEF has a prognosis similar to that of
heart failure with reduced ejection fraction (HFrEF) and accounts for approximately half of all
patients with heart failure. Case report: A 68-years-old male patient presented with acute heart
failure and pulmonary oedema. Initial examination: He had atrial fibrillation on presentation,
which was cardioverted to sinus rhythm electrically. His ECG had poor anterior R wave
progression while his echocardiogram showed moderate to severe LVH with preserved left
ventricular systolic function. The Doppler hemodynamic assessment in sinus rhythm revealed a
restrictive filling pattern or severe diastolic dysfunction. Investigations: The patienthas been on a
several checkups in our hospital over the past few years. He is currently functioning at New
York Heart Association Class IV. He has a history of longstanding hypertension, obesity,
obstructive sleep apnea, mixed obstructive and restrictive lung disease. On review of his
echocardiograms throughout the years, it was noted that even before he developed the clinical
syndrome of heart failure, there were echocardiographic signs of impaired relaxation (mild
diastolic dysfunction) as well as an enlarged left atrium on the echocardiograms performed since
2018. His left ventricular systolic function has always been preserved. He was also in sinus
rhythm in 2018. Five years later, he developed overt heart failure as well as two well-known
consequences of HFpEF: atrial fibrillation and pulmonary hypertension. His latest
echocardiogram showed preserved left ventricular systolic function with signs of severe diastolic
dysfunction. Treatment: The patient received diuretics in order to alleviate symptoms and signs
of congestion and hearth failure therapy (candesartan, nebivolol, spironolactone and SGLT2



inhibitor) that show to have possible benefit in patients with HFpEF in the recent trials. The
patient also received anticoagulation therapy and therapy prescribed by a pulmonologist.
Conclusion: This case highlights the importance of early recognition of diastolic dysfunction and
prevention of future heart failure by aggressive risk factor control. Controlling and managing
comorbidities (i.e. hypertension, obesity, obstructive sleep apnea) as well as preventing
conditions that worsen diastolic function (i.e. atrial fibrillation and tachycardia) are the
cornerstones of HFpEF management strategies.
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AKYTHA IeKOMIIeH3alMja Kaj MaleHT co cpueBa c1adocT Co COYyBaHA HCTHCHA (paKluja

X. Yamoscka Illemocka, C. Tynmape, E. KoBauecka bamypocka, K. BacuneBa Konecku, K.
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Bosena: Cpresara cnaboct co couyBana ucrucHa ¢paknuja (HFpEF) e rinobanen 3apaBcTBeH
npobiaem 3a koj ceymre € orpaHuueHa cecHocta. HFpEF mma nmpornosa ciuyna Ha oHaa Ha
cpueBa ciaboct co HamaneHa wuctucHa (pakmmja (HFrEF) m ce cmera nmeka e 3acrarmeHa
IpUOJIMKHO Kaj MOJIOBUHA O] CUTE MallMeHTH co cpuesa ciaadoct. Ilpukas Ha ciydaj: Max Ha
68 TomMIIHA BO3pACT CE jaBM HA IpETJe]] CO CUMIITOMH M 3HAIld Ha aKyTHa CpIieBa ci1abocT U
nynamoaneH eneMm. IlpBuunu ucnenyBama: Enekrpokapauorpadujara (ECG) Bo Mup mnokaxka
MPUCYCTBO Ha aTpujasiHa (GuOpuianvja u Oelle HampaBeHa elekTpuuHa kapauoBepiuja. EKT
HAoJ BO CHUHYC pUTaM IOKaxa cinaba mporpecuja Ha OpaHoT R BO aHTepuHOpHH OABOAM a
exokapauorpadujaTa TMmokaka yMmepeHa J0 Temka JeBokomopHa xumneptpoduja (LVH) co
codyBaHa HCTHCHAa (¢pakuuja. XeMmMOoJMHAMCKaTa MpPOLIEHKA BO CHHYC pHTaM CO IOMOII Ha
JOTUIEp YITPa3BYK TIOKaXa PECTPUKTHBEH THUIl HA JIEBOKOMOPHO TIOJTHEHE WJIM TEIKa
nujactonHa qucyHkuuja. MenutyBamwa: Bo Tek Ha mocieaHuTe TOJMHM MAIMEHOT OMJl Ha
HEKOJIKY KOHTPOJIHM TIperyiend BO Hamata OonHuila. Bo momenToT mamueHToT € BOo NYHA
(New York Heart Association) Kiaca IV. Toj uma ucTopuja Ha IOJTOrOIHIIHA XUIIEPTEH3HU]ja,
00€e3HOCT, ONCTPYKTWBHA sleep apnoea, OICTPYKTHBHO W PECTPUKTUBHO OeI0apoOHO
3abonyBamwe. Ilpu mpersen Ha mperxonHuTeexokapaunorpadcekure 3anucu on 2018 ronuHa e
HOTHPAHO JeKa YINTe TMpeJa MalueHTOT Ja pa3BHe KIMHUYKA CHMIITOMH Ha cpieBa ciaboct
nocroene exokapauorpadCKd 3HallM Ha HapylleHa penakcanuja (JleCHa JMjacTOJHA
IUCcYHKIMja) U 3rojieMeHa Jiea rnpetkomopa. O exokapanorpad)ckuTe HaoIu JeBO KOMOpHaTa
UCTHCHA (pakuMja cexoram O6uia couyBaHa. Enekrpokapanorpadekure 3anucu ox 2018 ce Bo
cuHyC puTaM. lleT roaMHU MOAOIHA TOj pa3BMBA jaCHA KIIMHWYKA CJIIMKA Ha cpleBa caabocT u
UCTO Taka JiBe A00po no3Hatu nocienui Ha HFpEF: atpujanna ¢ubpunanuja u myJiMoHai Ha
xureprensuja. llocimeqHuoT exokapauorpadcku HaoI TOKaXka JIeBO KOMOpHA CHCTOJHA
¢yHKIIMja cO couyBaHa MCTHUCHA (paklyja CcO 3HAIM 3a TEUIKa IMjacToiHAa AUCHYHKIM]A.
Tperman: [TanmeHTOT IPUMU TUYpETCKA TEparija co mei J1a ce yOraKaT CHMITIIMUTE U 3HAIUTE
Ha KOHIeCTHja U MPUMHU Teparuja 3a cpiena cinaboct (candesartan, nebivulol, spirinolactone and
SGLT?2 inhibitor) mTo Bo mociaeaHUTE CTY UM MOKaXa JIeka UMa MOKHA KOPUCT Kaj MAalUEHTH CO
HFpEF. ITaneHTOT MCTO Taka MPUMHU aHTUKOATyJIaHTHA Tepanuja U Tepanuja OpJIuHHpaHa Of
mynModior. 3akiaydok: OBOj pHKa3 Ha ClIy4aj ja MOTEHIMPA BAKHOCTA OFf PaHO MPEMO3HABAKE
IujacToiHaTa AUc(YHKIMja U MPEBEHIMja HAa UIHA cpleBa caaboCcT Co arpecuBHa KOHTpOJa Ha
pusuk (Qakropute. KoHTponatTa M MeHayupameTo Ha KOMOPOUIUTETUTE (XUIIEPTEH3H]a,
00e3HOCT, ONCTPYKTHBHA sleep apnoea) UCTO Taka M MPEBEHIMja HA COCTOjOU LITO ja BIOIIyBaat



nvjacToiHaTta AuCcyHKIHM]ja (arpujanHa Gudpuianuja u Taxukapidja) c€ OCHOBHH CTPATETUH BO
MEHaMpameTo Ha nanuentu co HEpEF.

Knyunu 360poeu: HFpEF, cTuKOBHU TEXHUKH, pU3UK (paKkTOpH

Case report: Follow-up of a patient with Superficial Vein Thrombosis and Concomitant
Cellulitis

A. Eftimova, M. Baleska, S. Jovcevska, M. Naumovska, B. Dimitrovska, I. Bojovski, F.
Dezhulovikj-Arnaudov, D. Spirova Petkoska, 1. Vasilev, S. Paljoskovska-Jordanova. University
Clinic of Cardiology, Skopje, North Macedonia

Introduction: Thrombosis of the superficial venous system refers to a blood clot in a vein near
the surface of the skin. The symptoms of SVT (superficial vein thrombosis) are mostly
attributable to inflammation of the vein walls and surrounding tissues so they can be easily
detected and they include inflammation, pain, redness, and swelling. It’s more likely to occur in
women.

Background: A 63-year-old female presented with a painful and swollen left arm. The patient
had existing comorbidities including thrombophlebitis on the lower extremity 1 year ago.
Material and Methods: The patient was admitted to our clinic, in moderate general condition
with pain in the left arm. The biochemical examination shows elevated inflammatory markers (
CRP 40, leukocytes 12,4) and a D-dimer lever higher than normal (1290ng/mL). Doppler
ultrasonography was immediately done and it revealed thrombosis of the cubital vein on the left
upper limb. Also, because of significant discoloration of the skin, a dermatologist was consulted
and it was confirmed that the patient had cellulitis.

Results: During the hospitalization, the thrombosis was treated with low molecular heparin and
then switched to NOAK, and the cellulitis was treated with two types of antibiotics and
corticosteroids administrated locally. It was decided for control Doppler ultrasonography after 2
weeks.

Conclusion: A hypercoagulable state, prolonged immobilization, or vessel wall trauma may
increase the risk of SVT. Once a diagnosis of SVT has been confirmed and the etiology
established, clinical monitoring of the patient is important because there can be some
complications such as deep vein thrombosis, pulmonary embolismand inflammatory skin
conditions as we described in this case. Treatment options depend on how severe the symptoms
are and whether or not they have any risk factors that increase their chances of complications.

Keywords: superficial vein thrombosis, cellulitis
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PTE in a young adult as a result of COVID-19 infection

I. Kuzmanoski, A. Georgieva, N. Manev, E. Kandic, E. Grueva. University Clinic of Cardiology,
Skopje

COVID-19 is a novel infectious disease, which has challenged people worldwide. Blood
hypercoagulability is common among hospitalized patients with COVID-19. The awareness of
such complications is essential because it could cause clinical deterioration.

Case report

A 27-year-old female patient with previous medical history of COVID-19 pneumonia, presented
to our clinic with signs of chest pain and palpitations. The ECG showed signs of PTE s1g3t3 and
sinus tachycardia with HR of 124/min and blood pressure of 100/70 mmHg. The lab results
showed elevated d-dimers of 1450 ng/mL. After admission urgent echocardiography was
performed, which revealed a small mobile round formation at the entrance of the right atrium
that is highly susceptive to a thrombus, the rest of the finding was regular. The patient underwent
CT pulmonary angiography (CTPA), which confirmed the diagnosis. The control
echocardiography after the 5™ day of hospitalization showed residence of a small thrombus in the
inferior vena cava that and does not compromise the lumen of the vein. At the level of the
bifurcation of the main pulmonary artery, a slight thrombus residue was visualized (0.5mm).
TheDoppler vein ultrasound showed normal findings. The patient was treated with low-
molecular-weight heparin (LMWH) 35000 IE/24 h for 5 days after which she was switched to
NOAK Apixaban a 5mg 2x1; The patient was discharged with Apixaban a 5mg 2x1.

Conclusion

PTE in COVID-19 involves mainly the segmental and sub-segmental arteries affected by
consolidations in patients with more severe lung disease. The development of PTE in COVID-19
patients might be a pulmonary artery thrombosis because of severe lung inflammation and
hypercoagulability rather than thromboembolism.

Keywords: COVID-19; Pulmonary embolism; thrombolytic therapy;

Persistent ductus arteriosus in a 65-year-old man: case report
B. Murtezani, E. Srbinovska Kostovska, University Clinic for Cardiology, Skopje, N. Macedonia

Introduction: Persistent ductus arteriosus (DAP) is a congenital cardiac anomaly of retention
between the pulmonary artery and the aorta, which closes shortly after birth. It is resolved in
early childhood.

The purpose of this presentation is the case of a rare case of DAP identified in a 65-year-old
man. Case report: A 65-year-old patient was admitted to the University Cardiology Clinic due to
dyspnea during exertion and fatigue. The patient has a rough systolic diastolic murmur
parasternal to the left. Color Doppler echocardiography revealed a persistent ductus arteriosus
with communication between the descending aorta and the left pulmonary artery. It was an
analysis of biventricular dilatation of the heart with the occurrence of pulmonary hypertension.
Cardiac tethering confirmed the data and confirmed hemodynamically and set an indication for
resolution of the heart defect. Interventional damage closure was indicated - transcatheter



occlusion with a device, which he considered to be the optimal choice of treatment for our
patient with DAP. The procedure was unsuccessful for embolization of the left upper lobe of the
lung.

Conclusion: The appearance of the heart can also be for unresolved in the heart of the anomalies,
such as DAP, which in the elderly population has a high birth rate. On the other hand, the risk of
the solution of the heart defect, and it can be an inoperable condition.

Keywords: persistent ductus arteriosus, heart heart, transcatheter intervention with a device

The hint of INOCA: Acute myocarditis in young male patient presented as lateral STEMI

B. Dimitrovska, S. Jovchevska, M. Naumovska, A. Eftimova, M. Baleska, J. Taleski, I.
Mitevska. University Clinic of Cardiology, Skopje

Introduction: Acute myocarditis is a serious, mostly underdiagnosed inflammatory condition,
triggered by inciting event such as infection or exposure to a drug or toxic agents, that activates
the immune response. The diagnosis is a challenge because of the variable clinical presentations
overlapping with other acute cardiac conditions. The first-line treatment is supportive care,
aimed at preventing complications such as heart failure or arrhythmias.

Case report: A 27-year-old male patient was admitted to Intensive Care Unit due to severe chest
pain of one-hour duration, with propagation to the left arm and the back. From medical history,
the patient reported having a fever with elevated body temperature above 39C within the past
few days, followed by nausea and diarrhea. Also, he had a posttraumatic thrombophlebitis of the
right popliteal vein 3 months ago, regularly treated with direct oral anticoagulant drugs (DOAC).
Initial electrocardiogram (ECG) showed ST-segment elevation in lateral leads (D1, aVL), with
reciprocal ST-segment depression in inferior leads (DIIl, aVF) and V1. Urgent coronary
angiography was performed, but normal coronary arteries without luminal irregularities were
found. Transthoracic echocardiography (TTE) revealed mildly reduced left ventricular systolic
function with ejection fraction 52%, mild hypokinesis of the inferolateral wall of the left
ventricle and hyperechoic designated pericardium. Laboratory analysis showed increased values
of Troponin 23646ng/L, CK-MB 159U/L, Myoglobin 113ng/ml, CRP 98mg/L. The patient was
treated with intravenous antibiotic therapy, antihypertensive drugs and DOAC. Microbiological
tests excluded present infection with Influenzae, SARS-CoV-2, RSV, Enterovirus and
Adenovirus. Cardiac magnetic resonance imaging (MRI) was performed and concluded the
diagnosis of acute myocarditis. The patient was discharged in stable medical condition after 8
days of hospitalization, with recommendation for rest, avoidance of physical activities and
regular follow-ups.

Conclusion: Myocarditis in young male patients is often presented with chest pain, elevated
cardiac enzymes, localized ST-segment elevation on ECG and absence of coronary artery
disease. The history of preceding infectious disease also participates in determining the accurate
diagnosis. Cardiac MRI is a non-invasive diagnostic modality currently used as a gold standard
in differentiating acute myocarditis from acute coronary syndrome.

Keywords: myocarditis, lateral STEMI, cardiac MRI



Treatment of symptomaticsubclavian artery stenosis

B. Gjorgjievskal, Lj. Damjanovikj?, *University Clinic of cardiology, Skopje, Macedonia,

2MHI Mladost, Skopje, Macedonia

Introduction. Subclavian artery stenosismay present with upper extremity symptoms and
nneurologic issues. Endovascular stenting is a good therapeutic option for subclavian artery
stenosis and symptoms resolving. Case presentation. We present a case of 66-year-old woman
suffers from dizziness, dysphasia, fatigue, and left arm claudication. Initial assessment included
blood pressure measurement that founddifference of 40 mmHg in upper limbs, and weak pulses
on an ipsilateral extremity. Evaluated risk factors included smoking and hypertension. Positive
family history of stroke in both parents. The patient was referred fora duplex ultrasound which
showedreverse flow in the left VA, left ICA stenosis <50%, pathological doppler signals in left
AB, and she was scheduled toangiography. Severe proximal 95% stenosis of the left subclavian
artery was diagnosed, and PTA recommended. The patient received ASA (100 mg)
and Clopidogrel (75 mg) 8 days before the intervention. Percutaneous transluminal angioplasty
with stenting on the left SA was performed with successful angiographic result. There was
complete remission of the symptoms and of the VA reverse flow phenomenon after the
procedure. Conclusion: We propose that subclavian artery stenosis is best managed by an
endovascular procedure. It leads to symptoms resolution. Patient monitoring is requiredevery six
months, including bilateral upper extremity blood pressure measurement and duplex studies for
the first 18 to 24 months, and then annually.

Keywords: subclavian artery, diagnosis, treatment

Apical aneurysm with intracardial thrombus as a consequence of myocardial infarction

B. Shishkova, M. Bogeska Blazhevska, PHO KardiomedikaSrbinovski, Skopje, L. Kostovski,
University Clinic for Cardiosurgery, Skopje, M. Gerasovska Kostovska, M. Srbinovska
Josifovska

Introduction: Most of the left ventricular aneurysms occur in the setting of acute anterior wall
infarction as a consequence of total LAD and dominant RCA occlusion and late or incomplete
reperfusion of the infarcted area. Majority of the ventricular aneurysms are asymptomatic and are
evident during routine diagnostic procedures. However, LV aneurysm symptoms can vary from
heart failure and thromboembolic symptoms to arrhythmic most often ventricular arrhythmias
thus increasing the risk of sudden cardiac death.

Case report: Male patient 63 years old, with anteroseptal myocardial infarction two months ago,
with delayed presentation in hospital, namely 10 hours after the symptom’s onset. During the
PCI stent of proximal LAD was implanted. Therapy with beta blocker, ACE inhibitor, diuretic,
high intensity statin, aspirin and prasugrel was prescribed. Two months after the
hospitalizationhis ECGshowed sinus rhythm with QS pattern and persistent ST segment
elevation in the precordial leads. Color Doppler echocardiography showed enlarged dimensions
and volumes of the left ventricle (LVEDd 66mm, LVED vol.230ml, LVES vol. 150ml, with
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reduced systolic function (EF by Simpson method 34% with akinetic — dyskinetic middle and
distal segments of anteroseptal wall with formation of apical aneurysm and presence of mural
thrombus. Antrombotic therapy was changed, rivaroxaban and clopidogrel instead of aspirin and
prasugrel. Eplerenone andempagliflozin was also added to the therapy with up titration of ACE
inhibitor and beta blocker.

Conclusion: Small or medium, or large LV aneurysms with no symptoms can be safely
monitored. The management should include optimization of the therapy for secondary
prevention of coronary artery disease, optimal medical therapy for heart failure, and
anticoagulation if mural thrombus is present.

Keywords: LV trhombus, myocardial infarction, treatment

PTA of occluded femoropopliteal bypass graft in a patient with foot gangrene

B. Stefanovski., N. Bakracheski., D. Manchevski., S. Mitreski., E. Kovaceska Bashuroska., D.
Razmoski. Center for cardiovascular diseases Ohrid, N Macedonia

Case summary: We successfully performed a balloon angioplasty with Paclitaxel-eluting
balloons on proximal and distal anastomosis of occluded femoropopliteal bypass graft in a
patient with a foot gangrene.

History: A 58 y.o. male patient was admitted in our hospital with a severe pain and untreated
gangrene of the left foot. Three years prior, he had a bypass surgery of the left leg:
femoropopliteal Dacron graft.

Diagnostic tests: Doppler ultrasonography of the legs showed an occlusion of the
femoropopliteal bypass graft with a critically reduced flow in the below-the-knee arteries of the
left leg. Angiography confirmed the Doppler ultrasound findings.

Procedure: We used a contralateral femoral access with Destination 45 cm 6F Sheath. After that,
we managed to advance a 0.018 Advantage GW, supported by Navicross microcatheter, through
the proximal and distal anastomosis of the femoropopliteal graft. Following the advancement of
the microcatheter in the popliteal artery, we exchanged the 0.018 wire with a 0.035 GW. Balloon
angioplasties of both graft anastomosis were performed, applying 5.0x80 mm and 6.0x80 mm
balloons respectively. We finished the intervention with 6.0x80 mm Paclitaxel-eluting balloons
on both proximal and distal anastomosis. In the end we restored patency of the femoropopliteal
bypass graft and secured normal blood flow of the plantar arteries. The procedure went without
complications.

Results: Postinterventional medical management included DAPT: Aspirin (indefinitely) and
Clopidogrel for 3 months. The patient was clinically much better and free of pain.

In the follow up, the patient had no clinical symptoms and the control doppler imaging, 3 months
after the procedure, showed normal flow through the femoropopliteal graft and BTK arteries.
The gangrene of the foot did not spread and the surrounding tissue was getting healthier.
Conclusion: Balloon angioplasty of occluded femoropopliteal bypass grafts appears to be safe
and successful in treating critical limb ischemia patients. A study from 2015 has shown that
PTA-revised lower extremity grafts had primary, assisted primary and secondary patency rates of
56.9, 83.2 and 90%, respectively, at 2 years. We need more studies and randomized controlled
trials to compare the efficacy of endovascular versus surgical revision of failing lower extremity
bypass grafts.
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SGLT?2 inhibitors and genitourinary infection in patient with T2DM and HFmrEF: Should
we continue the therapy?

B. Milagi¢!, J. Jovanoski!, E. Kovacheska Bashuroska'Special Hospital for Cardiovascular
Diseases, Ohrid, N. Macedonia

Sodium-glucose cotransporter 2 inhibitors (SGLT2i) were originally envisioned as attractive
hypoglycemic agents due to their promotion of glycosuria by inhibiting SGLT2 in the kidney.
Finally, the dramatic beneficial heart effects with improved cardiovascular outcomes, established
SGLT2i as a pivotal therapy for heart failure (HF). Although abnormalities in the immune
system, high urine glucose, and bladder dysfunction are important contributors for the increased
risk of genitourinary symptoms in patients with DM, yet the possible role of pharmacologically
induced glycosuria cannot be completely overlooked in such patients.

A 75-years-old male patient with T2DM, history of ACSy and coronary artery bypass grafting,
with consecutive HFmrEF, presented with suprapubic pain, fever, urgency of urination, burning
micturition and balanitis after six months of empagliflozin use. Based on clinical evaluation and
laboratory investigations, a provisional diagnosis of genitourinary infection was made. He was
admitted to the hospital and started intravenous administration of antibiotic combination therapy
for five days with rapid symptom improvement. Discharged after six days, with 10mg
empagliflozin and oral antibiotic. At his follow-up 3 weeks after, he reported no symptoms, with
normal urinalysis and urine culture. After 1 month again with increased urine frequency,
urgency, no balanitis, no fever. Different antibiotic was prescribed, the rest of his medications,
and empagliflozin was discontinued. On subsequent monthly follow-ups, without complaints
after the discontinuation of empagliflozin.

We would like to highlight a possible occurrence of genitourinary infections following SGLT2i
use. Patients with a history of uncomplicated infections with successful treatment should not be
considered a contraindication to SGLT2i treatment, but in patients with recurrent episodes,
proper counselling regarding advantages and disadvantages of SGLT2i therapy is essential.

Keywords: diabetes mellitus, empagliflozin, recurrent infection



Endovascular treatment of long peripheral C.T.O.s
D. Manchevski, Center for cardiovascular diseases, Ohrid, N. Macedonia

Introduction: Endovascular treatment offers a lower risk alternative to open surgery in many
patients with multiple comorbidities and should be considered as a first line treatment. Advances
in endovascular therapies during the past decade have broadened the options for treating
peripheral vascular disease percutaneously.

Objectives: Endovascular treatment, balloon angioplasty and/or stenting is effective and efficient
way of treating long peripheral occlusions.

Matherials and methods: Percutaneous treatment is treatment of choice in patients presented with
claudication’s and long occlusions of peripheral arteries. These are complex patients with many
comorbidities. Gangrene is final stage of the disease, leading to limb loss or even death due to
tissue necrosis and sepsis. Endovascular treatments have greater long-term durability for
aortoiliac disease than femoral/popliteal disease. Patency remains one of the major limitations
associated with long segments of the treated lesion. Infrapopliteal revascularization is generally
reserved for critical and acute limb ischemia, especially in patients with SAD arteries.
Adjunctive therapies for crossing chronic total occlusions or debulking plaque like atherectomy
devices or intravascular lithotripsy are advancing in near future or are already here.

Results: Endovascular treatment of long occlusions is safe and effective way of preventing
claudication and/or limb loss. The advancement in materials and devices is essential for
improving patient care and improving quality of life. Following doctor’s recommendations is
essential for long patency of treated vessel.

Conclusion: The use of a preliminary endovascular approach is expanding with the improvement
of materials and devices. That will greatly benefit PAD patients and will especially reduce
amputation risk in high risk patients.

Keywords: Endovascular, Long lesion, Peripheral

Idiopathic VT - a diagnosis of exclusion?

D Cvetkovski®, L Poposka!, D Risteski!, V Zhaku?1.University Clinic of Cardiology, Skopje, N.
Macedonia2. Faculty of Medical Sciences, Department of Physiology, University of Tetovo,
Macedonia

Idiopathic ventricular tachycardia (\VT) is defined as VT that occurs in patients without structural
heart disease, metabolic abnormalities, or the long QT syndrome.The objective of this clinical
case is to highlight the challenges clinicians face diagnosing idiopathic VT. A 35-year old female
patient went to a cardiology check-up because of palpitations, skipped heart beats and fatigue in
the last year. The physical exam was unremarkable, so next a number of diagnostic procedures
were performed. A 12-lead electrocardiogram showed normal sinus rhythm with frequent
premature ventricular contractions (PVCs). Echocardiography and cardiac MRI were



preformedto exclude structural heart defects. 24-hour ambulatory Holter ECG showed frequent
PVCs with periods of non-sustained VT (NSVT), which were potentiated when the frequency of
the sinus rhythm increased, most common during physical activity. After a trial period of therapy
with Verapamil and Flecainide a repeat ambulatory Holter ECG was performed which showed
increased frequency of episodes of VT with maximal duration up to 3 minutes. The patient was
started on beta blocker monotherapy, followed by complete suppression of PVCs and resolution
of symptoms.

Keywords: Idiopathic ventricular tachycardia, arrhythmia, palpitations, electrophysiology

Advanced heart failure in a patient with - Thalassemia Major

E. Grueva Nastevska; A. Chelikic; I. Kotlar; I. Mitevska; E. Kandic; D. Petkovski; P.
Zafirovska, University clinic of cardiology, Skopje, N Macedonia

Beta-Thalassemia Major (TM) is a genetic hematological disorder which is caused by
reduction in synthesis of B-globin chain. Its main manifestations are chronic anemia with growth
retardation, bone marrow expansion, extramedullary hematopoiesis, splenomegaly, greater
intestinal iron absorption and hypercoagulability.

Cardiac involvement in TM encompasses a spectrum of disorders including myocardial
dysfunction, arrhythmias, pulmonary hypertension and peripheral vascular disease, leading to
development of ventricular systolic and diastolic dysfunction and consequent heart failure. He
was addmmited in the intensive care unit (ICU) with symptoms of dyspnea, fatigue and oedema
on both ankles that started few weeks before, but intensified few days before admission.

From his medical history, he was receiving blood transfusions every month for his primary
disease, and at the age of 7 his spleen was removed. He had his last ambulatory cardiology exam
5 years before the current admission, and the echocardiography report from that time showed
preserved left ventricular systolic function and no other abnormalities. On admission his vital
signs were normal with no pathological auscultatory findings, but severely distended abdomen
and hepatomegaly on palpation as well as significant oedema on both lower extremities around
the ankles. The blood test showed microcytic anemia with leukocytosis, hypoalbuminemia and
hyponatremia. Echocardiographic exam revealed dilated left ventricle with severely reduced left
ventricular ejection fraction (LVEF) of 26% and restrictive diastolic dysfunction, mild mitral and
severe tricuspid regurgitation, distenden vena cava inferior and severe pulmonary hypertension
(sPAP- 112mmHg). The patient was started with parenteral diuretic treatment, optimal medical
treatment for heart failure, albumin substitution as well as iron chelation therapy with
deferasirox. During his hospitalization, the patient had continuous electrocardiographic and
hemodynamic monitoring. Abdominal ultrasound was made that confirmed the severe hepatic
enlargement with dilated vv. hepaticae and moderate amount of ascites. Cardiac magnetic
resonance (CMR) showed T2* values in myocardium moderately to severely decreased to 10ms
and the values in the liver were as well severely reduced to 1.5ms implying iron overload with
LVEF 20%, as well as RVEF 10 %. After 10 days of intensive treatment and no improvement in
the clinical status, implantation of bi ventricular assist device (BiVAD) was considered as
treatment option. The patient remained in refractory heart failure with symptoms and signs of



low cardiac output and unfortunately died before the implantation of mechanical circulatory
support.

Conclusion: Biventricular dilated cardiomyopathy is still considered as the leading cause of
mortality in patients with beta thalassemia major. Echocardiographic studies have suggested that
myocardial iron deposition in some patients with TM may directly affect left ventricular
contractility, whereas in others it may cause left ventricular myocardial restriction with attending
pulmonary hypertension and predominant right-sided heart failure. CMR assessment of the T2
and T2* relaxation parameters is the gold standard in cases of iron overload. Regarding the
management of heart failure in TM, the intensification of blood transfusions and the iron-
chelation therapy in addition to the conventional treatment improve patients’ prognosis to the
level of survival observed in the general heart failure population. Heart transplantation along
with liver transplantation remains as the treatment of last resort.

Keywords: beta thalassemia major, heart failure, management, prognosis

Thrombangitis obliterans (M. BUERGER)
B. Bomuesa, A I'opruescku, J.3.Y Menukyc 92 Kapanapuu, PC Makenouuja

J.C., mauuenTka Ha 41 — roauiiHa Bo3pact, Majka Ha 2 aeua. [Tymm no 20-30 nurapu Ha JeH.
He mme amkoxon, Hermpa anepruja Ha xpaHa u JiekoBu. Ce xanmu Ha OOJKa BO JieBaTa HOra,
TPHEHE U Kapewe Ha MPCTUTE O]l JIEBOTO cTomano. Ha WHCHeknMja BUIMBH PAHUYKH Ha
IIPCTUTE OJ1 JIEBOTO cTomnaio (Hekpo3a). [lanmenTtkara Beke 10 ronunu ce nexkysa ox SLE.IIpen 8
TOJMHU MPEKUBYBa UCXEMHUEH M0o304eH yaap. JIab aHanusu ce ypeaHu.

KT anruorpaduja: AOnoMuHamHaTa aopra cO JUMEH3MM BO HOpPMalHM TpaHUIM IO Iea
JOJDKMHA CO ypeleH MPOTOYeH JYMEH cynpa W jAen udpapeHaaHo ce 10 okoiy 5.8 cM moja
U3JIe30T Ha PEHAJHHUTE apTepuH, KaJle ce NpaTH OKJIy3Hja Ha abJOMHHAJIHA aopTa, Kako U
OuslaTepaaIHoO Ha a.WJIMjaKka KOMYHHC, €KCTEpHA U MHTEPHA CO PEKOHCTPYKIMja Ha HUBO Ha ADK
BO IIOYETHA TPETHHA BO JOJDKMHA O 5 MM CM JjeBaTa M 3.5 CM IIPOTOYEH JIyMEH Ha JlecHaTa
A®K, mnpeky xuneprpodupaHu €NUracTPUUYHU apTEPUMHECIIOPETHO IPE] pauBambeTO Ha
a.MJMjaka €KCTepHa, Ha OKOJIy 2 CM, ce MpaTh Hej3uHa peKoHCTpykiuja omnatepanHo. ADC,
A®II, A.nonnurea OunarepanHo ce MpHKa)xaa co rMmoMan Kanubap Ha JyMeH, HO 0e3 CTEHO3H.
[TonkoneHMYHNTE apTEpUM CE MCTO Taka CO I'palWiIeH MpHUKa3, KaJe IITO JecHaTa MepoHealHa
apTepvja Kako U JieBara a.TUOMAJIUC TMOCTEPHOp C€ MpHKa)kaa caMO BO IPOKCHMAJHUOT JIEll.
JleBara a.mepoHea ce NMpUKaxyBa J0 HEJ3MHUOT JHUCTAJEH Jell, Kaje ce MpaTh OKIy3Hja, co
npuka3 Ha odere ATA, TpaluiiHu 1O 1eNia JOJDKMHA Ha3abeHn co MHCY(UIMEHTHHU a.J0p3aJInic
KaKoO M a.IUTaHTapuc neauc OmnatepanHo. Bapuko3HO M3MeHeTH MOBPLIMHCKHM BEHH, Of obere
MOJIKOJIEHUIIM CO TMpHUKa3 Ha o0eTe B.cadeHa MarHa, JecHaTa CcO HalpeueH JyMeH oA 3 MM,
neBata 4 MM, 0e3 yOennuBH 3HaUM 3a Je(eKTH BO HUCHONHyBamero. Ce mpaTH NpHKa3 Ha
dbemopanuure, unnjaunute u BKU, 0e3 nedexru.

Tepanuja: CoBeTyBaH TpeKHWH Ha TMyliewe nurapu. IlameHTkaTa € CcTaBeHa Ha
aHTUTPOMOOTHYHA, aHTHArperallioHa U aHTUJIMIeMUYHa Tepanuja. Bkioyuyen 10-1HeBeH TpeTMaH
CO TPOCTarfiaHAWHHU TOCIe KOj BUAJUBU CE€ IMOYETHU TAHTPEHO3HW NPOMEHH Ha MPCTUTE.
OTmovHar € TpeTMaH BO XurepoapHa KoMopa, co 106ap 0AroBop.



3aknydyok: M. BUERGER e Gonect Ha MaauTe ¥ CpeIHHU IO TOJIEMHUHA KPBHH CaJlIOBH, KaJe
MyIMICHETO LUrapd Kako TJIaBeH Moaudumupadyku QGakTtop, 3aeAHO CO TEHETCKara
MpeAUCIO3uIja, BOJM J0 BacKyJjapHa MHCY(DHIIMEHIIM]a KOja ce KapaKTepupa CO aKyTHa HIIH
XpOHWYHA WH(IIaMaIlHja Ha KPBHUTE CaZlOBU U CO/IaBambE Ha TPOMOHU.

Knyunu 360poeu: M Buerger, nujaraosa, TpeTMaH

MuoxkapaeH nHpapkT co HeoncTpyKTUBHM KopoHapuu aprepuun (MINOCA)- npuka3 Ha
cay4aj
E. Heuercka, M.C. Jankynocka, . bajno3zosa, B. Heuecku, ['Ob 8 mu CenremBpu- Ckorje

Bosen-MuokapaeHn uHpapkT co HeoncTpykTuBHHA KopoHapHu aptepuu (MINOCA) e eBuneHTeH
no 15% on cure akytHu MuoKapaHU uH(papkTH. JJOMUHAHTEH Kaj Momiagara BO3pacT u
xeHckata nomynanyja. MINOCA e cunapoMm co mupoka audepeHnujanHa AujarHos3a, Koja
BKJIydyBa KOpOHapHa, HEKOpOHApHA M HeKapJujaHa martonoruja. Kora ocHoBHaTa mpUYHHA 3a
MINOCA He e yTBpZeHa €O MOMOII Ha KOpOHapHa aHruorpadwuja, Toram ce mnpernopavyna
exokapauorpaduja, cpleBa MarHeTHa pPE30HAHIA, TECTUPake Ha KOPOHApPHAa PEaKTHBHOCT,
BKJIy4yBajKH TECT 3a MIPOBOKaIIM]ja 32 KOpoHapeH Bazocna3zaM. MP Ha cpiie e eqHa ol KIly4HHUTe
JIMjarHOCTHYKKA aJIaTKW 32 Jla ce yTBpau ocHoBHara mpuumHa 3a MINOCA./Iujarno3ara Ha
ocHoBHaTa npuunHa 32 MINOCA ke 0BO3MOXH J1a ce 3all0YHE COOABETEH TPETMaH BP3 OCHOBA
Ha KOHewHara aujarHos3a. Ilpwka3 Ha ciydaj- [lanment Ha 37 roamimiHa BO3pacT, MPUEMEH
nopaju rpaana 0osika, 6€3 eKr MPOMEHH, CO MOKAYeHH CPLIEeBH €H3UMU. be3 XpoHnYHa Tepamnuja.
[Tymau. Herupa ¢umunmjapua onroBaperocT 3a KAB.Koponaporpadcku naonm 6e3 3HadajHU
CTCHO3M Ha KOpoHapHUTe aptepuu. Exokapauorpaduja -TUCKpeTHA XUIOKWHE3Wja BO
MUJI/anuKan aHreposiarepaieH cermeHT. MP Ha cpue- 3HanuM 3a e€1eM M MCXEMHUYHA JIy3Ha BO
0asajJieH M CpeleH CEerMEHT Ha aHTEePHOPEeH 3UJ M alHMKaJIeH CerMEHT Ha JlaTepalieH 3H.
3axmydok: U mokpaj, momiiagaTa BO3pacT U HUCKHOT KapAHMOBACKYJIapHA PHU3WK, TAIIMCHTUTE CO
MINOCA wumaat mosoiia npor{o3a oJ] MalueHTuTe 0e3 KapIuoBacCKyJlIapHH OOJIECTH M CIUYHA
MIPOrHoO3a BO cropeada co MaueHTUTe CO ONICTPYKTUBHA KopoHapHa aprepucka oosect (CAD)

Knyunu 360poseu: MINOCA, akyTeH MuokapjeH MH(papKT, KOpoHapHa aprepucka 6osiect, MP
Ha cplie, MUOKap/ieH UH(APKT cO HEONCTPYKTUBHU KOPOHAPHU apTepUU

Myocardial infarction with non-obstructive coronary arteries (MINOCA) — a case report
E. Nechevska, M.S. Jankuloska, I. Bajlozova, V. Nechevski, GOB September 8 th - Skopje

Introduction: Non-obstructive coronary artery myocardial infarction (MINOCA) is evident in up
to 15% of all acute myocardial infarctions. It is predominant in the younger age group and in the
female population. MINOCA is a syndrome with a broad differential diagnosis, encompassing
coronary, non-coronary, and noncardiac disease. When the main cause of MINOCA cannot be
determined by coronary angiography, echocardiography, cardiac magnetic resonance imaging,
coronary reactivity testing and coronary vasospasm provocation testing are recommended.
Cardiac MRI is one of the key diagnostic tools for determining the underlying cause of
MINOCA. Diagnosing the underlying cause of MINOCA will allow for appropriate treatment to
be initiated based on the final diagnosis. Case Report - 37-year-old patient, hospitalized for chest



pain, no ECG changes, with elevated cardiac enzymes. No chronic therapy. A smoker. It denies
the familiar history of the CAB. Coronary angiography findings without significant coronary
artery stenoses. Echocardiography: discrete hypokinesia in the mid/apical anterolateral segment.
MRI of the heart - signs of edema and ischemic scar in the basal and middle segment of the
anterior wall and in the apical segment of the lateral wall. Conclusion: Despite younger age and
lower cardiovascular risk, patients with MINOCA have a worse prognosis than patients without
cardiovascular disease and a similar prognosis than patients with obstructive coronary artery
disease (CAD).

Keywords: MINOCA, acute myocardial infraction, coronary artery disease, cardiac MR,
myocardial infarction with non-obstructive coronary arteries

A Challenging Case in Interventional Cardiology: STEMI during Pregnancy

E Vraynko, | Vasilev, B Zafirovska, V Andova, N Kostova, E Chaparovska, H Taravari, |
Bogevska, A Dobjani, R Nikolovski, A Fazliu, M Otljanska. University Clinic of Cardiology,
Skopje, Republic of N. Macedonia

Acute ST-elevation myocardial infarction (STEMI) during pregnancy is a rare condition.
The incidence is approximately 0.6 to one per 10,000 pregnancies, with a fatality rate of 5.1% to
37%.

We present a case of a 30-year-old patient in her sixth week of pregnancy who presented
with infero-posterior STEMI. She presented in the emergency department of the regional center
with intensive chest pain that started three hours ago. The ECG showed an ST elevation of 3mm
in the infero-posterior leads. She was defibrillated with 360 J of electroshock due to ventricular
fibrillation, converted to sinus rhythm, and transferred to our clinic for further treatment. The
patient had no past medical history of cardiovascular diseases. She was a smoker and had a
positive family history of myocardial infarction (mother and brother had myocardial infarction at
the age of 35). After consultation with the gynecologist, the patient was loaded with medications
according to the STEMI protocol and an urgent coronarography was indicated. The procedure
showed a 99% stenosis of the distal circumflex artery. A percutaneous coronary intervention
(PCI) with stent placement was performed and a TIMI 3 flow through the artery was obtained. A
transthoracic echocardiography (TTE) revealed systolic dysfunction of the left ventricle (LV)
with an ejection fraction (EF) of 47% and hypokinesis of the infero-posterior wall of the LV.
Two weeks after discharge, the pregnancy was terminated due to missed abortion. After an 8-
month follow-up, the patient is in good clinical condition.

Ischemic heart disease during pregnancy can have a significant impact on maternal and
fetal prognosis. Maternal mortality is considered 5-10%. The latest guidelines suggest primary
PCI for STEMI during pregnancy as a class 1 indication. A multidisciplinary approach is
essential for adequate diagnosis and treatment, as well as reducing the maternal and fetal
mortality rate.

Keywords: STEMI, pregnancy, percutaneous coronary intervention



CTEMM npu bpemenocrt- IlpennzBukyBauku Ciay4yaj Bo UnrepBenTHaTa Kapamosiornja

E Bpajukxo, U Bacunes, b 3aduposcka, B Aunosa, H KoctoBa, E Hanaposcka, X Tapasapu, U
borescka, A Jlo6janu, P Hukomocku, A ®aznny, M OtspaHCKa. Y HUBEP3UTETCKA KIMHHUKA 32
kapauosoruja, Cromje, Pemmy6nuka C. Makenonuja

Axkyten wmmokapiaeH uHpapkt co CT cermentr enesaumja (CTEMU) Bo TekoT Ha
OpeMeHocTa € peTka coctojoa. Mamuaenmnara e npudmkao 0,6 no eqna va 10.000 6pemenoctu,
CO cTarnka Ha cMpTHOCT o1 5,1% 1o 37%.

[Ipesentupame ciydaj Ha 30 rogumiHa MAIMEHTKAa CO aKyTeH HH(EpO-IOCTEPHOPEH
MHOKapJeH HMHGapKT BO IIecTa TecTamycka Hexena. I[lanmeHTkara ce jaBmia BO ypreHTHa
amMOyJlaHTa IpY PErMOHATHUOT KJIMHUYKY IIEHTap MOopaau CUIHA TpajaHa 0oJika Koja 3armoyHaia
Tpu vaca npen npueMm, co EKI' nmpomenu Bo mpuior Ha CT eneBammja 10 3MM BOo HH(Epo-
nmocrepuonn oaBoau. [lopaaw mpucram Ha BEHTpPUKyIapHa (GuOpWIanyja TalWeHTKara Owiia
nedubpunpana Bo eeH HaBpaT co 360J eneKTpouIoK, KOHBEpTHpaHa BO CHHYC pUTaM U
TpaHc(hepHupaHa Ha HalIaTa KJIMHUKA 32 HaTaMOIIeH TpeTMaH. [lanueHTkaTa Herupa ucTopuja 3a
NPETXOJHH KapIAMOBacKyJIapHH 3a0oiyBama. On pu3uK (akTOpH Taa € IMyllad U uMa IMO3UTHBHA
(bamuujapHa UCTOPHja 32 KapAUOBACKYJIapHH OosecTH (Majka ¥ OpaT co IperiexaH MHOKap/IeH
uHpapkT Ha 35 rogummua Bo3pacT). [lo KoHcynTanmja co THUHEKONOr, Oele HamlpaBeHa
kopoHaporpaduja co Haox 3a 99% creHo3a BO AMCTaIHA MUPKyMQIIEKCHA apTepuja, U3BEICHA
nepkytaHa koponapHa uatepsenuuja (IIKI) co mocraByBame Ha CTEHT Ha MECTOTO Ha CTEHO3a U
NOOMEeH ypeAeH NpOTOK HU3 aprepwjara. ExokapamorpadckuoT Haox IMOKaka HamajeHa
cuctonHa (yHkuuja Ha jeBa komopa (JIK) co ejexkunona dpakuuja og 47% u XUNoOKUHE3Uja HA
uHpepo-nocrepuopen sun Ha JIK. J[Be Hemenu mo wcnuc, Mo oaIyka Ha KOH3WINYM O]l JIEKapH
Oelle TepMUHHMpaHa OpeMEeHOCTa MOopajau 3ajipkaH CIoHTaH aboptyc (missed abortion). Ocym
MecelH M0 UCIHUC, Ha KOHTPOJIEH MperJie]] nanueHTKaTa oeile Bo 100pa KIMHUYKA cocToj0a 6e3
cyOjexTuBHM Teroou. McxemuuyHnara cpreBa OosecT 3a BpeMe Ha OpeMEeHOCTa MOXe Ja MMa
3HAYUTEIIHO BIMjaHHE BP3 MIPOrHO3aTa Ha MajkaTa U ¢eTycoT. MajunHaTa CMPTHOCT c€ CMeTa 3a
5-10%. Crniopen HajHOBHTE yNaTCTBa, IPUMapHa MepKyTaHa KOpOHapHa MHTEpBeHIIMja e Kiaca 1
nnaukanyja 3a CTEMU npu 6pemenocra. MyATHANCHUIUIMHAPHUOT IPUCTAIl € O] CYLUTHHCKO
3HaYewE 3a aJieKBaTHA JMjarHo3a U TPeTMaH, Kako M 32 HaMaJlyBame Ha CTalKaTa Ha CMPTHOCT
Ha MajkaTta 1 QeTycCoT.

Kayunu 300pou: CTEMU, 6pemeHocT, nepkyTaHa KOpOHapHa HHTEPBEHIIN]a

Dual and persistent vena cava superior after repaired tetralogy of Fallot as a challenge for
device implantation

E. Kandict, J Taleskit, S Kjaeval, A Chelikict, E Srbinovska KostovskatUniversity clinic of
Cardiology, Skopje, N. Macedonia

A dual superior vena cava (DSVC) with a persistent left superior vena cava (PLSVC) in a
patient with Tetralogy of Fallot (TOF) represents a rare combination of congenital anomalies
affecting the venous systems, occurring in 0.3%-0.5% cases. In this condition, there are two
superior vena cava (SVC) present, and one of them is on the left side of the body, indicating a
PLSVC. We presented a case of successful implantation of a dual chamber permanent pacemaker
in patient with complex structural heart anomalies.



Case: A 35-year-old male with previously successfully repaired tetralogy of Fallot was admitted
in our hospital with presyncope, dizziness and dyspnea on exertion. He was on regular therapy
with Acetylsalicylic acid 100mg, Hydrochlorothiazide 25 mg and Amlodipine 5mg. The 24-Hour
Holter Monitoring showed AV block gr. 11 et gr.1ll. Left ventricular ejection fraction was 50%
with significantly dilated right heart chambers. Patient was scheduled for dual chamber
permanent pacemaker implantation. Venography was performed preprocedural through the
cubital vein, which revealed PLSVC draining through the CS and maybe dual SVC. We decided
to proceed with the left subclavian approach. Because of the difficulty to cross the tricuspid
valve, ventricular lead was introduced with J stylet into the right ventricle RV, positioned near
the RV apex and the position was confirmed with echocardiography periprocedural. A similar
lead was taken for atrial pacing. After successful procedure, echocardiography showed EF 60%,
coronary sinus 17mm and good position of right ventricle lead, and CT scan was performed
confirming PLSVC and dual SVC.

Conclusion: Presence of a persistent left superior vena cava (PLSVC) in patients with Tetralogy
of Fallot and indication for permanent pacemaker can be better managed by performing pre-
procedural cardiac ultrasound, CT angiography and periprocedural venography.

Keywords: Dual vena cava superior; Permanent pacemaker implantation; Persistent left superior
vena cava, Tetralogy Fallot

Clinical implications of tortuous carotid arteries

G Donevska, Z Donevski, Specialized hospital for prevention, treatment and rehabilitation of
cardiovascular diseases - "Sveti Stefan", Ohrid, N Macedonia

Introduction Carotid artery tortuosity means that segment of the internal carotid artery (ICA) or
common carotid artery (CCA) is elongated and redundant, presenting as coiling, looping, or
kinking. In some cases when this phenomenon occurs bilaterally in the ICA, it is referred as
retropharyngeal ICA or "kissing carotids ". An incidence of 18 to 34%. We use the Weibel-
Fields Classification system that divides internal carotid artery tortuosity into three groups. Type
1 includes tortuosity, where arteries elongate into a “C,” “U,” or “S” shape. Type 2 includes
looped or coiled vessels that spiral around an axis. Type 3 includes kinked vessels where arteries
are twisted into a “V” shape. These conditions are asymptomatic and often incidental findings
but they may have clinical implications including mass effects, pulsating neck masses, internal
jugular vein stenosis ,dysphagia and globus sensation, kinking leading to syncope when the neck
is turned abruptly, ischemic symptoms (it is a possible association between transient ischemic
attacks (T1As) and CCA tortuosity) and an increased risk of procedural complications (this
conditions must be considered before central venous catheter insertion and open surgical
procedures such as tracheostomies). Hereditary, advanced age, female gender,
hypercholesterolemia, obesity, atherosclerosis, hypertension, Marfan syndrome, fibromuscular
dysplasia more frequently has this variant suggesting a possible association. A controversial
issue is the effect of tortuosity on cerebrovascular blood flow. It has been postulated that the
variant led to decreased cerebral blood flow and cognitive decline. A 44% incidence of
abdominal aortic aneurysm was discovered in these patients. This leads to a possible association


https://www.healthline.com/health/holter-monitor-24h
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between the weakening of the aortic walls in an aneurysm and weakened walls in the carotids
leading to tortuosity so the incidental finding of carotid artery tortuosity is possibly related to
abdominal aortic aneurysms and may prompt further screening if discovered. Case report A 59 -
year-old female presented first to the neurological and ORL department than to our Doppler
department because of episodes of syncope, dizziness and nausea associated with a sudden
movement of the head. Her medical history was positive for TIA two years ago, hypertension,
diabetes mellitus type 2, hyperlipidemia. CTA of the head showed small chronic ischemic infarct
zones, without acute events. ORL examinations exclude problems with ear and vestibular
system. We exclude cardiac reasons for syncope .We performed duplex carotid ultrasound and
we find significant kinking of the left internal carotid artery .First we measures velocity with the
head straight and then turned to the right, demonstrating an increase in peak systolic velocity
(150 cm/sec and 260 cm/sec respectively) and a decrease in the diameter of the vessel (5.6 mm
and 2.3 mm, respectively).The patient underwent a segmental resection of the kinked segment of
the left ICA with end-to-end primary anastomosis After successful operation with no neurologic
deficits and improvement of symptoms. Conclusions These conditions are asymptomatic and
often incidental findings but they may have clinical implications. Further investigation is
required into how knowledge of these variants should affect patient clinical symptoms and their
association with comorbid conditions.

Keywords: carotid tortuosity, coiling, looping kinking, syncope

IIpuka3 Ha cay4aj: puOPHHOJIMTHYHA Tepanuja BO ynorpeda kaj 0enoapodHa
TpoMOoeMOoIja - Kora U Kako?

I" Kpcrencku!, J] Koauenk'l Knuanuka Bonanma Aynbanem Cuctuna, Cxomje, CeBepHa
Makenonuja

74-rouilieH manueHT Oellle HHUIMjaTHO XOCIUTanu3upa Bo Enunnnara 3a HTeH3uBHA
Koponapna Hera co cycnekiija 3a cprieBa cinadoct. [IaiueHToT € CO CHMIITOMHU Ha TEITKO
IUIIEHE, MaJTaKCaHOCT U omiuTa cinadoct. O MUHATH 0OJIECTH, MAUEHTOT 00JIeyBa 01
nujabeTec THIT 2 TPETUPAH CO MHCYJIMH, KaKo U KOPOHApHA apTepucKa 00JIecT, CO peexaH
MHOKap/ieH HH(APKT U HalpaBeHa MepKyTaHa KOpoHapHa UHTEPBEHIMja 6 Mecely Mpe] IPUEM.
JlabaparopwujaTa Ha MpUeM JEMOHCTPHPA BUCOKH BPEIHOCTH Ha A-numepu (3.5 mg/L), mo mTo
3aeJHO CO CUMIITOMATOJIOTHjaTa, cielyBallle KOMIjyTepu3rapana ToMorpaduja Ha myJIMOHAIHU
aprepun. TpaHcTOpaKkaHaTa exokapauorapuja mokaxa 3roJIeMeHH! JIeCHO-CPIIEBU KaBUTETH U
TEIlIKa MyJIMOHaIHa apTepucka xuneprensuja (ITAX) Bo ckion Ha JeCHO-CPIIEBO ONITOBAPYBAE.
ApTepHcKHTe TaCHH aHAIM3M TIOKaXKaa pelyliupaHa BpeTHOCT Ha TapIiiijajieH KUCIOPOIeH
nputucok (60 mmHg) u mocraBena Oerle MHAMKALK]A 32 OPAUHUPakHE HA PUOPUHOTUTHYHA
tepanuja. OpauHupana 6emie pubpuHonuTUYHA Tepanuja co Alteplase 50 mg no npoToko,



KOjallTo MOMUHA CO YPEJeH TeK 1 0e3 KoMIumKanuy. Bo Tek Ha Xxocninranu3anyjara
eBUJICHTHpAHH Oea HaMallyBame Ha CPIIEBH KAaBUTETH U peAylUpamke Ha BpeqHocTa Ha [TAX.
[TanmenToT Oermre UCIIUIIAH CO Teparnyja co opajHa aHTUKOAryJaHTHA Teparuja co
AneHOKyMapod, TpojHa quypercka Tepanuja co @ypocemus, CnupoHosiakToH U MHaamaMu,
AKE nnxuburop, 6:10KaTop Ha KalIMyMOBH KaHAJIH, CTATHH, ajda-1 aZpeHeprudeH perenTop
aHTaroHUCT, KaKo U OJIOKaTop Ha MPOTOHCKA myMiia. MennkaMeHTO3HaTa Tepamnuja Oere
ONITHMHU3UpPaHa BO MOCIEAOBATEIIHUTE aMOyIaHTCKH KOHTpou. [larmeHToT Oemie ciesieH ymre
JIBE TOJIMHHU, BO CTa0MIIHA KIMHIYKA COCTOj0a 1 0e3 3HauajHa mporpecuja Ha OoJecTa.
WuTtpaBeHckara armkanyja Ha GUOPHHOIUTHYHATA Teparnuja ceylTe MMa 3HadajHa yjiora Bo
TPETMAHOT Ha MyJIMOHAJIHATAa TPOMOOEeMOOIHja N aKyTHUOT UCXEMHUYEH MO30UYEH yAap, KaKo U
MHOKapIHOT HHPAPKT BO ITOMAJI CTEICH.

Knyunu 360poeu: nynmonainna tpombemOoinuja, GpubpunonutuyHa tepamnuja, Alteplase

Case report: use of fibrinolytic therapy in the setting of pulmonary embolism —when and
how?

G Krstevski 1, D Kovacevik!1 Clinical Hospital Acibadem Sistina

A T4-year-old patient was initially admitted to our Coronary Care Unit with symptoms of heart
failure. The patient had dyspnea, weakness and general malaise. The patient's past medical
history included type 2 diabetes mellitus that is treated with insulin, as well as coronary arterial
disease with a past myocardial infarction and a previous percutaneous coronary intervention 6
months prior. His labs at admission demonstrated a high D-Dimer level (3.5 mg/L), which result
alongside his symptoms prompted a CT pulmonary angiogram, which in turn elucidated the
diagnosis pulmonary embolism (PE). The patient’s transthoracic echocardiography revealed
enlarged right-heart cavities and a severe pulmonary arterial hypertension (PAH), both signs of
right heart strain. His arterial blood gasses showed a reduced value for the partial pressure of
oxygen (60 mmHg), and the administration of fibrinolytic therapy was then indicated. Alteplase
50 mg was administered by protocol, which Alteplase administration had no complications. For
the duration of the hospitalization, a reduction of the heart cavities was observed, as well as a
reduction in the PAH value. The patient was discharged with oral anticoagulant therapy with
Acenocoumarol, three diuretics (Furosemide, Spironolactone and Indapamide), an ACE
inhibitor, a calcium channel blocker, a statin, an alpha-1 adrenergic receptor antagonist, as well
as a proton pump inhibitor. His medicaments therapy was subsequently optimized over the
subsequent outpatient visits. The patient underwent follow-up for two more years, evaluated to
be in a stable clinical condition and without a significant progression of disease.

The intravenous application of fibrinolytic therapy still has a meaningful place in the treatment
of PE and acute ischemic stroke, and to a lesser degree myocardial infarction.

Keywords: pulmonary thromboembolism, fibrinolytic therapy, Alteplase

Management of Supraventricular Tachycardia with adenosine at ICU



H Mandzukovska, A Sofijanova, S Naunova Timovska, T Voinovska, M Kimovska Hristov, S
Neskova Jankovic, Besim Vejseli, University Children’s Hospital - Skopje, North Macedonia

Introduction: Supraventricular tachycardia (SVT)is the most frequent tachydysrhythmia in
children. Usually involves the atrioventricular conduction system and an accessory AV pathway.
Neonates and infants are more commonly affected. Our objective was to evaluate the efficacy of
intravenous (1V) application of adenosine in the treatment of SVT in hospitalized children at
Intensive Care Unit (ICU).

Materials and methods: Seven children in age 1 year to 14 years were admitted to Intensive Care
Unit at University Children’s Hospital in Skopje in the period from January 2021 to December
2022 for 1V application of adenosine in management of SVT.

Results: Of 7 children with SVT, 3 children (42.8 %) were in age 1 year and older (1-14 years),
and 4(57 %) were infants (2 hours -1,5 months of age). All patients were male. We confirmed
23 episodes for SVT. First dose of adenosine administered waseffective in three children and
continued with an antiarrhythmic drug. A fourth dose of adenosine administered was effective
also in three children with conversion to sinus rhythm and therapy continued with B blocker. In
one infant eleven dose of adenosine administered without conversion in sinus rhythm. In the next
3 days we continued with B blocker, without any improving. The infant was transferred to the
cardio surgery clinic. All children with SVT had good outcome and were discharged from the
hospital.

Conclusion: SVT is the most common pediatric tachyarrhythmia in children. Acute treatment
with IV application of adenosine is the drug of choice at all ages for tachycardias involving the
atrioventricular node.

Keywords: SVT, adenosine, an antiarrhythmic drug, acute treatment

The decreased incidence of STEMI during the COVID-19 pandemic

| Zdravkovski!, N. Manev!, Zh. Petrovski?, Zh. Zimbakov!, O. Bushljetikj**University Clinic of
Cardiology, Skopje, North Macedonia

Introduction: During the start of the COVID-19 pandemic, the whole world was living in fear, as
a side-effect, a decline in the incidence of STEMI has been reported worldwide. North
Macedonia was not an exception to this phenomenon.

Methods: With the help of our Global Heart Attack Treatment Initiative registry and the online
COVID-19 world meter, we compared the number of newly diagnosed STEMI patients
throughout the pandemic. We analyzed data from April 2020 (beginning of the pandemic) until
October 2021 (reduction of measures), reporting our results in a quarterly period.

Results: Using the number of STEMI patients in first quarter at the start of the pandemic (April-
June 2020) as a baseline, we detected a maximal decrease of 46% in STEMI cases (October
through December), overlapping the highest quarterly number of newly registered COVID cases.

Discussion: We can see a rapid decline of the quarterly number of STEMI patients during the
third quarter from the start of the pandemic. This number happens to overlap the quarter with the



highest number of COVID-19 cases and one of the periods with the strictest pandemic measures
in our country, including weekends of full lockdown.

Conclusion: COVID-19 had an impact on the whole world, making drastic changes in everyday
life. It is unknown if the decline in the number of STEMI patients was realistic during certain
periods of the pandemic. Strict COVID-19 measures, individual fear of contracting the virus, and
fear of physical contact, could be contributing factors for postponing doctors’ visits. Further
analysis using data before, during and after the pandemic is warranted.

Keywords: COVID-19, STEMI incidence

Rhythm and Conduction Disturbances in Cardiac Sarcoidosis

I.Misic, F. Janushevski, E. Kandic, L. Poposka, University Clinic of Cardiology, Skopje

Background: Cardiac sarcoidosis can result in conduction disorders, ventricular arrhythmias, and
heart failure. Sarcoidosis is known as infiltrative cardiomyopathy and is a granulomatous disease
that affects the atrio-ventricular (AV) node, His bundle, papillary muscles of the heart as well as
ventricular free walls. The inflammatory processes that include the basal interventricular septum
result in AV blocks and bundle branch blocks, which are the most common manifestations of
cardiac sarcoidosis.

Case report: A 67-year-old male presented with palpitations and near syncope. His ECG on
admission showed a right bundle branch block (RBBB) and left posterior fascicular block with
frequentpremature ventricular complexes (PVCs). An echocardiogram demonstrated systolic and
diastolic dysfunction with increased internal dimensions of the left cavities, hypokinesis of the
left ventricle with preserved left ventricular ejection fraction. Cardiac catheterization showed no
signs of obstructive coronary artery disease. Chest X-rays presented with the finding of chronic
bronchitis. Doppler of carotid arteries appears with normal right and left carotid artery velocity.
During the Holter ECG monitoring sinus rhythm dominates, occasionally there is appearance of
ectopic atrial rhythm, frequent PVCs, PACs, and episodes of unconducted PACs-bigeminia with
a drop in the heart rate down to 39 bpm, followed by episodes of atrial tachycardia. There are
also signs of impaired AV conduction, short episodes of complete AV block with escape
ventricular rhythm. During the hospitalization, episodes of AV block of second-degree (Mobitz
Il type) were recorded. Cardiac magnetic resonance imaging (CMRI) shows signs of sarcoidosis.
A dual chamber pacemaker was implanted, and the patient was discharged from the hospital in
good health condition.

Conclusion: Cardiac sarcoidosis as infiltrative cardiomyopathy can present as a restrictive or
dilated form. It is crucial to recognize the connection of arrhythmias with infiltrative
cardiomyopathy because they are the leading cause of death in these conditions.

Keywords: Sarcoidosis, arrhythmias, conduction disorders

A case report of a recurrent deep vein thrombosis with multiple etiological causes



K. Vasileva Kolevski, H. Chamovska Sheshoska, B. Fortomaroska Mileska, G. Donevska, M.
Zimbova, B. Tegovska, N. Taneska, K. Mitreska, | Bede, N. SkrceskaSpecialized hospital for
prevention, treatment and rehabilitation on cardiovascular disease - St. Stefan, Ohrid, N.
Macedonia

Introduction: Venous thromboembolism (VTE) is globally the third most frequent acute
cardiovascular syndrome. The increased awareness and the ever-increasing availability of non-
invasive imaging tests generate a tendency for clinicians to suspect and initiate a diagnostic
workup for VTE more frequently. There are too many risk factors that have been described for
VTE. However, the hereditary factors are important risk factors for the cases especially with
recurrent VTE. Case report: Adl-year-old femalewas brought to our hospital because of 2-week
history of pain and swelling in the left leg. One month ago, she underwent an exploratory
laparotomy because of subacute appendicitis. After surgery, the patient stayed at home in bed
with very limited activity. She did not have a cough, hemoptysis, chest pain, or shortness of
breath. She was morbidly obese, and had a past medical history of diabetes, hypertension, and
hyperlipidemia. Investigations: Doppler ultrasound was performed and showed evidence of DVT
in the left leg. Hemoglobin (Hb) — 122 g/L, total leukocyte count (TLC) 12x1079/L, PLT 398
x10"9/L, D-Dimers 4,500 mg/L. ECG — sinus rhythm with no significant changes. Treatment:
Low molecular weight heparin (LMWH) was introduced and the patient was further evaluated.
She recovered within a week. Patient was evaluated at higher center for genetic factors and
mutations of following coagulation factors were detected: factor V Leiden mutation,
plasminogen activator inhibitor 1, factor VIII mutation and a prothrombin gene mutation.
Extended oral anticoagulation (OAK) with Vitamin K antagonist (VKA) of indefinite duration
was prescribed. Conclusion: Doppler ultrasound plays a crucial role in the assessment of DVT
and further management. Identification of multiple etiological factors that result in increased
tendency to thrombosis has important implications for the patients and their families.

Keywords: DVT, Doppler ultrasound, Multiple etiological factors

IIpnka3 Ha ciy4aj co peKypeHTHa Aj1a00ka BeHCKa TPomM003a KaKo MNOC/IAeIMIa Ha
MYJITHITHH PU3UK (aKkTOpH

K. Bacunesa Konescku, X. Hamoscka Illemocka, b. ®opromapocka Musecka, I'. JloneBcka, M.
3umboBa, b. Teroscka, H. Tanecka, K. Mutpecka, U. bene, H.Ckpuecka. CneuujanuzupHa
OOoNHUIIA 3a TPEBEHIM]a, TPETMaH M pexabuiauTalfja Ha KapAuOBaCKyJapHH 3a00JlyBamba —
CB.Credan, Oxpua, C.Makenonuja

Bosen: Benckuor Ttpomboembonauzam (BTE) rmobanmno e Tper HajuecT akyTeH
Kap/MOBacKyJIapeH CHHAPOM. 3rojieMeHaTa CBECHOCT U JIOCTAITHOCTa Ha HEMHBA3UBHU CIUKOBH
TEXHHUKHU TeHepHpaaT TeHJIEHIMja 3a TI0YeCcTa CyCleKIija 1 HHULMpamke Ha paboTHa IMjarHo3a 3a
BTE. Iloctojat rojzem Opoj Ha pusuk ¢akropu kou mro gosenysaaT no BTE. Cemnak
XepeauTapHuTe (akTOpu ce BaKHU PHU3UK (hakTopu ocoOeHo Kaj pekypeHTHUTe dopmu Ha [1E.
ITpuka3 Ha ciyuaj: XKena Ha 41 roauiIHa Bo3pacT, Oelle JOHeceHa BO Hallata OOJHHIA 3apau
0oika M OTOK BO JieBaTa Hora 2 Heienu HaHaszaia. IIpex 1 mecerny Taa umana cyOakyTeH
arneHIuIMT U Ouia HampaBeHa janaparomuja. [locne oneparuBHUOT 3adar nmanueHTKara Ouna 2
HEJIeJW Ha JIOMAITHO JIEKyBambe CO JIMMUTHpaHa (u3nyka akTHBHOCT, Taa Hemarie Kaluiuia,
XEMONTH3H, I'paJHa OojKa HUTY riaa 3a Bo3ayX. IlanmmenTtkara Oemne ymepeHo o0e3Ha co



nujaberec, xunepTeHsuja u aucnunuiemuja. McnuryBamwa: [onmiep yaTpa3BYKOT IMOKaxa
maboka BeHCKa Tpom0o3a Ha JIEBMOT J0OJeH ekcrpemureT. Xemornoown (Hb) — 122 g/L,
neykorutu (TLC) 12x10"9/L, tpom6omuT (PLT) 398 x10"9/L, I-HAumepu 4,500 mg/L, EKI -
cHHYC puTaM 0e3 curHu(uKaHTHU poMeHH. Tperman: bemre opauaupan Hucko MonexkynapeH
XelapuH U MalueHTKaTa noHartaka Oemie ucieayBana. CoctojabaTa Ha MallMEHTKATa ce Moaoopu
Bo TeKk Ha 1 Henena. [lonatamy mamueHTkara Oelie HCIeqyBaHa 3a MOCTOCHE HAa TE€HETCKH
MyTaIuy U Oerle JeTeKTUpaHa MyTallyja Ha cienqHuTe koaryianuonu ¢akropu: V Leiden, VIII,
MHXUOWTOP na IUIA3MUHOTEH aKkTHBarop TN | M MyTanuja Ha mnpoTpomOuH reHot.bemre
OpAMHHMpaHA XpOHUYHA opaiHa aHTuKoarynantHa Tepanuja (OAK) co Butamun K anrtaronucr
(BKA). 3aknywok: [lomnep yaTpa3ByKOT MMa KiyyHa yiora Bo mpoueHkara Ha BTE u
MMOHATaMOIIIHOTO BOJeH-€¢ Ha Oonecta. Mnentudukanujata Ha MyITUITHUTE PU3UK (DAKTOPHU Kou
IITO pE3yJITHpaaT CcoO 3roJieMeHa TEHJICHIMja 3a TpomMOo3a WMMa BakKHAa HMIIMKalWja 3a
MAIMEHTUTE U HUBHUTE (PaMUIINU.

Knyunu 360posu: BTE, nornep ynarpa3zByk. MynTHITHU pu3UK (hakTopu

Hypertension management in elderly people with dementia - Literature Review
L. Jordanovski, J. Jakimovska
PHI Specialized hospital for Geriatric and Palliative Medicine 13 November Skopje

Introduction: Almost 55 million people are living with dementia worldwide nowadays and this
number is expected to quadruple by 2050 due to population ageing and growth. Dementia and
hypertension share similar pathophysiological paths caused by common vascular factors.

Methods: We search on Pub med and reviewed 43 articles that showed that there might be a link
between hypertension, dementia or other cognitive impairment. We reviewed the management of
hypertension in people with dementia.

Results: There are no randomized controlled trials evaluating the effect of lowering blood
pressure on preventing cognitive decline in people with dementia. Treating hypertension reduces
the risk of myocardial infarction, stroke and may reduce the risk of cognitive decline in older
people. Hypertension is a risk factor for cognitive decline in midlife, but excessive lowering of
blood pressure in the elderly can harm cognition. Some studies show that systolic blood pressure
in elderly with dementia <128 mmHg was associated with greater cognitive decline compared
with higher systolic blood pressure 129-145mmHg. Compared to cognitively healthy
individuals, people with dementia are more likely to suffer from orthostatic hypotension.

Conclusion: In the decade before death systolic and diastolic blood pressures decrease as part of
the natural course of aging and these decreases are most pronounced in persons with dementia.
When hypertension treatment is initiated in elerly it should “start low and go slow’. For persons
with dementia and limited life expectancy deprescribing medications should be part of usual
care. B-blockers should be withdrawn gradually in case they are masking otherwise controlled
angina or rhythm disturbances, and when ACE inhibitors are withdrawn, patients should be
monitored for signs of heart failure. Diastolic hypotension and orthostatic hypotension have been
related to an increased risk of cardiac events, mortality, falling and cognitive decline.

Keywords: Hypertension. Dementia. Elderly



Stress echocardiography in degenerative mitral valve
M. Shushlevska Pavkovska
PHO d-R Maja Shushlevska

Degenerative mitral valve disease is common in elderly patients and additional valve disease
such as simultaneous presence of aortic stenosis enhances the possibility for LV deterioration.
SE allows assessment of severity of MR, changes of the effective regurgitant orifice EROA
typical for primary MR during exercise. It may detect LV dysfunction not recognized in the early
course of disease.

Materials and methods: 85 years old female patient chief complaint is fatigue, she has been
diagnosed with degenerative mitral valve disease with moderate MR and moderate aortic
stenosis. Echocardiography displays normal LV size with normal systolic function, degenerative
mitral valve with moderate MR, moderately enlarged left atria, aortic valve area 0,9 sm2 /m2,
normal LVOT systolic volume. No signs for pulmonary hypertension. During SE according
Bruce protocol with 9 METSs achievement, significant aggravation of MR has been found with
increase of EROA, increase of LV/LA gradient and rise of SPAP from 32 to 55mmHG. LV
gjection fraction was preserved in addition to adequate contractile reserve, LV/Ao gradient didn’t
change significantly. Patient developed progressive dyspnea and fatigue.

Discussion SE in primary MR tests LV response to exercise which primarily depends on the LV
contractile state at rest and also challenges the severity of the regurgitant lesion (dynamic
EROA) which may increase. Thus, exercise challenge precisely defines severity of MR and
optimal surgical intervention.

Conclusion: SE recognizes the dynamic nature of valvular lesions and may introduce symptoms
in primarily asymptomatic patients, therefore is important tool in valvular disease evaluation.

Keywords: stress echocardiography, mitral valve disease, imaging\

THE ROLE OF THE PSYCHIATRIST IN PREVENTION AND TREATMENT OF
POST INTENSIVE CARE SYNDROME

M Kostadinovska, Zan Mitrev Clinic, Skopje, N Macedonia

INTRODUCTION: Post-intensive care syndrome (PICS) is a set of physical, mental and
emotional symptoms that continue to persist after the patient leaves the intensive care unit.
Anyone who survives a critical illness that involves treatment of the condition in an intensive
care unit is thought to be susceptible to developing post-intensive care syndrome. With the
development of technology, it is possible to increase the survival rate, but later the long-term
psychological consequences of staying in these units were seen.

OBJECTIVE: The role of the psychiatrist consists in: Determining and dealing with psychiatric
problems in ICU patients, Management of psychiatric emergencies arising from: Lost will to live
and prevention of suicide attempt, Treatment of complications related to the use of alcohol and



substances, Treatment of toxicity/complications related to psychotropic drugs; Solving ethical
issues, assessing the capacity for informed consent for procedures, etc. Assessment of stress,
stress sensitivity and burnout problems in the ICU team.

MATERIAL.: Patients treated in the intensive care unit, medical staff working in this unit
METHODS: Mini Mental Test, Clock Drawing Test, Depression Scale - PHQ-9

CONCLUSION: Psychiatric skills enable quick recognition of a mental condition, adequate
differentiation of mental from physical symptoms and an appropriate therapeutic approach. In
this way, it is possible to provide emotional support, maintain the orientation of the person,
support in their treatment and build an individual strategy to improve the overall condition. If
necessary, family members are included in order to prevent the development of this syndrome.

Keywords: PICS, Psychiatrist at ICU

Semaglutide in heart failure with preserved ejection fraction: evidence from real world
data

M. Vidak, J. Cati¢, N. Pavlovié, S. Manola, I. Jurin. Department of Cardiology, University
Hospital Dubrava, Zagreb, Croatia

Background: Heart failure with preserved ejection fraction (HFpEF) includes various clinical
phenotypes and represents a therapeutic challenge. Studies with sodium-glucose transport protein
2 inhibitors (SGLT2i) have shown benefit but it is unlikely that a single treatment could be
effective given the heterogeneity of HFpEF. Most patients with HFpEF have obesity phenotype
and the aim of our study was to evaluate whether adding semaglutide to SGLT2i will provide
further benefit in those patients.

Methods: This was a prospective observational study conducted at Clinical Hospital Dubrava,
Zagreb. We recruited patients presenting with HFpEF symptoms from May 2021 to August
2023. We collected data on gender, age, comorbidities, NTproBNP and HbAlc levels and
NYHA status. Categorical variables are presented as frequencies and continuous variables are
presented as medians and interquartile ranges. P-values <0.05 were considered significant.

Results: We recruited 205 patients with HFpEF, and they all received SGLT2i as a part of
standard treatment. Majority of patients were overweight, often suffering from arterial
hypertension, atrial fibrillation, and diabetes mellitus (T2D). Among the T2D group, semaglutide
was initiated in 23 patients. At 6 months follow up, the decrease in body weight, measured by
decrease in BMI was higher in the semaglutide group (p=0.02). There were no differences in
HbAlc, total cholesterol, and LDL and NTproBNP levels, EF or NYHA status at six months
follow up. There were 9 deaths in the HFpEF group (one in the semaglutide group).

Conclusion: Semaglutide improves weight loss in HFpEF patients with T2D. While there were
no differences detected at six months follow up, future studies are needed to fully assess its
benefits.
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Importance of timely gastric decontamination and “lipid rescue” therapy in the treatment
of verapamil intoxication (case report)

M.S. Bogatinoska!, Z. Perevska?, N. Simonovska?, B. Ivanova®N. Bekarovski?, L. Poposka®,
!Health Centre-Mak.Brod ! University Clinic for Toxicology 2University Clinic for Cardiology?

Verapamil overdose has a high risk for a fatal outcome due to inducing hypotension, cardiac
conduction deficits with dysrhythmias, hyperglycemia due to blockage of pancreatic beta cells
and metabolic (lactate) acidosis, or pulmonary edema which can develop within the first few
hours. The symptoms with verapamil overdose are: chest pain, dyspnea, dizziness, palpitations,
confusion, anxiety and syncope with or without seizures.

Obijective: The aim of this case report is to point out the importance of timely performed gastric
decontamination and use of antidotes including “lipid rescue” therapy in verapamil poisoning.

Case report: We present 79 years old women who ingested 20 tab. verapamil R a 240mg (4,89)
with over 10 tab. alprazolam a 0,5mg(5g) and was admitted at local medical center. The gastric
lavage was performed in the first 30 min of ingestion, 8 tab. activated charcoal (peroral) and
500ml 0.9% NaCl i.e. was administrated, and transported to the University Clinic of Toxicology.
At admission she was with malaise, drowsiness, dizziness, BP 110/50, SpO2 77%. Her
electrocardiogram showed atrial fibrillation with ventricular rate at about 54/min. She was
admitted in the ICU, non-invasively monitored and started therapy with Ca gluconate,
Lipofundin 20%, glucagon, O2 therapy and dopamine. Toxicological analyses confirmed
benzodiazepines 1040...... , with referent biochemical laboratory findings including troponin.
The X-ray finding confirmed chronic bronchitis with a small left pleural effusion. Gas analyzes
showed uncompensated metabolic alkalosis pH 7.5, pCo2 4.97, pO2 12,4, Hco3 29,5, Be 5,9.
The treatment hemodynamically stabilized the patient. She was discharged with normalized ECG
-sinus rhythm, HR 85 beats/min, with a recommendation for consultation with a psychiatrist and
a cardiologist.

Conclusion: Timely performed gastric lavage and introduction of “lipid rescue” therapy in the
treatment of overdosed patients with verapamil has a major role in reducing the lethal outcome.

Keywords: verapamil, intoxication, diagnosis, treatment

Non-sustain ventricular tachycardia as a first manifestation of hypertrophic
cardiomyopathy — a case report

M. Bogeska Blazhevska, B. Shishkova, M. Srbinovska Josifovska, M. Gerasovska Kostovska
PHO Kardiomedika Srbinovski, Skopje, North Macedonia

Hypertrophic cardiomyopathy (HCM) is defined by the presence of increased left ventriclar (LV)
wall thickness more than 15 mm in one or more LV myocardial segments, measured by any
imaging technique, that is not solely explained by abnormal loading conditions. In up to 60% of



adolescents and adults with HCM, the disease is an autosomal dominant trait caused by
mutations in cardiac sarcomere protein genes. ldentification of left ventricular outflow tract
obstruction (LVOTO) is important in the management of symptoms and assessment of
cardiovascular risk (SCD). Most people with HCM are asymptomatic and have a normal
lifespan, but some develop symptoms often many years after the appearance of ECG or
echocardiographic evidence of left ventricular hypertrophy (LVH).

Case report: The female patient, born 1956, was sent for echocardiographic examination because
of hypertensive crisis. Patient complained of palpitation, loss of consciousness on several
occasions in the past few months. Physical examination revealed a systolic murmur at the left
sternal border. rhythmic pulse and BP 160/90 mmHG. Routine laboratory tests were with normal
findings. ECG showed signs of LVVH. Color Doppler echocardiography diagnosed asymmetric
hypertrophy of the LV walls, with the absence of SAM, without significant obstruction of the LV
outflow tract at rest, normal LV systolic function, diastolic LV dysfunction of the LV with
pseudo normalizationtype (E/A 1.25, DT 131msec, E/e"16.56), enlarged LA 47mm and LA area
19,5cm2. 24-hour ambulatory Holter ECG monitoring detected symptomatic non-sustained
ventricular tachycardia (NSVT) <30 sec.

Conclusion: Therapy in symptomatic patients without LVOTO focuses on management of
arrhythmia, reduction of LV filling pressures and treatment of angina pectoris. Using the
validated HCM Risk-SCD tool as the first step in sudden death prevention in patients with HCM
is mandatory. The Echocardiography has central roll to the diagnosis and monitoring of HCM
and together with other diagnostic methods plays a major role in determining further therapy. B
blockers titrated to maximum tolerated dose, invasive or CT coronary angiography and
implantation of ICD should be considered for this patient.

Keywords: ventriculat tachycardia, hyperthropic cardiomyopathy, treatment

Revascularization in patients with multivessel coronary artery disease and severe left
ventricular systolic dysfunction

S. Al-Baragoni!, K. Simonovski?, A. Antovski?V. Ristovski?, R. Markoski?, Z. Jovanovski? City
General Hospital” 8" — September — Skopje «

Introduction: A significant proportion of patients presenting with acute coronary syndromes
(ACS) have multivessel disease (MVD). Despite the abundance of clinical trials in this area,
several questions regarding the procedure of complete coronary revascularisation remain
unanswered. In a substantial proportion of patients with acute coronary syndromes (ACS), the
pathophysiological process of coronary artery disease (CAD) is not limited to one single vessel,
and multivessel disease (MVD) can be found in 50% of the cases.

Objective: Complete revascularisation (CR) has been associated with decreased risk of
composite outcomes driven mainly by reduced subsequent revascularisations, with recent studies
supporting the benefit of non-culprit lesion (NCL) percutaneous coronary intervention (PCI) on
hard clinical endpoints. The optimal timing for the treatment of NCLs and how to identify the
amenable lesions are still matters of debate. Furthermore, whether the goal of CR should be the



treatment of ischaemia-related lesions or vulnerable plaques prone to thrombosis has yet to be
determined. Despite the evidence supporting the safety of deferred PCI in patients with ACS on
the basis of pressure-derived measurements, the reliability of physiological assessment of NCLs
in the acute phase of ACS has not yet been defined.

Material: A case with a patient with severe left vetricular dysfunction (EF 20%) and subacute
myocardial infarction with ongoing chest pain (7" day from the acute event) and cardiac
biomarkers in decrease, use of FFR (Fractional Flow Rate) and OCT (Optical Coherence
Tomografy) guide in decision making and treatment preference - CABG or PCI.

Methods and Results: This abstract summarises the latest evidence on complete revascularisation
(CR) in this subset of patients and critically appraises clinical decision making based on non-
culprit lesion (NCL) assessment. Guidelines recommend coronary artery bypass graft surgery
(CABG) over percutaneous coronary intervention (PCI) for multivessel disease and severe left
ventricular systolic dysfunction. However, the use of certain diagnostic percutaneous coronary
interventional procedures such as FFR (Fractional Flow Rate) and OCT (Optical Coherence
Tomografy) guides us in decision making and treatment preference - CABG or PCI.

Conclusion: Among patients with multivessel disease and severe left ventricular systolic
dysfunction, PCI was associated with higher risk of myocardial infarction (in those with
incomplete revascularization) and repeat revascularization, and CABG was associated with
higher risk of stroke. In patients with multivessel disease and severe LV systolic dysfunction,
PCI with newer-generation drug-eluting stents, in selected patients, may therefore be an
acceptable alternative to CABG in patients in whom complete revascularization is possible. The
main objective is obtaining complete revascularization in patients with multivessel coronary
artery disease and severe left ventricular systolic dysfunction

Keywords: CMVD, Complete revascularization, PCI, FFR, OCT.

PeBackysapu3anmja Kaj nalnUeHTH €O MNOBeKecaJHa KOPOHAPHA apTepHcKa 00jecT M
TelIKa JIeBO BEHTPUKYJIAPHA CHCTOJIHA JUCPYHKIHja

C. An-baparonu, K. CumonoBcku, A. AntoBcku B. PuctoBcku, P.Mapkocku, 3. JoBaHOBCKH,
I'pancka ommrra 6omHUNA ,,8-M1u CentemBpu — Ckomje’, PC Makenonuja

BoBen: 3HauaeH Jien oj] MalMeHTHTE KOU Ce jaByBaaT co akyTHU kopoHapHu cuuapoMu (AKC)
umaat nosekecanoBHa oosect (IICKB). U mokpaj n300MICTBOTO HA KIMHHYKU MCIHUTYBamka BO
oBaa 00J1acT, HEKOJIKY Ipallamkba BO BPCKa CO IMpolieaypaTa Ha KOMIUIETHA peBacKyjapu3alnja
OCTaHyBaaT HEOJArOBOpeHH. Bo 3HauMTeneH Aen OJf MalUMeHTUTE CO aKyTHU KOPOHAPHU
cuaapomu (AKC), marodu3nonomkuoT nporec Ha KopoHapHa aptepucka Oonect (KAB) ve e
OrpaHUYEH Ha €eH KPBEH caJl, TYKy NoBekecaqHa KopoHapHa aptepucka 6oiect (IICKB) moxe
na ce Hajae Bo 50% on ciyvaure.

Hemu: Co HeoJaMHEUIHUTE CTYIUHM KOU ja MOAJPXKYBaaT KOPUCTA OJ MEepKyTaHaTa KOPOHapHa
unrepsenimja (ITIKUI) na we-xkanmpur sesuja (HKJI), kommierHa peBackynapuszanuja (KIT) e
IIOBp3aHa CO HaMaJleH PU3UK O]l KOMIIO3UTHM HMCXOIM NPEIU3BHKAHHU IJIaBHO OJf HAMAJIECHUTE
MOCJIeIOBATETHU peBacKyapu3anui. OnTUMaTHUOT TajMUHT 3a TpetMaH Ha HKJI, kako u ma ce



UACHTU(DUKYBAaT MOJUIOKHUTE JIE3WW HAa WHTEPBEHIIMja, C¢ YIITE ce Tpamiama 3a jecbarta. U
MOKPaj JIOKA3WTE IITO ja MOoJApKyBaat 0e30eanocTa Ha ojioxkeHatal IKU kaj manuentu co AKC
BpP3 OCHOBa Ha Mepemara JOOWEHU OJi NPUTHCOKOT, BEPOJOCTOJHOCTA Ha (PU3UOJIOIIKATA
npouenka Ha HKJI Bo akytHaTa daza va AKC c¢ ymre He e nedpunupana.

Marepujan: [Ipuka3 Ha ciaydaj CO MaMEHT CO TEMIKa JieBa BeHTpHKynapHa auchynkuuja (EF
20%) u cybakyTeH MUOKap/ieH UH(]APKT co OMCTOjyBauka rpajaHa 6onka (7-Mu I€H O aKyTHUOT
HACcTaH) M HaMaJIeHu cpueBu Ouomapkepu, ynotpeda Ha FFR (¢ppakumonanen nporok) u OCT
(onmTuyka KoOXepeHTHaToMorpaduja) BoIuY 3a OMJydyBame U MpeTnodynTame TpetMad - KABIT
nnu [TKU.

Metonqu wu pesynatatu: OBOj ancTpakT TMd CyMUpa HAjHOBUTE JOKa3d 3a KOMILIETHA
peBackymapu3anuja (KIT) kaj oBaa moarpymna Ha MalMEHTH U KPUTUIKHU TO OIEHYBA KIMHHYKOTO
OJUTy4yBam€ Bp3 OCHOBA Ha MpOIICHKaTa Ha He-KaruIpuT Jie3ujara. HacokuTe mpemnopadyBaar
orepanuja - kKoponapen aprepucku 6Oajmac (KABI') nax mepkyrana KopoHapHa WHTEpPBEHIIM]jA
(ITKK1) 3a moBekecaaHa OOJIECT M TEIIKa JICBO BEHTpUKYJIapHa cuctoiHa auchynknuja. Cemnax,
ynotpebara Ha OJIpe/IeHH JAWjarHOCTUYKU NEPKyTaHW KOPOHAPHU MHTEPBEHTHHU MPOIETYPH KaKO
mto ce FFR (dbpakuumonanen nporok) u OCT (onThuka KoxepeHTHa ToMorpaduja) HE BOIU BO
JIOHECYBAETO OJUTYKH U IpeTnounTame TpetMad - KABI™ wnu [TKU.

3axmyuok: Kaj manueHTuTe co moBekecagjoBHa KOPOHApHA apTeprUcKa OOJIECT U TEIIKa CHCTOJIHA
muchyHKuuja Ha neBara komopa, [IKMe noBp3an co moronem pH3HMK 0] MHOKapJeH HH(papKT
(kaj oHME CO HEKOMIUICTHA PEeBacKyJiapu3aliija) W IMOBTOpPEHa peBacKyiapu3anuja, a KAbI'e
MOBp3aH CO MOTOJIEM PH3HMK OJf Mo30oueH yzaap.Kaj mamueHTH co moBekecaJoBHAa KOpPOHApHA
aprepucka Oosect m temka LV cucronHa mucdyskmmja, [IKM co moHoBa reHepanuja Ha
CTEHTOBM, Kaj JOpaHU MalMeHTH, MOXe Aa Oune npudarnusa anrepHatuBa Haa KABIT kaj
MAIMeHTH Kaj KOM € MOYKHa KOMIUIETHAa peBacKyiapuzanyja.lnaBHata men € ma ce moOue
KOMIUIETHA peBacKyjapHu3alyja Kaj NalleHTH co MoBekecaJHa KOpOHapHa apTepucka O0JecT U
TEIIKa JIEBO BEHTPUKYJIapHA CUCTOIHA JUCHYHKIHM]a

Knyunu 360posu: 11CKb, Kommierna peBackynapuzanyja, [IKH, FFR, OCT.
Selective angiography of the IMA before CABG: findings, benefits, and risks.

S Stanisavljevikj, Heart Center North-East, Helios Clinic Schweri, University Campus of MSH
Medical School Hamburg, Germany

Introduction: Selective preoperative angiography is a definitive method for assessing anatomic
variants and pathologic changes of the IMA and can thereby provide useful information in
advance of CABG.

Methods: From 2012 to 2020, 12278 coronary angiography were performed, 592 patients
resulted in an indication for CABG. Selective preoperative angiography of the IMA was
performed in 407 patients. The LIMA and RIMA were angiographed in 208 patients. The LIMA
alone was angiographed in 199 patients. In the presence of elevated serum creatinine, cadiogenic
shock, prolonged fluoroscopy time, angiography of the IMA was not performed in 185 patients.



To compare the amounts of contrast media and radiation dose used, patients were divided into
group A with and group B without selective angiography of the IMA. The creatinine level before
and after coronary angiography was compared in group A and in group B, respectively.

Results: In the present study, LIMA abnormalities were observed in 1.72% of cases and RIMA
abnormalities in 1.92%. In patients who received IMA angiography, a higher contrast dose was
required, but an increase in creatinine after IMA angiography was not observed. In addition,
selective imaging of the mammaries was not associated with a significantly increased radiation
dose.

Conclusion: It can be concluded that selective imaging of the mammaries is a safe procedure.
Routine screening for mammary artery anomalies or stenosis prior to coronary bypass surgery as
part of diagnostic coronary angiography can thus prevent potentially catastrophic complications
resulting from mammary artery insufficiency that may lead to perioperative myocardial
infarction.

Keywords: angiosurgery, CABG, treatment approach

Cenextusna anruorpaguja na IMA npen CABG: naoau, npuio0MBKH U pU3UIIH.

C CranucasspeBuk, Lentap 3a Cpre Cesepo-Mcrok, Knunuka 3a Kapauonoruja u Axrosoruja,
Xemunoc HIBepun, YHuBep3uTeTcKnoT Kammyc Ha MenunuHckuoTr ¢axynter MCX, XamOypr,
I'epmanuja

Bogen: CenextuBHa mnpeponepaTMBHa aHruorpaduja € nAeUHUTHBEH METOJ 3a IMPOLEHKa Ha
aHAaTOMCKWUTE BapHMjaHTU M MaTojoiku mpoMeHu Ha IMA u Ha To] HauMH MoXe Ja 00e30enu
kopucHU uHpopmanuu npeg CABG.

Metoau: On 2012 no 2020 roguna Hanpasenu ce 12278 Koponapanruorpaduju, 592 nanueHnTtu
pesyntupasie co wuHmukanuja 3a CABG. H3ppmieHa e CeleKTHBHA TIpeaorepaTHBHA
anruorpapuja Ha IMA xaj 407 maumentu. LIMA u RIMA Gea anrmorpadupanu kaj 208
nareHTd. Camo LIMA Geme anrmorpadwuja kaj 199 nmammentn. Bo mprcycTBo Ha mokauyeH
CEepYMCKH KpEeaTHHHH, KaJHOTeH IIOK, IPOJ0JIKEHO BpeMe Ha (IyopocKomnuja, aHruorpagdujata
Ha IMA nHe Geme u3BprieHa kaj 185 maruenTn.3a 1a ce cropenaT KOJIMYUHUTE Ha KOHTPACTHO
CpeACTBO M J03aTa Ha 3paueme, MalueHTuTe Oea Mojae’eHu BO rpyma A co u rpymna b 6e3
cenekTuBHa anruorpadguja Ha IMA. HuBoTOo Ha KpeaTMHMH TMpel W 1O KOpOHapHaTa
a"ruorpacguja Oerre copeeHo Bo rpynara A u Bo rpymnara b, cooasetHo.

Pesynratu: Bo oBaa cryauja, LIMA a6nopmannocTu 6ea 3abenexanu Bo 1,72% ox cinyuyaurte u
RIMA a6ropmainoctr Bo 1,92%. Kaj mamuenture kaj kou ¢ msBpmeHa IMA anruorpadmja,
notpeOHa € morojeMa JI03aKOHTPAcT, HO 3rojieMyBambe Ha kpeaTHHUHOT 1o IMA anruorpaduja
He e 3a0enexxaHo. JOMOJHUTENHO, CeIeKTUBHOTO aHruorpadupame Ha IMA He Oemie nmoBp3aHo
CO 3HAUMTEJIHO 3T0JIEMEHA 7032 Ha 3paveHe.



3aknydok: Moxe Ja ce 3aKiaydd JeKa CEeJeKTHBHOTO aHruorpamndupame Ha IMA e 6e30eana
nporenypa. Pyruackuor ckpunusr 3a anomanuu Ha IMA unmm crenosu npen CABG kako aen of
JIMjarHOCTHUYKAaTa KOpPOHapHa aHruorpaduja Mo)ke Ja CIpeyd MOTEHLHUJaIIHO KaTacTpo(aiHu
KOMIUTMKAIIMK KOU IMPOM3JeryBaaT oj uHcyunuenuyja Ha IMA kako mrTo e mepuonepaTuBeH
MHOKap/AeH UH(APKT.

Knyunu 360posu. aurnoxupypruja, IIABI', Tepanucku npucran

Pericarditis, acute to chronic - a challenge for therapy.
T. Konjanovski.l, B. Murtezani.}, I. Bojovski.l, A. Chelikic.}, E. Srbinovska-Kostovska.l
tUniversity Clinic of Cardiology - Skopje - North Macedonia

Introduction: Pericardial effusion is a medical condition characterized by the accumulation of
fluid around the heart. It can have various causes, including infection and inflammation. We
present the case of a 44-year-old female who experienced chest discomfort and tachycardia and
was diagnosed with pericardial effusion, highlighting her clinical course and management.

Aim: This case report aims to describe the clinical presentation, diagnostic process, treatment,
and follow-up of a patient with pericardial effusion, emphasizing the challenges of recurrent
effusion.

Case Report: A 44-year-old female presented to the Cardiology clinic with chest discomfort and
tachycardia. Echocardiography revealed significant pericardial effusion measuring 23 mm at the
right ventricle, 26 mm posteriorly, and 33 mm before the right atrium, suggesting potential
tamponade. Laboratory results showed normal CRP levels but elevated leukocytes at 15.5, with
neutrophils at 71.7% and lymphocytes at 20.6%, other laboratory parameters were normal.

The patient was hospitalized in the ICU, where 1350 ml of pericardial fluid was evacuated on the
first day, and 150 ml on the second day. Cytological analysis confirmed a granulomatous
inflammatory exudate. Microbiological findings were negative. The therapy included i.v dual
antibiotic therapy, dexamethasone and diclofenac. Follow-up echocardiography’s demonstrated
effusion reduction.

Three months later, the patient presented on a routine control, and echocardiography revealed
worsening effusion. Leukocytes were elevated at 11.1 other laboratory parameters were normal.
400 ml of hemorrhagic pericardial fluid was evacuated the first day, and 400ml on the second
day. Treatment with colchicine, diclofenac, dexamethasone, fluconazole and i.v dual antibiotic
therapy was initiated. On day fourteen, echocardiography showed a circumferential effusion of
1-3 mm during diastole. At 6 months follow-up, the patient remained asymptomatic, but a
chronic pericardial effusion with maximal measuring of 7 mm behind the right ventricle
persisted on echocardiography.

Conclusion: Recurrent pericardial effusion presents diagnostic and therapeutic challenges. This
case underscores the importance of early diagnosis, appropriate treatment, and vigilant follow-up
in managing such cases.



Keywords: Pericardial effusion, recurrent effusion, granulomatous inflammation.

l'[epmcaplanc, AKYTCH 10 XPOHUYCH-TEPANECBTCKU NPECIU3IBUK

T. Kowanoscku.!, 5. Mypresann., M. Bojoscku.!, A. Uenukuk.!, E. Cp6unoscka-Kocroscka.!
'Yuupepsnrercka Kinnnka 3a Kapauonoruja- Cxomje, P.C. Makenonnja

Bogen: Ilepukap HuOT U3MUB € MEIUIIMHCKA COCTOj0a IITO C€ KapaKTepu3upa co aKymyJalmja
Ha TEYHOCT OKOJIY cpleTo. [IepukapaAuTHCOT MOXKE J1a MMa MOBeKe MPUIMHUTEIN, BKITYIHTETHO
uHbpeKja 1 Bocnanenue. Hue ro nmpesenTupame cirydajot Ha 44 roguiHa MaueHTKa, Kaj Koja
ce jaBWJia TpajHa HENAroJHOCT W CpleOueme U Kaj Koja Oelle AUjarHOCTHIMPAH MepUKapaeH
n3nmuB. [loceOeH OCBEPT € CTaBeH HA HEJ3MHUOT KIIMHUYKH TEK U TPETMaH.

Ilen: IlenTa Ha OBOj HpHWKa3 Ha CcOy4aj € Ja ja ONMWINE KIHWMYKATa MaHU(eECTalwja,
JIMjarHOCTUYKUOT TPOIIEC, TPETMAHOT, KaKO U CJIEACHETO Ha MAI[MEHT CO MEPUKAPICH H3JIHB,
HarjacyBajKu TY MOCIEIUIMTE Ha TOBTOPYBAUKHUOT MIEPUKAP/ICH H3JIUB.

[Tpuka3 Ha ciry4aj: 44 roauIHA MAMEHTKA ce jaByBa Ha Knmankata 3a Kapauonoruja co rpajgHa
HEJIArOAHOCT U cpredueme. ExokapanorpagckoT Hao A MOKaXyBa 3Ha4yaeH MepUKapAeH U3JIHB
CO rojieMuHa oA 23 MM 3aj] JecHa KoMopa, 26 MM HOCTepHOpHO M 33 MM 3aja JecHa
MPEIKOMOpa, YKKyBajKH HAa MOTEHIMjajHa TaMIloHaaa. JlabopaToprcKuTe aHaNM3M MOKa)xaa
HopMmanHu BpenHoctu Ha CRP, MmefyToa mokaueHu BpenHOcTH Ha  Jjeykomutu 15.5, co
Heyrpoomwm 71.7% wu mumbpountun 20.6%, ocraHataTUTe JTa0OPATOPUCKH aHAIH3U Oea BO
HOpMaJTHU TPAHULIH.

[TarmenTkarta Oeme xocnuranusupana Ha oxanen 3a EMKH, kane G6ea eBakyuwpanu 1350 mu.
MepuKapaHa TEYHOCT MpBHOT JeH u 150 mu. BTOpmoT aeH. LluTonmomkuTe aHanu3u mokaxkaa
rpaHyloMaTo3eH WHGIaMaTopeH ekcyaaT. MUKpoOHONOmIKUTe aHanu3u Oea HEraTHBHH.
[TanimenTkara Oerie TpeTUpaHa CoO JBOjHA MHTPABEHCKAa aHTHOMOTCKA Tepamuja, TeKcaMeTa3oH U
nukiodenak. Kontponaure exokapauorpaduu mokaxaa peryKiiyja Ha IepUKapAHUOT U3JIHB.

ITocne Tpu Mmecenu, ManMeHTKaTa ce jaBU Ha PyTHHCKA KOHTPOJA, €XOKapAUOTpadCKUOT HAOA
MOKa)ka BJIOLIYBamke HA MEPUKApIHHOT U3NMB. Jleykonurure Oea MOKAueHH CO BPEIHOCT Ol
11.1, ocranaratute 1a0OpaTOPUCKU aHAIM3K Oea BO HOpMaiaHH rpaHunu. 400 mul Xxemoparuusa
NepuKapHa TEYHOCT Oellle eBaKyupaHa MPBUOT JI€H OJf XOCHHUTAJIEH MPECTO] U JOMOJIHUTEIHU
400 mn Oea eBakyupaHu BTOpHOT JAeH. [lammenTkata Oemie mocTaBeHa Ha Tepamnuuja co
KOJXULUH, AUKIO(pEHaK, JeKcaMeTa3oH, (IIyKOHAa30Jl W JBOjHA HHTpPAaBEHCKAa aHTHOMOTCKa
Tepanuja. Ha uyeTnpuHaeceTHMOT O€H 01 XOCHHUTAIHHOT IPECTO], €XOKapAUOrpad)CKUOT HAOM
MoKaka HIHUPKyM(QEpeHTEeH MepuKap/ieH H3JIuUB co roieMuHa on 1-3mMm Bo aujactona. Ha
KOHTPOJIHHOT IIperye] mocie 6 Mecely, MalUeHTkara Oelle acuMIToMaTcka, MefyToa Ha
eXOoKapAHOorpa)CKUOT HAOJ MEp3UCTHpalle XPOHUYEH NEepUKap[eH H3JIMB CO  MaKCHMallHa
rojeMHHa of 7MM M03a/1 JECHa KOMOpa.

3akyuyok: [loBTOpYyBauKMOT MEpUKApAECH H3JIMB IPETCTaByBa AMJarHOCTMYKM M TEpPaNeBTCKU
npeau3Buk. OBoj MpHKa3 Ha cIy4aj ro MOKa)XKyBa 3HaUECHETO Ha paHaTa JUjarHo3a, COOBETHUOT
TPETMAH U ACTAIHOTO CIEACHE BO IIPOLECOT HAa MEHAIUPABE HA OBUE CITy4au.



Knyunu 360posu: mniepukaplieH H3JIMUB, MOBTOPYBAaYKU IEPUKAPACH H3JIMB, I'PaHYJIOMAaTO3HO
BOCIHaJICHUE.

Hypertrophic cardiomyopathy complicated by massive pulmonary embolism

T. Milunovikj!, A.M. Taseva Vasileval, M. Klincheva?, Zh. Mitrev?'Faculty of Medical
Sciences, "Goce Delchev" University, Shtip, North Macedonia, 2PZU Zhan Mitrev Clinic,
Skopje, North Macedonia

Introduction: Hypertrophic cardiomyopathy is a thickening of the heart muscle (> 15mm)
symmetric or asymmetric, often genetically determined. The disease can be asymptomatic for
many years before signs of ischemia and arrhythmias appear, which can lead to sudden death.
The existence of multiple cardiovascular risk factors leads to increased morbidity and mortality.

The purpose of this case report is to show one diagnosis does not exclude the existence of other
diagnoses.

Materials and methods: Transthoracic echocardiography was performed in a 67-year-old man
with symptoms of suffocation and fatigue (NYHA 3) "recently”, a history of myocardial
infarction and placement of a circumflex artery stent. Cardiovascular risk factors: arterial
hypertension, diabetes mellitus type 2, benign prostatic hyperplasia, chronic renal failure.
Transthoracic echocardiography showed marked hypertrophy with obstruction in midsections
and apical dyskinesia. Laboratory analyzes and magnetic resonance of the heart were performed.

Results: Magnetic resonance of the heart as an incidental finding showed a massive pulmonary
embolism in the main pulmonary arteries and a thrombus in the apex of the left ventricle,
eccentric marked hypertrophy (septum 23 mm) and non-viable myocardium in 41%. The patient
was hospitalized, oral anticoagulant therapy with apixaban was prescribed according to the
protocol. After discharge from the hospital, the patient's clinical condition has improved (NYHA
1).

Conclusion: Thorough investigations are needed in complex patients. Oral anticoagulant therapy
with xabanes has been shown to be an effective therapy in patients with pulmonary embolism
and left ventricular thrombus.

Key words: hypertrophic cardiomyopathy, pulmonary embolism, cardiac magnetic resonance.

Roemheld syndrome: is it overlooked in clinical practice? A case presentation and resident
point of view

V Zhaku?, A Dobjani?, A Ilieva®, DCvetkovski®, M Naumovska®, B Pocesta® *Faculty of Medical
Sciences, Department of Physiology, University of Tetova, North Macedonia2. Faculty of
Medical Sciences, Department of Pathophysiology, University of Tetova, North Macedonia3.
University Clinic of Cardiology, Skopje, North Macedonia



Roemheld (Gastrocardiac) syndrome, is a rare condition which pathophysiological mechanisms
are not fully understood. The most accepted mechanism is the involvement of the stomach which
can trigger palpitations by stimulating heart muscles, while also activating the vagus nerve and
slowing down the heart rate.

Male at age 32, presented at the clinic with palpitations, shortness of breath, and flatulence, 30
minutes before the examination and it’s the fourth event repeated in the past month, but tonight
with prolonged duration about approximately 2 minutes. ECG showed a sinus rhythm with 94
bpm, blood pressure 126/84 mmHg. Highly sensitive troponin, d-dimers and CBC were
examined, findings all at the normal range. Ultrasound of the heart was also performed without
any abnormalities. After all, patient was assigned for Holter ecg for 24 hours, which was
interpreted as sinus rhythm at the monitoring period with a PVC burden accounted for 13%
(10309 beats), consisted mostly with bigeminy and trigeminy. After all cardiac examination
were done the patient was sent to gastroenterologist, who prescribed the combination of butyric
acid, bifidobacterium and fructooligosaccharides, a gastro-resistant tablet which was taken 2
times a day for two months, with a maintenance dose 1 tablet/day after that. According to the
subjective symptoms, patient reduced significantly palpitations after three months. The last
Holter ecg that patient carried out showed a significant reduction of the ectopic ventricular beats.
In patients where are excluded structural and functional cardiac abnormalities, presented with
flatulence and maladies of the alimentary tract such as: hiatal hernia, excessive gas in the
transverse colon, gastro-oesophageal reflux disease and gall bladder dysfunction, Rhoemheld
syndrome should be considered. A gastroenterologist evaluation and prescription of therapies
which improve the aforementioned conditions together with a correct hygiene-dietetic regimen is
recommended.

Key words: Gastrocardiac syndrome, extrasystoles, supraventricular tachycardia, vagus nerve,
palpitations

Spontaneous coronary artery dissection in a young adult - Case report

A. Georgieva, . Kuzmanoski, N. Manev, E. Grueva, I. Vasilev, University Clinic of Cardiology,
Skopje

Introduction: Spontaneous coronary artery dissection (SCAD) is a distinctive phenomenon by
which an involuntary separation of the intimal and medial layer in the coronary artery occurs
with intramural hemorrhage without trauma.

Case report:A 26-year-old male patient with no previous medical history was admitted to the
emergency department with chest pain. The ECG finding showcased ST-depression in the
inferior leads. After admission to the ICU, the blood samples showed a Troponin level of
159ng/L, the rest of the parameters were within normal range. The control Troponin after two
hours resulted in an increase in value with a finding of 3885ng/L. Rapid echocardiography was
used in the avail of differential diagnosis, it displayed conventional dimension, kinetics, and
function of the left chamber. Coronary angiography was performed as early as possible as a first-
line diagnostic tool for patients with acute coronary syndrome. It revealed extensive dissection of
the right coronary artery (RCA) with a visible tear from the proximal part of the vessel to the


https://ckbirlahospitals.com/bmb/blog/what-all-should-you-know-about-heart-palpitations

middle segment and a stent was deployed to restore blood flow in the RCA. The clinical course
during the hospital stay was uneventful. The patient was discharged for cardiac rehabilitation 5
days after admission. This case report aims to stress the importance of the most common
problem of SCAD, which is the lack of awareness about this condition which has led to
significant underdiagnosis and misdiagnosis.

Conclusion: This case report emphasizes the importance of raising awareness in the recognition
of SCAD, a condition often overlooked or misunderstood. The successful management of this
patient highlights the significance of prompt intervention and appropriate diagnostic methods in
achieving positive outcomes.

Keywords: acute coronary syndrome; coronary artery; spontaneous dissection.

A Case Report of Ruptured Popliteal Aneurysm in a patient with deep femoral vein
thrombosis

'A. Gulevska Vuchinikj, K. Lazarovska, *M Kuzmanovska, 2G. Elezi.  Department of
Cardiology, 2Department of surgery, GOB the 8" of September, Skopje

BACKGROUND: Spontaneous arterial dissection of a peripheral artery involving an extremity is
a rare event. We report a case of rupture of the popliteal artery in a patient with deep femoral
vein thrombosis.

CASE: A65-year-old male was admitted to the hospital and presented with a swelling in the right
leg five days before admission, associated with pain in the swollen leg. The patient had a history
of dilatation of the thoracic aorta with surgical reconstruction, and no past medical history of
cancer. On physical examination, Wells' score was 3, and the patient had edematous, red, and
warm right lower extremity. Laboratory results showed anemia Hgb 11.4 g/dl, Le 17.99 x
10%/UL, BUN 14mmol/L, Cr 150 umol/L, D dimers 5000ng/mL. Lower extremity ultrasound
revealed a large thrombus in the femoral vein and aneurism in the popliteal artery. Treated with
UFH. Two days after the therapy the patient had severe pain and a large hematoma speared to the
inguinal region. The leg was very thick and painful. Blood count revealed severe anemia Hgb 6.5
g/dl, aPTT 32 sec, and PLT 140/mcL. CT angiography of peripheral arteries showed dissection
of the popliteal artery. The patient was transferred to the surgical department and immediately
underwent surgical intervention. After 5 days of recovery was discharged with LMWH and very
often follow-ups.

CONCLUSION: The diagnosis of rPAA is difficult, and often delayed. The condition affects old
patients, who often are on anticoagulation treatment and have large aneurysms. The immediate
surgical results are acceptable, with a high risk of death within the first year after surgery.

Keywords: RPAA, deep vein thrombosis, vascular surgery, heparinization

AKYTeH MHOKap/eH HH(papKT kaj nauueHT co Xemopuianja A

A. Huxkonocka-Anrenecka!, M.Pasmocka', E. Kosauecka-bamypocka', H. bakpauecku', J.
JoBanocku'!, C. Tymape',JI. ManueBcku', b. Munaunk', J[.Pasmocku''Cneunjanuzupana
OoJTHUIIA 32 KapAMOBAaCKyJIapHU 3a0omyBama, Oxpun, P.C.Makenonuja



BoBen: Xemodunuja A e X-Bp3aHO peliecCUBHO HAcleIHO 3a00IyBambe KOE ce KapaKTepu3upa co
koHrenutaneH naedpunut Ha dakrop VIl u ce manudectupa co MpOIOHTUPAHO WM €KIICCHBHO
KpBapeme, OMJIO CIIOHTAaHO WM CEeKyHAAapHO mociie Tpayma. DyHKIMjaTa HA TPOMOOIUTHUTE €
HopmanHa. Knmnunukara cnuka xopenupa co HuBoto Ha (akrop VIII, temka ¢opma mma kora
KoHieHTpanujara ¢ <1%, ymepena dopma ox 1-5% u necna dopma >5% ox HOpMaTHUTE
BpenHocTH Ha pakrop VIII.

IIpuka3 Ha camyaj: 67 roauIIeH MalUeHT co Temka ¢opMa Ha xemoduinja A, Koj mpuma
pekomOuHanTeH ¢akrop VIII mopamu mposoHrHpann mocie TpayMa, Kako ¥ CTIOHTaHH KPBapEHE
JOMUHAHTHO BO 3rimoboBu. Ilpen 8 wMecenu NAIMEHTOT TMOAJEKEIIE HA EJIEKTUBHA
kopoHaporpaduja co wunrtepBenija PTCA/Stenting RCAdist et RCAmid. Ilpex wu
MIOCTUHTEPBEHTHO OpAuMHHUpaH pekomOuHanteH ¢akrop VI mo mpoTokon u mpomomkeHo co
NBOjHa aHTHarperanTHa tepamuja, 100mr ASA u 75mr Clopidogrel. TIpen 2 meceru npeknHara
JIBOjHATa aHTHATPETaHTHA TEPaIlMjaropaad CIOHTaHO KpBapeme BO KOJeHO. [lanneHToT npumMen
BO uHTeH3uBHA Hera kako NSTEMI co mokauenu Bpeanoctr ma HS Troponin | - 617. ITocrasen
Ha MOHHUTOPHI M IO HalpaBeHa KOHCyJTanuja co TpaHcdysuosor opaunupanu ce SOIE/Kkg
pexombunanten ¢axrtop VI, S000IE UFH, kako u nBojHa aHTHarperanTHa Tepamnuja co 300Mr
ASA wu 600mr Clopidogrel. TIlocnemoBaTenHO HPUCTANICHO € KOH JIMjarHOCTHYKA
kopoHaporpaduja, co Haom: LADoOst,prox-95-99%; LCxdist-90-95% u mnpogomkeHo KOH
untepennuja: PTCA/Stenting LAD. Bropara no3a Ha pekomounanten dhakrop VI co 251E/kg
opauHupaHa € 12 yaca mocie HMHTEBEHLMja. VIHTEPBEHTHHOT M INOCTUMHTEPBEHTHHOT TEK
noMuHaa 0e3 KpBapeykd KOMIUIMKAUWHU. [lallMeHTOT HCIUIIaH cO JBOjHA aHTHArperHTHA
tepanuja, ASA 100mr u Clopidogrel 75mg. Ha konTposien mperiies mocie eeH Mecel] IUSHTOT
HE MPHjaBH CIIOHTaHHU KpBapemwa. [IpoomkeHo co Beke opiMHUpaHaTa Tepamuja.

3akimyyok: OJ1 UCKITydnTeNHA BAKHOCT € MHIUBUYaJIeH U MYJITHIAMCIUITIMHAPEH MTPHUCTAI, KaKo
U pu3MK-OeHepUT KaJKyjaluja o] OpJAUHUpaHaTa Tepanuja Kaj MalueHTH cO KOMOPOUIUTETH.

Knyunu 360poeu: muoxapieH uHpapkT, xemounuja, ucxoau

Acute myocardial infarction in patient with Hemophilia A

A. Nikoloska-Angeleska’, M. Razmoska’, E. Kovaceska-Basuroska!, J. Jovanoski’, S. Tupare’, D.
Mancevski', B. Milacict, D. Razmoski‘'Special hospital for cardiovascular diseases, Ohrid, N.
Macedonia

Introduction:Hemophilia A is an inherited X-linked recessive disorder and is characterized by
deficiency of factor VIII with resultant bleeding diathesis. Platelet function is normal. Clinical
severity correlates with the assayed factor VIII activity. Severe disease with factor VIII activity
<1%, moderate with 1-5% and mild with factor VIII levels >5% of normal concentration.

Case report: A 67-year-old male with severe hemophilia A treated with recombinant Factor VIII
only during bleeding episodes, prolonged after trauma or spontaneous predominantly in joints.
Eight months ago, he underwent elective coronarography with intervention PTCA/Stenting
RCAdist et RCAmid. Prior to and after the intervention he was administrated with recombinant
Factor VIII and continued with dual-antiplatelet therapy, ASA 100mg and Clopidogrel 75mg.
Two months ago, because of spontaneous bleeding in the knee joint he discontinued the dual-



antiplatelet therapy. The patient was admitted in the ICU with NSTEMI and elevated HS
Troponin 1-617. Prior to the diagnostic coronarography we made consultation with
transfusiology specialist and therefore he was administrated with 501E/kg recombinant factor
VIII, 5000IE UFH and dual-antiplatelet therapy with ASA 300mg and Clopidogrel 600mg.
Afterwards he underwent the procedure with the following findings: LADost, prox-95-99%;
LCxdist-90-95% and proceed with intervention: PTCA/Stenting LAD. The second dose of
recombinant factor VIII (251E/kg) was given 12 hours after the procedure. All the while the
patient did not have hemorrhagic complication. He was discharged with dual-antiplatelet
therapy, ASA 100mg and Clopidogrel 75mg. On the one-month follow-up the patient did not
report any spontaneous hemorrhages. We continued the dual-antiplatelet therapy.

Conclusion: It is ofupmost importance for individual and multidisciplinary approach, as well as
risk-benefit calculation of the administrated therapy in patients with comorbidities.

Keywords: myocardial infarction, hemophilia, outcomes

Pulmonary thromboembolism and Deep Vein Thrombus (DVT) in patient with Morbus
Crohn- a case report

A. Dobjani, B. Dimitrovska, T. Konjanovski, E. Vraynko, |. Bogevska, D. Petkoska, F.
Arnaudova.University Clinic of cardiology, Skopje.

Introduction: Crohn’s Disease (CD)is a type of Inflammatory Bowel Disease (IBD), a
multisystem disorder with gastrointestinal tract involvement. These patients have 3-4 times
higher risk for thromboembolic events compared to normal population. The mortality in patients
with CD who develop DVT and PTE is about 15% and the recurrence of DVT episode is high
(2.5-fold-higher than non IBD patients). This case report describes a female patient with known
CD who developed recurrent DVT and PTE.

AIM: To describe the importance of early diagnose and management of DVT and PTE in patient
with Crohn’s Disease.

Case report: A 67-year-old female presented to the emergency room with dyspnea and bilateral
leg swelling with a history of arterial hypertension, M. Crohn, St. Post DVT. Laboratory findings
revealed high D-Dimer rate (40000). Echocardiography was immediately performed and showed
dilated right ventricle with D-shaped left ventricle, tricuspid regurgitation, vena cava inferior
dilated, non-collapsible —highly susceptive for PTE. Patient was admitted in the intensive care
unit. Pulmonary CT was performed —revealed massive Pulmonary thromboembolism with riding
thrombi in pulmonary truncus that extends in right and left pulmonary artery. The patient was
treated with fibrinolytic and anticoagulation therapy. Doppler ultrasonography of lower
extremities revealed bilateral occlusive popliteal thrombus. Control d-dimer were 7528 and the
control echocardiography showed normal sized heart chambers with normal ventricular function.
On the sixth day of treatment the patient was put under rivaroxaban 15 mg 2x1 for 3 weeks and
then rivaroxaban 20 mg 1x1.

Conclusion: DVT and PE are very frequent in patients with IBD and it’s very important to be
suspected because early diagnosis could save patients life. Thrombolytic therapy for massive



thrombus is indicated and prophylactic long-term anticoagulation in patients (balanced with the
bleeding risk) and placement of VVCI filters should be concerned.

Keywords: M. Crohn, Deep vein thrombus, pulmonary embolism

Besoapodna TpomOeMOosnja u anadoka BeHCKa TpoM0Oo3a kaj mauueHT co Kpon-oBa
0ouiect- Ilpuka3s Ha ciayuaj

A. Jlo6janu, b. JIumutposcka, T. Komanoscku, E. Bpajuko, U. borescka, J[.Ilerkocka, .
ApHaynoBa. YHUBEp3UTETCKa KIIMHHUKA 3a Kapauoioryja, Ckorje.

Bosen: KponoBara Oonect (KB) e Buag Ha BocmamutenHa Oosect Ha 1peBata (IBD),
MYJTHCUCTEMCKO HapyllyBamke CO 3a(aTeHOCT Ha TacTPOMHTECTUHAIHUOT TpakT. OBue
nanueHTy uMaaT 3-4 maTv HOorojieM PHU3MK 3a TPOMOOEMOOJIMYHM HACTaHU BO cropeada co
HopMaiHara nomynanuja. CMprHOcTa Kaj manmueHtute co Kb kom paspuBaar JIBT u IITE e
okonmy 15%, a moBropyBameTo Ha emnusozara Ha JIBT e Bucoka (2,5 maTu moroinema of
naruentute 6e3 Mb/]). Bo oBoj mpukas Ha ciy4aj € mpeTcTaBeHa nanueHTka co nmoznata Kb koja
pa3suiia pekypentsa JIBT u IITE.

Len: a ce onuie Ba)KHOCTA Ha paHara aujaraosa u ynpasyBamero co JIBT u IITE kaj manuent
co Kponosa 6ozecr.

IIpuka3 Ha ciyuaj: Kena Ha 67 TOAMHM ce jaBM BO ypreHta aMOyjlaHTa cO JUCIIHEA U
OwmnarepajeH OTOK Ha HO3ETE CO MCTOpHja Ha apTepucka xumeprensuja, M.KpoH, coctojba mo
mmaboka BeHcKa TpomOo3a. JlaGopaTopuckuTe Haoau OTKpHja BUCOKa cramka Ha J[-umep
(40000). Bennam Gerre HarpaBeHa exokapauorpaduja u mokaxa MmpoirpeHa JecHa KoMopa co
neBa koMopa Bo (opMma Ha D, TpukycnuanHa perypruraiuja, JoJHa UIyIUIMBa BeHa MPOoLIMpeHa
co Haop cycnekTeH 3a IITE. [lanuenTor Onn mpuMeH Ha OJAENOT 3a MHTEH3MBHA Hera. beme
HanpaBeHa KT anrmorpapmja Ha Oenu ApoOOBH CO HAaoA 3a MAacCHUBEH IyJIMOHAJECH
TpoMOeMO0IM3aM €O jaBauKH TPOMO BO IyJIMOHAJIHHMOT TPYHKYC KOj c€ IpOTera BO JecHaTa U
neBata myJiMoHanHa aptepuja. Kaj maumnerkara Oemie opJuHHMpaHa (UOPHUHONIUTHYHA MU
aHTUKOaryJliaHTHa Tepamnuja. bemie HampaBeHa moruiep yiaTrpacoHorpaduja Ha JOJTHUTE
eKCTPEMHUTETH CO HAoJ| 3a OKJIY3HBEH TPoMO Ha moruMTeanHa apTepuja. KoHTponHu a-aumepu
Oea 7528, momeka KOHTpOJHATa exokapauorpaduja MOKaka CPIIEBH KOMOPH CO HOpMaliHA
rojJieMUHa CO HOpMajiHa BEHTpUKYJapHa QyHKIMja. Ha mecTHoT JeH ol TpeTMaHOT, MaIUeHTOT
Oerre OCTaBeH Ha Tepanuja co rivaroxabanl5 mg 2x1 3a 3 Hexenu, a moToa rivaroxaban 20 mg
1x1.

3axiyuok: JIBT u IITE ce muory yectu kaj mauumeHtu co WBJl m MHOry e BaxHO na ce
COMHEBaMe OH/ejKM paHaTa [WjarHo3a MOXE Ja ro clacu >KMBOTOT Ha mnanueHture. Kaj
NAlMeHTH CO MAacHWBHA IyJMOHajlHa TpoMOeMOoiuja CO XEMOJMHAMCKAa HECTaOMIIHOCT €
UHIUIMpaHa TPOMOOJUTHYHA M AaHTHKOAryJaHTHa Tepamuja, Kako U JOJTrOroJuiIHa
npoduIakTUYHAa aHTHKOAryJaHTHa Tepamnuja. [Ipu mTo BO OJpeAeHU Cilydyau MOCaTyBambe Ha
BEHa KaBa (puirepe oJ TeParneBTCKA U300p.



Knyunu 360posu: M. Kpon, [[mtaboka BeHCKa TpomMb03a, 6enopodHa TpombeMObomuja

Henpeno3naen 0akTepucky eHI0KAPAUTHC — IPUYMHA 32 llepedpaJiHa XxeMoparuja

A. TaceBa BacwuiesalT. MI/IJIyHOBI/H’(lM. KJH/IquBaZ}K.MI/ITpeB2 1 @aKyJTeT 3a MEIMIMHCKHU
Hayku, Yausepsuter ,,Jome Jlemues”, Illtun, CeBepra Makenonunja, 2 I13Y JKan Murpes
Knunuka, Ckomje, CeBepHa Makenonuja

Bosen: NupexTuBHHOT eHAoKapauTHC € HHGEKIHja CO BUCOK MOPOUAMTET U MOPTAIUTET,
MOBP3aHA CO CEPUO3HU KOMIUTUKALIUH.

Ilenra Ha OBOj MpHWKa3 Ha Clydyaj € Ja ja TMOKKEMEBAKHOCTA OJ HAaBPEMEHATa JHMjarHo3a Ha
OaKTEPUCKHOT EHIOKApAUTHC, KAaKO M €JHA OJ KOHTPaWHIUKAIIMUTe Ha aHTHKOAryJIaHTHATa
Tepanuja.

Marepujanu u Metoau: Max Ha 63 roauiIHa Bo3pact, 6e3 KapAHOBacKyJIapHH KOMOPOUANUTETH,
Ie30pHEHTHPaH M KOH(Y3eH, CO MOJAaTOK 3a JECHTAJIHA MHTEPBEHIHMjA Ipe] JBa MECelu I0ocie
KOja JIOKMBeaJl MO304YeH YyJap, Jgoara Ha KapAHOJIOWIKHM mpernien. [larmueHToT 3eman
alleHOKYyMapoJI IO MIeMa TOpaad MPeTIOCTaBKa JeKa uMall arpujanHa (uOpmianuja Kako
OpUYMHA 3a MO30YHMOT yaap. HampaBenm ce n1abopaTopHCKM aHAIM3H, XEMOKYITYpa,
exokapauorpaduja, MarueTHa pesonanna Ha cpie 1 MCKT Ha MO30K.

Pesynratn: TpancropakanHata exokapauorpaduja TOKaxa TelIIKa MHUTpPalTHa CTEHO3a CO
yMepeHa MUTpaJIHa perypruTanyja, CyCleKTHa BereTanuja Ha IpeAHUOT MUTpPAJIEH KycIuc. 256-
MCKT Ha MO030K TOKaka CyOaKyTHH IOCTUCXEMHUCKH JIe3MH M  IiepeOpanHa XeMmoparuja.
JIaGoparopuckuTe aHanu3u Oea BO MPWIJIOT Ha 3rosieMeHM MH(exkTuBHH Mapkepu (L[PII-71,8
mg/l). Xemokynrypata Oemie no3uTiBHa Ha Streptococcus viridans. MarneTHaTa pe3oHaHIa Ha
cple TMOTBpAM KOMOMHMpaHa MHTpajHa OOJIECT, WCKIy4d NpUCYycTBO Ha TpomOu. Ilocie
aHTUOMOTCKA Tepamnuja 3a OaKTePUCKU EHJIOKAPAUTHUC W CAHHUPAHO MO30YHO KpBapeme, Kaj
MalMeHTOT Oelle HampaBeHa 3aMEHa Ha MHTpajHaTa BalBylla €O OHOJIOIIKA MPOTe3a.
[TocTomepaTnBHUOT TeK NMOMHHA 0e3 KOMIUTMKAIuH. [laleHToT € acMMITOMAaTCKU 2 TOIUHH
rocJe orneparmja.

3akiny4ok: BakTepHCKHOT €HIOKapIUTUC € €IHa OJ NPUYMHHUTE 3a MO304YeH ynaap. TemenHa
aHaMHe3a M COOJBETHA JIMJarHOCTHKA C€ HEONXOJHM 3a HaBPEMEHA JMjarHo3a U NPEeBEHIN]ja Ha
KOMIUTMKAIUK 0/1 OaKTEPUCKH €HIOKaApIUTHC.

Knyunu 360poeu: nHbeKTHBEH eHIOKAPIUTHC, IiepedpaiHa xeMoparuja, Streptococcus viridans,
MHUTpaHa CTeHO03a

Unrecognized bacterial endocarditis — a cause of cerebral hemorrhage

A. Taseva Vasileval T. Milunovic! M. Klincheva? Zh. Mitrev? ! Faculty of Medical Sciences,
"Goce Delchev" University, Shtip, North Macedonia, > PZU Zhan Mitrev Clinic, Skopje, North
Macedonia



Introduction: Infective endocarditis is an infection with high morbidity and mortality, associated
with serious complications.

The purpose of this case report is to demonstrate the importance of timely diagnosis of bacterial
endocarditis, as well as one of the contraindications of anticoagulant therapy.

Materials and methods: A 63-years-old man, without cardiovascular comorbidities underwent
cardiologic examination. He was disoriented and confused, with information about a dental
intervention two months ago after which he suffered a stroke. The patient was taking
acenocoumarol due to suspicion of atrial fibrillation as a possible cause for the stroke.
Laboratory analyses, blood culture, echocardiography, cardiac magnetic resonance and CT scan
of the brain were performed.

Results: Transthoracic echocardiography showed severe mitral stenosis with moderate mitral
regurgitation, suspicious vegetation of the anterior mitral cusp. The CT scan of the brain showed
subacute post ischemic lesions and cerebral hemorrhage. The laboratory analyzes showed
increased infectious markers (CRP-71.8 mg/l). Blood culture was positive for Streptococcus
viridians. Cardiac magnetic resonance confirmed combined mitral disease, excluding the
presence of thrombi. After antibiotic therapy for bacterial endocarditis and resolved cerebral
hemorrhage, the patient underwent mitral valve replacement with a biological prosthesis. The
postoperative course was without complications. The patient is asymptomatic 2 years after the
surgery.

Conclusion: Bacterial endocarditis is one of the causes for stroke. A thorough history and
appropriate diagnostics are necessary for timely diagnosis and prevention of complications from
bacterial endocarditis.

Keywords: infective endocarditis, cerebral hemorrhage, Streptococcus viridians, mitral stenosis

Rare cause of ventricular tachycardia - Arrhythmogenic biventricular cardiomyopathy in a
young male patient

A. Chelikikj, I Mitevska., S Jovanova., E Grueva., E Shehu., D Petkovski, I. Kotlar, E. Kandic,
Hadzi-Nikolova Alcinova N., Pocesta B., Poposka L. University Clinic of Cardiology

Introduction: Arrhythmogenic cardiomyopathy (ACM) is a genetic disease characterized with
fibrous or fibrofatty tissue deposition in one or both of the ventricles, leading to heart failure and
predisposing to fatal scar-related ventricular arrhythmias. It is primarily acquired by autosomal
dominant inheritance of dysfunctional genes encoding cardiac desmosomal proteins. Currently,
ACM is classified in three phenotypic variants: dominant right, biventricular and dominant left
disease. Key diagnostic elements include ECG, Holter monitoring, cardiac imaging, genetic
testing.

Case presentation: A 29 year - old male patient without previous medical history presented in our
clinic complaining of tachycardia that started one-hour prior admission and fatigue. His ECG
revealed monomorphic ventricular tachycardia (VT) with heart rate 170bpm, with left bundle
branch block morphology and superior axis, that did not cause hemodynamic instability.



Termination of VT was spontaneous, ECG in sinus rhythm showed VES bigeminy with no other
abnormalities. Cardiac and inflammatory laboratory parameters were normal. Transthoracic
echocardiography showed left ventricle (LV) with preserved dimensions, global wall
hypokinesia with mildly reduced systolic function of 50%. The right ventricle (RV) was also
with preserved dimensions and systolic function. Fibromuscular branches were present in the
apical parts of both ventricles. Cardiac magnetic resonance (MRI) revealed dyskinesia of the mid
and apical segments of the anterior and lateral LV wall, significant hypokinesia on the apex and
apical segment of RV free wall and subepicardial late gadolinium enhancement in mid and apical
parts of the inferolateral, inferoseptal and anterior LV wall and apex. The finding was highly
suggestive for biventricular arrhythmogenic cardiomyopathy. Genetic testing initially came
positive for genetic polymorphisms associated with cardiac arrhythmias. Intracardiac
defibrillator (ICD) implantation was indicated, which he refused.

Conclusion:The spectrum of ACM phenotypes is broad and besides ARVC, includes
biventricular variants and ALVC. CMR is the only tool available allowing detection of LV
involvement, which remains underestimated by applying the 2010 Task force criteria used for
diagnosis of ARVC. Beta blockers are first line therapy. In high-risk patients, ICD implantation
is indicated.

Keywords: arrhythmogenic biventricular cardiomyopathy, ventricular tachycardia

Reccurent deep vein thrombosis in patients with active cancer

A. llieva, N. Manev, S. Paljoskovska Jordanova, F. Arnaudova, D. Petkovska, Vasilev I, Z.
Zimbakov, University Clinic of Cardiology, Skopje, North Macedonia, Ss. Cyril and Methodius
University, Skopje, North Macedonia

Introduction: Upper extremity deep vein thrombosis (UEDVT) can be divided into two main
categories: primary UEDVT, such as Paget von Schrotter syndrome, and secondary UEDVT,
which is often caused by factors like central venous catheters, pacemaker leads or cancer. While
we have a well-established approach for treating deep vein thrombosis (DVT) in the lower
extremities, there is less knowledge about managing UEDVT because it occurs less frequently,
accounting for only about 5% of all DVT cases. A fast diagnosis followed by effective treatment
is important, since patients can develop post-thrombotic syndrome of the arm or PE.

Case presentation: A 66-year- old patient with swelling of the left arm for 1 day, was admitted to
hospital. From the medical history, the patient had prostate cancer with metastases in liver and
bones, treated with bisphosphonate and hormonal therapy. He is treated with prophylactic dose
of NOAK, due to recurrent DVT and PTE. The last hospitalization was 9 months ago, due to
PTE. Initially, blood analyses were made and showed elevated level of D-dimer, as well as upper
limb Doppler ultrasonography showed an occlusive thrombus in the left axillary wvein.
Echocardiography was normal and excluded possible pulmonary embolism as complication. The
patient was treated with low molecular weight heparin- Enoxaparin at a weight-adjusted
(Img/kg) for 5 days and then was shifted to NOAC- Rivaroxaban at dose of 15mg twice daily.
Ten days later, there was a notable reduction in the size of the obstructive blood clot and the



patient was discharged from the hospital. The patient received recommendation for continuous
anticoagulation therapy.

Conclusion: The individuals at the greatest risk of developing venous thromboembolism are
those who have active cancer and are undergoing hormonal therapy and systemic chemotherapy.
The approach to preventing and managing thromboembolism associated with cancer is evolving,
and there are numerous therapeutic choices accessible for both prevention and treatment.

Keywords: recurrent venous thromboembolism, cancer associated thromboembolism, prostate
cancer, NOAC

The combination of treatment: TCRAT (total coronary artery revascularization via left
anterior thoracotomy) + PCI (percutaneous coronary intervention) stenting on an 81-year-
old female patient: Case report

B. Sherifovska, M. Shokarovski, J. Nestorovska, D. Petrovska Cvetkovska, A. Arnaz, State
cardiosurgery Clinic, Skopje, N Macedonia

Background: The aim of this presentation is to highlight the need of combination of treatment for
patients with multiple vessel disease, as in this case, for better patient outcomes.

Introduction: TCRAT or total coronary artery revascularization via left anterior thoracotomy is a
surgical procedure performed through several small incisions using cardiopulmonary bypass
(CPB) with peripheral cannulation and cardioplegic arrest instead of the traditional coronary
artery bypass grafting surgery that requires a median sternotomy. The goal is to keep the surgery
less invasive and improve the outcome of patients with multiple vessel disease, while using the
same surgical equipment and anastomotic skills as for the usual CABG surgery, and combine
with PCI if needed as shown in this case.The advantages of minimally invasive CABG - TCRAT
are smaller incision, less scarring, less post-surgical pain, lower chance for post-operative
infection, faster recovery, shorter hospital stay, less bleeding, lesser need of blood transfusion,
less trauma as no need of opening of the chest via median sternotomy and return to daily
activities within a lesser time.Patients are evaluated as for conventional cardiac surgery.
Additionally, computed tomography (CT) angiography is performed routinely for all patients and
CPB isplanned according to CT findings.This surgery can be performed in all patients, with very
few exclusion criteria such as redo and porcelain aorta, with excellent outcomes.

Description: Our case is an81l-year-old female with with chest pain whose coronarography
showed ostial lesions on LAD and CX. The patient underwent TCRAT. A small 6- to 8-cm skin
incision is performed in the 4" intercostal space anteriorly. Peripheral cannulation is done, using
the Seldinger method, arterial cannulation on femoral artery, while the vein cannulation on the
femoral vein.Additional jugular vein cannula is inserted preoperatively for the patients with body
surface area (BSA) >2.0. After giving cardioplegia, the heart didn’t arrest. TEE intraoperatively
showed severe aortic regurgitation, which was the reason a full heart decompression couldn’t be
made. The LIMA-LAD anastomosis was made on a beating heart using the Octopus suction
stabilizer. The Cx artery was left for percutaneous coronary intervention, because of technical
difficulties due to being unable to do heart decompression. On the second postoperative day the



patient showed signs of hypotension and arrythmia so coronarography was made.The graft was
working, stenting on CX was performed. After that patient’s condition improved rapidly.

Conclusion: Even though the MIDCAB has a lot of advantages it has its own limitations. The
main ones are technical difficulties, longevity of the procedures, complex technology, long
learning curve and selection of patients. However, the combination of minimally invasive
surgical procedures with percutaneous coronary intervention may be the best solution especially
in elderly patients, improving the patient’s recovery period and the patient’s outcome.

Keywords: MIDCAB, TCRAT, PCI

Anticoagulation quality with acenocumarol in non-valvular atrial fibrillation

B. Koleva?, O. Kalpak?, L. Poposka 2 H. Leskaroska® PHI Diagnostic Centre-Skopje , University
Clinic of Cardiology, Skopje 2, PHI Dr Hristina3

Introduction: Inadequate anticoagulation with time in therapeutic range (TTR) < 70% increases
the risk of stroke, major bleeding and overall mortality compared to patients who are optimally
anticoagulated.

Aim: The aim of the study was to explore the current status of anticoagulation therapy among
patients with non-valvular atrial fibrillation (NVAF), by determining TTR and detection of the
causes of inadequate anticoagulation.

Materials and methods: Retrospective, cross-sectional study for the period of January 2020 till
December 2022 year, statistical analysis of the International Normalized Ratio (INR) results
from patient’s electronic medical record made in Institute for Transfusion Medicine od R. of
North Macedonia, Rosendaal method for calculating TTR.

Results: We proceeded 90 patients with NVAF placed on acenocumarol with average age of 76
years (£7.9), 65% female and 35% male. The average INR result was 7 per year and average
period between two INR results was 54 days. The highest value of TTR 56.82% was recorded in
population of 60-69 years with mean INR 2.33(+0.08), while the lowest TTR was 43.01% at
population of 80-89 years with mean INR 2.23(x0.25). Only 13% of the patients had TTR
>70%, inadequately anticoagulated patients were 87% (62.5% female). The lowest INR values
were recorded in spring 2.05(x0.68) and summer 2.03(x0.69), and the highest in autumn
2.3(x1.03) and winter 2.25(x0.88). In 10% of all patients increase of INR values were after
antibiotic or antifungal therapy.

Conclusion: Person-centered care (frequent monitoring, good patient education and potential for
adherence to prescribed therapy) leads patients to have choices and control over decisions that
affect in better health and well-being outcomes.

Keywords: TTR, Rosendaal Method, NVAF, OAT, acenocoumarol.

Critical Left Main coronary artery disease - case report



B. Shopov!,D. Kitanoskit, A. Jovkovski!, J. Kostov?!, O. Bushletikj', Z. Zimbakov!! University
Clinic of Cardiology, Skopje.

Introduction: Left main coronary artery (LMCA) significant stenosis is a relatively infrequent but
important cause of symptomatic coronary artery disease. Percutaneous coronary intervention
(PCI) offers an expeditious approach with rapid recovery and is a safe and effective treatment in
appropriately selected patients with LMCA disease.

Case report: This case report discusses a 52-year-old female patient with a history of mild
dyslipidaemiamanaged with Rosuvastatin for the past 5 years. She presented with a main
complaint of exertional fatigue. Physical examination and vital signs were unremarkable, and an
initial electrocardiogram showed sinus rhythm with no significant ST-segment or T-wave
abnormalities. However, a positive cardiopulmonary stress test prompted further evaluation,
leading to the discovery of unexpected severe coronary artery disease.

Coronary angiography revealed a critical 99% stenosis of the Left Main Coronary Artery
(LMCA) and an 80% stenosis in the mid segment in Left Descending Coronary Artery (LAD).
Due to the life-threatening nature of the LMCA disease, urgent primary coronary intervention
(PCI) was performed, during which two stents were successfully implanted. Subsequent optical
coherence tomography (OCT) confirmed excellent stent expansion and successfully visualized
the stent's proximal edge, effectively covering the ostium of the LMCA, reflecting a smooth and
successful PCI procedure.

Post-PCI echocardiography demonstrated normal heart cavity dimensions, a preserved left
ventricular ejection fraction, normal diastolic function, and no motion abnormalities. The patient
was discharged two days after PCI with optimal guideline-directed medical treatment.

Conclusion: This case highlights the significance of early detection and intervention even in
patients with low to moderate cardiovascular risk profiles, particularly smokers with
dyslipidaemia.

Keywords: Coronary Artery Disease, Left Main Coronary Artery Stenosis, Percutaneous
Coronary Intervention, Dyslipidaemia.

Our experiences with Valve-in-valve Transcatheter Aortic Valve Replacement for Failed
Surgical Valves

V. Ampova-Sokolov, N. Hristov, | Neshkovski, Z. Mitrev. Zan Mitrev Clinic, Skopje, N.
Macedonia

Introduction: The use of bioprosthetic surgical aortic valve replacements (SAVR) has been
steadily increasing in people aged 50-70 years over the past decade.This trend has been driven
by the desire to avoid long-term anticoagulation and the development of novel percutaneous
treatment options for valvular heart disease. Current-generation bioprosthetic valves remain
prone to structural valve deterioration and have finite durability. This has significant implications
for the younger, low-risk populations whose life-expectancy may exceed that of the initial
surgical valve. While redo SAVR has traditionally been the gold standard for the treatment of



failed surgical valves, valve-in-valve (ViV) transcatheter aortic valve replacement (TAVR) has
arisen as a viable, less invasive option with the potential for improved short-term morbidity and
mortality, but is only approved by the FDA for patients at high surgical risk for reoperation. We
provide a case reports of clinical outcomes associated with ViV TAVR according to our recent
experience.

Case reports: In our 3 years long experience with TAVR procedure and more than 50
transcatheter valves implanted we have performed 4 valve —in valve procedures. All of the
procedures where performed in patients with failed Surgical valves and high risk of surgical redo
procedure. All of the procedures were performed using Meril Life Sciences Pvt. Ltd. Myval
THYV baloon expan dable valves. All of the cases were performed without coronary protection
((coronary protection was not advised by the manufacturer). All of the cases were finished with
optimal vale positioning. 1 year follow up showed no significant paravalvular leak, nosignificant
valve regurgitation neither valve thrombosis. All of the patients were taking single antiplatelet
therapy after the procedure according to the recent guidelines for TAVR (Optimal
anticoagulation strategies following ViV TAVR have not yet been elucidated.) None of the
patients had taking oral anticoagulants (OAC) for other reasons. Only 1 patient was readmitted to
hospital 2 months after the procedure due to cardiac decompensation which occurred due to poor
patient compliance to the recommended medications.

Conclusion: Valve-in-valve transcatheter aortic valve replacement (ViV TAVR) is a viable, less
invasive option for patients with degenerated aortic bio prostheses, with the potential for
improved short-term morbidity and mortality when compared with redo surgical aortic valve
replacement.The risk for coronary obstruction can be mitigated with careful preprocedural CT
planning and the use of techniques, such as snorkel stenting or BASILICA. Optimal
anticoagulation strategies following ViV TAVR have not yet been elucidated.

Keywords: valve in vale aortic interventions, prognosis, aortic stenosis

Hamm unckycrBa co (Valve in Valve) Tpanckarerep 3ameHa Ha aopTHa BaJIBYJia Kaj
AMCPYHKIHOHATHN XUPYPIUIKH 3aMeHEeTH BAJIBYJIH

B. AmnoBa-cokonos, H. Xpucros, . Hemkoscku, K. Mutpes. K Mutpes Knunuka, Cxomnje.
PC Maxkenonuja

Bo Tekor Ha u3MuHaTara JAeleHHja ynoTpedara Ha OHONMPOTETCKU XUPYPIIKH IMPOTE3U Ha
aoptHata BanByna (SAVR) mocrojaHo ce 3roiemyBa kaj jgyreto Ha Bo3pacT ox 50-70 roguHu
.OBOj TpeH/] € MMOTTUKHAT Of JkembaTa /1a ce u30erHe JoIropoyHa aHTHUKoaryJairja u pa3BojoT
Ha HOBM ONIIMH 33 NEPKyTaH TPETMaH 3a BaJByJIapHa cpiieBa 0ojecT. BHompoTeTHYKuTe BalIBYIH
O]l ceramrHata TeHepalija OCTaHyBaaT CKJIOHM KOH JereHepandja Ha BajiByjlaTa W HMaar
orpeJiesieH BeK Ha TpajHocT. OBa MMa 3HAUYUTENTHH MMIUIMKAIMK 32 MoMJIajaTa IMoIyaluja co
HU30K PHU3UK YHj JKUBOTEH BEK MOXE Ja IO HAaaMHHE OHO] Ha MPBO HMMIUIAHTHpaHATa
OouonpocreTcka BayByJa .MakonoBTOpHaTa XUPYpIIKA 3aMEHa Ba)KU CEYIITE 3a 3J1aTeH CTaHAap/



3a TpeTMaH Ha IUCOYHKUMOHAHUTE XHPYPUIKA BalBYJH, TpaHCKaTeTepcKaTa 3aMeHa Ha
aoptHa BanByJna (TAVR) valve in valve (ViV) ce nojaBu kKako OCTBapJivBa, MOMAJIKy HHBa3WBHA
OMIIMja CO IMOTEHIM]jal 3a MOJAOOPEH KPaTKOPOYEH MOPOHIUTET M CMPTHOCT, HO € 0JI00peHa
camo o1 FDA 3a marnuieHT! co BUCOK XMPYPIIKH PH3HUK 32 TIOBTOPHA OIEpallija.BO 0Baa MPUIHKa
Ou cakalie Jja TO CIOJEJMME HAlIUTE JOCETAlllHU HCKYCTBa 3a Cllydyad Ha KIMHUYKH HCXOAU
noBp3anu co ViV TAVR cnenennu Bo nepuos oJ1 e1Ha roJiuHa 1o UMIUIaHTallKjaTa.

[Ipuka3 na cinyuyau: Bo nHamiero 3-roauiiHo uckyctBo co mnpoueaypara TAVR u noseke ox 50
BrpaJIcHH TPaHCKATETEPCKH BayBYJM, HanpaBuBMe 4 nporeaypu (TAVR) valve in valve. Cure
npoueaypu Oea m3BpmieHU co kopucteme Ha Meril Life Sciences Pvt. banon ekcamanupauku
BanBynu.Cute 4 mpouenypu Oea paboreHm Oe3 KOpoHapHa MpoTeKiuja (ucrata He Oere
IpeUIo’KeHa OJ] MPOU3BOAMTENOT).Bo HHUeneH oj cinyyaWTe MO HMHTEpBEHIMjaTa He Oere
JICTEKTUPaHa 3HAYMTEIIHA BAJIBYJIApHA PErypruTairja HUTY TPOMOO3a Ha BajByJaTa BO MEPHOJ
Ol eIHa TOJMHA MO UMIUIaHTanujata. CuTe ManUeHTH 3eMalie eJMHEYHa AaHTHTPOMOOIUTHA
Tepamuja 1Mo Ipoleaypara Cropell HEOJaMHEIIHUTE YIATCTBa 33 TPETMaH Ha MAalUCHTUTE CO
TAVR (Ontumannaute antukoaryinanuonu crpateruu mo ViV TAVR cé ymre He ce 00jaBeHn.)

Huty enen on manuentute He 3eman opanHu antukoaryiancu (OAK) ox npyru npuunnu(He
MOBP3aHMU CO UMIUIAHTAIMjaTa Ha BajnBynata. Camo | manueHT e MOBTOPHO MPUMEH BO OOJTHHIIA
2 Mecenmd MO TpoleAypara IOpaad cpleBa [IeKOMIICH3alija Koja HacTaHala [opaau
HENPHUJIPKYBamke Ha MAMEHTOT KOH MperopayaHara Teparuja.

3akiydok: 3amMeHa Ha aopTHara BaiByia co TpaHckarerep Valve in valve (ViV TAVR) e
OCTBapjMBa, I[OMAJIKy HWHBa3MBHA OMNIMja 3a MAalHUEHTH COAMCHYHKIIMOHAIHU XHUPYPIIKH
3aMEHETH BAJIBYJIM, CO MOTEHIHMjall 3a MOJOOpPEH KPAaTKOpPOUYEeH MOPOHIUTET M MOPTAIUTET BO
ciopeba co MOBTOpPHAa XHUpPYpIIKAa 3aME€HAa Ha aopTHaTa BajBysa. PHU3MKOT 01 KOpOHapHa
OTICTPYKIIMja MOXeE Ja ce YOIaku cO BHUMATEIHO IpeanpoleaypalHo IutaHupame Ha KT u
ynoTpeba Ha TEXHMKH, KaKo IITO ce cTeHTHpame co Hypkau wim BASILICA. Ontumanuute
anTukoarynanuonu crpareruu o ViV TAVR ce ymre He ce pa3jacHeTH.

Kiay4ynu 360poBM: BaiBysla BO BajlByJa MHTEPBEHLMH Ha aOpTHA BajByJa, aOpTHAa CTEHO3a,
UCXOMH.

IpumapHa eH0BacKyJIapHa MHTEPBEHIIHja HA AKYTHA Me3eHTEPHYHA HCXEMHja U3BeleHa
NMpeKy aHTepOrpajieH TPaHCPAAHjaJieH MPUCTAI

I'. KamueBa Muxaunosa, C. Hukomnos, P. TpajkoBcka, A. Cepadumon, M. Joses, b. Bacunes, C.
JopnanoBa, M. Ca3noB, T. Kones. Oxnnen 3a Kapauonoruja, Knunanuka OGomuuna-lltun, P.
CeBepna Makenonmnja

BoBen. AkyrtHata MeseHTepujaniHa ucxemuja (AMU) e perko HapyuiyBame nedUHHUpaHO
KaKOHEHAJIeJHO HaMmallyBalkbe€ WM NpPEeKHHYBalkbe Ha IPOTOKOT Ha KpB Bo IpeBata. Co
3roJIEMyBamkEeTO Ha MPOCEYHUOT JKUBOTEH BeK, AMMU mpercTaByBa eleH O] Haj3arpO3yBayKUTE
abJJOMUHAJIHU COCTOjOM Kaj mocTapu mauueHTH. Hajuecta mnpuumHa 3a AMU e akyTHa
cylepruopHa eM00JIMja Ha ME3eHTEpUYHA apTepHja cO cTanka Ha jaByBame 011 40-50%.Ipukas Ha
ciryuaj. Co KOH3WIMjapHa OJUTyKa 3a UTHA €HJI0BACKYJIapHa HHTEPBEHIMja Ha 85--TOAMIIHA KEeHA



CO aKyTHa Me3eHTepHUYHa MCXEMUja, MPEKy TpaHCPaaujaleH MPUCTAll ce NOCTaBHUja Ba CTCHTA,
€IHUOT BO jejyHaJHaTa U APYTHOT BO WIICAIIHATA TPAHKa, MOCTE IITO ¢ JOOM OJUIMYEH pe3yaTar
Ha IPOTOKOT HU3 JABETE IPAHKH HA rOpHATa ME3EHTEpPHUHA apTepHja.

3aknydok. Kaj manmuentn co AMU, HOBUTE TpeHJ0BU OapaaT €HIOBACKYJIApHUOT TPETMaH Ja
Ooune mpB u300p 3a TperMaH BO cropeada cO OTBOpEHA XHpYpIIKa peBacKylapuzanuja H
peceknja. OBOj mpuKa3 Ha Cily4aj MOKaKyBa JeKa €HIOBACKYJApHUOT MPUCTANl U3BENEH O]
CTpaHa Ha MHTEPBEHTHHUTE KapIUOJI03U — 3a pa3linKa OJf OTBOPEHATa OIepalyja - He caMo IITO
OBO3MOXYBa Jla Ce PeBaCKyJapu3upaar JIe3UHd Ha TJIaBHOTO CTeOJI0, HO MCTO Taka MOXeE Ja ja
OJIECHAT peBacKyJiapu3alyjaTa U Ha CTpaHUYHUTE TPAHKH.

Kayunn 300pOBH: aKyTHa ME3CeHTepHjaTHa HUCXEMH]a, peBacKyapu3aliyja,
TpoMOoacnupalifja,ropHa Me3eHTeprjaaHa apTepuja.

Primary endovascular intervention of acute mesenteric ischemia performed through an
anterograde trans radial approach

G. Kamceva Mihailova, S. Nikolov, R. Trajkovska, A. Serafimov, M. Jovev, B. Vasilev, S.
Jordanova, M. Sazdov, T. Kocev. Department of Cardiology, Clinical Hospital-Shtip,North
Macedonia

Background. Acute mesenteric ischemia (AMI) is a rare disorder defined as a sudden reduction
or disrruption of blood supply to the intestine. With the increase in average life expectancy, AMI
represents one of the most threatening abdominal conditions in elderly patients. The most
common cause of AMI is acute superior mesenteric artery embolism with an occurrence rate of
40-50%.Case presentation. With a conciliar decision for urgent endovascular intervention in an
85-year-old woman with acute mesenteric ischemia, two stents were placed through a transradial
approach (shotgun type of stenting), one in the jejunal and the other in the ileal branch, after
which an excellent flow result was obtained through both branches of the superior mesenteric
artery.

Conclusion. In patients with AMI, new trends require endovascular treatment to be the first
choice of treatment compared to open surgical revascularization and resection. This case
presentation demonstrates that an endovascular approach performed by interventional
cardiologists — as opposed to open surgery — not only allows for revascularization of main stem
lesions, but may also facilitate revascularization of side branches.

Keywords: acute mesenteric ischemia, revascularization, thromboaspiration, superior mesenteric
artery

Treatment of Subclavian steal syndrome with percutaneous transluminal angioplasty: Case
report



D Razmoski, N Bakracheski, B Stefanoski, D Mancheski, S Mitreski, E Kovacheska, Center for
cardiovascular disease, Ohrid, N. Macedonia

Subclavian steal syndrome (SSS) is a relatively rare condition that results from occlusion of the
subclavian artery proximal to the origin of the vertebral artery. This causes a reversal in the
direction of the blood flow in the vertebral artery, leading to symptoms of vertebrobasilar
insufficiency and upper limb ischemia.

Methods and Materials: A 64 y.o female patient was admitted in our hospital with dizziness,
vertigo and claudication of the left upper extremity. There was a difference in blood pressure
between the two arms. Duplex ultrasound showed suspect occlusion on left subclavian artery and
she was referred for angiography. Coronary angiography revealed lesion on left anterior
descendent artery LAD, and we proceed to stenting. Angiography showed normal flow through
carotid arteries and occlusion of left subclavian artery, resulting in a flow reversal from right
vertebral artery to the left vertebral artery.

We choose an endovascular treatment of this lesion so we used bilateral approach, from right
common femoral artery and from left radial artery. We used a 6F JR4 guiding catheters. With the
support of NaviCros catheter we advanced a 0.035” hydrophilic guidewire through the occlusion.
After that we successfully externalized the wire from antegrade to retrograde catheter and
proceed to predilatation, using 4.0x80mm and 5.0x80mm balloon catheters. Balloon dilatation
restored antegrade flow to the artery but a significant stenosis remained. We implanted a 7.0x57
mm balloon expendable stent in the subclavian artery and we finished the procedure with 7.0x40
mm BC for post dilatation.

Results: Approaching from right CFA and left radial artery we restored the flow to the left
subclavian artery. 24 hours after the intervention CDUS was performed. It revealed normal
antegrade left subclavian artery flow as well as regular flow in the ipsilateral subclavian and
brachial artery. That confirmed the success of the endovascular intervention.

Conclusion: This case highlights the importance of SSS, its wide range of clinical
manifestations, and various modalities for its diagnosis. Recognition of this syndrome is critical,
since patients can be successfully treated with percutaneous transluminal angioplasty.

Keywords: Subclavian steal syndrome (SSS), Stent, angioplasty, subclavian artery, vertebral
artery

Tperman na Subclavian steal syndrome co nepkyrana TpaHcIyMHMHAJHA AaHTHOMJIACTHKA
IIpuxa3 Ha cayuaj

Il Pasmocku, H Bbakpauecku, b Credanocku, J[ Manuecku, C Murpecku, E Kopauecka.
Crenjanna OomHUIA 32 KapIMOBacKyIapHH 3abomyBama, Oxpua, PC Makenonuja

Knyuanu 360posu: Subclavian steal syndrome (SSS), Crent, AHruoruiacTuka, CyOKIaBHjaIHa
apTepuja, BepTeOpaiaHa apTepuja.

Bosen: Subclavian steal syndrome (SSS) e penmaruBHO perka cocTojOa Koja € pe3yirar Ha
OKJTy3HWja HacyOKJIaBHjaJIHaTa apTepHja MPOKCHMAIHO O] M3JI€30T Ha BepTeOpanaHaTa apTepHja.
OBa mpenu3BUKyBa oOpaTHa HAacOKa Ha MPOTOKOT Ha KpPB BO BepTeOpaiHara apTepuja, LITO



JIOBEAyBa 1O CHMIITOMH Ha BepreOpoOaswiapHa HHCY(PHUIIMEHIIMja M HCXEMHja Ha TOPHH
€KCTPEMHTETH.

Meromu u marepujanu: [lanmenTka Ha 64 ToauUIIHA BO3pacT Oelle MpUMeHa BO HallaTa OOJIHUIIA
CO BpTOMVIABHIIA M KJayauKaldja Ha JIeB TOpeH ekctpemurteT. [locroeme pasnuka BO
NpUTHCOLIUTE MoMery aBere pare. Ha xonop pormiep yaTpasByk ce Mmokaxka CyCleKTHa OKIy3uja
Ha JeBaTa cyOkiaBWjajgHa apTepyja W Taa Oemie ynarteHa Ha aHruorpaduja. KoponaphHa
anruorpaduja OTKpH Jie3Wja Ha JieBaTa NpeJiHa ACCUEHACHTHAa apTepHja, U MPOAOIDKUBME CO
CTeHTHpame. AHrHorpadujarta Mokaka HOPMAJCH MNPOTOK HHU3 KapOTHIHHUTE apTepTHUH U
OKJIy3Wja Ha JieBaTa CyOKJIaBHjaliHA apTepHja, U oOpaTeH MPOTOK O] JAecHaTa BepTeOpaiHa KOH
neBara BepreOpanmHa aprepuja.l30paBMe eHAOBacKylapeH TpeTMaH Ha OBaa Jie3uja, Ima
KOpUCTEBME OwmiiaTepalieH IpUCTal, Of JeCHaTa 3aeiHUYKa (eMopaiHa aprepuja U O]l JieBara
pamujanna aprepuja. KopucreBne 6Fr JR4 Bomeuku karetpu. Co momapmika Ha NaviCros
karerep, co xuapodwmiHa 0,035” xuna ja npemuHaBMe okiysmjara. [locime Toa, ycmemmHo ja
EKCTePHAITMCHPABEM JKUIATa OJl AHTETPAIHUOT BO PETPOTPAIHUOT KATETEP M MPOJODKUBME CO
npenunatanuja, kopuctejku 4.0x60mm u 5,0x60 Gamon karerpu. unaramujata co OanoH T0
BpaTy MPOTOKOT HU3 apTepujaTa, HO CEYIITe OCTaHa 3HauajHa CTeHo3a. Brpagueme 7,0x57Mm
OaJIOH eKCIIaHIUPaYKd CTCHT BO CyOKIJIaBHjaHATa apTepHja W MPOIEeAypara ja 3aBpIIUBME CO
7,0x40MM GaJioH 3a MOCTAMIATAIH]a.

Pesynrar: IlpucramyBajku o IecHaTa 3aeqHUYKa (heMopainHa apTepuja W JieBaTa pajujaiHa
aptepuja. ['0 HOpMaTH3UpaBMe MPOTOKOT HU3 JieBaTa CyOkiIaBHjaiHa apTepuja. [locine 24 vaca
O/l MHTEPBEHIIMjaTa HAIpaBeHA € KOJOp JOIUIEp YJITPa3ByK. BulieH € HOpMajieH aHTerpajcH
MPOTOK BO JieBaTa CyOKJIaBHjaiHA apTepHja, KaKOo U HOPMAaTU3UPaH MPOTOK BO UIICHIATEpaTHATA
cyOknaBujaaHa M OpaxujayHa aptepuja. Toa ja MOTBpAyBa YCICIIHOCTa Ha €HAOBACKyJapHAaTa
nporeaypa.

3axiryuok: OBOj cilydaj ja MCTaKHYBa BaXXHOCTa Ha SSS, HETOBHOT IIUPOK OICET Ha KIMHUYKH
MaHU(ECTallul W pa3UYHUd MOJAJIMTETH 3a HeroBa nujarHo3a. [Ipemo3HaBameTo Ha OBOJ
CHHJIPOM € BaXXHO, OWJEjKM MAIMEeHTUTE MOXKaT YCIEIIHO Ja ce JEeKyBaaT CO MepKyTaHa
TpaHCITyMHUHAITHA aHTHOJIACTHKA.

Kayunn 360poBu: Subclavian steal syndrome, nepkyTrana TpaHCIyMHHAIHa aHTHOILIACTHKA,
TpeTMaH

Ischemia during exercise stress testing in patient with WPW pattern

D Matkova Apostoloski, JZU OB Strumica

Introduction ECG changes during exercise stress testing, such as false-positive ST segment
depression are reported in patients with WPW pattern.

Purpose: To preform noninvasive evaluation for malignant arrhythmias and SCD.

Materials and methods:An 18-year-old male patient without symptoms was referred to
cardiologist for routine checkup. A screening ECG revealed a WPW pattern, with characteristic
delta waves and short PR interval.He denied presyncope, syncope, chest pain, palpitations, or a
family history of sudden cardiac or unexplained death. The physical exam was normal. An
echocardiogram showed bicuspid aortic valve with mild AR, EF-63%. Stress testing revealed ST



segment depression in precordial leads with a persistent delta wave. These abnormal ST segment
changes are due to conduction over the accessory pathway that result in aberrant depolarization
and repolarization. In recovery there was a complete normalization of the ST segment. The 24h
Holter monitoring showed sinus rhythm with average heart rate 68bpm, range 33-169bmp, SVES
208, VES 7. The transcranial Dopplerexclude PFO. The CT coronary angiography reveals no
evidence of coronary artery disease. The cardiac MRI showed dyskinesia of basal inferoseptal
and inferior segment with bulging without other pathological findings.

Results:Since the patient was asymptomatic, he was told not to take any medication and in case
of any symptoms like syncope, tachycardia or palpitation to consult an electrophysiologist.

Conclusion. Individuals with low-risk characteristics may be monitored closely and counseled
for symptom awareness, while those with symptoms or high-risk accessory pathways should be
considered for ablation therapy.

Keywords: WPW pattern, SCD
Hcxemuja 3a BpeMe Ha KOpOHapeH cTpec TecT Kaj manueHT co WPW 001Uk Ha ekr
I MatkoBa Anoctoniocku, J3Y Ob Ctpymuna

Bosen: Exr mpoMeHu 3a BpeMe Ha KOPOHAPEH CTPEC TECT, Kako JakHO-no3uTuBHA CT cermeHt
nenpecuja ce jaByBaar kaj nanueHTd Bo WPW o06muk Ha exr.

HeJ’II/I: HewnBa3uBHa eBanyaqua 3a MAJIM'HU apUTMHUH U HeHaz[ejHa cpucBa CMpPT.

Marepujan u meroau: 18 romumieH mamMeHT 0e3 CHMITOMH Oelle yrmaTeH Ha KapAHOJIOT 3a
pytuHcku nperien. Hanpasenoto ekr nokaxka WPW o6ink co kapakTepucTUUeH Jenta OpaH co
kpatkoT PR wunTtepBan. Herupaiie npecuHkomna, CHHKOIA, IpafgHa Oosika, MaJMUTAlUM WA
(dbamunujapHa UCTOpHja 32 HEHAJEjHA CplieBa WM HeoOjacHeTa cMpT. PU3MUKHOT nperies Oere
ypeneHn. HampaBenara exokapauorpaduja mokaxka OMkycnuaHa aopTHa BanByna co ED 63%.
bemnte HanpaBeH KopoHapeH cTpec TecT co HaoJ Ha CT cermeHT JenpecHja co MPEeKOPAMjaTHH
OJIBOAM CO Tep3UCTeHTeH Jenta OpaH. OBue aOHopmanHu CT cerMeHT NMpoMEeHM HacTaHyBaaT
KaKO pe3yjiTaT Ha CIPOBOJJIMBOCT JOJDK AaKIECepHHOT MaT KOj pe3ysTupa co abepaHTHA
neronapu3anyja u penonapusanuja.llocie onreperyBameTo HaCTaHa KOMIUIETHA HOpMaTU3aIija
Ha CT cerMeHTOT. 24 4acoBEH XOJITEp MOHUTOPHHT MOKa)Xka CHHYC pUTaM CO IpOCEYHa CplieBa
¢pexBenua 68/muH, panr 33-169/mMun, CBEC 208, BEC 7. TpaHckpaHujaneH JoMiep UCKIydu
[1PO. KT kopoHapHa aHruorpaduja He JOKaka MOCTOEHE Ha KOPOHapHA apTepucka OoJecT.
HampaBenara mMarmeTHa pe3oHaHIla TOKaXka IUCKUHE3Wja Ha OazaneH WH(pepocenTalieH u
MH(pEPUOPEH CErMEHT CO HayB-OaJIIMHT CO OCTaHAT HA0/I ypPE/IEH.

Pe3yJ’ITaTI/I: BI/I,Z[CjI'(I/I ManueHTOT Oelie aCUMIITOMATCKH My Oere AaJacH COBCT Oa HC KOPUCTU
MEIUKAMEHTH H BO cnyqaj Ha nojaBa Ha CHMIITOMHU KaKO CHHKOIIA, TaXI/IKapJII/Ija N
MaJIIruTaluu 1a KOHCYJITHUpa CJ'ICI(TpO(I)I/ISI/IOJ'IOI“.

3axnnydok: [lanentu co HU30K pu3uK Tpeda Ja OuaaT MOHUTOPUPAHU U J1a OMIaT COBETYBaHU 3a
CBECHOCT Ha CHMIITOMUTE, JOJCKA THE CO CUMITOMHU WJIM BUCOKO-PU3UYHM AKI[ECOPHU MATHUIITA
na Ouat rIaHupaHu 3a abJanmja.

Kayunn 300poBu: ucxemuja, koponapet crpec tect, WPW cunapom



KapIII/IHOM Ha KCJIYAHUK Kaj MAINUEHT CO KPUTUYHA KOPOHApHa 0oJjecT

E WUnocku, XX Mutpes, J] MupueBcku, T Aunrymesa, M KnunueBa, Knuanuka 6onnuna “ JKan
Murtpes “ Ckomje, P. Makenonuja

Bosen: IlpeBaneHmarta Ha KOMOpPOMIMTETH, KIMHUYKATa COCTOj0Aa HAa TAIMEHTOT TIPE
oreparja, Kako ¥ YpreHTHOCTa ¥ THIIOT Ha XUPYPIIKA MPoLeaypa IO OapeayBaaT PU3UKOT O]l
MePUOCPATUBHU KOMIUTUKAIIUH.

Llen Ha OBOj MpUKa3 Ha CIIy4yaj € Jja MpUKaKeMe MOXKEH peIociie/l Ha ONEpaTUBHU TPETMAaHU Kaj
MAUEHTH CO HAapeAHAT CTaAUYM Ha MaJUrHa 00JecT U HecTaOuIHa aHTHHA MTEKTOPHC.

Marepwujan ¥ METOIU: 75 TOJMILIEH MAIUEHT CO apTEePUCKa XHUIIEPTECH3Uja M XUIICPIIUITHICMUja,
Oemie NMpPUMEH 3a XHUpPYypIUIKa peBacKylapu3aldja Ha MHOKapIOT IOpaad IOBEKECaJOBHA
koponapHa 6onect (LMN crtenoza 90%, RCAp 90-95%), rpagna Oonka (Braunwald IIA),
HAroHM 3a MOBpakame W OAOWBHOCT KOH Meco. [IpemonepaTuBHO HanpaBeHH ce J1a00paTOPUCKU
aHanu3u u exokapauorpaduja. Ilopaau npucytnu cumntomu u anemuja (Eritrociti 3,50
x1076/uL; Hemoglobin 8,3 g/dl; Hematokrit 26,4%), HanpaBeHa € UTHA racTPOCKONHja, Koja €
CO HAOJ 3a YJIIIEPAaTHBEH aJeHOKapIUHOM Ha kenyanuk(craauym 111B). HanpaBena e KInHUYKA
eBayTyalyja, MpoIeHKa Ha PU3UK OJ1 CTPaHA Ha MAIMCHT U OJ1 CTpaHa Ha XUPYpruja.

Pesynratu: Co nen a ce HaMalnu BUCOKHOT KapAMOBAcKyJapeH pU3UK UMILIaHTHPaBME UHTpa-
aopranHa Oason mywmmna. Iloroa, Oeme wu3BpmieHa ToTamHa TracTpekromuja. Ilectuor
MIOCTOTIEPAaTUBEH JIeH Oellle HalmpaBeH U aopTo - KopoHapeH Oajmac. MHTpa-aopranHaTa GasloH
ImyMIia Oemre HN3BaJICHA BTOPUOT IMOCTOICPATHBCH OCH. HOCTOHepaTI/IBHI/IOT TeK IMOoMHHa Oe3
Cepuo3HM KoMmIummkaiuu. Ilanuentor Oemie oTmymITeH o OOJIHUIA METTHOT MOCTONEpaTHBEH
TICH.

3axmyuok: IlpenomepatuBHaTa MpoleHKAa HA PU3MK M CTpATeTHja Ja c€ HaMald PU3UKOT O
orepaiuja, BO CIly4yajoB CO MHTpa-aopTajHa OaJoH mymma, 0ea KIy4HH (paKTOpH 3a YCHELIHO
TPETUPAmE Ha JIBE BUCOKO PHU3UYHU JIMjarHO3U BO HICTO BpEME.

Knyunu 3060poeu: KpuTH4Ha KOpOHAapHa OOJIECT, aICHOKAPIIMHOM Ha KEIyJHHK, IPOLIEHKA Ha
PHU3UK, MHTPa aOpTajHa OajloH myMIia.

Gastric carcinoma in a patient with critical coronary disease

E ldoski, Z Mitrev, J Mirchevski, T Angjusheva, M Klinceva, Clinical Hospital "Zan Mitrev" —
Skopje

Introduction: The risk of perioperative complications is determined by the prevalence of
comorbidities, the clinical condition of the patient before surgery, as well as the emergency and
the type of surgical procedure.



The aim of this case report is to show a possibleorder of operative treatments in patients with
advanced stage of malignant disease and unstable angina pectoris.

Material and methods: a 75-year-old patient with arterial hypertension and hyperlipidemia was
admitted for surgical revascularization of the myocardium due to coronary heart disease (LMN
stenosis 90%, RCAp 90-95%), chest pain (Braunwald Class 11A), nausea and aversion to meat.
Laboratory analyzes and echocardiography were performed preoperatively. Due to the present
symptoms and anemia (Erythrocytes 3.50 x10"6/uL; Hemoglobin 8.3 g/dl; Hematocrit 26.4%),
an urgent gastroscopy was performed, which revealed ulcerative adenocarcinoma of the stomach
(stage 111B). Clinical evaluation, patient and surgical risk assessment were performed.

Results: In order to reduce the high cardiovascular risk, we implanted an intra-aortic balloon
pump. Then, a total gastrectomy was performed. On the sixth postoperative day, a coronary
artery bypass was performed. The intra-aortic balloon pump was removed on the second
postoperative day. The postoperative course passed without serious complications. The patient
was discharged from the hospital on the fifth postoperative day.

Conclusion: Preoperative risk assessment and the strategy to reduce the risk of surgery treatment,
in this case with an intra-aortic balloon pump, were key factors in the successful treatment of two
high-risk diagnoses at the same time.

Keywords: critical coronary disease, gastric adenocarcinoma, risk assessment, intra-aortic
balloon pump.

Mitral Valve Chordae tendineae rupture — a case report

Z. Zojcheski, A. Zojcheska, M. Kostoska, P. Math. PHI General Hospital, Prilep, N. Macedonia,
PHI Hospital, Gevgelija, N. Macedonia

Introduction: Chordal rupture is relatively rare condition and was first described in 1806. Most
often it is primarily (52.5%) but it can be associated with rheumatic fever and sub-acute
endocarditis (24.8%) as well as mitral valve prolapse (11.7%), myxomatous degeneration,
trauma, hypertrophy and long — term hypertension. Mostly it can occur on P2, P3 or P2/P3
segment.

Goals: Demonstration of a clinical case, diagnosis and treatment of MV chordae tendineae
rupture.

Materials and methods: For the diagnosis were used clinical signs and symptoms,
echocardiography, ECG, X-ray and laboratory analyses. The patient had chest pain, fatigue,
progressive dyspnea, palpitations, tachycardia and fatigueafter physical activity with signs of left
ventricular failure, irregular heart rhythm and severe systolic murmur. The ECG finding showed
atrial fibrillation and fast heart rate. Laboratory analyses showed increased troponin. The
echocardiographic finding showed severe mitral insufficiency, mobile structure of the inferior
mitral leaflet, increased dimension of the heart, with preserved systolic function, but also
moderate to severe Ao stenosis and pleural effusion.

Result: The diagnosis is based on symptoms, imaging techniques, laboratoryanalyses. After
additional examination, echocardiography was performed and it was concluded that there was a



rupture of the chordae tendineae in chronic changed mitral apparatus. The other differential
diagnosis like ACS, pulmonary embolism, subacute endocarditis was excluded. The patient was
transferred to the University Clinic of Cardiac Surgery for further treatment.

Conclusion: Echocardiography is a fast-noninvasive method, an easily accessible technique that
can determine the diagnosis, and may help to etiologically differentiate patient with acute onset
of symptoms. It is an important technique for fast diagnosis that can be helpful in preventing
complications of the disease.

Keywords: rupture, chordae, valve, echocardiography

PynTypa Ha XopAa Ha MUTpaJIHAa BaJIBYJIa - IPUKA3 HA CIIy4aj

3. 3ojuecku, A. 3ojuecka, M. Kocrocka, I1. Mar. J3V Onimra 6oiHHIIA CO TPUIIMPEHA JI€jHOCT,
[Tpunen, PCM, J3V onmra 60nHMLa co npouupena aejHocT, ['erenuja, PCM

Bosen: pynrtypa Ha xopaa € pelaTHBHO peTKa cocTojda 3a mpB mart omuiia€a Bo 1806 roj.
Hajuecto e mpumapna (52,5%), acorupana co peymarcka Tpecka U CyOaKyTeH SHIOKAPIUTHC
(24,8%), mpomarnc Ha MmutpanHa BanByna (11,7%), MukcomaTo3Ha JdereHepaldja, TpayMma,
xuneprpoduja, gonrorpajua xuneprensuja. Hajuecto nacramysa na [12, II3 wmm IT12/T13
CETMEHTOT.

Lenu: mpuka3 Ha Ciydaj CO LIEJN CIOJAETYyBamke Ha MCKYCTBO M INPOUIMPYBakbE HAa 3HACHETO,
JMjarHo3a U TPETMaH Ha MUTPAJTHO BaJIByJIapHaTa PyNTypa Ha XOp/a.

Marepujan u MeTOAM: 3a JAMjarHo3a Oea KOPUCTEHM KIMHUYKUTE CHMITOMH U 3HaIy,
exokapauorpaguja, EKI', PTI" u mabGopatopucku ananusu. [lanueHTOT € co rpanHa Oolka,
cpuebueme, NUCIHEja U 3aMop MpHU (PU3MYKAa AKTUBHOCT CO 3HALM 3a JIEBOBEHTPUKYJApHA
MHCY(QUIMEHIIN]a, HETPAaBUJIEH CPLIEB pUTaM U TEKOK MpeKopaujasieH, cucroseH myMm. Ha EKT
ce Hotupame A®D co 6p3 KOMOpeH OAroBop, oA Ja0OPATOPUCKHUTE aHAJIU3U JIECHO 3TOJIEMEH
TporioHuH. Exokapauorpadcku Temika MUTpajgHa HHCY(QUIMEHIMja, MOOMJIHA CTPYKTypa H
IIpoJIarc Ha 3a7ieH MUTpasieH Kycnuc Bo JIII, 3rojneMeHn cprieBu KaBUTETH CO OUyBaHa CUCTOJIHA
¢GyHKIIMja, yMEpPEeHa KOH TelllKa a0pTHA CTEHO3a U IuIeBpaiHa edysuja.

Pesynratu: nujarHozara ce moctaBu Bp3 0a3a Ha KIMYKH CHUMITOMH, UMMIMHT TEXHUKH U
nabopaTtopucku aHanusu. Ilocne ucnenyBamara Oelre KOHCTaTUPAHO JIeKa ce paboTH 3a pyNTypa
Ha XOpJa Ha MHUTpajHa BajlByJa Ka] XPOHMYHO HM3MEHET MUTpPAJHO BaJIByJapeH amapar.
JudepeHurjanHo AMjarHOCTUYKKA Oea HCKIyYeHH aKyTeH KOPOHAeH CHUHIPOM, IyJIMOHAJIHA
emMOonMja, XpOHMYHA IMyJIMOHAJIHa OoJiecT, Bereranuja Kaj cyOakyTeH €HJOKapauT.
ITonatamoriHo nekyBame ce oasuBaiie Bo J3Y VK 3a kapanoxupypruja — Ckomje.

3akydok: exokapauorpadujata e Op3a HEeMHBa3WBHA METOJA, JIECHO JIOCTAIllHA KOja OJpeayBa
JMjarHO3a U TIoMara eTHOJIOIIKHU Ja ce nudepeHIrpa aKyTeH MOYEeTOK Ha CUMITOMH. BakHa
MeToAa 3a Op3a JMjarHOCTHMKA CO IITO C€ OBO3MOXKYBa €Bajyallfja Ha PU3UKOT U MPOTHO3A.
[IpaBmiHaTa 1 HaBpeMeHa JMjarHo3a moMara Bo CIpedyBame Ha KOMIUIUKAIMK 0] OoJiecTa.

Knyunu 360posu: pynrtypa, xopaa, BajByJja, eXxokapauorpagpuja



Anchor wire technique in STEMI patient with dilatated aorta ascenders and aberrant left
main ostia — case report

I. Neshkovski, V. Ampova-Sokolov, Z. Mitrev. Zan Mitrev Clinic, Skopje, N Macedonia

Introduction: The DES era has increased the demand on PCl-based revascularization and lesion
complexity. One of the technical problems still limiting success rates in complex PCI and
complex coronary anatomy is limited device deliverability. We are providing a case report where
anchor wire technique was used as a solution for hard to cross culprit lesion of LAD because of
dilatated aorta ascendens and aberrant left main ostia.

Case report: 42 years old patient was admitted in our ER due to a chest pain. ECG showed ST
segment elevation in precordial leads. Echocardiography showed dilatation of the aorta
ascendens 42 mm and no sign of aortic dissection. STEMI team was activated and the patient
was transferred to Cath lab. 5-inch JL and JR catheters were used for diagnostic angiography
having on mind that the patient has dilatated aorta ascendens. The diagnostic angiogram showed
occlusion of proximal LAD. JL hardly engaged the ostia even on diagnostics due to aberrant
LMN ostia. Several guiding catheters and wires were used in attempt to cross the LAD lesion,
but all failed. Then the decision to use Anchor wire technique was made. We used AL guiding
catheter as it was nearest to engage the LMN ostia than we used BMW wire and anchor it in
LCx.Second BMW wire than was used to cross the LAD lesion with success. 3.5X23MM DES
STENT XIENCE PRO was implanted.

Conclusions: The anchor wire technique can be very useful in increasing the stability of catheter
in patients with dilatated ascending aorta and aberrant left main ostia. In our case anchoring of
the wire into LCx gave the support to stabilize the system and successfully cross the LAD lesion.

Keywords: STEMI, dilated aorta, treatment

IIpumena Ha “Anchor wire” Texnmka kaj STEMI namueHT cOo mpommpeHa aoprta
acuenjaenc u abepanted JIMH octuym — npukas Ha cjiy4aj

N. Hemxoscku. B AwmmnoBa-Cokosnos, K. Mwutpe. Kan Murtpe kinunuka. Ckomje. PC
Makenonuja

BoBen: Epara Ha cTeHTOBUTE OOJOXKEHHM CO JIEK ja 3TOJIEMH CTalmkaTa Ha  KOMILIEKCHH
MEepPKyTaHW KOPOHAPHU MHTEPBEHLIMU U UHTEPBEHIMH Ka] MAllUEHTH CO aHATOMCKH aHOMaJHUH .
Enen on TexHuuykuTe MpoOIeMHM IITO CE YIITE ja OrpaHUYyBa CTalKaTa Ha YCHEIIHOCT Ha
MpOLEAYPUTE Ka] KOMIUIEKCHUTE MEePKyTaHH MHTEHBEHIIMHM M HETHUIMHYHA KOPOHApHA aHAaTOMM]ja
€ HEeMOXKHOCTa 3a KaHyJalldja M aJileKBaTHa MCIIOpaka Ha Marepujaiu . Bo oBaa mpminka
NpUKaXyBaMe CiIy4daj Ha MalUeHT Kaje kopucTeBMe “ANcChor wire “TrexHuka Kako pelieHue 3a
npeMuH HU3 “culprit ““ ne3uja Ha LAD nmopaau aunatupana acueneHTHa aoptau abepanreH JIMH
OCTHUYM.



[Ipukas Ha ciyyaj: 42-rouiieH nauyMeHT Oeme MpuMeH BO HallaTa ypreHTHa aMOyJiaHTa nopajiu
rpagna 6onka.EKI" Haox co emeBamuja Ha ST cerMeHTOT BO NpeKopAMjalHHUTE ojBoau. Ha
HaMpaBeHHOT exokapauorpadcku mnpersen Oemie 3al0enekaHa auiaTalMja HAa acleHACHTHATa
aopta 42 mm , 6e3 3Hanu Ha aopTHa qucekiyja. beme nopukan CTEMMU TUMOT U MAIMEHTOT €
npedpieH Bo anruorpadeka cana. 5 unuu JL u JR kararpu Oea KOpPHCTEHM 3a JUjarHOCTHYKA
anruorpaduja MMajKl TpEABHI JeKa MalUeHTOT HuMa AWJIaTHpaHa aopTa acleHJCHTHA.
JIMjarHOCTHYKHOT aHTHOTpaM TOKaka okiysuja Ha mnpokcumasiHa LAD. Co JL enBaj ce
kanynupame JIMH octuymoT aypu u mpH IujarHOCTHKA MOpaaud adepaHTHOTO M3JIE3HIITE Ha
JIMH octuymor. bea ynorpebeHn HEKOJIKY pa3IMYHU TajAMHT KaTeTepH U KUILU BO OOuJ Ja ce
npeMuHe je3ujara Ha LAD, HO co HUTY €/1eH O HUB HE ycleaBMme Ja o0e30enume CTabuITHOCT
Ha cucteMoT. [lotoa omnmydnBme na ja uckopuctume Anchor wire Texaukara. Kopuctusme AL
rajauHr Karerep Oujaejku Oemre BO MPEAXOTHUTE OOMIM 3a KaHyJaluja Oelle HajaJeKBaTeH 3a
kaHysanuja Ha abepantHuoT JIMH octmym. beme ymorpebena BMW skuma u umcrara oOere
mwiacupada Bo LCx.Bropara BMW xuna ycnemno wmmnHa HuM3  “culprit” nesmjata BO
npokcumainen cerMeHT Ha JIAJl.beme Brpagen DES STENT XIENCE PRO 3,5X23MM.

3akayuok: “Anchor wire” TexHWMKaTa MOKe Ja OWJe MHOTY KOpPHCHA 3a MOa00pyBame Ha
CTa0MIIHOCTA HAa CUCTEMOT 3a MEepPKyTaHa KOpOHapHa MHTEPBEHIMja Kaj MallUeHTH CO AUIaTHpaHa
acrieHjieHTHa aoprta u abepanten JIMH octuym. Bo Hammot ciyyaj, miacupameTo Ha SKUIA BO
LCx mane moampiika 3a cTaOMIM3Upame Ha CUCTEMOT M YCHEIIHO MPEMHUHYBamkEe Ha Je3ujara
LAD co BTopa xu1a u ¢puHAITHO UMILIAHTAIMja HA CTEHT.

Knyunu 360poeu: CTEMU, aGepantHa aopTa, Tepanuja

Acute limb ischemia

I. Bede, D. Munches, E.K. Bashers, J.S. Jovanovska,B. Stefanoski, B. Milachikj, N. Skrcheska,
H.C. Sheshoska, Specialized hospital for prevention, treatment and rehabilitation of
cardiovascular diseases — St. Stefan, Ohrid

Introduction: Acute limb ischaemia is a sudden obstruction in limb perfusion due to thrombosis,
embolism or rarely dissection and trauma. Risk factors contributing to this condition are: various
arrhythmias, recent myocardial infarction, aortic atherosclerosis, large vessel aneurysmal
disease, prior lower extremity revascularization (stent/bypass), arterial trauma, deep vein
thrombosis. Patients are usually presented with the 6 p’s: pain, pallor, pulse deficit, perishingly
cold, paresthesia and paralysis. Treatment includes surgery, medications, pharmacologic
thrombolysis and more recently percutaneous mechanical thrombectomy. Considerations of
treatment must include: locations and anatomy of lesions, individual risk factors, clinical
presentation, symptoms, duration and procedural risk.Case report: A 70-year-old patient was
admitted in ICU with cold, pulseless right leg with severe pain that started 3 hours ago. Patient
was diagnosed with atrial fibrillation for the first time without anticoagulants. Doppler
ultrasound was performed and a thrombotic formation in the right common femoral artery was
diagnosed. Anticoagulant therapy was given and peripheral arteriography was performed with
the finding of occlusion of the common femoral artery with lots of thrombi. Thrombaspiration
through Destination Sheath 7F was performed and Cregg-McNamara catheter for intraarterial
thrombolysis with rt-PA was placed. 24 Hrs after, patients’ leg was warm, with no pain and
restored pulse. Control doppler ultrasound showed three-phase flow.



Conclusion: In the acute settings all the treatments should be considered as a synergistic and not
as a competitive modality. The disadvantages of each modality must be recognized and
minimized.

Keywords: ischemia, thrombolysis, intraarterial, angiography

AKyTHa HCXCMHja Ha JOJE€H EKCTPEMHUTET

N. bene, /1. Manuecku, E.K.bamypocka, J.C.JoBanocka ,b. Credanocku, b. Munauuk, H.
Ckpuecka, X.Y. Hlemocka, J3Y Cneuujanusupana OOJHHIIA 3a TPEBEHIM]A, JEKYBalbe MU
pexabunuraiiyja Ha KapauoBacKynapau 3abonyBama — CB.Ctedan, Oxpun

BoBen: AxkyTHaTa MCXeMHja Ha JIOJIEH €KCTPEMHUTET HAcTaHyBa KakKO pe3yJiTaT Ha HEHaJllecH
NPEKHH BO apTepucKarta IMpKyJalyja HajuyecTo Mopagd TpomOo3a, eMOoNHja WIH IMOPETKO
JMCEKIIMja U TpayMa Ha apTepujara.Hajuectn pusuk (hakTopu KOW JONPHHECYBAaT 3a MojaBa Ha
oBaa cocTojOa ce : arpujanHa (uOpHUIanMja, MUOKapAeH HH(ApPKT,aTepOCKIepo3a Ha aopra,
AHEBPU3MATCKH TPOIIMPYBaka Ha TOJIEMUTE KPBHHU CaJIOBH, NPETXOJHA peBacKyjapu3aiuja Ha
JIOJICH eKCcTpeMHuTeT (CTeHT/0ajmac), apTeprucka Tpayma, Jjiadoka BeHCKa TpoMOo3a. CuMnToMuTe
HAjueCcTo ce MPE3CHTUpAAT MpeKy npaBuioto Ha 6 IT: pain-6oska, pallor-6ieaunno, pulselessness-
oacycTtBo Ha mysc, perishingly cold-ctyaena wora, mapectesuja m mapanmsza. Hajuecto
TPETMAHOT € XHPYPIIKH, WHTpaapTepUCKa TPOMOOJIMTHYHA Tepamuja CO TKHUBEH THII Ha
IUIa3MUHOTEH aKTHBaTOPH, MEPKyTaHa MexaHudyka TpomOekromuja.llpu n300poT Ha cooaBeTeH
TpeTMaH Mopa Jla ce€ 3eMe MPEJIBUJ: JIOKallMja U aHAaTOMHUja Ha Jie3HWjaTa, BPEMETpacHke Ha
CUMIITOMHUTE , COCTOj0aTa Ha MAIIMEHTOT U MOKHUTE PU3HUIM O]l MHTEPBEHIIM]jaTa.

ITpuka3 Ha ciydaj: [Tanuent Ha 70 roa.Bo3pact Oemte npumen Bo EMKH co cunna Gonka Bo
JlecHaTa Hora Koja IITO 3amouyHana 3 yaca mpen mpueMm. Horara Oemie cryaeHa Ha JOTHD,
OTCYTHH IyJICAI[MM Ha apTE€pUH JOCTaIy 3a nannanuja. Kaj manueHTor enexkrpokapauorpadcku
Oermie JUjarHOCTHUIIMPAaHAa HOBOHACTaHATa arpujaiHa ¢uOpwiIanuja, MAUEHTOT HE Oerne Ha
aHTHKoOAryJaHTHa Tepanuja. [lomiep coHorpadckuoT Haoa Mmokaxka TpomMOOTCcKa popmarja BO
JiecHaTa 3aenHUYKa (peMopanHa aprepuja. bemre amumnupaHa aHTHKOaryjJaHTHa Tepandja |
HampaBeHa JWjarHOCTHYKa nepudepHa aHruorpaduja co HaoJa 3a OKIy3Mja Ha JecHaTa
3aeHUYKa (heMopaliHa apTeprja U MPUCYCTBO HAa MHOIITBO TpoMOu. Bennamr Gemre HampaBeHa
Tpombacniupanuja u nocraseH Cregg-McNamara catheter 3a mnHTpaaprepucka TpomOOIH3a CO
TKHUBEH THUII Ha IJIAa3MUHOTEH akTHBaTop. [IOCTHHTEPBEHTHO HOTaTa Ha MAIMEHTOT Oelre ToruIa,
6e3 Ooyika a Ha KOHTpOJHATa JoIuiep coHorpaduja Oeme mpucyTeH TpudazeH NPOTOK U
KOMIUJIETHA PEKaHaIu3aIlxja.

3axinydok: [Ipu u360p Ha cooBETEH TpEeTMaH Kaj akyTHA HCXeMH]ja Ha J0JIeH eKCTPEMUTET Tpeba
Jla ce 3eMaT MPEABU]] CUTE MPUIOOMBKY U HEIOCTATOLM Ha TPETMAHOT KAaKO U OIIITaTa cocToj0a
Ha MalUEeHTOT Ce CO LIeJ JIa C& HaMaJI MOPTAJIUTETOT .

Knyunu 360posu: icxemuja, TpoM00IM3a, aHTHOrpaduja



HoBo nujaroctunupana aprpujajHa pudpuiianuja Kaj naueHTKAa c0 AKTUBEH KapIUHOM
HA /I0jKa’ TePANUCKH NPeAU3BHUK - IPUKAa3 HA CJIy4aj

*
W Twuroscka I[I/IMOBal 1Onnenenne 3a ypreHTHa MeAuiuHa co uHTeH3uBHa Hera; ['Ob 8-mu
IITEMBDH, eqnumHcka Pakyiarer “Cs. Kupun u Meroauj” Ckorj
Cenre *M (o) et “Cs. K M ”C e

KapiimHomMoT Ha J0jKka € HAQjYECTOTO MaJNUTHO 3aboilyBamke Kaj IKCHHUTE.
XeMOoTepaneBTCKUOT MPOTOKON omdaka areHCH cO TMO3HAaTa KapIuOBacKyJapHa TOKCHYHOCT
(KBT). ITaniueHTHTE CO 3HAYaCH PU3UK OJ KAPJIUOTOKCUITUTET Tpeba 1a ce cieaaT o KapIuoJIor.

[MPUKA3 HA CJIYYUAJ: 70-roaumrHa o6e3Ha malueHTKa Co MPeTX0JHa aHaMHe3a 3a apTepucKa
xuneptensrja (XTA) u rpanuvHa JieBokoMopHa ejekinona ¢paknuja (JIKE®D) ce nmpesentuparie
3a 0a3u4Ha eBalyalja Mpeja OTIMOYHYBamke Ha XeMoTepaneBTCKH mpotokosn co KBTmopanu
HOBO/IMjarHOCTUIIMPAH KapIMHOM Ha J0jka. PemoBHaTa KOHTpoJa MO MPOTOKON 3a MAIUEHT CO
BUCOK PH3UK 32 KapAMOTOKCHUIUTET, HE CIpPeYd TII0jaBa Ha HOBOJAWJarHOCTHULIMPAHA,
Mapokcu3MallHa, acUMIITOMAaTcka aTpujanHa ¢ulpunanyja mnocie 4-THOT IUKIYC Ha
aHTpAIMKIIMHCKA Tepamija W BKyIHA KyMmyjaTtuBHa no3a onx 208,3mr/m2. TpaHcropakaiaHarta
exokapauorpaduja He TmoKaxa curHudukantHa mnpomena Ha JIKE® wu riobanHuor
JIOHTYTHIMHAJIEH CTPEUH OJ 0a3MYHUTE BPETHOCTH, CO IITO HEMAIIE KPUTEPUYMH 32 JTHjarHo3a
Ha KapaujanHa nuchyHKIMja acolldpaHa co KaHiep Tepamnuja. Jlaboparopuckure mepema Ha
KapAujaTHATe OMOMapKepH HEe IMOTBpAMja CyOKIMHWYKa MHUOKapaHa moBpena. Ilokpaj ALIE-
UHXUOUTOPOT mpenxomHo opauHupan 3a XTA, Tepanmuja 3a KOHTpoja Ha (QpekBeHIa U
aHTHUKOATyJIaHTHA Tepanuja co Huckomolekyapen xemapuH u HOAK Gea HyxHHOT m300p 3a
YCIEIIHO KOMILIETHUPAkhEe Ha OHKOJOMIKUOT TpeTMaH. KOHTPOIHHOT eleKTpoKapauorpam Imo
enHa Henmena Oenexenie cuHyc puTam. [lammeHTkaTa KoOMIUIETHpamie W JIEBO-CTpaHa 3pavyHa
Tepanyja co BKyIHa TyMopcka ao3a oa 41,25Gy u 6 mecenu o 3aBplLIyBamke Ha UCTaTa € Co
CTaOWIHM KapaujasiHu 1iepGhOpMaHCH U HOPMaJIEH CHHYC PUTaM.

3AKJIVUOK: KBT noBp3ana co kaHIlep Tepamyjata € BTopaTa BOJi€UKa NMPUYMHA 33 CMPT Kaj
MAlMEHTUTE CO KaplIMHOM Ha J10jKa. JIeKyBameTo Ha HecakaHWUTe e(PEeKTH € MPeAU3BUKYBAYKO U
KOMJIEKCHO COTJIaCHO moTpebara o1 KOMILJIETHPakhe Ha OCHOBHATA Tepanuja U YECTUTE JIEK-JIeK
uHTepeKkanuu. Panara aujarHosa, MyJNTUAMCHMIIMHAPHUOT IPUCTAIl U PEIOBHOTO CIENIEHE CE
KIIyYHH 32 CEBKYIIEH 100ap UCXOJ Kaj OBUE MAI[UEHTH.

Knyunu 360poeu: xapinHOM Ha J10jKa, aTpujaiHa puOpuianuja, KapJuoBacKyJIapHa TOKCHYHOCT

New onset of atrial fibrillation in active breast cancer patient — therapeutical challenge:
case report

| Gigovska Dimova “* Department of Urgent medicine and Intensive Care; * Faculty of
Medicine, “Ss. Cyril and Methodius University” Skopje

Breast cancer is the most common malignant disease in females. The specific cancer
treatment protocol involves drugs with known cardiovascular toxicity. Patients with significant
risk of cancer therapy-related cardiovascular toxicity (CRT-CVT) should be reported for
cardiology referral.

CASE REPORT: Seventy-year-old, obese patient with a previous history of hypertension and
low normal left ventricular ejection fraction (LVEF) was diagnosed with breast cancer and



scheduled for baseline assessment before initiating cardiotoxic cancer treatment protocol.
Regular monitoring for an already high-risk patient for CRT-CVT was not enough for
developing of first diagnosed, paroxysmal, asymptomatic atrial fibrilation after completing the
4" cycle of anthracyclines and total cumulative dose of 208.3mg/m2. Transthoracic
echocardiography did not reveal significant changes in LVEF and global longitudinal strain, so
cancer therapy-related cardiac dysfunction was not the related diagnosis. Laboratory
measurements of cardiac biomarkers did not confirm subclinical cardiac injury. Besides ACE-
inhibitors already prescribed for hypertension, drugs for rate control and anticoagulation therapy
with both low-molecular-weight heparin and NOAC was the preferred therapeutic decision for
successful completion of the oncological treatment. After a week, the electrocardiogram showed
sinus rhythm. The patient also completed left-sided radiotherapy with total tumor dose of
41,25Gy, and six months after has stabile cardiac performances and normal sinus rhythm.

CONCLUSION: CRT-CVT is the second leading cause of death in breast cancer patients.
Management of the adverse effects is challenging and complex due to the imperative of
completing the cancer therapy and frequent drug-drug interactions. Early detection,
multidisciplinary approach and close monitoring are the cornerstone for overall good outcome in
these patients.
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Out-of-hospital cardiac arrest in patient with STEMI: a case report

J Jovanoski!, E Kovaceska Bashuroska!, B Mila¢i¢!, Z Servini?, D Manceski'!Special Hospital
for Cardiovascular Diseases - Ohrid, N. Macedonia, 2Clinical Hospital — Bitola, N. Macedonia

Introduction: Sudden OHCA (Out of hospital cardiac arrest) is the third leading cause of death in
industrialized countries. With more than 60% of cardiovascular deaths resulting from cardiac
arrest, it remains the leading cause of death worldwide. VF is the most commonly identified
arrhythmia in cardiac arrest patients. Urgent medical treatment includes cardiopulmonary
resuscitation and early defibrillation.

Case report: A 35 years old man with OHCA in his apartment. The initial rhythm was VF, and
cardiopulmonary resuscitation was provided. It was delivered 2 DC Shock-s with the biphasic
defibrillator, administered 1mg Adrenalin and 1mg Atropin, performed endotracheal intubation.
After the second DC shock, they got the return of spontaneous circulation (ROSC) with
bradycardia 20-30 hr/min, hypotension of 60/40mmHg. The patient was transferred to the
Clinical Hospital- Bitola where vasopressor and inotropic support were added. ECG showed
STEMI of the anterior wall, UFH was added, and he was transported to our hospital for primary
PCI. PCI/LAD was performed as per the standard protocol. Echocardiography performed in the
CCU revealed hypokinesia of lateral and anterior wall of the LV, with HFrEF (38%). On hospital
day 3 he had a full neurological recovery. He was conscious, oriented, with normal breathing, BP
125/79mmHg, SpO2 99%.

Discussion: OHCA is a major health problem in Europe and in the United States. The success of
resuscitation depends on many factors: well-organized health care, organization of outpatient
emergency services, but primarily when it comes to OHCA, education of the population on Basic



Life Support, and early Cardiopulmonary resuscitation and use of AED (automated external
defibrillator).

Keywords: OHCA, Basic Life Support, external defibrillator

KoHCTpUKTHBEH NMEPUKAPIAUTHC, CPLeBA CJa00CT U aTpUjajiHa ¢puOpmwiIanuja - npuKa3 Ha
cIy4aj
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JI. Kocroscku®, B. IlactmeB”, M. IllokapoBcku~, C. JoeB', E. CpOunoBcka KocToBcka
VHuBep3ucTercka Kinmuumka 3a gpxaBHa Kapauoxupyprujal, YVemsepsurercka Knmnmka 3a
Kap,I[I/IOJIOFI/IjaZ
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Bosen. Tounara aujarnosa Ha KoHCTpUKTHBHUOT nepukapautic (KIT) monekoraim e npean3Buk.
MyATHMOIAIUTH UMUIIMHT, BKITy4yBajKH eXoKapauorpaduja Kako rmpBa TEXHHKA, C€ METOIHN Ha
n300p 3a AujarHosa, v mokpaj Toa Ito

Len e na ce mpuKa)ke ciiydyaj peloK CiIydaj Ha KOHCTPUKTUBEH MEPHKAPAUTUC MPE3CHTHPAH CO
3HalM 3a MaHu(ecTHa riodaiHa cpiea ci1adocT u aTpujainHa pudpuanyja.

[Ipuka3 Ha cinyyaj. On YHuBepsurerckata Knunukara 3a kapauonoruoja(YKK) na Knunukara
3a npxkaBHa kapauoxupypruja(YKX) mpareH e mamueHT 3a KOHCYJTalfja W IMOHATaMOIICH
TpeTMaH, MPE3eHTUPAH CO 3aMop U aucnea npu Hamop. Ox MuHATH OOJIECTH JaBa MOJATOK 3a
npenexxan KOBUJ] Bo nBa HaBpatu, 2021 u 2022 roauHa, Kako U MOJIOATOTpajHA THEYMOHH]a 6
Mecelrd INpej IojaBa Ha CHMITOMHUTE. TerobuTe ce IOjaBUJI€ HEKOJIKY HEIeNu Mpen
koHcyntanujata Ha YKK, kane Oun xocnuranu3upaH 3apajiy cpiesa ciadoct. Jlabaparopuckure
HAOJW IpU MpHEM ypeaHH, ocBeH jecHo mokadeH L[PII 7,4. ExexkrpokapaunorpamoT Oui co
aTpujanHa QuOpmianuja, co O6p3 KoMopeH onaroop. HampaBeHHOoT 004 3a MeIuMKaMEHTO3Ha
KOHBEp3Mja Ha CpLEBUOT pUTaM OCTaHal HeycnemeH. PeHTpeHrpadujata BO mpuior Ha
omnarepanHa edysuja. Exoxkapanorpadujara nokaxkana maia jesa komopa (JIBEIx 40mm), co
penyuupana rinobanHa JIB cucronna dynknuja (E® 35%), penyuupana JIOHTUTYIUHaIHA
byukimja Ha JIB (-7,2%), mouetna peaykuuja Ha JIB dynkuumja (TAIICE 15mm, S Opan ox
TkuBeH Jlomuep 4um/c), co ypeaHa AMMEH3Wja Ha JlecHa KoMmopa. JJoMMHHpa 3rojeMeHa JeBa
npenkoMopa (JIA 52 mm u BeHa xaBa undepuop 30 MM, HekomnpecubminHa noseke o1 50%).
[TocTou ceymite ypeneH MpUTUCOK BO IMyJIMOHaNIHA apeTpuja. JAucHHXpOoHO paboTeme Ha JeBara
koMmopa. Ilepukapa Ha oapeneHu mecra 3anedeneH. HampaBeHna e MarHeTHa pe3oHaHIa Koja ru
NOTBPAM €XOKapAuorpadcKkuTe MapaMeTpu M TIOCTaBM COMHEHHME 3a KOHCTPHUYKTHUBEH
nepukapautuc. Ha KT ce mokaxa 3amebeneH mnepukapi cO JHHEApHH Kaluuukata co
CyOCerMEeHTHU aTXe3ud O] aHTEpUOPHHUTE MApTHM OHJIATepalIHO KOH alMKajHO, CO INTO ce
JIOKa)ka CErMEHTEH KOHCTPUKTHUBEH MNEpUKapIUTHC Kako MPUYMHA 3a JWiIaTalyja Ha jeBaTa
IpeIKOMOpa U IWiIaTUpaHa BeHa KaBa. [locrtaBeHa e MHAMKAIMja 32 OMEpaTHMHO pellaBambe Ha
KOHCTPUKTHUBHHUOT MEPUKAPAUTUC 3apad XEMOJIUHAMCKHUTE PENEPKYCUU HA CPLIEBUTE KaBUTETU
U CPLIEBUOT pUTaM.

3akmydok.Exokapanorpadujara moHeKoram MOXKE Ja € HEJOBOJHA BO IOCTAaBYBAmETO Ha
JjarHo3aTa Ha KOHCTPUKTHUBEH MEePUKAPAUTUC, OCOOEHO aKo ce paboTH 3a CETMEHTHHU IIPOMEHH.



Mareranat pe3onanna u Kommjyrepusupanara tomorpaduja Moxke Ja IIOMOTHAT BO
MMOCTaBYBaWk-ETO HAa TOYHATA JIMjarHO3a U MOHATAMOIIIHATA HACOKA Ha MAIUEHTUTE

Knyunu 360poeu’. KOHCTPUKTHBEH MEPUKAPIUTUC, aTpHjasiHa pudpmianuja, exokapauorpaduja,
MarHeTHa pe30HaHIa, KOMITjyTepu3nupaHa ToMmorpaduja

Constrictive pericarditis, heart failure and atrial fibrillation - case view

L. Kosovski!, V. Papestiev?, M. Shokarovski®, S. Jovev!, E. Srbinovska Kostovska? University
Clinic of public cardiosurgery* University Clinic of cardiology?

The introduction. Accurate diagnosis of constrictive pericarditis is sometimes a challenge.
Multimodalityimaging’s, including echocardiography as the first technique, are methods of
choice, although heart catheterization remains a gold standard modality.

The aim of the study is to show a rare case of constrictive pericarditis presented with signs of
global heart failure and atrial fibrillation resistant of therapy.

Case review. A 32years old patient for consultation and further treatment was sent from the
University Clinic for Cardiology to the University Clinic for public cardio surgery, presented
with fatigue and dyspnea at effort. The patient underwent COVID on two occasions, 2021 and
2022, and had prolonged pneumonia 6 months before the onset of symptoms. The symptoms
occurred several weeks before consultations at the University Clinic of Cardiology, where he
was hospitalized because of heart failure. Laboratory findings at the admission were normal,
except slightly elevated CRP 7.4. The electrocardiogram was found atrial fibrillation (AF), with
a fast heart rate, resistant of medical therapy. The AF's conversion attempt remained
unsuccessful. Roentgenography showed bilateral effusion at the basal parts. Echocardiography
showed a small left ventricle (LVEDd 40mm), with reduced LV systolic function (EF 35%),
reduced longitudinal function of the LV (GLS -7.2%), initial reduction of DV function (TAPSE
15mm, S wave from TDI was 4cm/s. DV dimension was normal. The left atrium was
significantly increased (LA 52 mm), as well as a vena cava inferior (30 mm, non-compressive
more than 50%). Pressure in pulmonary artery was still within normal limits. Desynchrony of the
left ventricle was registered. The pericardium in certain parts was thickened. Magnetic resonance
(CMR) imaging has been made, which confirmed echocardiographic parameters. There were
also signs of segmental constrictive pericarditis on CMR, which was confirmed by Computed
tomography (CT). CT showed thickened pericardium with linear calcification with subsegmental
athesis from anterior parts bilaterally to apical parts, thus proving segmental constrictive
pericarditis. This was cause of dilation of the LA and vena cava inferior. Due to hemodynamic
repercussions of heart cavities and heart rhythm, an indication for operation has been set up.

Conclusion. Echocardiography may sometimes be insufficient in diagnosing constrictive
pericarditis, especially if it is segmental changes. Cardiac magnetic resonance and computed
tomography may help to make the correct diagnosis and further approach of the patient.

Keywords: constrictive pericarditis, atrial fibrillation, echocardiography, cardiac magnetic
resonance, computed tomography



Association of systemic inflammation in the most common comorbidities in old age with the
existence of heart failure with preserved ejection fraction

L. Veterovska Miljkovic, S. Ljatif Petrushovska, G. Gaspar. Specialized Hospital for Geriatric
and Palliative Medicine "November 13"

Introduction: Heart failure with preserved ejection fraction (HFpFF) is differs from heart failure
with reduced and moderately reduced ejection fraction in that it occurs mainly in the elderly
population and is associated with cardiovascular and non - cardiovascular comorbidities. The
systemic inflammation that underlies the most common comorbidities such as: obesity, diabetes,
arterial hypertension, chronic kidney disease and others, is considered to cause a series of
changes that lead to diastolic stiffness and cardiac remodeling in the direction of HFpEF.

Obijectives: to prove the association of systemic inflammation, present in the most common
comorbidities accompanying old age, in the occurrence of diastolic dysfunction and HFpEF.

Material and methods: 124 patients, over 65 years old, were included, of which 85 patients are in
the study group, which meets the criteria HFpEF and present comorbidities, and 39 patients -
control group. The Minnesota Living with Heart Failure Questionnaire was used. Diastolic
dysfunction and cardiac remodeling were assessed by transthoracic color Doppler
echocardiography using ASA/ESC criteria. Inflammatory markers: IL-6 and hs-CRP were
determined in venous peripheral blood samples.

Results: The values of the studied inflammatory mediators hs-CRP and IL-6 differed
significantly between the elderly with HFpEF and more than two comorbidities, compared to the
control group. Statistical methods to the greatest extent showed a direct correlation of the
inflammatory mediators with the parameter E/e"and left atrial dilatation.

Conclusion: Our study supports the hypothesis that there is an association of comorbidities,
which are common in the elderly population, and they largely determine the course and
prognosis of HFpEF.

Keywords: HFpEF, systemic inflammation, comorbidities



IToBp3aHocT Ha cucTeMcKaTa HH(JIaMANKja Kaj HAjuyecTUTEe KOMOPOMJIUTETH BO CTAPOCTA
€O MOCTOEeH-€¢ HAa CPLEBa CJIA0OCT CO COUYBAHA eKeKIMOHA (PpaKkumja

JI. BerepoBcka MusbkoBuk, C. Jbatud Ilerpymorcka, I'. [Nammap. Crenujanusupana GomHUIA
3a repujaTpucka U nanujatuBHa meauinuHa 13 -tu HoemBpu™’

Bosen: Cpuesara cnaboct co couyBaHa exekuuoHa ¢pakiuja (CCcE®D) ce paznmkyBa of
cpueBarta ci1aboCT co peAylupaHa i CO CPEeJHO peaylupaHa eXeKIMoHa Gpakiyja 1mo Toa mTo ce
jaByBa BOTJIaBHO Kaj IocTapa IoINyJjaluja u € MOBp3aHa cO OpOjHH KapIMOBacKyJapHU U He-
KapAnoBacKylnapHu kKomopOuautetn. Cucremckara udaMaiyja Koja JIeKH BO OCHOBAa Ha
HajYecTUTe KOMOPOMIUTETH Kako : 00€3HOCT, nujaber, apTepuckaTa XUIEpTEH3Uja, XPOHUIHA
OyOpexHa OoJnecT M ApyrH, ce CMeTa JeKa MPeau3BHKyBa HM3a MPOMEHU KOW JOBEIyBaaTr 0
JIMjacToJIHA KPYTOCT U CPIIEBO peMoiennpame Bo npasell Ha CCcED.

Iemu: nma ce nokake MOBpP3aHOCTAa HA CHCTEMCKaTawH(piIamanuja MPHUCYyTHA Kaj HajYeCTUTE
KOMOPOMIUTETH KOHM ja HpaTaT CTapocTa, BO HACTaHyBame HA JHMjacTOJNIHA NUCPYHKIHMjA U
CCcEd.

Martepujan u Mmeronu: Briyuenu ce 124 nmanuenTtd, Haja 65 roguHu, o]l Kou 85 MaIlMEHTH CE BO
UCIHUTYyBaHaTa Tpymna, Koja ru wucrnonHyBa Kputepuymute 3a CCcE®D wu mnpucytHu
KoMmopOuauTeT, u 39 manueHTH - KoHTposHa rpyna. Ce kopucreme Minnesota Living With
Heart FailureQuestionnaire. [IujacronHaTa AMCYHKIHjaTa M CPLEBOTO PEMOJCIHPABE Ce
yTBpAyBaa CO TMOMOIIl Ha TPAaHCTOpaKajHa KOJIOp JOIUIep exokapauorpaduja, KOPUCTEJKU TH
npenopavanute kpurepuymu Ha ASA/ESC.Mudnamaropuure mapkepu : IL-6 u hs-CRP, ce
0Jlpe/lyBaa BO IIPUMEPOIIN Ha BEHCKA Mepu(epHa KpB.

Pesynratu: BpeaHoctute Ha wucnuryBaHute uH(piaamaropHu menujaropu hs-CRP u IL-6
3HAYUTEIIHO ce pasniukyBaa nomery crapure jquna co CCcE® u moBeke of 1Ba KOMOPOUIUTETH,
BO cropenda co KOHTposHaTa rpymna. I[Ipu Toa, cTaTUTUCTHUKUTE METOIM BO HajrojieMa Mepa
MoKaXkaa JUPEKTHA Kopeialja Ha WH(IaMaTOpHUTE MeaWjaTopu co mapamerapor E/e'n
JieBoaTpujaiHa AujaTaluja.

3axnydok: Hamero mcnuTyBame OAM BO NIPUIIOr HA XMIOTE3aTa JAeKa IOCTOU IMOBP3aHOCT Ha
KOMOpOUAUTETUTE, KOM C€ YecTH Kaj Iocrapara IMoMyJjaluja ¥ THE BO TojemMa Mepa ro
oJlpenyBaaT TeKOoT U nporHo3ara Ha CcCED.

Kayunu 360poseu. CCcE®D, cucremcka nngpiaamaiyja, KOMOpOUIUTETH



NT-proBNP as a marker of acute worsening of chronic heart failure — a case report

M.Baleska, A.Eftimova, M.Naumovska, S.Jovchevska, B.Dimitrovska, E.Srbinovska Kostovska,
University Clinic of Cardiology, Skopje, N.Macedonia

Introduction: BNP and NT-proBNP are markers used to diagnose and monitor heart failure (HF)
patients in clinical guidelines. The main stimulus for the synthesis and secretion of peptides is
stress on the heart wall. More recent reports indicate the exceptional value of NT-proBNP for the
diagnosis, prognosis and management of patients with acute HF.

The aim of a study is to present a case of an elderly man diagnosed with chronic heart failure
with worsening of his condition and the significance of the NT-proBNP value as a marker of it.
Case report: We presented a 60-year-old man, who had visited the Emergency Department of
University Clinic of Cardiology with symptoms of breathlessness, dyspnea, and fatigue even
with minimal effort. The chest X-ray showed bilateral pleural effusions. He was admitted to the
intensive care unit (ICU). Laboratory analyses were run, and an elevation of the serum NT-
proBNP of > 9000 ng/L was noted. Echocardiography showed global hypokinesia with a reduced
ejection fraction of around 25%. He was treated with intensive intravenous diuretic therapy and
intravenous nitroglycerin for a few days. The value of the controlled NT-proBNP was
significantly lower (2270 ng/L).

Conclusion: The value of NT-proBNP is a very important marker for the diagnosis, prognosis
and management of patients with acute CHF and may help as a screening tool to stratify patients
with chronic heart failure and reduce the risk of acute worsening of the disease. Some recent
studies showed that NT-proBNP is a more selective marker in many common clinical scenarios
in patients with chronic heart failure. The strong prognostic value of NT-proBNP is confirmed
by the fact that the values change with the intensification of therapy and the improvement of the
patients' condition, which makes it an important marker for the success of therapy in HF.

Keywords: NT-proBNP; heart failure, worsening chronic heart failure

DENTOALEVOLAR ABSCESS AS A TRIGGER FOR ACUTE MYOCARDITIS

M Razmoska, A Nikoloska-Angeleska, E Kovacheska-Bashuroska, J Jovanoski, S. Tupare, B
Milacic, Special hospital for prevention, treatment and rehabilitation on cardiovascular diseases-
St. Stefan, Ohrid



Introduction: Myocarditis is clinically and pathologically defined as inflammation of the heart
muscle in absence of coronary artery disease. In etiopathogenesis main role take virus infections,
but sometimes bacterial infections, certainmedications, toxins and autoimmune diseases can
cause acute myocarditis too.

Case report: A 41 years old patient was admitted to our hospital with chest pain, dyspnea, fever
up to 38 °C in last 3 days, caught andvisibly poor dental care. The patient was treated by his
physician with antibiotic ,without significant clinical improvement.On the addition patient had
axillae temperature 39°C ,BP= 160/100mmHg,ECG-sinus rhythm with ST segment elevation
+1.5mm in leads DI,DII,AVF,V4-V6 with HR=103/min ,on auscultation rough vesicular
breathingwith  SpO2-89%.From physical examinations ,blood samples showed Se 45,Le
15.6,CRP 260,HS Troponin I -21268 ng/L,NTProBNP 182,D-Dimer 1893 and elevated ALT 64
U/LLAST 112 U/L.TTE showed EF~52%.Initially we started treatment with antibiotic
Meropenem,anticoagulation,ACE inhibitor,beta blocator,IPP and antipiretic.Because of
prolonged fever it was obtained hemoculture and it was detected Fusobacterium spp,sensitive on
Meropenem, also urine culture wasn’t detected any pathogen. It was performed abdominal
ultrasound which was normal, chest X-Ray showed reticulonodular opacitieswith parenchyma
consolidation and panoramic dental X-Ray confirmed the presence of untreated dentoalveolar
abscess. Our strategy in treatment was to solve the bacteremia then after that we performed
coronary angiography with no significant coronary disase. According guidelines from ESC for
diagnosis and treatment of myocarditis we were insufficient of MRI and heart biopsy which were
not performed due to technical inaccessibility.

Conclusion: When diagnosing acute myocarditis, an untreated dental infection should always be
considered as a trigger correlated with clinical presentation, ECG record, positive laboratory
finding and MRI with myocardial biopsy as advanced technical method inconfirming diagnosis,
risk stratification and prognosis.

Keywords: acute myocarditis, dental infection, treatment

JAEHTOAJIBEOJIAPEH ABCHEC IIPUYMHA 3A PA3BOJ HA AKYTEH
MUOKAPIUTUC

M Pasmocka, A Hukonocka-Anrenecka, E KoBauecka-bamrypocka, J JoBanocku, C Tymnape, b
Munaunk. Cneumjasin3upana OOJIHMIIA 3a TPEBEHIIN]a,JIEKyBake U pexadmiuranuja Ha
KapaunoBackyiapHH 3a0omyBama ” CB.Credan *’-Oxpua

Boen:Muokapautic ce aepuHupa kako nHGIaMaTopHO 3a00yBamke Ha CPLEBUOT MYCKYJ ,BO
OTCYCTBO Ha KOpOHapHa aprepucka Ooject.Bo erunormjara Ha Gosnecra mpuMaToT I'o UMaar
BUPYCHUTE MH(PEKIUN,HO HEKOramoOakTepucKUTe WHQPEKINN,HEKO JIEKOBU,TOKCUHU U
aBOTUMYHH 3a00JTyBamba MOKe J1a OugaT Npu4YrHa 3a pa3Boj.

[Mpuka3z Ha cnyuaj:Ilaruent Ha 41 romuimH Bo3pacT Oeimie MpUMEH BO Hamiata OOJIHWIIA CO
rpamHa OoJika,IMCITHE]a,lIOKaYeHa TellecHa Temmepatrypa Hanx 38 °C Bo wu3MuHaATHUTE 3
JIeHa,KalllJTIa ¥ BUJIHO KapHO3HU JIe3uu Ha 3a0aio Ko mTo He Oea canmpaHu.Om MaTtudeH



JIeKap OpIWHUpaHa aHTHOOTCKAa TepamHja ,HO 0e3 3HauajHO TMOA0OpyBame Ha KIMHUYKATA
ciuka.llpu npuem manueHtot Oemre dedbpuien co T -39°C ,TA= 160/100mmHg,EKT" 3amuc-
cunyc putam co ST cerment eneBanuja +1.5mm Bo DI,DII,AVF,V4-V6 u cpuesa ¢pexsennja
103/muH ,ayckynraTopeH Hao ] Ha Oenu ApoOoBU-TPyOO Be3uKyIapHO nuiieme co SPO2-89%.0x
UCIHUTYyBambara J1JabopaTOTUCKUTE aHanu3u mokaxaa Se 45,Le 15.6,CRP 260, HS Troponin -
21268ng/L,NTProBNP 182,D-Dimer 1893 ng/ml u nokauenn ALT 64 U/L ,AST 112 U/L.TTE
co Haon EF~52%.MuunujamHo  3amo4yHar TpeTMaH co  aHTHOMoTHK ~ Meropenem
napeHTepanHo,anTukoaryinant ,AKE wunxubutop,6era Onokarop,MIIIIu antunuperux.3apagu
nposioHrupana (eOpuiaHa cocroj6a mobapaHa XEMOKYJATypa IpH INTO Oele HW30JupaHa
OakeTpuja oj IeHTaIHO moTekio Fusobacterium spp ,censutrBHa Ha Meropenem,ypuHOKyJITYpa
CTepuiiHA ,yJITpa3ByK Ha abmomeH ypeneH,PTI'Ha Gemu apoOMBH co Haox - KOH(QYJICHETEH
PETUKYJIOHOIYIapeH IPTEK CO MpaHeHXMMCKa KoHcomupanuja u PTI Ha 3abu BO mpumior Ha
JeHToaNBeoapeH abdciec. HammoT npucran Bo JIeKyBameTo Oellie HAaCOYCH KOH epajinKaliija Ha
OakTepeMujaTa ,a IOTOA TIPUCTANICHO KOH KopoHaporpaduja co ypeneH Haon.CoriacHo
npenopakute Ha ESC Bo mocraByBame nujarHo3a Ha Muokapautuc HemoctacyBa MRI u
MHUOKapHa OMOTICH]ja,KOH 3apa/ii TEXHMYHA HEJAOCTAITHOCT He Oea U3BENICHH.

3axiyuok: [Ipu mocTaByBame AMjarHO3a aKyTeH MHOKApATUC ceKorail Tpeda Jja ce IOMHUCIN Ha
HETpeTHpaHa JeHTAHA WHQEKIUja KaKo TPUTep BO Kopenamuja co KiumHWYka ciuka ,EKT
3anuc,no3uThBeH jgabopatopucku Haox M MRI co muokapaHa OHOICHja Kako CYNEPHOPHH
MEIOTH BO MOTBP/YBAETO Ha TUjarH03aTa,pu3nK CTpaTU(UKaIHjaTa U MPOrHo3aTa.

Knyunu 360poeu: akyTeH MHOKApAWTHC, JICHTATHA HH(DEKIH]ja, TPETMaH

IlojaBHOCT Ha aHeBpHU3Ma HA a0I0OMHHAJIHA A0PTA Kaj MALMEHTH CO KOPOHAPHA apTepUCKa
0osect

I".Huxonos, M.Hukonos, M.Bpuakoscka, [13Y Cpue, Ckomnje, PC Makenonuja

IIpn cnyuajaa ngeteknuja Ha AAA, mnanueHtuTe Tpeba Ja HampaBaT —CeleKTHBHA
kopoHaporpaduja Oumejku AAA e exBuBaieHT Ha KAB u co cebe Hocu pu3uK 3a
noJiapTepucka 6omect.

Hen: [erekuuja Ha AAA Bo mocrapa mnomyjianuja npu pytuHcka TTE co nomonHuteneH
abJIOMHHAaJIEH CKPUHUHT .

Meronu u pesynratu. beme HampaBeH JONOMHHUTENEH CKPUHUHT Ha 250 pyTHHCKH
exokapauorpapuu. Ilo kommuletupame Ha  exokapauorpadujata, IUjaMeTapoT  Ha
aboMuHaNHATa aopra Oemie HU3MEpPEeH €O exokapauorpadCcku TpaHcAjycep. AJeKBaTHA
CKpyuHHUHT Oemie HampaBeH kaj 216 maruenTtu. [erexktupaBme 13 aHeBpu3MH BO IHjaMeTap O
3.3-6.61M.

Caywaj ©Op.169 romumieH mnamueHT Kkaj Koj HajaoBMe AAA 3a BpeMe Ha pYyTHHCKa
exokapauorpaduja Oemie ymareH 3a cenekTuBHa KopoHaporpaduja Ha YK 3a Kapaunonoruja. 3a
BpeMe Ha Tpoueaypara Oeme wuMIDIaHTHpan creHT Ha LADmid(80%), OMZ1(CTO),
RIMA(CTO). /Ia vaca mo WHTepBEHIMjaTa, MAMSHTOT JOOM MCXEMHYECH MO304YEH yJap BO
neceH mnapueraneH peruoH.llammenTor mo wuHTepBeHHMjata Oeme ymareH Ha YK 3a
KapIMOXUPYpPrHja 3a €JIEKTHBEH KJIIACHYEH OTBOPEH XUPYPUIKHM TPETMaH CO €HJOBACKYJIApPEH



uMIuTaHT mopaau AAA ox Bucok pusuk(irymen>50mm).

Cny4daj Op.2 63 roauiieH mamueHT Oelle MPUMEH BO HallaTa OpJWHallMja cO 3 HeJelaHa OocTpa
Oonmka BO abIOMEHOT W JymOaleH p OeT BO BEUCPHHUTE YacOBH. VIHAKY MTOJITOTOIMIICH
KOpOHApOoIIaT CO TPU MMIUIAHTUPAHU cTeHTa, noiroroaunieH mymad. EKD u exokapauorpaduja
CO ypeAeH HaoJ, CKPUHUHI Ha a0JOMHHAIHA A0pPTa IOKa)ka aHEBPH3MATCKHU IPOIIMPEHA
aopra(aujamerap>58mm) co mpucyteH mypaieH TtpomO. Ilomatamy Oeme umHmunmpana KT
anruorpaduja Koja ynaryBaiie Ha cyOaKyTHa TUCEKIMja Ha aHEeBpU3MaTa IO KOja MalUeHTOT
Oemie ypreHTHO yHaTeH Ha JieKyBambe BO OonHumara JKan-MwutpeB kajae Oemie YCHEIIHO
WHTEPBEHHUPAHO.

3akiydok: PU3MKOT o1 CyOKIMHMYKA aopTHA a0JOMHMHAJIHA aHEBPU3Ma M MOHATaAMOIIHH AAA
€BEHTH € BHCOKAa Kaj MallMHETUTE CO KOpOHapHa apTepucka Oosect. CKpHHHHTOT 32 AAA Kaj
nanueHTH co KAB e eBTMH W JecHO JocTalieH HayuH 3a MEHaMpamke U JIeKyBame Ha
€BEHTYAITHU KOMIUIMKALIUH.

Knyunu 360poeu: aneBpuszma adnomuHainna aopta, KAb, CkpuHuHT

Prevalence of Abdominal Aorta Aneurysm in patients with CAD
G. Nikolov, M. Nikolov, M. Vrcakovska, PZU Srce, Skopje, N Macedonia

In case of accidental detection of AAA, patients should be referred for selective coronary
angiography, because AAA is equivalent to CAD, it also bears a high risk of present
polyfactorial disease.

Goal: Detection of AAA in the elderly with additional abdominal screening to standard TTE.

Methods and results: Prospective follow-up screening were performed on 250 patients referred
for standard echocardiography. After completing the standard echocardiographic examination,
the AA diameter was measured using an echocardiographic transducer. Adequate images of the
aorta were obtained in 216 patients. 13 aneurysms were found with dimeter of 3.3-6.6cm.

Report no.1A 69 y.o. patient in whom we found an aneurysm of AA during TTE, was referred
for a selective coronarography to the university clinic of cardiology. During the procedure a stent
was implanted to LADmIid(80%), OM1(CTO), RIMA(CTO). Two hours after the intervention,
the patient suffered a small ischemic stroke in the right parietal region.The patient was referred
for further treatment at university clinic for cardiovascular surgery, an elective classic open
surgery with an endovascular implant due to high risks AAA (lumen>50mm).

Report n0.263y.0 patient, 3 weeks of sharp pain in the abdomen and spine during the night, long
term coronary disease with 3 stents previously installed, heavy smoker. ECG and
Echocardiography were normal, screening for abdominal aorta showed an aneurysmally enlarged
AA (diameter>58mm) with present mural thrombus. Further CT angiography showed subacute
aneurysm after which the patient was urgently referred to hospital Zan-Mitrev where he was
successfully operated on.



Conclusion: The risk of subclinical AAA and future AAA events is high among patients with
CAD. Screening for AAA among CAD patients is easy and inexpensive, with possible benefits
to survival and risk evaluation.

Keywords: Abdominal aortic aneurysm, CAD, screening

MuonepukapauTHC - MIPUKA3 HA CJIy4aj
M.C.Jaukynocka, E.HeueBcka, U.bajno3oBa, 'Ob 8 mu CentemBpu — Ckorje, PC Makenonuja

BoBen: MuonepukapauTuc ce KapakTepu3upa co TMepHKapaHa HH(IamManuja ¥ MHOKapIHO
3acerame. Bo pa3BueHHTE 3eMju HajuecTa € BHUpPyCHATa €THOJIOTHja, BO IOCIICAHUTE TOIMHU
gecto ce jaByBa mo mnpenexana Koun 19 undexkmumja. Ce mpeseHTHpa CO CHMIITOMH Ha
NEPUKAPAUTUC WM MHUOKApAUTHC, MOXE Ja € TPOINpaTeH cO HMH(MEKTHUBEH CHHIPOM.
Exoxapauorpaduja, koponaporpaduja 1 MP Ha cpre ce 3Ha4ajHH TPHU JHjarHOCTUIHPAHETO,
ocobeno MP Ha cpue 3a mpoleHKa Ha MHOKap/aHaTa noBpena. TeKOT M TPeTMaHOT 3aBHCAT O
roJIEMHHATa HA MHOKapTHOTO 3aCETrame.

[Tpuka3 Ha cmyyaj: [TanmentoT e 35 rogumen mMax, ce jaByBa Bo Y1 mopanu Gosika BO J€BOTO
paMo Koja MoyHajia MpeJl TPH JCHa IO Tellka (Gu3uuka padoTa, MOMHTCH3MBHA € HEIOCPEIHO
npen upernenor. Ha EKD e peructpupana R ¢opma um CT cerMeHT eneBamyja BO
WH(PEPUOPHUTE OJBOAM, NPATEHH CO TMOPACT Ha TPONMOHHWH. EXokapamorpadcku € HOTHpaHa
XUIOKHHE3Mja Ha CENTyM U 0a3ajieH CerMeHT Ha MH(epHOopeH 3u, co 100pa CUCTOIHA QYHKIIH]a
U mepuKkapi paciioeH 2-3 mm, 3anedeneH no Smm. HampaBeHa e xopoHaporpaduja co ypeneH
a"ruorpam. JlabopaTopuckuTe aHamu3u ce BO pedepeHTHH IpaHUlM, ocBeH mnopact Ha L[PIL
Ceponomiku ce nerektupann UrM 3a wmukorutasma nHeymonua, WrlT 3a Kosum 19 u
napauHduyenna. MP Ha cpie nokaxa npucyTeH eaeM u HerncxemuyHo JII'E Bo 1Ba cermMmeHTH oA
JIB (mMug undpepocentyM u muna uHdepuopeH 3ua) u JIIE Bo mepukapn, BO mpuior Ha
MUOIIEPUKAPAUTHUC.

3aKHy‘l0KZ Z[I/IjaFHO3aTa Ha MUOIICPKApAUTUC U IPOLCHKATA HAa MHUOKApJAHAaTa IMOBpEAa € BaKHA
3a NIOHAaTaAaMOIIHUOT MCIAWMKAMCHTO3CH TPCTMAH KAaKO W 3a BPEMETPACHCTO HAa OrpaHUYYBAKLCTO
Ha (1)1/131/1q1<a AKTUBHOCT.

Kiyunu 360poBH:MHONIEPUKAPAUTUC, TPOIIOHHUH, eXOKapauorpaduja, KopoHapHa aHruorpaduja,
MP na cpue.

Knyunu 360poeu: MuoxapaIuTHc, TpOIIOHUH, €XOKapArorpaduja, MarHeTHa ep30HaHIa



Myopericarditis - case report
M.S Jankuloska, E. Nechevska, |. Bajlozova, GOB September 8- Skopje, N Macedonia

Introduction: Myopericarditis is characterized by pericardial inflammation and myocardial
involvement. In developed countries, it is mostly a viral etiology and in recent years it often
occurs after a previous Covid 19 infection. It presents itself with symptoms of pericarditis or
myocarditis, and may be accompanied by an infectious syndrome. Echocardiography, coronary
angiography and cardiac MRI are important for the diagnosis, especially CMR to assess
myocardial injury. The course and treatment depend on the size of the myocardial involvement.
Case report: The Patient is a 35 y/o man, who comes to the ER because of pain in the left
shoulder which started three days ago after heavy physical work and rises in intensity right
before the examination. Both a gR pattern and a ST segment elevation were registered in the
inferior leads on the ECG, followed by an increase in troponin. An echocardiogram revealed a
hypokinetic septum and basal segment of the inferior wall with a good systolic function, a
pericardium both stratified 2-3 mm and thickened up to 5 mm. A coronary angiography was
performed and showed a normal angiogram. Laboratory analyses were in referent ranges, except
an increase in CRP. serological tests detected IgM for mycoplasma pneumonia, IgG for Covid 19
and parainfluenza. CMR diagnosed myopericarditis by showing an edema and a non-ischemic
LGE in two segments of the LV (mid inferoseptum, mid inferior wall) and LGE in the
pericardium.

Conclusion: The diagnosis of myopercarditis and the assessment of myocardial injury are
important for further medical treatment as well as the period for limited physical activity.

Keywords: myopericarditis, troponin, echocardiography, cardiac MRI.

AxyTteH MuoxkapaeH nHpapkt (AUM) kaj nanuentka co CJIE acouupan co cekyHaAapeH
anTudochoannuaen cuuapom (APC) u Bpoaena rpomodopuinja

M. boumkoscku, I'. Jlenxoscky, I13Y JI-p I'opan [lenkoBcku, Kymanoso

BOBE/I: Autudochonununer cuuapom (ADC) wmu Xjysos curgpom (Hughes syndrome) e
PETKO aBTOMMYHO, MYJITUCCTEMCKO HapyllyBambe CO MOoKaueHH aHTU(OCHOIUNUIHN aHTUTENA,
KO€ KJIMHMYKH c€ MaHu(decTupa cO PEKypeHTHH apTepUCKU M BEHCKH TpoMOoeMOOoJIn3MH,
HEPETKO U KUBOTO3arpo3yBadku HacTaHu. CekyHaapHHOT ADPC NpHUCyTeEH € BO CKIJIOI Ha APYTU
aBTouMmyHu 3abonyBawma (CJIE), xeMaTosIOIIKM, MaJUTHU, HHPEKTUBHU 3a00iyBama U
JIOTIOJTHATEIHO IO KOMIUINLIPA HUBHUOT TEK.

LEJIN: Ipuka3 Ha ciaydaj Ha aKkyTeH MUOKapJeH MH(apKT kaj muana nanuentka co CJIE Bo
pemucHja, acomupan co cekyHaapeH aHTudochomunuaeH cuaapom (ADPC) U TO3UTUBHHU
TeHETCKU MyTallu1U 3a BpoJieHa TpoMOopuinja.

MATEPUJAJI n METOIM: XKena Ha Bo3pact on 45 rogunu, co anamuesa 3a CJIE ox npen 18
rOOuHM, BO Jaboparopucka ¥ KIMHUYKA peMHUCHja TMOcHeAHuTe 16 TroJuHU,pEeJOBHU
PEBMATOJIONIKK KOHTPOJIM Ha cexou 6 Mecenu (6e3 tepanuja). Ox komopouautetn umMa XTA Ha



tepanuja Perindopril 4mg/anen ox npen exna roguna. Ha mocieana KOHTpoIia Kaj peBMaTojIor 5
MecelH MPEeTXOAHO pelin3upana jJabopaTopcka mnajnera co ypeaeH Haoq ocBeH ANA mo3uTuBeH,
ACL-IgM 78 - mokauen (<11);chol 6.7; LDL; 4.6; CK 258, Ho 6e3 aHamMHe3a U CHMIITOMH 3a
rpajanHa Ooska. Troponin2,4 - ypeanu Bpeanoctu, EKI™ co ypenen naon. Opaunupana ASA 100
mg/nen. Ilocne 5 mecery, ce jaByBa Ha JieKap CO CUMITOMHM Ha THUIIMYHA rpagHa OOJKa KOU
3anoyHaie oj npex nojosuHa yac. EKI” Haon — antepuopen STEMI, hsTroponin — 497 (<19).
Ha Kimnuka 3a Kapauosoruja Bo mepuoja o 2 4aca o1 MOYETOKOT Ha OoJIKara, pean3upaHa
KopoHaporpaduja co Haox 3a TpomOoTHMuHa Maca U 99% okmysuja mHa PLAD. Hampaena
Tpomboacnupanuja, gajaeH H.B. O0OJycHa aHTHarperamuona tepamuja Tirofiban u mocraBen
creHT. [Ipenopadana Tepamnuja co [BojHA aHTHArperanrona tepanuja co ASA 100mg u Prasugrel
10mg/nen, Rosuvastatin 40mg/nen.Penansupan KOHTPOJIEH PEBMATOJIOIIKH TPETJIC/, TTOBTOPHO
HamnpaBeHa TMajeTa MMYHOJOMIKK TECTOBH - YPEOHH BPEOHOCTH. Peanu3upaHO TI'eHETCKO
ucleIyBame 3a BpoJieHa TpomOoduiuja co Haoa 3a xomo3urorHa myramnuja A1298C Bo reHort 3a
MTHFR, xomo3uror 3a myrtamujata LTA u Hexonky mnomumopdusmu. 3apaad TO3UTHBHU
TeHETCKU MYTaIlMK 3a BpojieHa TpomOodminja nocraBera ¢ Ha OAKT — Rivaroxaban 20mg/nen
u npedpicHa Ha eMHEYHa aHTHarperannona tepanuja co Clopidogrel 75mg/aen.

3AKJIYUOK: Bponenu remercku Mytanuu 3a TpomOoduirja kaj manuenTka co CJIE acomupan
CO CeKyHIapeH aHTU(OC(ONHUIUACH CHHAPOM CE JOMOJIHUTENEH pU3UK (DakTop 3a pas3Boj Ha
PEKYpeHTHH, a IOHEKOraml M >KMBOTO3arpO3yBauKH TPOMOOTHYHHM HACTaHW, 3a 4YHja IITO
MIPEBEHIUja ce ImpenopadyBa 10kuBOTHA Mpodumitakca co OAK tepamnuja.

Knyunu 360poeu. axyten wMuokapaeH wuHpapkr (AWUM), cucremcku nynyc (CJIE),
antudocounuaeH curapom (ADPC), Xjyzor cunapom (Hughes syndrome), rpombodumja

Acute myocardial infarction (AMI) in a SLE patient associated with secondary
antiphospholipid syndrome (APS) and congenital thrombophilia

M. Boshkovski, G. Denkovski, PHI D-r Goran Denkovski, Kumanovo

INTRODUCTION: Antiphospholipid syndrome (APS) or Hughes syndrome is a rare
autoimmune, multisystemic disorder that is manifested by elevated antiphospholipid antibodies
and clinically recurrent arterial and venous thromboembolisms - often life-threatening events.
Secondary APS is common in combination with other autoimmune diseases (SLE),
hematologicaldiseases, malignancy, infectious diseases and can further complicates their course.

OBJECTIVES: A case report of acute STEMI in a young patient with SLE in remission,
associated with secondary antiphospholipid syndrome (APS) and positive genetic mutations for
congenital thrombophilia.

MATERIAL and METHODS: A 45-year-old woman with a history of SLE since 18 years ago,
in laboratory and clinical remission for the last 16 years, on regular rheumatological check-ups
every 6 months, without therapy. She has HTA us comorbidity, regulated with Perindopril
4mg/daysince a year ago. At the last rheumatological check-up5 months earlier, the laboratory
testwas normal, except for ANA positive, ACL-IgM 78 (<11); chol 6.7; LDL; 4.6; CK 258, but
with no signs and symptoms of chest pain. Troponin was in normal values and ECG with normal



finding. ASA 100 mg/day was prescribed. After 5 months, she comes to the doctor with
symptoms of typical chest pain, started half an hour ago. ECG finding — anterior STEMI,
hsTroponin — 497 (<19). She was hospitalizedat UC for Cardiology Skopje, and within 2 hours
of the onset of the pain a coronary angiography was performed with the finding of a thrombotic
mass and 99% occlusion of the pLAD. Thromboaspiration was performed, given i.v. bolus of
anti-aggregation therapy Tirofiban and stent was placed. Double antiplatelet therapy with ASA
100mg and Prasugrel 10mg/day, Rosuvastatin 40mg/day were recommended. On the control
rheumatological examination, all immunological tests were in normal values. Also, genetic
testing for congenital thrombophilia was performed and the results were homozygous mutation
A1298C in the MTHFR gene, homozygous for the LTA mutation and several polymorphisms.
Due to positive genetic mutations for congenital thrombophilia, she was placed on DOAC -
Rivaroxaban 20mg/day and switched to single antiaggregation therapy with Clopidogrel
75mg/day.

CONCLUSION: Congenital genetic mutations for thrombophilia in a patient with SLE
associated with secondary antiphospholipid syndrome are an additional risk factor for the
development of recurrent, sometimes life-threatening thrombotic events and thereforelifelong
prophylaxis with OAK therapy is recommended.

Keywords: acute myocardial infarction (AMI), systemic lupus erythematosus (SLE),
antiphospholipid syndrome (APS), Hughes syndrome, thrombophilia...

Follow up of a patient with HOCM

N. Taneska, S. Tupare, M. Zimbova, G. Donevska, B. Tegovska, B. Fortomaroska, H.
Chamovska-Sheshoska, K. Mitreska, J. Jovanoski, K.V. Kolevski. Special hospital for CVD-
Ohrid

Introduction: Hypertrophic cardiomyopathy is characterized by left ventricular hypertrophy
(LVH) in the absence of other explanatory causes such as systemic hypertension, valvular
disease, or infiltrative disease. In clinical practice, HCM is diagnosed through noninvasive
cardiac imaging typically echocardiography, cardiac magnetic resonance, genetic testing and
family screening.

Case report: A 65 old female was presented with chest pain, shortness of breath and dyspnea.
The patient had comorbidities including hypertension and hypothyreosis. The patient was
diagnosed with HCM before two year in our hospital, treated with non-vasodilating beta
blockers, maximum tolerated dose.

Diagnostic pathway: EKG sinus rhythm, with 72 bpm and sign of left ventricular hypertrophy.
Physical examination revealed systolic murmur, heard at the left lower sternal border.
Transthoracic 2D and Doppler echocardiography revealed severe left ventricular hypertrophy
with LVOTO (4.3 m/s) pressure gradient 72 mmHg at rest. Also, SAM was observed. Dimension
of IVS 25 mm and posterior wall 18 mm were described. According to the symptoms, patient has
been labeled as NYHA Class I11.



Treatment: As advised by a multidisciplinary group of medical doctors, it was decided that
Invasive treatment of left ventricular outflow tract (septal reduction therapy)-ventricular septal
myectomy is the best solution for this patient.

Conclusion: Patient with HOCM may develop AHF precipitated by other conditions, such as
infection or anemia. The first-line therapy is medication. Septal reduction therapy, Alcohol septal
ablation (ASA) and ventricular septal myectomy are indicated when symptoms are refractory to
medication. The ICD has become established as an effective treatment for primary and secondary
prevention of sudden cardiac death (SCD).

Keywords: HOCM, echocardiography, myectomy.

A Case Report of the Distal Radial Approach in Complex High-Risk Indicated
Percutaneous Coronary Intervention (CHIP)

N. Manev, D. Kitanoski, H. Pejkov, O. Bushljetikj, Z. Zimbakov.University Clinic for
Cardiology, Republic of North Macedonia

Introduction: CHIP procedures involve treating complex coronary lesions like: left main or
chronic total occlusion PCI, rotational atherectomy, laser atherectomy or need for LV support, in
patients with multiple comorbidities or high procedural risks.The distal radial(snuffbox)
approach, was developed as an alternative to the conventional radial artery access method in
order to address certain limitations associated with the traditional approach.

Aim: The efficacy of distal transradial approach (dTRA) as an alternative approach in CHIP
interventions.

Case report: The patient arrived at the emergency department with pronounced dyspnea and leg
swelling. An echocardiogram revealed the presence of heart failure with mildly reduced ejection
fraction, hypokinesis affecting the inferior wall of the heart and an aneurysm in the apex of the
same wall. A diagnostic coronary angiography was conducted, revealing a chronic total
occlusion of the circumflex artery. Myocardial perfusion scintigraphy was performed,
highlighting hypoperfusion in the inferolateral region. Notably, a retention of 50 percent in the
radiotracer uptake was observed, indicative of viable myocardial tissue in this area. A
percutaneous coronary intervention (PCI) was performed. CX was engaged with an EBU 7Fr
guide catheter and advanced distally a 0.014” hydrophilic guidewire (cross it), then the occlusion
site was predilated with 1.5x12mm followed by 2.0x15mm balloon and advanced 3.0x 30 mm
everolimus stent from proximal segment and was deployed at 14 atm with TIMI3 final flow.

Conclusion This case report highlights the successful utilization of the distal radial approach in a
high-risk patient undergoing complex coronary interventions. The distal radial access should be
considered as a valuable option in CHIP, contributing to the advancement of minimally invasive
techniques and optimizing outcomes in challenging cases.

Keywords: distal radial approach, Complex PCI, outcome



Ycnemen TperMaH Ha aTPUOBEHTPHUKYJIAPHA HOAAJIHA TaXMKApPAMja Kaj NANUEHT CcO
Cjorpenos cunapom (CC)

I1 Vrypos*, H I'opeos*, JI Hesupu, X Murpes. XKan Mutpes Kiunuk, Ckomje, Pery6mnka
CeBepHa Makenonuja

Bosen: CjorpeHoB cHHAPOM MpETCTaByBa aBTOMMYHAa OOJIECT KOja HajMHOTY TH IOTOJyBa
cpenoBevHuTe una. OCHOBHUTE apUTMOTEHH MEXaHU3MH Ce jaByBaaT KaKo pe3yiTaTr Ha OpojHU
(baxTOpu, MUOKapIHOTO BOCHaJIeHUE U puOpo3aTa Urpaat KiIy4Ha yjora.

CynpaBeHTPUKYJIAPHUTE TaXUAPUTMHUH HAj4ecTO ce 3a0eekaHd Kaj MAIlMeHTH CO aBTOMMYHHU
6onectu. [Ipononrupanuot QT u koperupannot QT unTepBan (QTc) ce naeHTUHUKYBAHH KaKO

Ba)XHM ()aKTOPHU HA PU3HK 3a HEHAJIEjHA CPIIEBA CMPT.

Henu: I'maBHarta nen Ha oBaa myonuKanuja e aa ja nokaxeme nojaBata Ha AVNRT u nmpogomken
QT unTepBan kaj manueHT co CjOrpeHOB CHHIPOM.

Martepujanun u Meronu: IlpujaByBame 59-roamiiHa »eHa CO MPETXOAHO MokakaH CjorpeHoB
CHUHJIPOM W YECTH CMH30]¥ Ha TMAapOKCU3MajHa CYNpPaBCHTPUKYJIApHA Taxukapawja. Taa Omia
yIpaByBaHa O] HEJ3UHUOT PEBMATOJIOI MPETXOJHO cO MO3UTHBHH CjOTpEeHOBU aHTHUTENA Of
nmabopaTroprcka aHaan3a U TPETUPAHA CO XUIPOKCUXIIOPOKHH.

XUAPOKCUXJIOPOKUHOT € CIMYCH Ha KMHUJWH, aHTHAPUTMUK O] Kiaca [A, yue aejcTBO € ja Tu
OJIOKMpa HATPHYMOBUTE W KAJIMYMOBUTE KaHAIH, CO MITO TO NpoaokyBa QT mHTEpBaIOT U TO
3rosieMyBa pu3ukoT o1 Torsades de Pointes.

Pesynratu: U3BpmieHa e enekTpo@u3MOJIONIKA CTyAMja UIOpOrpaMUpaHa eJeKTpUYHa
CTUMYJIalfja JOBeJe 10 MHIYKIIM]ja Ha aTPUOBEHTPHKYJIapHa HOlaHa peeHTpu Taxukapauja. Co
ynoTpeOa Ha paguodpeKkBeHTHA eHepruja, Oeme ycnenHo abmatupan 6aBHUOT nat. Bo TekoT Ha
nocrankaTa ce 3abenexa npogoskeH koperupan QTc unrepsan (566 msec). Eana nenena mo
uHTepBeH1MjaTa HanpaBeHo € HoBo EKI' co Hamanen QTc unrepsan (465msec).

3axnydok: KapaunoBackynapHUOT npoduil Ha oBaa crienupuyHa Momyjaluja € JaieKy MoMaiky
MpOyYeH BO criopeada co ApyruTe aBTOMMYyHH Oosnectr. Co Oryiesl Ha PEeTKOCTa Ha CTPYKTYPHH
cpueBu 3abonyBama kou npeansBukyBaaT AVNRT, BepyBame Jeka 0BOj ciay4yaj Bpeau jaa ce
npujaBu. OcTaHyBa TMpamameTo Jalld apUTMHjaTa MOXKE J1a ce TOBp3€ CO HEj3MHaTa OCHOBHA
0osect uiH Toa Oere YUCTO CIIyYaeH HAOI.

Knyunu 360poeu: CjorpeH-oB CHHAPOM; ATPUOBEHTPUKYJIApHA HOJAITHA PECHTPH TaxXUKap/uja;
XUIpOKCUXIOPOKHUH; ApUTMH]ja



Diabetes and dyslipidemia: case report
S Salkoski, E Dervishoska, M Pharm, N Macedonia

Dyslipidaemias and diabetes are increased risk of developing CVD with manifestations of
CAD, HF, AF , stroke, as well as aortic and peripheral artery diseases. Atherogenesis is the
retention LDL-C and other cholesterol-rich Apo B containing lipoproteins within the arterial wall.
Recent studies have shown that the addition of either ezetimibe or PCSK9, mAbs to statin therapy
provides a further reduction in ASCVD risk, which is directly and positively correlated with the
incrementally achieved absolute LDL-C reduction.

Case Report: PT on 54-year old man recent-onset type 2 diabetes mellitus on insulin,
hyperlipidemia, hypertension as 165/90mmHg, HR- 95 with normal ECG, BMI - 31.2kg/m2 .
PT had strong positive family history of CVD, his father had MI which proved to be fatal,
mother and elder sister had T2DM, HTA, HLP, cigarettes smoking, hyperglicemia,
hyperinsulinemia/ insulin resistance, central obrsity and postprandial hyperglicemia. Laboratory
reports showed HDL-C levels 0.7mmol/dL, LDL- 3.8mmol/dL, TG - 3.1mmol/dL, TC -
6.8mmol/l, , FBG - 9.6mmol/L, and HbA1C - 8% or 10.2mmol/l. PT was taking metformin
1000mg 2x1, atorvastatin 40mg 1x1 for past 3 months but had poor adherence to treatment. After
strict adherence to the prescribed treatment metformin+sitagliptin 1000/50 2x1, atorvastatin
80mg 1x1, Lisinopril 10mg 2x1, ASA 100mg 1x1, Bisoprolol 2,5mg 1x1 and lifestyle
modifications, after new therapy his HbAL1C level improved to 5.8% and LDL-C dropped to
2.9mmol/dL at 3-month follow-up. However, there was no significant improvement in HDL-C
and TG levels after initiation of tretman. During treatment, the clinician increased the
atorvastatin dose to 80mg/day and ezetimibe 10mg/day which further reduced LDL-C level. The
high atorvastatin dose plus ezetimibe was well-tolerated by the patient with no elevations of
alanine/aspartate aminotransferase. At 6-month follow-up, the LDL-C level again rose to
1.6mmol/dL, which was found to be due to optimal compliance with the treatment.

Conclusion: Diabetes is associated with high incidence of dyslipidemia with elevated level of
LDL, TC and TG, associated with increased risk of ASCVD risk. Individuals with Diabetes and
Dyslipidaemia have an absolute risk of major coronary events similar to that of non diabetic
individual with established CHD.

Key words: ASCVD, Dyslipidaemias, Diabet, LDL-C, Apo-B ,CVD, HbA1C, Ezetimib



Anasm3a Ha 2J[ cTpaMHOT Ha JieBHOT atpuyM (JIA) kaj acMuMNTOMATCKM NAMEHTH CO
aprepucka xuneprensuja (XTA)

® ®deparu, A Deparu -Kapemanu, A deparu, A Kapemanu, H Y3aupu. Knunnuka 6onHMIIa
Teroso (KBT), PC Makenonuja

Len na Ttpynor: Llenta Ha TpynmoT e aHanmm3a Ha 2J] ctpamHor Ha JIA, Kaj acCUMTOMATCKU
nanpueHTH co XTA(XTAr) Bo cmopenba co KOHTpoJHA Tpymna ©Oe3 KapauoBacKyJapHO
3abonyBama (Kb). [TonaTouu Ha nBeTe rpynu ce CIOpeaeHH o 1ell, Bephuuupame Ha pa3iIuKu
KOU C€ jaByBaaT Mel'y HUB.

Marepujan u meroau: Ananusupanu ce 144 nmanuentu(71 maxwu/73xenun) Bo KI'(KI'), Bo3pact
51,3 rogunu+/-10 ronunmn 91 manumentu (45 maxu/45xenn) xaj XTAroa,Bo3pact 51,9 ronunu
+/-9 rogunu.Bo JIA amanusa ce aHanu3upanud BKymHuoT crtpauH Ha JIA(LASr)(ciumka 1,2),
KoHAyKTUBHHOT cTpanH Ha JIA(LAScd),kontpakimonnor crpana(LASct).Ananusupan u
npexonTpakiucknor crpaud Ha JIA(LASr-AC)co ¢dasure, kako u BosymeHOT W E®D Ha
JIA,xBanTuupuupana co 2DQ LA. Bxkiuyuena e u ¢yncujara Ha JIB, E® na JIB (a2DQ
Lv),Bonymuort Ha JIB,I'no6anen nonruryaunanex crpaut Ha JIB(I'JIC na JIB)(cnuka3).

Pesynratu: Ce perucrpupa HamanyBame Ha ED Ha JIA kaj XTAr (56,11% Bc 50,2%). E/IB Ha
JIA xaj KT" e 20,31mn/m2 Bc 23,2mn/M2 kxaj XTA. Bo ¢ynkcujara JIA (JIACp-En) kaj KI' e
57,24 Bc 45.31% xaj XTAr, JIACkn kaj KI' e 34.05% Bc 23.68% kaj XTAr.JIACkr xaj KI'
uszHecyBa 23,19% Bc 21.94% kaj XTAr.JIACp-AK kaj KI" e 46.13%gc 38.18% noneka JIACkn-
AK 28.26%Bc19.85% kaj XTAr kako u JIACkT-AK ko] wm3HecyBa 17,94 Bc 18,69%. Bo
nuarpam 2 u tabena 2 ce ganeHu pesynratute 3a ¢ynkcujara Ha JIB. JIB Bonymen kaj XTAr
n3Hecysa 93,5 mi Bc 80.5 mut kaj KT, JIB maca xaj XTAr e147,12 rp Bc123,12rp kaj KBI'.E® na
JIB kaj KI" e64,1%Bc 62,1% kaj XTAr noxeka I'JIC JIB kaj KI" e -21.81% Bc -21.12% kaj XTAr.

3axnyyouu: 1.ITouspaszeno HamanyBawe Ha ED Ha JIA co 3ronemyBame Ha JIA BOIyMEHOT Kaj
XTAr. 2.13pazeno HamanyBamwe Ha JIA ctpaun, JIACp, JIACka u nomana Ha JIACKT kaj XTAr
3.3ronemyBame Ha JIACur-AK kaj rpynara co XTA

Knyunu 360poeu: Aprepucka xuneprensuja, [ JICua JIB, LASr na JIA

Creno3a Ha BHaTpemlHa KapoTHAHA apTepuja kaj mamueHt co M tTunm 2,
xunepxojecrepoiaemuja u XTA

C Acann, B Acanu. J3V 3apasctBen gom ,,JI-p Pyce bomkocku* Poctyme, Knuanuka GonHmia
— Tetoo, PC Maxkeznonuja

ATepockiepo3aTa Ha TOJEMHUTE KpPBHM CaJOBHM, IOCEOHO CTeHO3aTa Ha BHATpeEIIHATa
KapoTH/IHa apTepuja e oaroBopHa 3a 20% oj cute MCXeMHYHH MO304HHM yaapu. CTeHo3aTta Ha
KapOTUIHUTE apTEPUH CE€ CMETa 3a CUMNTOMAaTcKa kora mocrou TUA wim Mo304eH yaap, Koj ja
adexTHpaar ojpereHa MO30YHa TepuTopHuja. Bo romem nen on ciyyaeBUTe € NMPEeIU3BUKAHO O
aTepoCcKJIepo3a, TMOPETKH MPUYMHU MOXKaT Ja OwWaar: paadjaliMoHa Tepamuja, BaCKYyJIHUTHC,
aMceKInu 1 pubpomycKyapHa TUCIIa3uja.



HEJIN: Ilpuka3 Ha ciiy4aj Ha TaIMEHT CO CTEHO3a HAa BHATpENIHA KapOTHJHA apTepHja co
CUMITOMH Ha TJIaBOOOJKAa, BPTOTJIABUIIA, MAJIAKCAIOCT M IOKAYeHW BPEIHOCTH Ha KpPBEH
MIPUTUCOK.

MATEPUJAJIM 1 METOJIU: [lauueHT Ha BO3pacT o1 78 roAMIIHA BO3PACT CO BPTOIJIABUIIA,
J1aBOOO0JIKA, MaJIAKCAJIOCT U TIOKaUYeHU BPEIHOCTH Ha KpBeH mputucok 200/100mmHg.

Peammsupano nab6aparopucku anammu co ESR 20/40mm/h. Hgb-105g/1, Er-4,76x10% WBC-
5,37x10'? | PLT-227x10° , MCV-69fL, SeFe-5,2umol/l, FPG-14,1mmol/l, HbalC-10,2%,
xonectepon-6,4mmol./l, HDL-1,7mmol/l, LDL-4,2umol/l, tpurmunepuau-1,40mmol/l, Na-
134mmol/l, K* -4,3mmol/l, jouusupan Ca* -1,34mmol/l, sUrea- 7,5 mmol/l, sCr-63umol/I,
Vk.proteini — 80g/1, anoymumu — 43g/1, rnooymuuu-37g/l, TSH-2,65ulU/ml, fT4-16,4pmol/l.

EKT'- cunyc putam co ®P — 75MuH, ocka HOpMOIIOHHpAHa CO HHBEP3HU CUMETPUYHU T-OpaHOBH
Bo V5- V6. Exokapamorpaduja — ypemHd IUMEH3MM Ha CpIEBHTE KaBUTETH. JIeBo
BEHTPUKYJIapHa riio0anHa cucroiHa ¢pyHkuuja coouyBana — E® 59%. Jlujactonna qucdyHkimja
O]l TUTIOT Ha HapylIeHa penakcaiuja. BanByBanepH anapaT IpOMEHET COTJIaCHO Bo3pacrta. Hema
CerMEHTHU MCIaAM Ha KuHeTuka Bo Mup. Ilepuxapsn 6e3 u3nuB. Hema 3Hauu 3a myJMoOHaiHa
aprepucka xunepreHnsuja. Jlomiep ynarpaconorpaduja — obere ALILl co 3ameberneH MHTHMA-
Meauja KoMIuieke, aecHo 13mm, neBo 11mm. Jlecno Ha 6ynOyc ko AIIM aTepockiepoTrdHa
IUTaKa KOja ro cTeCHyBa JyMeHOT Haja 70% BO MOHATaMOLIHHOT TeK Ha HUBO Ha obere ALIU 6e3
cTeHo3a Ha JyMeHoT. O6ere ALIU 6e3 n3pa3eHa aHrysanuja, MaKCUMaJIHUTE OP3UHU Ha MPOTOK
ce BO (u3moyomky rpaHunyd. Bo obere BepreOpasiHu apTepud HPOTOKOT € aHTepOTPajcH,
Op3uHaTa W CHeKTpaiHaTa KpuBa ce ypeanu. Koponaporpaduja u kaporuporpaduja — 6e3
3HauYajHA CTeHO3a Ha KopoHapHHTe apTepuu. [Ipu kaporumorpaduja Haon vHa ALIW necno 99%.
CAS to ACI lat. dex. [Tnacupan CTeHT Ha AecHaTa BHAaTpEIIHA KapOTHIHA apTepHja.

3axinydok: 20% o]l UCXEMHUYHUTE MO30YHM MHCYJITH Npunaraat Ha O0JeCTH Ha KapOTUAHUTE
apTepuu.

Knyunu 360poeu: cteHo3a Ha BHAaTpelIHAa KapoTUaHa aptepuja, TUA, Mo304eH ynap.

Stenosis of the internal carotid artery in a patient with type 2 diabetes mellitus,
hypercholesterolemia, and hypertension

S Asani, V Asani. Public Health Institution "Dr. Ruse Boskoski" Rostushe, Clinical Hospital —
Tetovo, N Macedonia

Atherosclerosis of the major blood vessels, especially stenosis of the internal carotid artery, is
responsible for 20% of all ischemic strokes. Stenosis of the carotid arteries is considered
symptomatic when there is a transient ischemic attack (TIA) or a stroke, affecting a specific
brain territory. In a large number of cases, it is caused by atherosclerosis, but other causes can
include radiation therapy, vasculitis, dissections, and fibromuscular dysplasia.

OBJECTIVES: Presentation of a case of a patient with stenosis of the internal carotid artery with
symptoms of headache, dizziness, fatigue, and elevated blood pressure values.



MATERIALS AND METHODS: A 78-year-old patient with dizziness, headache, fatigue, and
elevated blood pressure values of 200/100 mmHg.

Laboratory analyses revealed ESR 20/40 mm/h, Hgb-105 g/l, Er-4.76x109, WBC-5.37x1012,
PLT-227x109, MCV-69 fL, SeFe-5.2 umol/l, FPG-14.1 mmol/l, HbalC-10.2%, cholesterol-6.4
mmol/l, HDL-1.7 mmol/l, LDL-4.2 pmol/l, triglycerides-1.40 mmol/l, Na-134 mmol/l, K+-4.3
mmol/l, ionized Ca++-1.34 mmol/l, sUrea-7.5 mmol/l, sCr-63 pmol/l, VK. proteins - 80 g/I,
albumins - 43 g/, globulins-37 g/l, TSH-2.65 plU/ml, fT4-16.4 pmol/l.LECG - sinus rhythm with
HR - 75 min, normal axis with inverted symmetric T-waves in V5-V6.Echocardiography -
normal dimensions of heart cavities. Left ventricular global systolic function preserved - EF
59%. Diastolic dysfunction of the type of impaired relaxation. Valvular apparatus changed
according to age. No segmental kinetics deficits at rest. No pericardial effusion. No signs of
pulmonary arterial hypertension. Doppler ultrasonography - both ICA with thickened intima-
media complex, right 13 mm, left 11 mm. Right carotid bulb with an atherosclerotic plaque
narrowing the lumen by more than 70% in the further course at the level of both ICAs without
stenosis of the lumen. Both vertebral arteries have anterograde flow, and the velocity and
spectral curve are normal. Coronary angiography and carotidography - no significant stenosis of
coronary arteries. In carotidography, the finding on the right ICA is 99%. CAS to ACI lat. dex.
Placement of a stent in the right internal carotid artery.

Conclusion: 20% of ischemic strokes are attributed to carotid artery diseases.

Keywords: stenosis of the internal carotid artery, TIA, stroke.

MyaTHAMCHMIVIMHAPEH NMPHCTANl NPH TPeTMaH Ha BApUKOTpoM003a BO cynpamy0M4YHaTa
peruja

J. Tanaues, [13Y “Exomenuka” — Kouanu, P.C. Makenounuja, ehomedica@yahoo.com

Bosen: Ha 31.05.2023 roz., 70 ronumiHa xeHa, ce jaByBa 3a MperJie] BO HallaTa 37paBCTBEHA
YCTaHOBA, CO TEroOM 0J1 OOJIKK BO cympamyOndaTa 00JacT, OTOK, IPBEHWIO U MMOKAau€Ha JIOKaIHa
TEMIIEPTypa Ha MecToTo. Bo BHANMBO cpegHO-TENIKa OMNINTa 3JpaBCTBEHA COCTOjOa.
Anamuesa 3a komopougureru: BTE, CJIE, Xunepnununemuja, Xunepronuja, Bapoko3nu BeHu,
Crearo3a Ha xemnap, Henymau, AHamHecTnuku 0e3 anepruu, Bakumnupana 3a COVID-19, co 2
BakimHd Ha SinoPharm u emna Ha Pfizer — BioNTech, penoBHa ce30HCKa BakIMHA 3a TPHIL
Henu: MynaTUIMCIMITTIMHAPEH MIPUCTANl ¥ MEHAIMEHT 3a paHa JIeTeKIMja U TpeTMaH Ha OoJecTa.
Marepwujan u meronu: AGomuHaneH ynrpas3Byk, Jlaboparopucku anammsu, EKT, Ptr, MSCT co
KOHTpAacT, KOH3€pBaTHBEH MEJAMKaMEHTO3€H, OOJIHWYKHM TpeTMaH. Pesynratu: HampaBeno exo
Ha abgomeH Bo I13V “Exomenuka”Kouanu, yctanoBeHno: Crearo3a Ha Xemap, CHTHU pEHATHU
KaJKyJTd U LUCTH OWUJIaTepapiiHO, CYNpamyOudHU ce NeTEKTHUpaaT M3pa3eHH BapUKO3UTETH, CO
TOPTYO3HO NWJIATUpaHa, MIOTKOKHA BEHA, KOJaIlITO € BO KOHTUHYHUTET CO Ca()eHCKUTE BEHU O]
obere ctpanu. Ha Komop [lomnep He ce nerektupa jacen Jommep curHan Bo uctata (Jr.
Tpomb03a). [TocraBena maaukammja 32 MSCT co xoHTpacT u GOJMHHKO JieKyBame. JIab. pes.:
31.05.2023: CRP-105; SE-75/95; Leu-7.1; Er-4.53; Hgb-134; Tr-341; Trig-0.32; Hol-3.5;
ALT-56,5; AST-39,9; Urea-4.4; Creat-77,7; Glik-6.9; sFe-8,5.
VYpreutna xocnuranuzanuja Ha: 31.05.2023 Bo I13Y Kimnunuka bomnuna “YKan Mutpes” —



Ckomje: Dg. Status post DVT extremitas inferioris. Status post BTE. Varicothrombosis regio
suprapubica. Celulitis regio suprapubica. Ha: 31.05.2023 roa. nanpaBern ¢ MSCT Ha aba. co
koHTpacT Bo [I3Y Knunnuka bomauma “XKan Mwutpe” — Ckomje, HCTHOT KOpEIHpa CO €XO
HAoJ0T ol 113y “Exomenuka”.
JIa6. pe3.. 02.06.2023: CRP-93,9; Neut-71,81; Lymp-13.72%; PCT-0,35% Creat-48,1.
JIa6. pes.: 04.06.2023: CRP-30,9; Mono-10,11%; Eo0-10,31%; Lymp-17.42%; PCT-0,33%.
JIa6. pes.: 07.06.2023: CRP-16,3; ASAT-72; Ca-2,06; Glikemia — 8,4 mmol/L; PCT-0,391%.
JIa6. pes.: 11.06.2023: CRP-6,3; PCT-0,401%. D-dimer: 3680...3650...3050...3140...5400.
Tepammja: Apixaban, Pantoprazol, Perindopril, Rosuvastatin, Miokalm, D3-2000, Aerius,
Clindamycin, Amoxicalv, Probiotik.
3akiry4ok: BaxxHocTa HAa MHTEpHUCTUYKHOT MIPUCTAI MPU paHa AeTeKIrja u TpeTMaH Ha J[BT.

Knyunu 360poeu: tpoM003a, TpeTMaH, KOMOPOUIUTETH

Yiaorara Ha peunenToOpHUTE ArOHHUCTH HA TJIYKArOH Cju4YeH mentua 1 mpu MerabdoJieH
CHHAPOM

M. LImeaHal, XK. MI/ITpeB'l, M. Bomescku® KB “JKan Mumpeg” - Ckonje, 2 VK 3a
Kapouonoeuja "Majka Tepeza" - Ckonje

Bosen: Metabonen cuaapom(MC) npercraByBa cocToj0a Ha MPUCYCTBO HA HEKOJIKY HMIIU CHUTE
O]l HaBeJICHUTE OOJIECTU: XUMEPIUNHIEMHUja, XUMIEpTeH3Hja, 00€3HOCT, TujabeTec MEeNIUTYyC, KOU
MMOBEKEKpAaTHO IO 3rojJeMyBaaT pPHU3UKOT OJf HecakaH KapjauoBacKynapeH Hacrad. [JIII-1
arOHUCTHTE Ce TPYIa Ha JIGKOBHU KOU CE KOPUCTAT BO TPETMaHOT Ha marueHTute co MC.

Henu: Edexror Ha I'JITI-1 aronuctute Bo TpetManoT Ha MC.

Martepujan u metonu: CepHja Ha cilydad COCTaBeHa O] yeTBopuila marueHTu co MC kou ce
nocraBeHn Ha Tepanuja co ['JIII-1 aronucr. On HUB ABajuaBeke Oea MocTaBeHUW Ha Oa3ayieH
WHCYNWH, nBajua Ha Merdopmun. Kaj derBopuiiata Beke O MPETXOIHO € OpAWHUpaHA
CTaTUHCKa Tepamnuja. [[Bajia Oea co aHTUXHUIEPTEH3WBHA Tepanuja, a JBajia 0Oe3 Tepamuja.
[Taruenture ce cnenenu Bo "Kb JKam MutpeB" Bo Tek Ha 6 wmeceuu. [IpaBenu ce
7ab0paTOPUCKH aHaIM3M O] BEHCKa KpB Ha Omoxemucku ananmsatop Dimension EXL200,
MepeHa TeJecHaTa Te)KHMHA Ha Bara 1 MepeH KPBHUOT MPUTHUCOK HA JKUBUH MaHOMETAp.
Pesynraru: [lo mect meceuna tepanuja co I'JIII aronucrure, € eBUAEeHTHpaHA peayKIMja Ha
MpOCEYHATa BPEAHOCT Ha CHCTOJHHOT KpBeH MpHUTHCOK 3a 13% (20 mm/HQ), Ha aujacTONHUOT
KpBeH npuTHcok 3a 20% (20 mm/HQ), Ha TenecHara Texuna 3a 16% (16 kg), na HbAlc 31%, Ha
BMU 3a 15%, Ha riukeMuja Ha riaaHo 3a 59% (8.7 mmol/L). EBuneHTrpaHo € mokavyBame Ha
HUBOTO Ha xoJstecTepo 9.6% (0.7 mmol/L) u 6e3 mpomenu Ha HuBoto Ha JIJIJI xomecteposoT.
3aknydok: [lo mect meceuna mpumena na ['JI[1-1 aroHucTuTe Kaj MalMeHTUTE € MOCTUTHATA
3HAUMTEINIHA PEIyKIMja Ha TelecHaTa Te)KHWHA KaKo U MoJA00pyBamke Ha TIIMKOperyJianujaTa, 0e3
3HAYUTENIHA TPOMEHa Ha NTUNUAHUOT ctartyc. Kaj oBue manueHTu He Oerne 3abenekaH HecakaH
KapJnOBacKyJapeH HACTaH.

Knyunu 360posu: merabonen cuaapom, ['JII1-1 arorucT, kapanoBacKyiapeH HaCTaH.



The role of Glucagon-like peptide 1 receptor agonists in the metabolic syndrome
D. Mihajlovska!, M. Boshevski?, Z. Mitrev!! CH "Zan Mitrev" - Skopje, 2 UC for Cardiology
"Mother Teresa" — Skopje

Introduction: Metabolic syndrome (MS) is a state of presence of several or all of the following
diseases: hyperlipidemia, hypertension, obesity, diabetes mellitus, which multiply the risk of an
adverse cardiovascular event. GLP-1 agonists are a group of drugs used in the treatment of
patients with MS.

Aim: the effect of GLP-1 agonists in the treatment of MS.

Material and methods: A case series of four patients with MS placed on GLP-1 agonist therapy.
Two of them were already put on basal insulin, two on metformin. Statin therapy has already
been prescribed for four of them. Two were on antihypertensive therapy, and two were without
therapy. The patients were monitoredfor 6 months in the"CH Zan Mitrev". Laboratory analyzes
of venous blood were performed on a Dimension EXL200 biochemical analyzer, body weight
was measured on a body scale and blood pressure was measured on a mercury manometer.
Results: After six months of therapy with GLP-1 agonists, the reduction in the average value of
systolic blood pressure was 13% (20 mm/Hg), diastolic blood pressure 20% (20 mm/Hg), and
body weight 16% (16 kg), on HbAlc 31%, on BMI 15%, fasting glycemia was 59% (8.7
mmol/L). A 9.6% increase in cholesterol levels (0.7 mmol/L) and no changes in the LDL
cholesterol levels was noted.

Conclusion: After six months of using GLP-1 agonists in patients, a significant reduction in body
weight was achieved as well as an improvement in glycoregulation, without a significant change
in the lipid status. No adverse cardiovascular event was observed in these patients.

Key words: metabolic syndrome, GLP-1 agonist, cardiovascular event.



