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WELCOME ADDRESS

Dear colleagues,

I am honored on behalf of the working group for the organization of
the 7th Macedonian Congress of Cardiology to welcome you. This
congress is held from 5.10 to 8.10, 2023 in Hotel Metropol, Ohrid, R
N. Macedonia.

All areas and topics of cardiology and cardiovascular medicine will be
covered, including coronary and peripheral arterial disease, heart failure,
heart valves disease, arterial hypertension, venous circulatory diseases,
cardiac arrhythmias with all modalities of their diagnosis, including
imaging, as well as their medication treatment, i.e. percutaneously,
both in acute and chronic forms.

A special accent will be given to the new guidelines from the European
Society of Cardiology. Apart from the plenary sessions, thematic
symposia are planned, such as case presentations and posters for which
we expect your active participation.

The congressisintended not only for cardiologists but internists, vascular
doctors, family medicine doctors, as well residents in cardiology and
internal medicine.

The members of the board from the European Society of Cardiology
announced their interest and also the regional national cardiology
societies.

| welcome you to the 7th Macedonian Congress of Cardiology.

Prof. Dr. Marijan Bosevski, FESC
President of National Society of Cardiology of N. Macedonia



NMOPAKA 3A OBPENOJAE

MountyBaHU Konerw,

YecT Mn e BO UMeTO H3 paboTHaTa rpyna 33 OpraHum3aunja Ha
7.MaKefoOHCKN KOHrpec no Kapaguonorunja na Bu nocakam
pobpepnojoe Ha nctnot. OBOj KOHrpec ce oapyea og 5.10 go 8.10
B0 xoten Metponon Oxpua, PC MakeaoHuja.

RKe 6uaatr ondateHu cute 06n1acTM U TemMu Of Kapavonorujata u
KapOVMOBAaCKyNapHaTa MeauumMHa, HKOpoHapHata W nepudepHaTa
apTepucKabonecT, cpueBaTtacnabocT, bonecTute Ha cpueBmnTe 3anncToum,
apTepPUCKATa XMMNEepPTEH3WNja, BEHCKUTE LMKYyNaTOpHMU 33601yBaHa,
cpueBuUTe apuTMMM CO CUTE MOAAUTETU HA HUBHA [AWNjarHOCTUKA
BK/TYYUTENHO C/IMKOBH3, HO W HMBHOTO J1IeKyBake MeaMKaMEHTO3HO
OAHOCHO NEPKYTaHO, KAKO Ha aKYTHUTE TaKa U Ha XPOHUYHUTE 06NN,

MocebeH aKUEHT Ke buae AafdeH Ha HoBUTE BoAWYM o EBPOMCKOTO
34pyHeHne no Kapamonornja. OcBeH NNeHapHUTE Cecun, NNaHUPaHU ce
TEMATCKN CMMMNO3MYMU, KAKO NPe3eHTaLUMN Ha Cydan 1 NOCTEPU 33 Ko
OYeKyBaMe Ballle aKTMBHO y4ecTBo.

KoHrpecoT e HamMeHeT He CamMo 33 Kapauosno3w, TYKY WHTEPHUCTW,
BACKyNapHU /eKapu, CeMejHUM /eKapu, HO W ChneumnjannsaHT no
Kapauonorunja u UHTepHa MeauLMHa.

CBOjOT MHTEpeC ro HajaBuja 4YneHoBuTe Ha 6opaoT o4 EBPOMCKOTO
34pYKEeHMe MO KapAnosnorvja, HO W PEernoHasHUTe HaLUMOHANHM
34pYy*eHnja no Kapamonoruja.

Bu nocakyBam gobpepojae Ha 7. MakeOHCKUN KOHrpec no
Kapauonoruja.

Npo¢. a-p Mapujax bowescKku, FESC
MNpeTcenaten Ha MakeaOHCKOTO 3A4pYHeHMe No Kapanonornja
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7. MaKeoHCKIM KOHIpec o Kapamonoruja

THE BEST CASES OF THE HIT AMBASSADORS
AND YOUNG CARDIOLOGISTS: CHALLENGES
AND DILEMMAS

VENOUS THROMBOEMBOLISM ASSOCIATED WITH CANCER

D. Petkoska, B. Zafirovska, S. Paljoskovska Jordanova, S.-Kjaeva,
I. Bojovski, M. Bosevski, S.-Kedev

University Clinic of Cardiology, Skopje, North Macedonia

Cancer-associated thrombosis (CAT) is a condition in which relevance has
been increasingly recognised and remains one of the most common causes of
mortality and morbidity among cancer patients. The pathophysiology of CAT
includes the production of tissue factor and other procoagulant substances
that impair the balance between thrombosis/anticoagulation, but some
cancers are particularly prone to thrombosis. As signs and symptoms of venous
thromboembolism (VTE) may be non-specific, diagnosis requires evaluation
of pre-test probability, clinical assessment and diagnostic evaluation with
ultrasonography or CT. Risk assessment tools have been validated to identify
patients at risk of VTE.

Case presentation: In this case report, a 58-years-old woman, presented
to our emergency department with fatigue, dyspnea, and syncopa. She is
currently undergoing chemotherapy after surgical treatment of breast cancer.
Due to assessed pulmonary embolism, a transthoracic echocardiogram was
performed immediately which showed revealed dilated right heart cavities,
D-shaped left ventricle, with reduced function, severe tricuspid regurgitation
and signs of pulmonary hypertension. Laboratory analysis showed elevated
values of Troponin, d-dimmer and NT-proBNP, the assessed sPESI score was
>1, classifying the patient into the high-risk for pulmonary embolism. In
addition, the diagnosis was confirmed with the CT scan revealed pulmonary
emboli scattered at the bilateral pulmonary arteries. The patient was
admitted to the ICU, where treatment with LMWH was started. On the fourth
hospital day, she was started on direct oral anticoagulant therapy with 15
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mg of Rivaroxaban, twice daily for 21 days, followed by 20 mg once daily.
She was discharged with normalized right ventricle function and regression
of the pulmonary hypertension. The patient received a recommendation for
6 months of anticoagulation therapy, as well as cancer activity assessment.

Conclusion: VTE as it is the most common complication in cancer patients,
at highest risk are those who receiving systemic chemotherapy and other
additional risk factors. Anticoagulant therapy is the cornerstone of therapy,
with low molecular weight heparin or direct oral anticoagulants. Personalized
treatment including risk of bleeding and patient preferences is essential in
order to not impair their quality of life.

Keywords: cancer-associated thrombosis, venous thromboembolism, breast
cancer, pulmonary embolism, transthoracic echocardiogram

THE CHALLENGING CASE OF MITRAL VALVE ENDOCARDITIS
COMPLICATED WITH EMBOLIC STROKE AND SEPTIC SHOCK

S. Kjaeva-Anastasova, S. Paljoskovska-Jordanova, E. Shehu,
D. Petkovska-Spirova, |. Mitevska, M. Bosevski

Background and AIM of the study: The aim of the study was to show
the treatment and clinical outcome of patient with high-risk mitral valve
endocarditis complicated with stroke and septic shock. The importance of
echocardiography as an imaging method in patient with acute endocarditis
and hemodynamic instability is also underlined.

Methods: A 75-year-old female patient was admitted to our hospital,
hemodynamically unstable with ECG signs for acute coronary syndrome and
deterioration of consciousness. Due to hemodynamic instability presenting
with cardiogenic chock, immediately after the admission we performed
bedside echocardiography, which showed a large mobile vegetation of the
mitral valve with dimensions 2.5x2.7cm, completely destroying the valve
with the presence of severe mitral requrgitation. Patient have a sign of stoke
with left side hemiparesis, which was confirmed on brain CT scan. Laboratory
results shower severely increased inflammatory markers and creatinine
with moderately reduced renal function and high glucose level. Hemoculture
results were positive for Staphylococcus aureus.

Results: Due to signs of septic shock and complications from the acute
endocarditis, patient was referred for surgical intervention within 24 hours
from the admission. Surgical intervention with the implantation of mechanical
mitral valve was performed with good clinical and operative results. Hospital
stay was stable, and patient was discharged after 12 days with signs of
left sided hemiparesis. However, 10 days later patient reported increased
temperature, dyspnea and worsened cognitive function. Lung X ray showed

2



7. MaKeOoHCKM KoHrpec no Kapavonoruja

the signs of pneumonia. She was hospitalized on the infective disease clinic,
where additionally urinary infection was found. Echocardiography showed
normal function of the mechanical mitral valve. Despite dual antibiotic
therapy with vancomycin and imipenem, treatment support of renal function
and metabolic control, patient died on the eight days of hospitalization with
the signs of acute respiratory distress.

Conclusion: Acute endocarditis with large mobile vegetation is a severe and
potentially fatal condition, especially when it is accompanied by additional
serious complications. In these patient's urgent surgical intervention is
indicated. Elderly patients with several comorbidities have poor prognosis.
Transthoracic echocardiography is very important for fast diagnosis and
differential diagnosis of hemodynamic instability.

Key words: echocardiography, endocarditis

NPEAU3BUKYBAYKU C/NTYYAJ HA EHAOKAPOUTUC HA
MUTPANTHA BA/NBY/ZIA KOM/IMUUPAH CO EMBOJIUMEH
MO304EH YOAP U CENTUYEH LLOK

C. Kaesa AHacTacoBa, C. Ma/boLLKOBCKa JOpAaHOoBa,
[. MeTtroBcKa-Cnnposa, E. Wexy, . MuTescKa, M. bolueBcku

YHMBEP3UTETCKA KNMHNKA 338 Kapauonornja, Ckonje, PC MakeaoHwja

Uen Ha ctyamjaTa: Llenta Ha cTyamjata belwe O3 ce NpuUKame TPeTMaHoT
N KAVUHWUYKWMOT MCXO4 HA MAUMEeHT CO BUCOKOPU3MYEH EeHOO0KapAMTUC Ha
MWTPANIHATa Ba/fBY/1a KOMM/IMUMPAH CO MO304€eH yaap W CenTuyeH Wok. Mcto
TAKa € HArMaceHa BAaXHOCTa HAa exokapamorpadujata Kako HEeNHBA3MBHA
METO/1a Kaj MAUMEHT CO aKyTeH eHAOKAPANTUC U XEMOAMHAMCKA HECTAabUNHOCT.

MeTtoau: lMaumeHTKa Ha 75 roamHu belle NPUMEHa Ha HALWATa KANMHUKA BO
YCNOBU H3 XeMOANHAMCKa HeCTabunHocT 1 EKI 3HaumM 33 aKkyTeH KOPOHapeH
CUHAPOM N HapYLLYBaH€e Ha CBeCTa. Bo ycnoBM Ha XeMO4MHAMCKa HeCTabnHOCT
N KapAWMOreH LUOK ,BeAHaL no cammnoT npuem ‘'bedside ‘'exokapanorpadumja
6eLle HarnpaBeHa N NCTaTa NOKaa rosieMa MobwHa BereTaumja Ha MUTPaIHATa
BaNByNa CO AMMEH3UM 2.5x2.7 MM Koja NpaBW KOMMETHa OeCTpyKuuja Ha
BaNBYyNaTta CO W3pas3eHa MUTPanHa peryprutaumja.faumeHTaTa npojasu
CUMMTOMM Ha MO304€eH yAap CO N1IeBOCTPAHA XemMunapesa Koja belle noTBpaeHa
co KT Ha MO30K. J1abopaTopnjaTa NMoKama CUAHO NOKAYEHN UHPNAMATOPHU
M3apKepW N KPeaTUHUH , yMepPeHo peayumpaHa bybperHa GyHLKNja N BUCOKA
rMuKemMunja. XeMoKynTypaTta belle no3nTneHa Ha Staphylococcus aureus.

Pe3yntatu: Kako pe3yntaT Ha CEeNTUYHMOT LWOK W KOMMIMKauuuTe of,
aKYTHWOT eHAOKapAWT, nauueHTaKka 6elle NpeasioeHa 33 XMPYPLUKA
WHTepBeHUMja Bo NpeuTe 24 Yaca. NctaTa 6elle HanpaBeHa CO MMN3HTaLW)a
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H3 MEexaHVW4Ka BanBy/la Ha MUTPANHa no3vumja co A06ap KANHUYKN TeK
M onepatmBHW pe3ynTatn. Bo Teka Ha 12 XocnuTanHuW [eHa nauneHTHKaTa
XeMOANHAMCKM CTabunHa Co NeBOCTPaHa xemunapesa. [eceT geHa no ncnuc
AOMa MauMeHTaKaTa MNpojaBn 3HaALUM HA MOKayeHa TefnecHa TemnepaTtypa ,
OVCNHea 1 BNOWEHa KOrHUTUBHA GyHUKNjA. PTIM HA rpagHn OpraHy NPUKara
Hao 33 nHeyMoHwuja. MNauneHTKaTa belle XoCNUTann3npaHa Ha NHHEKTMBHA
K/IMHMKA CO 3HaUW 33 YPUHAPHA MHPeKumja. Exokapanorpadujata NnpuKama
ypeaHa ¢yHUMja Ha MUTPanNHaTa BanBeyna.  NoKpaj ABOjHATa aHTUOMOTCKA
Tepanuja co BAaHKOMULIMH N UIMUMEHEM CO KOMSeTHa MeTabonHa n bybperkHa
NOALPLUKY, NMAUMEHTKATa MOYMHA Ha OCMUOT AeH 0f XOCnuTanm3auuja co
K/IMHUYKA C/INKA 3@ aKYTEeH pecnmMpaTopeH AUCTpec CUHOPOM.

33KNY4OK: AKYTHMOT eHAOKapAUTUC CO ronemMa MobunHa BereTaumja e
OMacHa n noTeHuwnjanHo ¢aTtanHa cocTojba ocobeHO Kora e MpuapyHeHa
CO Cepuo3Ha 3[paBCTBeHa KOMAMKauwmja. Haj oBue naumeHTn ypreHTHa
XVPYPLWKa WHTEpPBEHUMja e WHANUMPAHA. [10BO3pacHM NaueuTHu Co
Cepuno3HM KoMopbmgmuteTm MMaaT Mnonowa MporHo3a. TpaHCTOpakanHaTa
exokapaunorpadmja e 3Ha4yajHa 33 6p3a u gudepeHumjanHa AWjarHO3a BO
YCNOBW H3 XEMOANHAMCKa HeCTaBbUNHOCT.

Kny4Hu 360poBu: exokapanorpadnja, eHOoKapanUTmC

RIGHT HEART CHAMBERS THROMBI - THERAPEUTIC DILEMMA
WHEN CONSIDERING FIBRINOLYTIC THERAPY

M. Jovanoski'?, E. Kandic'?, |. Bojovski* M. Boshev!?, A. Georgiev'?,
M. Bosevskit?, I. Mitevskal?, E. Grueva'?, S. Jovanova'?

L University Clinic for Cardiology, 1000 Skopje, Republic of North Macedonia
2 Faculty of Medicine, Ss. Cyril and Methodius University University, Skopje,
Republic of North Macedonia

Introduction: Fibrinolytic therapy can be a very dangerous therapeutic
approach leading to numerous bleeding complications when used without
a clear indication, but also a life saving approach when considered needed
in patients with pulmonary embolism and hemodynamic instability
Aim: Using fibrinolytic therapy in patients with right heart thrombus in
critical patients can lead to a complete normalization of the hemodynamics
and function of the right ventricle

Case report : A patient which was diagnosed and treated for pneumonia 3
weeks ago, was admitted in the emergency department having difficulties
with breathing and fatique a few days ago, worsening in intensity in
the last two days. The ECG had the pattern of a possible pulmonary
embolism present, and the patient although haemodynamically stable at
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the moment, had a very bad clinical aspect and was admitted in the ICU.
A bedside echo revealed a mobile thrombi in the right heart chambers,
enlarged right ventricle with an decreased function. A CT angiography proved
a massive trombus in both of the pulmonary arteries. Although blood pressure
was normal most of the time, the patient condition worsened and he became
more and more dyspneic, with saturation going down bellow 90% despite
the maximum oxygen flow provided. Fibrinolytic therapy was our choice of
treatment with a true dilemma when deciding to apply the second ampoule
of actilyse in ayoung patient having a respiratory arrest.

Conclusion: Presence of right chamber thrombi can be treated as an
equivalent of hemodynamic instability in patients with massive pulmonary
embolism.

Key words: pulmonary embolism; fibrinolytic therapy; hemodynamic
instability

TPOMBb BO [AECHOCPUEBU HKABUTETU - TEPAMNEBTCKA
AUWNEMA KOrA CeE PASMUC/NTYBA 3A ®UBPUHOJTUTUYHKA
TEPANMUJIA

M. JoBaHocKu'?, E. KaHguk!?, U. BojoBckn'?, M. bolues!?,
A. leoprues’?, M. bowesckn'?, . MuteBcka'?, E. [pyesa’?, C. JoBaHOBa'*

! YHnBep3uTeTcKka KnnHuKa 3a Kapauonornja, 1000 Ckonje, Penybnvka
CeBepHa MaKkegoHwnja

2 MeguumHckm ®arynteT, YHuBep3uTeT “CB Kupun n Metoaumj”, CKonje,
Penybnuka CeBepHa MakegoHuja

BoBea: OubpuHONUTMYKATa Tepanuja Moxke pf[a 6buge MHory onaceH
TepaneBTCKM nNPUCTan KOj MOXxe A3 pJosede A0 6pojHM  KpBapeyku
KOMMIVKaUUN OOKOMKY e ynoTpebeH 6e3 jacHa WHAMKAUWj3, HO UCTO TaKa
N MMBOTOCNACYBAYKa Kora e ynoTpebeHa Kaj nauneHtn co benoapobHa
eMbonmja Kom Cce nMpe3eHTUpaaT CO XeMOAMHaMCKa HecTabuiHocT
Uen: Annnumpareto Ha GUOPUHONUMTUMYKE Tepanuja Kaj NaumeHT Co
BU3yesIM3MpaH TPOMb BO 4eCHATa KOMOPA Kaj KPUTUYHO 60/THU NaLUMEHTN MOMeE
03 fosBefe 40 KOMMIETHA cTabunmsaumja n nogobpysare Ha GYHKUMjATa HA
[eCHaTa KoMopa

MpuKa3 Ha cnyyaj: MaumeHT Koj 6un AMjarHOCTUUMPAH N NEKYBAH Nopaau
NHEBMOHWjA Npef 3 Hefenu, ce jaByBa BO YPreHTHa aMbyiaHTa co CUMNTOMMU
Ha 3aMOp 1 OTEHHATO AULLEHE U ryLlerse, NocebHo NOTEHUMPAHO NocneaHnTe
0Ba [ileHa. EnekTpoKkapanorpadCcKm NpucyTeH NatepH 33 MoXHa 6enoapobHa
embonnja. MNako xeMoAWHAMCKM cTabuneH, NAUMEHTOT CO WM3PAa3eHOo /oL
KAWHWYKKM acneKkT, npuMeH Bo EVIKH. Exokapanorpadunjata AOKaa NocToere

5
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H3 MOBUNHM TPOM6W BO AECHOCPLUEBUTE KABUTETU, KAKO W HApyLUeHa
AEeCHOKOMOPHA PYHKLNj3 CO AOKaHaHa MacmBHa benogpobHa eMb0onja Nnpery
KT aHrvnorpadmja. Mlako ceylite xeMOAMHAMCKM CTabuneH, Kaj NauuMeHToT
[ojae oo BNoLlyBake Ha pecnmpaTopHaTta GyHKLUMja U NOKPaj MaKCUManHUOT
NPOTOK HA KUCNOPOA KOj 6eLue annmumnpaH. PMOpUHUANTUYKATA Tepannja bewe
TPETMaHOT 04 U360p CO BUCTUHCKA AnnemMa Aanu Aa ce npoaoHu BTOPUOT
$NaKoH Ha aKTUNN33 Kaj MNag NauMeHT Co env30a4a Ha pecnMpaTopeH apecT.

33aKny4oK: [pncycTBOTO H3 TPOMbBU BO AECHOCPLEBUTE KaBUTETU MOMe O3
61OaT TPETMPAHN KaKO EKBMBANEHT Ha XeMOAWHAMCKa HeCcTabunHOCT Kaj
nauneHTn co benogpobHa embonnja

KnyuyHu 360poBu: 6enogpobHa emb6onnja; GU6PUHONNTUYKAE Tepannja ;
XeMOANH3MCKa HECTaBUHOCT

RESIDUAL VENOUS OBSTRUCTION - IS IT AN INDICATOR FOR
RECURRENCE?

I. Bojovski, S. Paljoskovska Jordanova, M. Boshey, D. Petkoska,
M. Jovanoski, R. Nikolovski, A. Eftimova, A. Georgiev, M. Bosevski

University Clinic of Cardiology - Skopje

INTRODUCTION: Residual venous obstruction (RVO) is considered present if
there is non-compressibility of 40% of the vein diameter. It is considered as a
risk factor of recurrence and possibly other clinical outcomes following deep
vein thrombosis (DVT).

CASE REPORT: We present a case of 48 y.o. female who 45 days before the
admission on our clinic has had distortion of the right ankle joint, immobilised
with plaster cast for 14 days. The patient was with swollen and hot right leg
below the knee in the last 2 weeks. D dimers were high=2628ng/ml. The doppler
ultrasound shown occlusive thrombus on right popliteal vein. Immediate
treatment with Apixaban was started. The first signs of recanalization were
noticed one month after. The D-dimers and Anti Xa level were in reference
ranges. Clinically the leg below the knee was still swollen. After 6 months there
was still thrombotic formation filling 60% of the lumen, and because of the
slow progression, was switched on Rivaroxaban. After 9 months clinically the
leg was better, but on doppler ultrasound there was still organized thrombus
filling around 50% of the lumen. Anti Xa level was again in expected range. On
phlebography after one year, the popliteal vein was chronically thrombosed, it
eccentrically fills gracefully with a filling defect in the middle third (about 6.7cm
lenght), with developed ascending venous collateral. We decided to continue
with extended anticoaqulation therapy with reduced dose of NOAC.

CONCLUSION: According the studies, the results indicate that in patients with

6
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persistent RVO, extended treatment reduces, but does not eliminate, the risk of
recurrent thrombosis.

Keywords: Residual venous obstruction(RVO), deep vein thrombosis(DVT).

PESUAYATHA BEHCKA OBCTPYKUWJA - AJIU E UHAOWUKATOP
3A PEKYPEHTHOCT?

WU. bojoBcku, C. MNMa/bowKoBCcKa JopaaHosa, M. bowes, [. [eTKoCKa,
M. JoBaHocku, P. Hukonosckun, A. EpTrmoBa,A. Meoprmes, M. BolueBckn

YHMBEp3MTETCKA KIMHMKA 33 Kapawonorunja - Ckonje

BOBEA: Pe3nagyanHa BeHcKa obcTpyKumja (PBO) ce cMmeTa 3a NpUCYTHA Kora
NOCTOM HeKoMNpecnbmnnHocT oa 40% o4 BEHCKMOT AujaMeTap M NpeTCcTaByBa
pU3MK GAKTOP 338 PEKYPEHTHOCT N MOMHW OCTATaHWU KANHWYKM UCXOAM Nocne
AnaboKka BeHCKa Tpom603a (ABT).

MPUKA3 HA CJTYYAJ: lNpe3eHTnpame cny4aj Ha 48r. [leBojka Koja 45 aeHa
npeg NpMeMoT Ha HalwaTa KAWMHWKA MUMana AUCTop3vja Ha AeCHUOT CHOYeH
3rno6, UMObUNN3npaHa co noHreTa 14 aeHa. MauneHTKaTa 6una co oTeveHa
M TONN3 AecHa NMOTKONeHUUa nocnegHuTe 2 Hegenu. O-anmepn=2628ng/mil.
[onnep ynTpa3ByKOT MOKaMa OKNYy3MBeH TPOMO Ha [ecHaTa MonAnTeasHa
BeHa. BegHaw 6ewe 3amno4yHAT TpeTMaH co AnukcabaH. lMpBuTe 3HauM 33
peKkaHanu3aunja 6ea 3abenexaHn nocne egeH mecel,. [-aumepuTe 1 HUBOTO Ha
Anti Xa 6ea B0 pedepeHTHU rpaHnumn. KNMHNYKKM NOTKONEeHNLATa ceywiTe belle
oTe4eHa. lNocne 6 Meceun ceyLuTe ce 3abeneysalle TPOMHOTUYHE HOpMaLNja
KOja MCnonHysa oxkosny 60% of nyMeHoT, U nopaau basHaTa nporpecuja, belwe
npomMeHeTa Tepanuja (Pnsapoxcaban). Mocne 9 Meceum HOraTa b6eLe KAMHUYKK
nogobpa, HO Ha gonnep YNTPa3ByK CeyLiTe ce BU3yenn3npalle OpraHn3npaH
TPOMb KOj ncnonHyesa 50% of nymeHoT. HuBOT Ha Anti Xa 6eLue NOBTOPHO BO
o4YeKyBaHu rpaHuun. Ha dneborpadmja nocne egHa roguHa: NonauTeanHaTa
BEH3 XPOHWYHO TPOMbBO3MPAHAE, eKLEHTPUYHO rPauUnIHO Ce MOMHW, CO AedeKT
BO MOMHeHe BO CpedHaTa TPeTMHa BO A0/MKMHA of 6.7UuM, CO pa3BueHU
acueHOeHeTHN BeHCKM Konatepanu. Ce ofgnydvmBme [a NPOLOSIHMME €O
NPOLOMMHEHA aHTUKOAryNaHTHa Tepanuja co peayunpaHa gosa Ha HOARK.

3ARNTYHOK: Cnopef HeKONKy CTyAuW, pe3ynTaTuTe MOKaMyBaaT [eKa HKaj
naumeHTuTe Co Nep3ncteHTHa PBO, NpOAOHEHNOT TPETMaH ro HaMmanyea, Ho
He ro eNMMMHNPA PU3MKOT 338 PEKYPEHTHA TPOMb603a.

KNYYHU 3BOPOBW: Pe3nayanHa BeHcKa o6cTpyKkumja (PBO), AnaboKa BEHCKA
Tpom603a (ABT)
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SEVERE MITRAL STENOSIS TREATED CONSERVATLY-LUPUS
ERYTROMATODES LIBMAN SACKS ENDOCARDITIS: BAD DECISION

A. Gjorgievski, V. Nedelkova

PZU Dr Gurev, Kavadarci, N Macedonia,
JZU General Hospital Veles

Severe mitral stenosis in now days is very rear like pathology in development
country, like a normal pathway of the disorder in Europe in mitral stenosis is
chirurgical therapy. This case is very rear and specific in the fact that patient
refused the operational treatment and the mitral stenosis was developer in
normal pathological pathway for this condition.

41 years old patient was presented with chest pain, dyspnea and fatigue. The
patient gives us information that fatigue was begun four month before office
visit. She reported no hospitalization or other seriously medical hospital
treatment. Like an old examination she has echocardiography preformed four
months before onset of symptoms. The report was with good EF, with normal
dimension of left ventricle. Mitral valve was with normal separation and
cooptation without any significant velocity that give information about any
type of mitral stenosis. The patient ECG was demonstrated atrial fibrillation
with ventricle response of 92bpm. Lung auscultation reveled bilateral crackles
at the lower basis. Biochemistry examination showed positive antibody of
Anti-dsDNA and anti-Sm antibody, ESR 67, Rheumatic Factor was positive
with 19, CRP 1.69, high level of BNP 985 pg/ml elevated ANA with 1: 200,
reduction of C3/C4 factors 14mg/, referent range 93-177mqg/dL) mg/dL, so
the lupus erytromathodes and antiphospolipid syndrome was concluded.

TTE demonstrated severely dilated left atrium, left ventricle was with normal
dimension and without hypokinetic zones, right atrium and right ventricle were
dilated. Its notable tricuspid requrgitation with sPAP 65mmHg, aortic valve
was normal. The findings on TTE suggest severe mitral stenosis, Peak mitral
gradient mean Mitral gradient 13mmHg. The mitral annulus planymetric was
classified also as heavy with MVA 0.91 cm2 and by PHT method was MVA
derived 0.87cm2, the assessment of mitral of mitral valve anatomy was by
Wilkins score 4 with minimal forward movement of the leaflets in diastole,
with extensive brightness of leaflets (calcification), the thickening of leaflets
was 8mm. By the Cornier Score was classification as level 3. The patient
refuses any type of chirurgical or other interventional treatment for mitral
stenosis and she decided to be treated as conservative method.

The next visit was after 9 months with symptoms of decomposed heart failure
ECG finding was AF with rapid response with average rate of 155/min. The
echocardiography finding was with decreasing of EF 32 % by Simpson,
LVIDd 64 mm, LVIDs 51 mm, LA was heavy dilated 55 mm, LAVI, the mitral
regurgitation was mild, echocardiography criteria for severe stenosis were
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present, and the valve area was not calculated in this examination because
of rapid ventricular response. The patient, strictly refuse hospitalization and
she was treated for rapid ventricular response with amiodarone a 200 mg
3x1 and HF was treated according four pillars therapy. After 3 months patient
died at home.

Key words: mitral stenosis, heart failure, outcomes

PTA OF OCCLUDED FEMOROPOPLITEAL BYPASS GRAFT IN A
PATIENT WITH A FOOT GANGRENE

B. Stefanovski, N. Bakracheski, D. Manchevski, S. Mitreski,
€. Kovaceska Bashuroska, D. Razmoski

Center for cardiovascular diseases - Ohrid

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.0. 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.

n the follow up, the patient had no clinical symptoms and the control doppler
imaging, 3 months after the procedure, showed normal flow through the
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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.

THE ROLE OF CARDIAC MAGNETIC RESONANCE IN PATIENTS
WITH HEART FAILURE

M. Klincheva, L. Veljanovska-Kiridzievska, Z. Mitrev
Zan Mitrev Clinic, Skopje, N.Macedonia

Introduction: Cardiac magnetic resonance presents a unique sophisticated
method for tissue characterization without radiation and even without
contrast agent.

The Aim of this presentation is to present the role of the cardiac magnetic
resonance in patients with heart failure.

Materials and Methods: We present the usage of cardiac magnetic resonance
in patients with ischemic and nonischemic heart failure. We used protocols
for cardiomyopathies, ischemia, T1 and T2 mappings, T2* mapping and late
gadolinium enhancement. We present cases of patients with heart failure
from ischemic and non-ischemic etiology.

Results: From 2018 to august 2023, 1122 cardiac magnetic resonance scans
were performed in Zan Mitrev clinic.Almost 50% of the indications were
due to heart failure. We used this method to confirm the diagnosis, confirm
the etiology of the heart failure, to quide appropriate medical therapy, to
assess prognosis, to rule out active ischemia, inflammation, oedema and
assess myocardial viability. The cardiac magnetic resonance allowed us
tissue characterization distinguishing ischemic from non-ischemic etiology,
especially in the era where clear coronary angiography does not rule out
ischemic cardiomyopathy.

Conclusion: The cardiac magnetic resonance presents a routine useful
method in every day work of the cardiologist. It offers us precise diagnosis
and proper treatment for our patients, broadens our horizons, offering to our
patient’s better quality of care.

Keywords: cardiac MRI, heart failure, imaging, prognosis
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YNIOrATA HA MArHeETHATA PE3OHAHUA HA CPUE KAJ
NAUMEHTU CO CPLUEBA C/NNIABOCT

M. KnuHueBa, /1. Be/baHoBCKa-KupupnescKka, . Mutpes
KnnHndka 6onHuya HaH Mutpes, Cronje, Penybnuvka C. MakegoHuja

BoBea: MarHeTHaTa pe30HaHUa Ha cpue MpeTcTaByBa eaMHCTBEHA
cooucTULUMpaHa MeToaa 3a KapakTepu3aumja Ha MMOKapAoT 6e3 3payetse U
6e3 KopuCTerbe Ha KOHTPACTHO CPeaCTBoO.

Llen Ha npe3eHTaumjaTae 4a ja MOKaXKeMe ynorata Ha MarHeTHaTa pe3oHaHua
Ha CpLe Kaj MaumeHTuTe Co cpueBa cnabocT.

MaTtepujanu u Metoam: Ynotpebata Ha MarHeTHaTa pe30HaHLa Ha cpue
Kaj NaUMEeHTU CO UCXEMUYHA U HEUCXEeMUYHA CpueBa cnabocT. KopucteHu ce
NPOTOKO/M 33 KapAMoMKMOoNaTKja, ucxemmja, T1, T2 MannuHr, T2*, 4ouUHO 60erse
CO ragoNuHUyM. lNMpe3seHTnpame cnyyam Ha NauMeHTU co cpuesa cnabocT of
NCXEMNYHA U HEUCXEeMWYHE eTUOoMoruja.

Pesyntatu: Bo 6onHMuata HaH Mutpes KnuHuk BO nepuog og 2018 o
aBryct 2023 rognHa, HanpasBeHu ce 1122 MarHeTHW pe3oHaHUW Ha cpue, o4
KO Kaj yua 50% mnHaukaumja bewle cpuesa cnabocT. MarHeTHaTa pe30oHaHLa
Ha Cpue MMa 33 33Ja4a 43 ja NnoTBpAM AMjarHO3aTa, oapean eTnonorujaTa
Ha cpuesaTa cnabocT, Aa NOMOrHe BO oAdpeadyBare HAa TepanwjaTa, Aa ja
NPOUEHN MPOrHO3aTa, A3 WCKAYYM 3KTUBHA WUCXEMWj3, MHPNamMauwnja wnu
efemM 1 Aa NpoueHn BrjabunnteT Ha MMOKApAOT. MarHeTHaTa pe3oHaHua Ha
CpUEe OBO3MOMM TKMBHA KapaKTepM3aLMja H3 MUOKApPAOT, Pa3rpaHnNYyBajKu
NCXEMUYH3 Of HEUCXeMU4YHa eTUoNoruja, ocobeHo BO BPEME KOra 4YmucTa
KOPOHaporpaduja He NCKIYHYyBa NCXEMUYHA KapAMOMMONATKja.

3aKNYYOK: MarHeTHaTa pe30HaHLa Ha CpLe NpeTcTaByBa PYTUHCKA KOPUCHA
MeToAa BO PpaboTaTta Ha KapauonoroT. OBO3MOMYBA TOYHA AMjarHO3a W
CO0ABETHA Tepanuja 3a HawwnTe NaUMEHTH, M NPOLUMPYBA HALLWUTE XOPU3OHTH,
HyAejkm Nnogo6ap KBANMUTET HA Hera Ha HalLMTe NaUMEeHTW.

Kny4Hu 360posu:cpLeBa MarHeTHa pe30HaHLa, CpLEeBa cnabocCT, NPorHo3a
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PRIMARY ENDOVASCULAR INTERVENTION OF ACUTE MESEN-
TERIC ISCHEMIA PERFORMED THROUGH AN ANTEROGRADE
TRANSRADIAL APPROACH

G. Kamceva Mihailova, S. Nikolov, R. Trajkovska, A. Serafimov,
M. Jovey, B. Vasiley, 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.

Key words: acute mesenteric ischemia, revascularization, thromboaspiration,
superior mesenteric artery
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NMPUMAPHA EHOOBACKY/IAPHA WHTEPBEHUUJA HA
AKYTHA ME3EHTEPUYHA UCXEMUJA WU3BEAEHA TMPERY
AHTEPOrPAAEH TPAHCPAOWJANEH NPUCTAN

r. Kamyesa Muxaunosa, C. HnKkonos, P. TpajkoBCcKa, A. Cepadurmos,
M. Joses, b. Bacunes, C. JopgaHoBa, M. Cazgos, T. Koues

Oppen 33 Kapguonoruja, KnnHnydka 6onHuya-LUTtmn, P. CeBepHa MakegoHwuja

BoBen: AKyTHaTa Me3eHTepujanHa mcxemnja (AMW) e peTHO HapyllyBahe
AePUHMPAHO KAKO HEeHaAejHO HaManyBake WM NPEKNHYBake H3 MPOTOKOT
Ha KpB BO upeBaTa. Co 3ronemMyBaHeTO Ha NPOCEYHNOT HUBOTEH BeK, AMU
nNpeTcTaByBa efleH 0f Haj3arpo3yBayKkMTe aboMMHAMHM COCTOj6U Kaj NocTapu
naumeHTn. Hajuyecta npuumHa 3a AMW e akyTHa cynepuvopHa embonuja Ha
Me3eHTepu4Ha apTepuja Co CTanKa Ha jaByBarse of 40-50%.

MNpuKa3 Ha cny4daj: CoO KOH3UNMjapHA OANlYKa 3@ WTHA eHAO0BACKYNapHa
WHTEPBEHUMNjA Ha 85--roAMLLIHA MEH3 CO 3KYTHA ME3EHTEPUYH3 WUCXeMUja,
Npeky TPaHCpagwnjaneH npucTan ce noCTaBWja ABa CTEHT3, eAHVOT BO
jejyHanHaTta u gpyrvoT BO MNeanHaTta rpaHKa, nocne wro ce obu oannyeH
pe3ynTaT Ha NPOTOKOT HN3 ABETE MPaHKM Ha MOPHATa Me3EeHTePUYHa apTepw;ja.

3aKny4ok: Kaj naumeHTr co AMU, HoBuTe TpeHA0BM 6apaaT eHA0BaCKyNapHUOT
TpeTMaH Aa 6uae nps 1360p 3a TPeTMaH BO cropeba Co OTBOPEHa XMPYPLLKa
peBackynapusauuja n pecekumja. OBOj MPUKA3 Ha C/y4adj MOKAXKyBa AEK3
€HOO0BACKYNapHMOT MNpUCTan uM3BeAeH O0f CTPaH3a Ha WHTEpPBEHTHUTE
KapauMono3n - 3a pa3fMKa of OTBOpPEeHaTa onepauuja - He CamMo LWTO
OBO3MOMYBA 13 Ce peBaCKyNapu3npaaT ne3nn Ha MaBHOTO CTe6/10, HO UCTO
TaKa MOXKe /13 ja 01eCHAT peBacKyNapu3aumjaTa U Ha CTPaHUYHUTE rPaHKW.

Kny4yHun 360poBU: aKyTHa Me3eHTepujanHa WUcxemuja, peBacKynapusauuja,
TpoMboacnMpaunja, rpHa Me3eHTepujanHa apTepuja.
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ACUTE HEART FAILURE: EMERGENCY CARE
& THERAPY OPTIMIZATION: DIVERSITY OF
NEEDS AND CHOICES - SESSION ENDORSED
BY ESC HEART FAILURE ASSOCIATION

INVASIVE HEMODYNAMICS MONITORING OF ADVANCED
HEART FAILURE PATIENTS

T. Anguseva
Zan Mitrev Clinic , Skopje, North Macedonia

Introduction:Abnormal hemodynamics are associated with poor clinical
outcomes in patients with heart failure(HF)Hemodynamic monitoring allows
clinicians to detect nature and extend of pathology and helps assessment of
response to goal directed therapy.

Aim: to point importance of hemodynamic monitoring in diagnosis and
assessment of response to therapy in advanced HF patients.

Methods: Symptoms of pulmonary congestion, resulting from elevated left
atrial and left ventricular filling pressures, are the most common cause of
heart failure(HF) hospitalization.The basic goals of HF therapy are therefore
grounded in improving congestion, thereby decreasing hospitalizations and
improving outcomes and quality of life in patients with HF.

Transthoracic or transoesophageal echocardiography give essential valuable
information about global contractile function and filling state of patient but
also regarding regional wall motion abnormalities, pericardial or proximal
aortic pathology and valvular abnormalities.These tools also can give
information about central venous, systolic pulmonary as well as left atrial
pressure.Measurement of vena cava and renal venous flow is important to
evaluate the volume status.

Results: Ongoing evaluation of the patient's volume status is vital for
appropriate selection and monitoring of therapy and prevention of recurrent
hospitalizations.

n patients with HF and reduced ejection fraction, clinicians should aim to
decrease afterload as much as can be tolerated by renal function and patient’s
symptoms. Low cardiac output can often be improved by optimizing preload
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and afterload rather than initiating inotropes, which should be reserved until
needed. In advanced HF, the right heart function becomes a key determinant
of symptoms and outcomes.

Conclussion: This review summarizes evidence regarding influence of
hemodynamic monitoring in goal director therapy for treatment of patients
with advanced HF. Echocardiographic modalities also have an important role.

Key words: advanced heart failure, hemodynamic monitoring,
echocardiography

MWHBA3UBA3UBEH XEMOAWHAMCKU MOHUTOPUHI KAJ
NAUMEHTU CO HANPEAHATA CPLUEBA C/TIABOCT

T. AHfyweBa
HaH Mutpes KnuHuk, CKkonje, CeBepHa MaxkeoHWja

BoBseg:BnoweHata xeMoAMHaMMKa KOPEMPa CO MOMOW KAWHUYKK MCXon
Kaj naumeHTuTe co cpuesa cnabocT(CC).XeMOANHAMCKNOT MOHUTOPUHI UM
OBO3MOMYB3 Ha KAWHWYapuUTe MONECHO A3 A0jAaT [0 eTMONaTONOLUKAaTa
OCHOB3 W A3 ro NpocneaaT 0AroBOPOT HA LeNHO ofgpedeHaTa Tepanuja Kaj
naumeHTn co CC.

Uen:a ce noKame 3Ha4ajHOCTA Ha XEeMOAWHAMCKMUOT MOHUTOPWUHI BO
AvjarHo3aTa 1 nNpocseyBaHeTO Ha OpANHMPAHAaTa Tepanuja Kaj NnauneHTn co
HanpegHaTa CC.

Metogu:Cumntommute Ha  6enogpobHa  KOHrecTwja,pe3ynTmpaat  of
3roNemMeHVoT NPUTUCOK BO /1eBaTa NPETKOMOPAa WU HAaronemMeHuoT MPUTUCOK
Ha /IeBOKOMOPHO MOMHEHE K3aj MaumeHTUTe W 4YecTo [0BeAyBaaT A0
xocnutanusaumja.basmyHata uenHa Tepanujata 3@ CC e ga ja nogobpwm
COCTOj6aTa Ha KOHrecTnja,HamManyBajkM ja noTpebaTta 3a XOCNUTaNM3aumja
N NogobpyBajKM ro UCXOAOT U KBANUTETOT Ha MMBOT.TPaHCTOPaKanHaTa u
TpaHce3odareanHaTa exokapanorpadunja AaBaaT eceHUMjanHn nHdopmaunm
33 N06anHaTa MWOKAPAHA KOHTPAKTWAHOCT,CTATYCOT HA  BONYMEHT
ONTOBAp,pErMOHANHNTE MUOKAPAHW A6HOPMANHOCTK, NEepuKapaHaTa wunu
NaKk NATONOrMjaTa Ha NPOKCMMANHAaTa aopTa W BanByNapHUTe 3360nyBaH-a.
Co nomow Ha exokapavorpadujata MoxaT Aa ce gobujat mHGopmauuu
3@ UEHTPaNHOTO BEHCKO MNOMIHEeHe,CUCTONHNOT MY/IMOHANEH MNPUTUCOK,
NEeBOMPETKOMOPHUOT MPUTUCOK.MepereTo Ha AUMEH3MMTe Ha [0/HAaTa
LWYNANBa BeHa 1 ByH6PEeHMOT BEHCKM NPOTOK Ceé MHOry 6UTHM BO NPOLIEHATa
Ha BO/IMEHCKMOT CTaTyC Ha NaLUMEHTOT.

Pe3synTtaTu: PegoBHAaTa eBanyaumja Ha CTaTycoT Ha NOMHETOCT € 04 BUTasHO
3Ha4yere BO TPETMaHOT W MpeBeHUWjaTa Ha Ppexocnutanu3aummte Kaj
nauneHtuTe co CC.Kaj oBMe NaumMeHTN,KNMHNY3ApOT Tpeba Aa MMa 3a uen Aa
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o0 HaManu ahTepnoaaoT TOSKY KOMKY LWITO TONepupaaT CMMNTOMAToNOrmjaTa
n 6ybperHaTta dyHKUWja Ha NAUNEHTOT.HUCKMOT MUHYTEH BONYMEH 4eCTo ce
nofobpyBa co oNTMMM3NPare Ha adTepnagoT U NPenoagoT,na 3aToa Tpeba
A3 Ce MNoYeKa CO MNPUMEHATa Ha KaTexoNnaMuHWUTE KoW Npwu gonra ynotpeba
ja TpowaT MwuoKapgHaTta pe3epsa.llpy HanpegHata CC,4ecHOKOMOpHAaTa
®VYHKUMja e rNaBHa AeTePMUHAHTA 33 KIVHUYKMOT UCXOA Ha NaUNEeHTOT.

3akny4oK: OBOj Tpyd [3Ba OCBPT HA B/MjAHMETO Ha XeMOAUMHAMCKUOT
MOHWUTOPWUHI BO OAPeAYyBareTO Ha LeNHO OEeTEPMUHUPAHATa Tepanuja Kaj
naumeHTnte co CC. ExoKapanorpadpcKmMTe MoaanuTeTU Npu 0Ba MUCTO TaKa
MMaaT 3Ha4yajHa ynora.

Kny4Hu 360poBu: HanpeaHaTa cpLeBa cNabocT, XeMOANHAMCKN MOHUTOPUHS,
exokapguorpaduja

HOW TO IMPROVE OUTCOMES FOR PATIENTS WITH HFREF
FOLLOWING A WORSENING HF EVENT- DRUG THERAPY AND
DEVICES

M. Metra
Institute of Cardiology of the Civil Hospital and University of Brescia, Italy

Worsening heart failure (WHF) is a landmark event in the clinical course of
the patient with heart failure (HF). Its occurrence shows that homeostatic
mechanisms, such as natriuretic peptides release, are not able to counteract
mechanisms causing sodium retention so that congestion occurs and the
patient complains of limiting symptoms. Episodes of WHF are followed by an
increased rate of rehospitalizations and death. Their prevention is a primary
aim of current treatment of HF. It includes the four drugs shown to improve
outcomes in the patients with chronic HF and reduced or mildly reduced
left ventricular ejection fraction, ACE inhibitors or angiotensin receptor
neprilysin inhibitors, mineralocorticoid antagonists and beta blockers and, in
all the patients with HF, sodium glucose cotransporter type 2 inhibitors. In
addition, the soluble guanylate cyclase stimulator vericiguat has also been
shown to reduce HF hospitalizations and mortality in the patients with WHF
and is therefore indicated in them. Implementation of these medications may
prevent episodes of decompensation and ultimately save lives and resources.

Key words: heart failure, treatment, prognosis

16



7. MaKeoHCKIM KOHIpec o Kapamonoruja

CHRONIC HEART FAILURE: CONTEMPO-
RARY TREATMENT AND FUTURE ADVANCES:
CAN WE DO MORE?

AIM WHICH IS HARD TO ACCOMPLISH: THERAPY OPTIMIZA-
TION IN ADVANCED HEART FAILURE

E. Srbinovska Kostovska
University Clinic of Cardiology, Skopje, North Macedonia

Patients with advanced heart failure (HF) comprise an estimated 1% to 10% of
the overall heart failure population. The prevalence of heart failure patients is
growing as these patients' lives longer, as a result of the advances of quideline-
based medical therapy for heart failure. But still prognosis remains poor with
1-year mortality ranges from 25-75%, according to various reports.

Advanced heart failure describes a clinical syndrome characterized by
persistent or progressive symptoms and ventricular dysfunction despite
aggressive attempts of heart failure therapy. In 2018 an update of HFA-ESC
criteria for definition of advance HF has been made. A severely reduced LVEF
is common but not required for diagnosis of advanced HF as it may develop
in patients with HFpEF as well. The Interagency Registry for Mechanically
Assisted Circulatory Support (INTERMACS) profiles, developed to classify
patients with a potential indication for durable mechanical circulatory support
(MCS), describes clinical parameters and characteristics consistent with a
need for advances therapies. In the absence of obvious contraindications
to advanced therapies, the patient should undergo assessment of clinical
and hemodynamic stability, systemic perfusion, and end-organ function.
Evidence of shock or rapidly progressive renal/hepatic dysfunction should
prompt urgent referral to a specialized HF center. In patients with advanced
HF, pharmacological therapy and short term MCS may be needed until the
implantation of long term MCS or heart transplantation becomes available.
Inotropes may improve hemodynamic parameters, reduction congestion,
improving cardiac output and aiding peripheral perfusion, as well prevent
worsening of the end-organ function. But, inotropes can favor myocardial
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ischemia and/or tachyarrytmias. Kidney dysfunction and loop diuretics
resistance often characterize the clinical course of patients with advance HF.
MSC can improve symptoms and survival of the patients with advance HF.
The use of MSC should be considered for the different scenarios, which were
defined in the last ESC Guideline for diagnose and treatment of heart failure.
Indications for MSC can be define as: bridge to decision, bridge to bridge, bridge
to candidacy, bridge to transplantation, bridge to recovery and destination
therapy. Heart transplantation remains the gold standard for treatment of
advanced HF in absence of contraindications. Post-transplant 1-year survival
is around 90% with median survival of 12,5 years. The decision pathway to
transplantation or LVAD is never straightforward and is unique to each patient.
Eligibility for each option may change according to the particular conditions
of each patient. Specific models of palliative care for patients with advanced
HF have been also reported. They reduced hospitalizations, without a clear
effect on survival, and have some effects of quality of life in these patents.

LEN KOJA TEWKO CE NOCTUrHYBA: ONTUMU3ALUUNJIA HA
TEPAMWUJATA KAJ HAMNPEOHATA CPLUEBA CNNIABOCT

E.Cp6buHoBCKa KocTOBCKa
YHMBEp3UTETCKA KIMHNKA 3a Kapanonornja, Cronje, CeBepHa MakeoHWja

MaymeHTUTE CO HanpegHa cpuesa cnabocT (CC) coumHyBaaT okony 1% 8o 10%
04 LenorynHaTa nonynaumja Ha nauneHTn co cpuesa cnabocT. MNpesaneHuaTta
Ha NaUMEHTM CO CpUEBA C/1a6OCT pacTe KaKo LUTO HMBOTOT Ha OBUE NALMEHTU
CTaHyBa MOAONr, KAKO pe3ynTaT Ha HarnpedoKOT Ha TepanujaTa 3a@ cpuesa
CnaboCT 33aCHOBAHA Ha ynaTcTBa. Ho, cenak NMporHo3aTa OCTaHyBa foLla co
1-roguvwHa CMPTHOCT Koja ce ABUHKN 04 25-75% cnopef pa3nnyHn n3seLuTaun.

HanpegHata cpueBa cnabocT npectaByBa HK/AMHUYKKM CUHOPOM KOj Ce
KapaKTepu3npa co NOCTOjaHWN, NI NPOrpeCUBHN CUMMTOMU U BEHTPUKYN3PHA
anchyHKUMja M MNOKPaj arpecvMBHaTa Tepannja 3a cpueBa cnaboct. Bo
2018 rognHa HanpaBeHO e axkypuparbe Ha Kputepuymute o EBPOMNCKOTO
30pyrHeHne 3a cpuesa cnabocT U EBPOMCKOTO 34pyHeHne 3a Kapauosoruja 3a
aednHuparbe Ha HanpegHaTta CC. CMIHO HaManeHa exeKuUnoHa ¢pakumja (ED)
e Boobun4aeHa KapaKTepUCTMKa, HO 33 AMjarHo3a Ha HanpegHaTta CC noctojat
N AONOHUTENHN KpUTepUyMm, buaejiu Moxke fa ce pa3sue 1 Kaj NauneHTn co
CC co co4yBaHa E®. O MeryareHUUCKMOT perncTap 3a MexaHU4yk1 noMorana
33 umpkynatopHa nogapwkra (INTERMACS), pa3BueH 33 Knacndukaumja Ha
nauMeHTn co NoTeHuMjanHa NHAMKaumja 3a TpajHa MexaHn4Kka LMPKyNaTopHa
noagpwka (MUIM), rm onuwyBa KAMHUYKUTE NAPAMETPU U KAPAKTEPUCTUKMK
KOW Ce BO COrNacHOCT Cco noTpebaTta o4 HanpeaHu Tepanun 3a CC. Bo oTCycTBO
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H3 OYUrNegHN KOHTPaMHAWKAUMM 33 HanpegHW Tepanun, nauueHToT Tpeba
03 NOANEeHM Ha MNPOLEHK3 Ha KAMHWYKATA U XeMOAMH3MCKAaTa CTabuHOCT,
cucTeMcKaTta nepdysuja n pyHKUMjaTa Ha OLITETEeHMOT opraH. MogaTtouunTe 33
LLIOK, MNn 6p3a nporpecBHa 6ybpexHa/xenatanHa ancoyHKumja Tpeba aa
NOTTUKHAT UTHO ynaTyBake A0 creumjanu3npaH ueHTap 3a CC. Kaj nayneHTu
co HanpegHaTta CC, Moxke ga 6uge noTpebHa PpapMaKoIOLWKA Tepannja u
KpaTKoTpajHa MU, foaeKa He cTaHe A0CTaNHa UMMNAHTaLUNja Ha AO0NrOTPajHA
MUM, nan TpaHcnnaHTaumja Ha cpue. VIHoTponuTe mMoxe ga ru nogobpar
XeMOAMHAMCKNTe NapameTpu, Oa ja HaManaTt KoHrecTwja, Aa ro nogobpat
CpPLEBMOT MUHYTEH BONIYMEH M A3 ja NOMOrHaT nepudepHata nepdysunja, Kako u
03 CnpeyaT BNoLwyBame Ha GYHKLNjATa HA OLUTETEHNOT OpPraH, 04HOCO CpLeTo.
Ho, nHoTponaTa Tepanuja Moxke 4a ja NoTeHUMpa MUOKapAHa UcxemMuja n/mnm
03 buge npuyMHa 33 NojaBa Ha TaxmaputMuja. bybpexHaTta anchyHKUNnja n
Pe3nCTEeHUNjaTa Ha OUYPEeTULMTE HYEeCTO r0 KaPaKTEPM3NPAAT KIVHUYKMOT TeK
Ha nauneHTuTe co HanpeagHa CC. MUIM Moxe ga rv nogobpn CMMNTOMUTE U
NPeXnBYBaHETO Ha NauneHTuTe co HanpegHa CC. Ynotpebata Ha MU Tpeba
03 ce 3eMe BO npeasug npv pasfvyHUTE cueHapwja, Kom 6ea aepuHMpaHn
BO MNocneaHoOTo YNaTcTBO 33 AMjarHO3a M TPeTMaH Ha cpuesa cnabocT of
EBPONMCKOTO 34pyHeHne 3a Kapaguonoruvja. NHankaummte 3a ML Moxe ga ce
AednHMPaaT Kako: MOCT A0 0A/TYKa, MOCT A0 HapeaHa 0A4/yKa, MOCT [0 CTaTyC
Ha KaHAMAaT, MOCT A0 TPaHCMNAaHTauwja, MOCT A0 3aKpenHyBaHe N KOHeYHa
Tepanwja. TpaHcNAaHTaunjaTa Ha cpLe 0CTaHyBa 3NaTeH CTaHAapA 3@ TPeTMaH
Ha HanpegHata CC BO OTCYCTBO Ha KOHTpanHAMKaumn. EQHOrOAMLIHOTO
NpermnByBare No TPaHCNNaHTaumjaTa e okony 90% co CpefHO NpersnByBaHe
oa 12,5 roguHu. Ognykarta 3a@ TpaHcnnaaHtaunja, wim LVAD e nHansuayanHa
33 CeKoj nauueHT. NogobHOCTa 3a@ ceKoja onuuja MoXe [a ce NMpOMeHU BO
3@BUCHOCT 04 NocebHUTe YyCNoBKU HA CeKoj nauuneHT. MNocTojaTt n cneyndunydHm
Modenn Ha nanumjaTMBHAa Hera 3a naumeHTn co HanpegHat CC. Tue ja
HaManyBaaT XOCMWUTanu3auwjata Ha oBuwe nauueHTn, 6e3 jaceH edeKT Bp3
NPernBYBaHETO M MUMAAT ofpeaeHn edheKT Ha KBANUTETOT Ha MUBOTOT BO
oBWe NaTeHTMW.
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HEART FAILURE WITH PRESERVED EJECTION
FRACTION: FROM DIAGNOSIS TO TREATMENT

CLINICAL PHENOTYPE SPECTRUM OF HEART FAILURE WITH
PRESERVED EJECTION FRACTION (HFPEF)

V. Andova

Heart failure with preserved ejection fraction (HFpEF) is a heterogeneous entity
caused by a complex interaction between non-cardiac and cardiac factors. While
data on HFpEF pathophysiologic mechanisms are evolving, contemporary studies
support the hypothesis that comorbidities and risk factors result in abnormalities
of cardiac and noncardiac structure and function, and thereby lead to symptoms,
exercise intolerance, morbidity, and mortality. HFpEF probably represents
multiple biological phenotypes. Clinical phenotypes of HFpEF include: (1)
“garden variety"” HFpEF, which is associated with hypertension, obesity, diabetes/
metabolic syndrome, and/or chronic kidney disease; (2) cardiovascular disease
(CAD)-associated HFpEF (these patients typically have multi-vessel CAD, and the
CAD seems to be driving the HFpEF syndrome); (3) atrial fibrillation-predominant
HFpEF (these patients frequently have uncontrolled atrial fibrillation which
appears to drive the HFpEF syndrome); (4) right heart failure-predominant HFpEF
(these patients have pulmonary venous hypertension, occasionally with super-
imposed pulmonary arterial hypertension and right ventricular dysfunction in the
setting of significant diastolic dysfunction; however, the right heart failure drives
their clinical course); (5) hypertrophic cardiomyopathy- induced or hypertrophic-
cardiomyopathy-like HFpEF; (6) multi-valvular HFpEFthese patients typically
have 2 or more moderate valvular lesions,usually in the setting of other risk
factors and etiologies of HFpEF; and (7) restrictive cardiomyopathies such as
cardiac amyloidosis.

Separation of individuals into clinically identifiable subgroups can help identify
HFpEF patients who are particularly responsive to specific treatments.

Key words: HFpEF; clinical phenotypes, coronary artery disease, hypertension.
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KIMHUYKN ®EHOTUNCKU CNEKTAP HA CPLUEBA CNABOCT
CO CO4YYBAHA EJEKUVWOHA ®PAKLUWNJA (CCCED)

B. AHpoOBa

CpueBa cnabocT co co4vyBaHa ejeKuUMoHa dparumnja (CCcED) e xeTeporeH
EeHTUTET Npeau3BMKAH 0f KOMMJIEKCHA MHTEepaKLuuMja nomery He-CpUeBnu U
cpueswn dpakTopu. [logeka ce aHann3npaaT nogartoyunTe 33 NATOGU3NONOLLKUTE
MexaHnsMn Ha CCcE®, MHory CTyamm ja NoapMyBaaT XMMNoTe3aTa [AeKa
KoMopbuanTeTuTe N pusnk bakToputTe pesynTupaaTt co abHOPMANHOCTU Ha
CPLUEBATa N He CpLEeBa CTPYKTYPa U yHKUNj3, U NCTUTE BOAAT A0 CUMMTOMM,
WHTONEepPaHUMja Ha Hanop, MopbuanteT n moptanuteT. CCCED ce NpuKarkyBa
CO pas3nNuyHm 6nonowkun peHoTunn. KnuHmykm peHoTnnm Ha CCcED BKNy4yBa:
(1) “garden variety” CCcED, Koja e NOBP3aHa CO XMNEpTeH3nja, 0H6e3HOCT,
Avjabet/mMeTaboneH CMHAPOM W/UAN XPOHWYHA 6ybperkHa cnabocT; (2)
KapanoBackynapHa 6onect (KAB)-acoumpaHa CCcED (oBune naumeHTn MmMaat
noserke cagosHa KAB, n KABb posegyBa go CCcE®); (3) npeaxkoMopHa
dnbpunauymja-npegomMmHaHTHo CCcED (oBME naUMeHTUM HajyYecTo wumaat
HEKOHTpPONMpaHa MNpeTKoMopHa ¢unbpunaumja Koja Moxe ga gosege Ao
cmHagpoM Ha CCcE®); (4) pgecHo cpueBa cnabocT-npegoMaHaHTHO CCcED
(oBME NAaUMEHTM WMAAT MYyIMOHANH3 BEHCK3 XUMepPTeH3Wja, MOHEeKOoraLl
NYySIMOHaNHa 3pPTEPUCKA XMNepTeH3uja U AeCHO KOMOpHa AUCPYHKUMja BO
CcoCTojba Kora MoCTOM 3HayajHa AWjacTonHa AUCHYHKUMja; Cenak AecHo
CpuUeBaTa cNabocT e BoAaY 33 KIMYKMOT Tek Ha 6onecTa); (5) NHayumpaHa oa
xmnepTpodunyHa KapgmommonaTtuja- nnnm CCCE® cnmyHa Ha xmunepTpoduydHa
KapavommonaTuja ; (6) noseke BansynapHa CCcED, oBMe naymeHTn MMaaT 2
nUNn noBeke BaNBYN3pPHWN Ne3nn o yMepeH cTerneH, Boobnu4aeHo BO COCTOj6a
on Apyrn pusuk daktopy nnmn etmonorum 33 CCcED.; n (7) pecTpUKTMBHA
KapAMOMMONATKja KaKo CpLeBa aMnIoMao3a.

Mopenbata Ha MHAMBUAYUTE BO KANHWUYKM NPEnO3HATAMBU NOLMPYNN MOMKe
03 NoMorHe aa ce naeHTUoMKyBaaT nauneHTute co CCcED Kon pearnpaar Ha
cneyndunyHn TpeTMaHu.

Kny4yHun 360poBu: CCCED; KAMHNYKM GEHOTUNK, KOPOHAPHA apTEPUCKA bonecT,
XunepTeHsunja.
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CHALLENGES IN DIAGNOSIS OF HEART FAILURE WITH
PRESERVED EJECTION FRACTION

Lj.Georgievska-Ismail
University clinic of cardiology, Medical faculty, UKIM, Skopje, RNM

Heart failure with preserved ejection fraction (HFpEF) is a disease growing
in prevalence owing to an increasingly obese and aging patient population.
Making the diagnosis of HFpEF is often challenging because patients frequently
have multiple comorbidities and symptoms that could be attributed to vary
disturbances and/or diseases.

According to quidelines of professional societies contemporary criteria for
diagnosing HFpEF includes: a normal or near-normal left ventricular ejection
fraction (LVEF 250%), evidence of cardiac dysfunction by echocardiography
(e.g., abnormal left ventricular filling and elevated filling pressures), and
elevated natriuretic peptides. However, given the complexity of HFpEF
regardingits phenotypes various parameters are utilized to reach the diagnosis
including clinical (patient history and physical examination), biochemical,
echocardiographic and other imaging data as well as hemodynamic in rest or
during exercise.

n order to facilitate the way in reaching the diagnosis, European Society of
Cardiology (ESC) endorsed stepwise diagnostic approach. The proposed Heart
Failure Association algorithm (HFA-PEFF) consists of: Pretest Assessment
(P), Diagnostic workup with echocardiogram and natriuretic peptide score
(E), Advanced workup with functional testing in case of uncertainty (F), and
Final etiological workup (F). For each major criterion met, 2 points are
awarded, and 1 point is awarded for a minor criterion. A score of =5 based
on echocardiographic and natriuretic peptide levels is diagnostic of HFpEF.
A score of <1 makes a diagnosis of HFpEF very unlikely, for a score of 2-4
points, additional workup in the form of diastolic stress echocardiography is
recommended.

Earlier detection and more precisely identifying who actually has HFpEF is
one of the most important ways to improve the quality of life and long-term
prognosis for patients with HFpEF.
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nPeEAU3BULN BO ANJATHO3ATA HA CPLEBA C/NNIABOCT CO
COYYBAHA EJEKUMNOHA ®OPAKLUUJIA

Jb.MeoprueBcKka-Ucmaunn

YHMBEP3UTETCKA KNMHUKA 33 Kapauonornja, MegnuumHckm garkyntet, YKUM,
Cronje, PCM

CpueBa cnabocT co codyBaHa ejekumoHa ¢parumja (CCcED) e bonecT 4mja
LUTO NpeBaneHLa pacTe Nopaan NopacToT Ha Aebena v Bo3pacHa nonynauuja.
MNocTaByBareTO ANjarHo3a Ha CCCED e ronem npeansBuK, buaejku nauneHTuTe
4eCTo MMaAaT NoBeKe KOMOpPBUANUTETN N CUMMTOMM KOM MOXE Aa Ce NpUNULLIAT
Ha pPa3/IMYHM HapyLLyBakba n/unmn 6onectu.

Cnopen ynatcTBata Ha NPodeCcUoHanHUTE 30pPYHEeHWnja, COBpeMeHuTe
KpUTEepMyMn 3a aujarHoctuumpare Ha CCCED BKAy4yBaaT: HOPManHa Wu
peyncn HOpManHa ejekumoHa ¢pakumja Ha nesata Komopa (JIKED =50%),
OOKa3 33 cpueBa anchyHKUnja co ynotpeba Ha exokapguorpaduja (Ha np.,
abHOPMAsTHO NMONHEHE Ha NeBaTa KOMOPA3 M MNOK3YEH NPUTUCOK H3 NONHEHE),
KaKO M NOKaYeHn HaTpuypeTckm nentuan. Cenak, co ornea Ha CIOMEHOCTa Ha
CCcE® BO 04HOC Ha Hej3nHUTE GEHOTUMCKN eKCNPeCcun, ce KOPUCTAT PA3INYHU
napaMeTpu 33 Hej3MH3 [AWjarH033, BKAYYYB3jKM KAMHUYKM (aHaMHe3a u
du3nKkaneH npernen), bBUOXeMUCKKN, exokapanorpadCckn n nogatoun AobmeHun
o4 APYrv CIMKOBHM METoAM, KaKo M XEMOAMHAMCKU BO MUPYBake W/vnn
Hanop.

Co uen aa ce 0/1eCHN HAYMHOT Ha NOCTUrHYBaHe Ha AMjarHo3aTa, EBPONCKOTO
34pyeHne 3a kapaunonoruja (ESC) ro ogobpu AnjarHOCTUYKMOT NpUcTan BO
yeKkopw. MpeanoKeHnoT anropmTam 3a cpuesa cnaboct (HFA-PEFF) ce cocton
of: NnpoueHKa npeg 1ecT (P), Haoam o4 exokapanorpadCcKo CHUMaHe 1 pe3ynTaT
Ha HMBOTO Ha HaTpuypeTndeH nentua (E), HanpeaHW MeToaM Ha GYHKLUMOHANHO
TecTnpare BO C/ly4aj Ha NHKOHK/Y3MBHOCT (F) 1 3aBPLUHM aHAN3M KO UMaaT
33 uen [aja yreBpAaaTt eTmonormjata Ha 6onect (F). 3a CeKoj MCNONHET MajopeH
KpUTEepUyM ce aoaenyBaaT 2 MOeHW, 3@ 33 MWHOPEH KpuTepuym 1 noeH.
Pe3yntat og =5 gobueH of pesyntatute o exokapanorpadpuxa u HUBOTO Ha
HaTpUypeTUYHUTE NenTnau ja yTepayBa CO CUrypHOCT aAnjarHo3aTta Ha CCcED.
OueHraTta of <1 ja npasu anjarHo3aTta Ha CCCED MHory Manky BepojaTHa, a
33 pe3ynTaTt o4 2-4 rnoeHn ce npenopayvysa n3seayBare Ha AOMOSHUTENHU
NCNUTYBAHA KaKO WTO € AWjacToNHa CTpec-exoKkapanorpaduja.

PaHOTO OTKpMBaH-e 1 nonpeumnsHo naeHTUOUKYBaHe Koj BCyLWHOCT UMa CCcED
e e]Ha o, HajBarKHUTe uenun 33 NofobpyBare Ha KBAIMTETOT HA HMMUBOTOT U
[0Nropo4YHaTa NporHo3a 3a nauneHTtute co CCcED.
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TREATMENT OPTION AND CONTROVERSIES IN HEART FAILURE
WITH PRESERVED EJECTION FRACTION

I. Mitevska
University Cardiology Clinic, Skopje, North Macedonia

Heart failure with preserved ejection fraction (HFpEF) is highly prevalent
condition, which is present in over 50% of all patients with heart failure, and its
prevalence is expected to increase significantly. It is severely underdiagnozed
disease with poor patient's prognosis. So far clinical trials in HFpEF patients
did not showed treatment benefits in terms of outcome improvements with
the medications that are used for treatment of heart failure with reduced
ejection fraction, until recent studies with ARNI and SGLTS2 inchibitors.
The latest drugs are the only one which significantly lowers mortality and
hospitalization rates in patients with HFpEF. The presentation is covering the
latest quidelines and recommendations for the treatment of HFpEF, which
included drug therapy and non-pharmacological treatment, with special
point to all important co morbidities and specific HFpEF phenotypes. Update
guidelines for the management the heart failure by European Society of
Cardiology and 2023 expert Consensus Decision Pathway on Management of
Heart Failure With Preserved Ejection from American College of Cardiology
will be discussed in the presentation.

Key words: heart failure with preserved ejection fraction, treatment, ARNI,
SGLT2i
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TEPAMUCKU onNunn U KOHTPOBEP3UU KAJ NAUUEHTU
CO CPLIEBA C/NNTABOCT CO O4YYBAHA J1IEBOKOMOPHA
EXHEKUNOHA ®OPAKLUUNJA

. MuTteBcka
YHMBEP3UTETCKA KNMHUKA 33 Kapauonorunja, Ckonje, CesepHa MakefoHWja

CpueBaTta cnabocCT CO 04yBaHAa exeKunoHa dpakumja e cocTojba co BUCOKA
npeBaneHunja, Koja e NpUCyTHa Kaj noseke o 50% oA NaumMeHTUTe Co CpLeBa
cnabocT, @ Hej3nHaTa NPEBaNEHLNja 3HAYajHO Ke Ce 3rofIeMyBa CO CTaPEEHETO
Ha nonynaumjata. [njarHo3aTta Ha cpueBaTa cNaboCcT CO 04yBaHa eXeKumoHa
dpaKumja e 3Ha4YajHO NOTUEHeTa, @ MPOrHO3aTa e Aowa. [1o cera KAMHUYKUTE
CTYOUM Ha NaUMeHTUN Co cpueBaTa cnaboCcT CO 04YBaHA eeKUnoHa dpaKumja
He MOKarkaa TeparnncKa KOpUCT BO NMpasel Ha nofobpyBare Ha NPOrHO3aTa
N HaManyBake Ha XOCNUTANM3aUUUTE CO JIEKOBUTE KOU C€ MOKaXKaa
KOPUCTHW Kaj NaumeHTU CO cpueBa cnabocT u peayumpaHa /ieBO KOMOPHA
dYHKUKja, ce [0 nocnegHuTe cTyanmn Kou ru Braydmja ARNI n SGLT2i. Osune
NEeKOBM Ce eANHCTEBHW KOW ja nMoaobpyBaaT MpOrHo3aTa U ru peayumpaaT
XOCMUTaNMN3auUmnTe Kaj NauneHTUTe COo CpueBa CNaboCcT N 04YBaHa EXEKLMOHA
dpakumja. MNpeseHTaymjata rm NPUKarKyBa HajHOBUTE NPenopaKkn 338 TPEeTMaH
Ha 0Ba 3360/1yBake KON BKNYYYBaaT MEAVK3MEHTO3EH N HEMeANKAMEHTO3€eH
TPeTMaH, CO nocebeH OCBPT Ha CUTE AOMWHAHTHW KoMopbumauTetTn wu
cneundunyHm deHotmnosm Ha CpueBaTa cNaboCcT CO O4YYBAHA EMKEKLMOHA
¢paKkumja. TpUKaKaHN Ce HajHOBUTE MNPernopakM 33 TpPeTMaH Ha O0Ba
3abonyBare 04 CTPaHa Ha EBPOMCKOTO 34pYyHeHMe N0 KapANonormnja Kaxko u
KOHCEeH3YC AOKYMEHTOT Ha AMEPUKAHCKMOT Kosew Nno Kapauonoruja og 2023
33 TPETMaH Ha cpueBaTa cNabocCT CO 04YBaHAa exeKumoHa dpakumja.

KnyyHu 360poBu: cpuesa cnaboCT Co 04yBaHa exeKumMoHa Gpakunja,
Tepanuja, ARNI, SGLT2i
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CARDIOVASCULAR IMAGING IN THE ASSESSMENT
OF THE RIGHT VENTRICLE

ROLE OF CARDIOVASCULAR MAGNETIC RESONANCE IN
ASSESSMENT OF THE RIGHT VENTRICLE IN CONGENITAL
HEART DISEASES

M. Boutsikou
Mediterraneo Hospital, Athens (Greece)

Significant advances in pediatric cardiology and cardiac surgery have
contributed to the improvement in diagnosis and treatment of patients
with congenital heart disease (CHD), resulting in the continuous growth of
the respective population. Right ventricular (RV) anatomy and function are
affected in one fifth of patients with CHD. Common congenital heart defects
involving RV pathology are the tetralogy of fallot (TOF) with pulmonary artery
stenosis or atresia, truncus arteriosus, double outlet right ventricle (RV),
transposition of the great arteries, Ebstein anomaly, absent pulmonary valve
syndrome, and congenital pulmonary stenosis (PS). CMR is the gold-standard
imaging method for quantification of RV volumes. It may be an alternative
when echocardiography cannot be obtained with sufficient quality, or used as
a second method when echocardiography measurements are borderline or
ambiguous. Furthermore, CMR has become a valid and comprehensive tool to
define cardiac anatomy, to assess hemodynamics, and to measure blood-flow
by using phase contrast technique. Information provided by the exam can play
a crucial role either in establishing the need and type of treatment or during
follow-up after correction. Tissue characterization for myocardial fibrosis is a
unique capability of CMR. Late gadolinium enhancement CMR for focal fibrosis
and interstitial fibrosis T1 mapping imaging are increasingly being applied in
ACHD for their potential diagnostic and prognostic value.

Key words: congenital heart disease, cardiac magnetic resonance, right
ventricle
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ASSESSMENT OF THE RIGHT VENTRICLE IN PATIENTS WITH
SHORT- AND LONG-TERM MECHANICAL CIRCULATORY
SUPPORT

M. Gjerakaroska Radovikj
University Clinic for State Cardiac Surgery, Skopje

Mechanical circulatory support systems are increasingly being utilized to
support patients through episodes of recoverable acute heart failure and
“bridge” strategies to transplantation while awaiting donor organ availability,
as well as destination therapy. Many factors affect the choice of MCS - the
cardiovascular substrate primarily and right ventricular (RV) systolic and
diastolic function and pulmonary vascular resistance among others. Therefore,
proper assessment of RV function is a key step in selection and planning of MCS
support. The aim of this review is to briefly summarize challenges and limits of
traditionally used methods of RV assessment, as well as discuss several new
and promising echo- and right heart catheterization (RHC)-derived composite
variables. Traditional echocardiographic parameters and Doppler-derived
indices, although readily available, are primarily challenged by the distinct RV
load dependency as well as significant inter- and intra-observer variability,
left ventricular function and overall heart motion. Recently, composite echo
variables, which incorporate load appear to be better suited for assessment
of RV contractile function. RHC using a pulmonary artery catheter is the
cornerstone of a standard hemodynamic evaluation of patients undergoing
MCS. The value of certain hemodynamic variables is challenged by lower
accuracy of measurement as well as questionable ability to predict freedom
from RV failure after placement of a durable left ventricular assist device.
Recently, RHC-composite variables, which take into account their relation
to afterload, appear to be more reliable for assessment of left vs need for
biventricular support. Future studies will determine the role of integrative
approaches for RV evaluation and whether it will facilitate decision-making
process and prognosis assessments in patients supported with short and long
term MCS.
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NMPOUEHA HA AECHO KOMOPHA ®YHKUWJA KAJ NAUUEHTU CO
KPATKOTPAJHA U AO/NINMTPAJHA MEXAHUYKA LUUPKY/IATOPHA

noaoaPLWKA

M. fepakapocKa PagoBuk
[prHaBHa KNMHUKA 3a Kapanoxupypruja, Ckonje, PC MakenoHunja

Ypeoute 3a MeXaHWYKa UMpKynatopHa noggpwka (MUIM) ce novecto ce
ynoTpebyBaaT Npu enn3oam Ha aKyTHa CpueBa CnabocCT, Kako ,MoCT” ao
TpaHcnnaHTauuja Ha cpue, [o4eKa Cce YeKa OpraH of AOHOP, HO N KaKo LefHa
T.e. KOHeYHa Tepanwja. fonem 6poj daKkTopu UrpaaT ynora npu n3bopoT Ha
MUIM - npea ce eTnonorujata Ha KapaMoBacKyNnapHaTa 601ecT, KaKo N OecHo
KoMopHaTa (OK) cnctonHa n gnjactonHa GyHKUMja U NYIMOHANHA BaCKyNapHa
pe3ncTeHunja Mery ocTaHatute. OTTYK3, COOABETHATa MPOLEHKa Ha
AEeCHOKOMOPHATA GYHKLUNja Nrpa 3Ha4ajHa ynora npu n3bopoT 1 NN3HNPaHETO
Ha MUI. UenTta Ha 0BOj TpyA4 € HakpaTKo Aa ce cymMmpaaT npeaussuunTe m
OrpaHuyyBaHaTa Ha BOObBMYaeHUTe MeToanm 33 npoueHa Ha [OK, Kako n ga
Ce pas3rnefaaT HEeKOsIKY HOBW, NOTEHUWjANHO 3HaYajHU eXoKapanorpadCKu
N NapamMeTpu u3BegeHn 04 MeToAoT Ha AeCHOoCpueBa KaTeTepu3auuja.
TpagnumoHanHuTe exokapamorpadpckn napameTpn u [Jonnepckn NHOEKCH,
N3Ko NeCcHO AO0CTanHKW, ce nNpobnemMaTnyHn 6uaejkn He ro 3emMaaT npeasug
BNINjaHMETO Ha MOCTOMNTOB3pPYBaHeTO BP3 GYHKUMjATa H3 AEeCHAaTa KoMopa,
3HaYajHaTa UHTEep- U MHTpaorcepBepecka BapwjabuUNHOCT, N€BOKOMOPHATA
YyHKUMja 1 OBUHKEHETO HA CpLeTo BO UennHa. HeofaMHa 6elue NoKaxmaHo
OEeKa oApefleHn CNOMeHW, n3BedeHu exokapaunorpadcku Bapujabnu, HKou
ro 3emMaaT npeasug ontoBapyBakeTo T.e. afterload ce noooaBeTHM 3a
NPOLUEHa Ha [OEeCHOKOMOPHATa KOHTPaKkTUNHa ¢yHKUMja. [ecHocpueBaTta
KaTeTepu3aunja co NpUMeHa Ha My/IMOHaNIeH apTePUCKN KaTeTep € OCHOBHA
MeToAa 33 XeMOAMHAMCKa NpoLueHa Kaj naumeHtTute Ha MUI. Ho 3HavereTo
Ha oApeAeHn XeMOAMHAMCKM NapaMeTpu 04 AeCHOCpLEeBaTa KaTeTepm3aunja
Ce goBeflyBa BO Mpallame 33pagun MNOHUCKATa MPeumn3HOCT BO MepeneTo,
KaKO M HEeMOXHOCTa [a Ce npeaBmAaun MNojasBaTa Ha AecHocpuesa cnaboct
Mo MOCTaByBame Ha ype[ 33 MEXaHWYKa MoaAdplika Ha nesaTa KoMopa.
MoHOBUTE CTYANM NOKAXKyYBaAT 4eKa NOCTojaT oApeAeHN n3seneHu Bapnjabnm
04 AecHocpueBaTa KaTeTepm3aunja, Kom 6u Moxene fa 4afaT nonpeumnsHa
NPOLIEeHKA 33 NoTpebaTta o4 NEBOKOMOPHA HAaCMPOTU MeXaHMYKa NoAAPLUKA Ha
obeTe KoMopwu. MoTpebHM ce 4ONOAHUTENHM CTYAMM 33 A3 Ce yTBPAM ynoraTa
Ha BAKOB MHTErpaTMBEH NPUCTan BO NPOLEHATa H3 4eCHOKOMOPHATa GyHKUWja
M MPOrHO3a Kaj NaumeHTnTe CO KPAaTKOPOYHA 1 fonropovHa MLUIM.
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DIFFERENT PHENOTYPES OF HF -
FROM BENCH TO BEDSIDE

TITLE OF THE PRESENTATION: CORONARY ARTERY DISEASE
AND HEART FAILURE WITH PRESERVED EJECTION FRACTION

E. Cenko

Department of Medical and Surgical Sciences, University of Bologna,
Bologna, Italy

Coronary artery disease (CAD) commonly occurs in patients with heart failure
and preserved ejection fraction (HFpEF). Additionally, growing evidence
suggestthat obstructive CAD and coronary microvascular dysfunction
play an important role in the pathophysiology of HFpEF. Yet, increased left
ventricular wall thickness can lead to impaired coronary flow reserve and
thus, to coronary microvascular dysfunction. Although obstructive CAD,
coronary microvascular dysfunction and HFpEF share common cardiovascular
risk factors and comorbidities it is also possible that they simply coexist
without any mechanistic relationship. HFpEF embodies a heterogeneous
group of diseases that may respond differently to treatments. On the other
hand,myocardial ischemia can cause left-ventricular diastolic and systolic
dysfunction, and various degrees of decline in ejection fraction over time,
which are common in HFpEF. As a result, obstructive CAD and coronary
microvascular dysfunction alter the clinical course HFpEF and they present
a therapeutic target for a disease which lacks definitive treatments known to
affect long-term outcome.

Key words: coronary artery disease, heart failure, microvascular dysfunction
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ARTERIAL HYPERTENSION -
NEWS AND CHANGES

ARTERIAL HYPERTENSION - FROM DIAGNOSIS TO TREATMENT

N.Kostova
University clinic of Cardiology, Skopje, N.Macedonia

Arterial hypertension remains major risk factor for cardiovascular disease,
chronical kidney disease and premature death.Average prevalence worldwide
is estimated on 34% in men and 32% in women with adekvate BP control rate
in only 25%.The European Society of Hypertension(ESH) has released updated
guidelines for the management of hypertension focused on modified and
simplified criteria for evidence grading recommendations ,early diagnosis,
improved risk stratification, recognising the heterogeneity in demographic
and clinical subgroups of patients and individual approach to therapeutic
strateqgy.

The definition and classification of hypertension remains unchange
.Pathophysiological background of primary hypertension includes
complex interaction between a genetic background, environmental factors
Jinflammation and neurohumoral activation.The correct measurement
of blood pressure is of key importance, and the new guidelines include a
detailed algorithm with automated cuff-based blood pressure measurement
as preferred method .Use of home and ambulatory BP monitoring is highly
recommended, with a focus on nocturnal hypertension as a better prediction
of cardiovascular event .Risk stratification included novel CVD risk factors
as non-HDL cholesterol, personal history of malignant hypertension, low
birth weight,uric acid, Lp (a), adverse outcomes of pregnancy,early-onset
menopause, frailty , migration and environmental exposure to air pollution
or noise.Presence of sleep disorders, gout, long COVID-19,migraine and
depressive syndrome is recognised as additional risk.Extended screening
for HMOD includes Coronary artery calcium scan to predict CAD events .Drug
treatment initiation remain unchanged .Several RCTs have shown benefit
inhigh-risk patients achieving an earlier BP control.

.The New ESH 2023 quidelines is focused on improving hypertension control
, new follow-up strategies , patient empowerment and use of telemedicine
and telehealth technologies to increase adherence and decreased CV events .

Key words: Arterial hypertension,Guidelines, Cardiovaskular risk
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APTEPUCKA XUNEPTEH3UJA -O04 ANJAMHO3A A0 TPETMAH

H.KocTtoBa
YHuBep3uTeTCcKa KnvHMKa 3a Kapanonornja ,Cronje,P C.MaKkegoHwWja

ApTepucKaTa XunepTeH3nja 0CTaHyBa MajopeH pu3nK GaKTop 33 pa3Boj Ha
KapanoBackynapHo (KB) 3abonysare, XpoHn4a bybpexHa 6o0nect n npepaHa
cmpT.[lpeBaneHLaTa BO CBETCKM pasMepu U3HeCyBa OKOMy 34% Kaj Maun u
32% Kaj HeHn , HO 3AeKBAaTHa KOHTPONA Ha KPBHWOT NPUTUCOK Ce NOCTUMHYBAa
BO CaMO 25%.EBpPOMNCKOTO 3apy*eHne 3a xunepTeH3uja (ESH) ob6jasu HoBU
npenopaky 3a TPeTMaH Ha xunepTeH3nja co GOoKYyC Ha MOoANDULMPEHU U
noegHOCTaBeHW NPeNoOpPaKkn, PaHa AnjarHo33,nogobpa pu3nK cTpatndrKaumja,
Npeo3HaBare Ha XeTeporeHoCTa Ha AeMorpadunjata U KINMHUYKUTE COCTOj6U
Ha NaumneHTUTe N MHAMBUAYANEH NPUCTAN KOH TepaneBTCKa cTpaTeruja.

OedurHnumjata n KacnpuKkaumjata Ha apTEPUCKATA XMMNepTeH3nja OCTaHyBaaT
HernpomMeHeTW. MaToPU3N0NOLWKNUTE MEX3HU3MN HA MNPUMAPHAa XMMNepTeH3Wja
BKNYYyBaaT KOMMNEKCHa WHTEpaKuuja noMery reHeTCcKa Mnpeavcnosnumja,
EeKONOWHKN GaKTopu,MHPNaMaunja U HeypoxyMopanHa akTtmsaumja.ToYHOTO
MepeHr-e Ha KPBHWNOT NpUTUCOK (KIM)e 04 KNy4YHO 3HayeHe, N HOBUTE NPenopaKu
BKNy4yBaaT AeTaneH anroputaMm CO Npenpaka 33 ynotpeba Ha aBTOMATCKO
Meperse CO MaH*eTa.[JoOM3aLWHOTO Mepere N aMbyNaHTCKOTO MOHUTOPUPaH-E
Ha Kl e co BUCOKO HMBO Ha NpernopaKka n GoKyC Ha HOKHATa XMMEePTEH3Mja KaKo
nogobap npeauKkTop Ha naeH KB HacTaH.Pu3nk cTtpatuduraymjata Bray4yBa
HoBM KB pu3unk ¢akTopu Kako He-XJ1 xnectepon, uctopuja 3a ManurHa
XVNEepTeH31ja, HUCKA POAWNHA TeHMH3,MOK3AYeHa MOYHA KucenuHa, Lp (a),
HernoBOMHN UCXOAN BO OpemMeHOCT,paHa MEeHOMNay3a,KPEeBKOCT,MUrpaumn u
N3N0MEHOCT Ha 3aragyBarbe Ha BO34yxoT M 6y4aBa.HapywlyBamweTo Ha
coHoT, ruxt,gonr KOBMA -19 cMHApPOM, MUMPeHa 1 AenpecuBHNOT CUHOPOM
ce npeno3HaeHW Kako pgononHutenHu KB pusmk daktopu.fpowmpeHvor
CKPUHUM 33 XWUNEepTeH3MBHO OlTeTyBake Ha opraH 3a npB Nat o
BKNy4YyBa KaluuyM CKOPOT KaKo npeankTop Ha KB HacTaH. lNpenopakute
33 OTNOYHYyBaH-€ HAa MeAWKAMEHTO3eH TPeTMaH OCTaHyBaaT HerpoMeHeTwu.
HexkonKky paHAOMU3MPaHW CTYAUM OOKaKaa beHeduUT o4 paHO AOCTUMHYBaHE
Ha LeNHUTe BpegHOCW Kaj NaUMeHTU CO BUCOK KB pu3uK.

HoBuTe npenopaku Ha ESH o 2023 roguHa ce $oKycMpaaT Ha NogobpyBare
H3 KOHTPONA Ha nokayeHWoT KI1,HOBW cTpaTerun 3a cnefeme,33jakHyBare
Ha yN10raTa Ha NaUMeHTOT 1 ynoTpeba Ha TenemMeauUMHa N Tene3npaBCTBEHN
TEXHONOrMM 33 NofobpyBarbe Ha agxepeHuujata U HamanyBakwe Ha KB
HaCTaHW.
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EUROPEAN ARTERIAL HYPERTENSION GUIDELINES 2023 -
NEWS AND CHANGES PHARMACOLOGICAL TREATMENT OF
ARTERIAL HYPERTENSION

M. Otljanska
University Clinic of cardiology,Skopje

Arterial hypertension is prevalent and important risk factor for cardiovascular
morbidity and mortality globally and the leading cause of heart attack,
stroke,kidney failure.Despite the availability of effective pharmacological
treatments,the prevalence of arterial hypertension is still high.The new ESH
guidelines from 2023 were written for practicing physicians and healthcare
professionals with hypertensive patients.Definition,classification and
recommendations for measurement and monitoring of hypertension and
BP including office BP targets for most adults systolic BP target range 140
- 120 mmHg and diastolic BP target range 80-70 mmHqg.The treatment of
arterial hypertension include lifestyle changes and drug treatment - with
dual combination therapy in most patients and preferred use of single pill
combination at any steps.Major drug classes which are preferred are RAS
blockers,calcium-channel-Blockers, and thiazide/thiazide-like diuretics,and
their various combinations for blood pressure-lowering treatment. Inclusion
of beta-blockers among the major antihypertensive drugs and identification
of multiple conditions supporting their use in clinical practice with position of
novel drugs including SGLT2 inhibitors and non-steroidal MRA.The innovation
in treatment of true resistant hypertension including the use of renal
denervation (RDN).This guidelines include algorithms of hypertension and
comobidites. For the first time,recommendations around a wide spectrum
of important co-morbidities including the impact of COVID-19 offer a more
complete picture of how to manage hypertension .

Key words: arterial hypertension,european quidelines,pharmacological
treatment
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EBPOIMNCKW NPEMNOPAKU 3A APTEPUCKA XUNEPTEH3UNJA
2023 - HOBUHU N NPOMEHU ®APMAKOJT1OWWKU TPETMAH
HA APTEPUCKA XUMNMEPTEH3UJA

M. OT/baHCKa
YHuBep3uTeTcKa K. 3a kKapanonornja,Cronje

ApTepucKaTa xunepTeH3vja e npeBaneHTeH U BareH pusnK GaKTop 33
KapAWOBACKYyNapHMOT MOpbUANTET N MOPTANUTET HA MOBANHO HUBO WU
BOAEYK3a MPUYMHA 33 CpueB YA3P,M0304eH MHCYNT 1 bybpexHa cnabocrT.
MoKpaj noctoerwse Ha edekTuBeH GAPMAKOMOLUKN TPeTMaH MpeBaneHuaTa
H3 apTepuCKaTa xunepTeH3nja ceyluTe e A0CTa BUCOKAa.HosuTe EBPOMCKU
npenopakn 3a apTepucKa xunepTteHsnja of 2023 roguHa ce HanUWaHW 33
NPaKTULNPAH-E HA NIeKapuTe U 34PaBCTBEHNTE paboTHULM CO XMNEPTEH3UBHUTE
nauveHtTn.JeduHunuymjata ,KnacmdPuraumjata n NpenopaxknTe 3a Mepere U
MOHUTOpVPaHe Ha 3PTEePUCKATa XUNEepTeH3Wnja M BHIy4YyBa Tapretute Ha
CUCTO/THNOT KpBeH NpUTUCOK oA 140 -120 mmHQg 1 AWjacTONHUOT KpBEeH
npuTUCOK o 80-70 mMmHQ 3a noBeKeTo aaynTU.TPETMaHOT Ha apTepuCKaTa
XVNepTeH3nja BKAYYYBa NPOMEH3 HA HMBOTHUTE HABUMKU N HAPMAKOOLLKN
TPeTMaH —-CO [ABOjHa KOMOMHMPaAHa Tepanuja Kaj MoBeKeTo MNauueHTn co
npedepupare Ha Tepanunja BO eaHa TabneTka.MajopHN aHTUXMNEPTEH3NBHU
Knacu Ha nexkosu ce PAAC 6nokatopuTe, KanuuyM aHTarOHUCTUTE W
TMasnanTe/ayvpeTmumn CIMYHN Ha TMa3nau, N pasIYyHN HUBHM KOMBMHALMM
33 HaManyBake Ha KPBHUOT MpUTUCOK.BeTa 6nokatopute ce BHIyYeHW BO
M3jOpHUTE aHTUXUNEPTEH3UBHWN NTIEKOBU CO MAEHTUOUUMPaHEe H3 MYNTUNAN
COCTOj6bU KOW ja NOTBPAYBAAT HUBHAT3 NPUMEHA BO KIMHWYKATa NPAKCa,KaKo
N NO3MLUNjAT3 Ha HOBUTE NIEKOBWU BKAYYYBajKM 1 SGLT2 nHxmnbutopute u
HecTepongHuTe MPA.IHOBaLMja BO OBMe NMpernopakn e TPeTMaHOoT Ha NpaBaTa
pe3ncTeTHa X1nepTeH3unja co peHanHa geHepsaunja.Bo npenopaknte fageHun
Ce anropuTMuTe 33 TPETMaH Ha apTePUCKATA XMUMNepPTEeH3nja n KomopbuguTeTuTe.
3a npBNaT o4 KoMopbuauTeTuTe e BKAy4eHo BNnjaHueTo Ha COVID-19,Koj
[aBa KOMMNETHA C/IMKA KaKo Aa ce TPeTMpa XunepTeH3ujaTa.

KnyyHun 360poBU: 3pTepUCKa XWUNEPTEH3Wj3, EBPOMCKM MNPENOPaKM,
$apMaKO/OLLIKN TPETMAH

33

LYIND3D



SESSION 7

7% Macedonian Congress of Cardiology

HYPERTENSION AND COMORBIDITIES

E. Caparoska Velickovska
University Cardiology Clinic, Skopje, North Macedonia

In many clinical entities, hypertension (HTN) is not the only risk factor. HTN coexists
with other cardiovasculardisease (CVD)risk factors such as diabetes, hyperlipidemia,
obesity, the metabolic syndromeetc. The handling of each of these risk factors is
of great significance to the overall management of hypertensive patients. The
necessity of preventing damage to target organs as well as of preventing heart
and kidney insufficiency is underlined. Achieving the recommended BP control
targeted values is quite challenging. These patients often require combination
of multiple antihypertensive drugs as well as antidiabetic medications and lipid
lowering medications. The reduction of overweight and the management of insulin
resistance are especially challenging. Current guidelines recommend use of ACE
inhibitors or ARBs combined with CCB + diuretics as front-line therapy in reduction
of BR.Use of B-blockers is indicated for patients with CAD, AP and HF.

Keywords: hypertension, comorbidities, treatment

XUNEPTEH3UJA W KOMOPBUAOWUTETU

€. YanapocKa BennykoBcKa
YHMBEP3UTETCKA KIMHNKA 33 Kapanonornja, Ckonje, C. MakegoHuja

X1NepTeH3njaTa BO MHOMY KAVHWYKN €HTUTETU HEe € eOUHCTBEHMOT MPUCYTEeH
pu3nKkdaKTop. Taa NocTon 3aefHO CO OCTaHATUTE KApAMOBACKYNAPHU PU3UK
$aKTopKn Kako avjabetec, xunepamnuaemMnja, 06e3HOCT (MpekymMepHa aebennHa),
MeTaboneH cuHApoM M cn. CnpaByBameTO CO CUTE OBUE PU3MK daKTopu
044€eNHO e 0f, ro1IeMO 3Ha4veHse BO Le/TIOKYMHUOT TPETMaH Ha XUMNepTeH3MBHUTE
nauneHTn. OcobeHo ce Harnacyea NoTpebaTa of CnpevyBare Ha OLUTETYBAHE HA
LieNIHM OPraHu, KaKo M CnpeYvyBare Ha MN0jaBa Ha cpueBa M bybperHa cnabocT.
MOCTUrHYBaHETO Ha LENHUTE BPEAHOCTN H3 KPBHWOT MPUTUCOK € BUCTUHCKM
npeav3suk. OBME NaUMEHTUM MHOry 4ecTo NobapyBaaT KOMBUHAUMja oa noBeKe
BM0BW @HTUXMNEPTEH3UBHWN NIEKOBW, KAKO 1 IEKOBW 33 perynnparse Ha avjabeTtecot
N CTATUHCKA Tepanwja. BUCTUHCKM Npean3BUK NPETCTaByBa HAaManyBaH-eTO HA
NPEeKYMepHATa TeleCHaTa TEHMHA U NIeKYBaHETO HA MHCY/IMHCKATa pe3ncTeHuvja.
MocToeykmTe BOAMYM npenopadysaaT ynoTpeba Ha ALE nHxmbutopu nnn APB-n
BO KOMBWHAaUMja CO KaNUUyM aHTArOHUCTU N OUYPETULN K3KO MPB3a NNMHWj@ HA
NEKOBM BO HaManyBaHe Ha KPBHMOT NPUTUCOK. YNoTpebaTa Ha 6eTa-bnokatopute
€ VHANUMPAHAa NpuY NOCTOeHEe Ha KOPOHaPHAa apTepucKa 60/1ecT, aHMMHa NEKTOPUC
nnn cpuesa cnabocT.

Kny4yHu 360poBu: xvinepTeH3nja, KoMopbunauteTn, Tepanuja
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LANDMARK CLINICAL TRIALS THAT IMPACT
OUR EVERY DAY PRACTICE

PCl VS. OMT. IN HFREF. MORE THAN MEETS THE EYE. IN-
SIGHTS IN THE RESULTS FROM REVIVED-BCIS2 STUDY

B. Zafirovska

Ischemic cardiomyopathy is a condition that intersects two very common
and complex cardiac diseases, atherosclerotic coronary artery disease and
congestive heart failure.

Severe coronary artery disease is often assumed to be the cause of left
ventricular dysfunction. The open question here is the degree to which
coronary revascularization with PCI can improve outcomes beyond medical
therapy alone in these patients.

The Revascularization for Ischemic Ventricular Dysfunction (REVIVED) trial is
one of the few contemporary randomized trials of revascularization for left
ventricular dysfunction which was published in NEJM. It included 700 patients
with a left ventricular ejection fraction of 35% or less and with multivessel or
left main coronary artery disease. It examined whether the incidence of death
from any cause or hospitalization for heart failure (the primary composite
outcome) among patients with left ventricular dysfunction would be lower
with percutaneous coronary intervention (PCl) in addition to optimal medical
therapy than with optimal medical therapy alone. The results of the trial
showed no improved outcomes with PCl vs. OMT, over a median follow-up of
3.4 years.

There are several questions that remain after the study as: is the lack of
angina symptoms in patients key in the choice against PCl and if the presence
of mixed cardiomyopathy or nonischemic cardiomyopathy with coincident
coronary artery disease may explain the lack of benefit found for PCI. More
data and longer follow up of these patients is needed, to reach the correct
conclusion of this study. Especially due to positive results in improvement of
health-related quality of life in the PCI group with angina that parallels those
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seen in several other trials of coronary revascularization.

Still the pinnacle of this trial is its presentation of the importance of guideline-
directed medical therapies for the management of left ventricular dysfunction,
irrespective of whether revascularization is considered. The observed
increases in the ejection fraction and the relatively low percentage of patients
with hospitalization for heart failure in both treatment groups would only be
expected to improve further with the use of more contemporary therapies for
congestive heart failure.

MKW VS. OMT KAJ HFREF. NOrnen so PE3VATATUTE HA RE-
VIVED-BCIS2 CTYAUNJATA

b. 3adpuposcka

NcxemMnyHaTta KapavommonaTtuja e coctojba Koja coeanHyBa ABe 4eCTu U
KOMM/IEKCHWN Kap4MO/OLIKN COCTOj6U: aTePOCKIEPOTCKa KOPOHapHa 6onect m
KOHrecTMBHAa cpueBa cnabocT.

YecTo ce npenocTaByBa [eKa W3pa3eHaTa KOpOHapHa apTepucka 6onect e
NpUYMHA 33 N1IeBO KOMOPHA cpLeBa ANCchYHKLMja. OTBOPEHOTO Mpallakbe e
[lanv KOpPOHapHaTa peBackynapu3auuja co MKW moxe aa ro noaobpu NcxoaoT
Kaj oBMe NauueHTV noBeKe og ONTMMAanHaTa MeaMKaMeHTO3Ha Tepanuja.

Cryaovjata (REVIVED) - peBckynapu3auunja Kaj McxeMmnyHa BeHTpuKynapHa
OncoyHKumja wTo 6ewe obajseHa Bo NEJM e efHa of peTKUTe COBpPeMEHU
PAHOOMU3NPAHN KNNHUYKN CTYAUN 33 PEBACKyNapu3aumja Kaj nauyneHTn co
JIK gucoyHKunja. Taa Brayyn 700 nauymeHTn co JIKED og 35% wnm NomManky
M CO noBeKkecagoBHa WM HONECT Ha NeBO (MaBHO KOPOHApHO CTebno.
Ctyaunjata cnegelwle Aann MHUMAEHUATa Ha CMPT of 6uNno Koja npuyvHa
NN XOCMUTanNu3aumnja 3a cpuesa cnabocT (MpUMapHa uen Ha cTyawnjaTa) Kaj
nayuneHtute co JIK ancoyHKkumnja b6u 61MNa NOHNCKa CO NepKYTaHa KOPOHApHA
nHTepBeHuunja (MKW) BO [OoMNoONHEHME Ha OoNTUMasHa MeaWUKaMeHTO3Ha
Tepanuja (OMT) Bo cnopegba camo co OMT. Pe3yntatute noKarkaa Aeka
HeMa nogobpeHn ncxoaun Kaj naumeHtTute co MKW Hacnpotn OMT, co cpefqHo
cnegerse og 3.4 roanHN.

CeywiTe No CTyAwjaTa OCTaHyBaaT HEOArOBOPEHM Mpallara Kako: [anv
HeOCTAaTOKOT Ha aHrMHO3HM CUMNTOMW Kaj MauuMeHTUTe € KAYy4YHO BO
n3bopot npotus MKW u ganu NpucycTBOTO Ha MeLLaHa eTMONOormnja Ha
KapaAnoMmMonaTmjata Co KOUHUMAEHTHA KOpOoHapHa 601ecT e NpuynHa 30WTo
MKW Hema 6eHedUT Kaj oBUE NaumneHTK. MNoBerke NnogaToum 1 Noaonro cnegere
Ha naumeHTUTe ce NoTpebHM 3a A3 ce Aojae A0 MOTOYEH 3aKNYYOK 04 0Baa
ctyanja. OcobeHo, TyKa rM CNoMeHyBaMe Mo3uTUBHUTE pe3ynTaTtn Ha KU
rpynaTa BO 04HOC HA N0A406pYBaH-ETO HA KBA/IUTETOT HA MUBOT Kaj NauMeHTuTe
CO @HMMHO3HW Terobu Koe rv OTCIMKYBA Pe3ynTaTuTe 04 HEKONKY APYrn CTyaun
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33 KOPOHapHAa peBacKynapun3aunja. BpBHOTO AOKayBare BO 0Baa CTyawnja e
NPe3eHTUPaHETO HA rONEMATa BarKHOCT Ha MeAMUNHCKNOT TPETMaH BOAEH MO
NPenopaku Kaj NAUNEHTUTE CO 1eBO KOMOPHAa ANCOYHKLMja, HE3aBUCHO 04 T3
Aanu ke ce npasu MK nnn He. 3roneMyBaHaTa BO €jeKLMOHaTa PppaKumja WTo
ce cnegart BO CTyAujaTa v MaNUoT MPOLEHT Ha NAUUEeHTU CO XOCNUTanM3aumnja
33 cpueBa cnabocT Kaj AseTe rpynu b1 ce 04eKyBasno Aa ce NogobpaTt camo co
ynoTpeba Ha NOCOBPEMEHN Tepanun 33 KOHreCTUBHA cpueBa cnabocT.

HEART FAILURE-NEW STUDIES AND OPTIONS: PARAGLIDE HF,
FIDELITY POOLED ANALYSIS

I. Kotlar Velkova
University Clinic of Cardiology, Skopje, N. Macedonia

The current quidelines on heart failure recommend consideration of
sacubitril/valsartan to reduce hospitalisations in patients with HFmrefr or/
and HFpEF. However, these recommendations differ among diferent societies.
The PARAMOUNT and PARAGON-HF trials investigated the effect of sacubitril/
valsartan compared with valsartan on biomarkers and clinical outcomes in
patients with chronic HFpEF and HFmMrEF, defined as left ventricular ejection
fraction (LVEF) = 45%, with initiation of treatment in the outpatient setting.
PARAGON HF excluded decompensated HF but a post-hoc analysis suggested
large benefit with sacubitril-valsartan in recently hospitalized patients.
Whether the initiation of Sac/Val is safe and effective in patients with EF>40%
stabilized after worsening HF remains unknown.

PARAGLIDE-HF was a multicenter, double-blind, randomized, controlled
trial designed to assess the efficacy, safety and tolerability of Sac/Val in
patients with HFmreF and HFpEF(EF>40%) with a worsening HF event who
have been stabilized and have initiated Sac/Val at the time or within 30 days
post decompensation. The primary efficacy endpoint was time-averaged
proportional change in NT-proBNP from baseline through weeks 4 and 8.
Secondary endpoints included clinical outcomes during follow-up. The study
results revealed that among patients with EF >40% stabilized after WHF,
sacubitril/valsartan led to greater reduction in plasma NT-proBNP levels and
was associated with clinical benefit compared with valsartan alone, despite
more symptomatic hypotension.

Finerenone, a nonsteroidal mineralocorticoid receptor antagonist has been
evaluated in two trials of patients with chronic kidney disease and type 2
diabetes. The FIDELIO-DKD trial previously reported that the drug slowed
progression of kidney disease and improved cardiovascular outcomes in
patients with predominantly advanced kidney disease and type 2 diabetes.
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On the other hand, FIGARO trial showed that finerenone reduced the risk of
cardiovascular events in patients with mild-to-moderate kidney disease and
type 2 diabetes.

FIDELITY is a prespecified pooled analysis of FIDELIO-DKD and FIGARO-DKD,
and it evaluated the efficacy and safety of finerenone in patients with stage
1 to 4 chronic kidney disease and type 2 diabetes. The results showed that
finerenone reduced the risk of clinically important cardiovascular and kidney
outcomes vs. placebo across the spectrum of CKD in patients with type 2
diabetes. Overall safety outcomes were generally similar between treatment
arms. Hyperkalaemia leading to permanent treatment discontinuation
occurred more frequently in patients receiving finerenone than placebo.

Keywords: heart failure, sacubitril valsartan, finerenone, chronic kidney
disease

CPUEBA CNIABOCT - HOBU CTYAUU U oNUNN: PARAGLIDE
HF, FIDELITY POOLED ANALYSIS

U. Kothap Benkosa
YHMBEP3UTETCKA KIMHMKA 33 Kapauonornja, Ckonje, H. MakegoHuja

MoMeHTanHnUTe Npenopakn 3a cpuesa cNabocT NpenopavysaaT Aa ce 3eme
npeasua opavHUpare Ha cakybuTpun/BancapTtaH(Sac/Val) 3a ga ce Hamanm
XOCNUTaNM3aunjaTa Kaj naumeHTn co cpueBa cnabocT Co NecHo peayumnpaHa
exeKuynoHa dparkunja (HFMreF) nnu naymeHTM co cpueBa cnabocT CO COYMYBaHA
exeKuynoHa ¢pakuymja ( HFpEF). Cenak, oBMe Mpenopakn Ce pas/iMKyBaaT
Mery pa3nuyHu 3apyrenuja. Ctyaumte PARAMOUNT n PARAGON-HF ro
ncTparyBaa epeKToT Ha CarybuTpun/BancapTaH Bo cnopeaba co BancapTaH
Bp3 6MOMapKepuTe U BP3 KANHUYKNOT UCXOL HK3j MAUMEHTU CO XPOHWUYHA
cpueBa cnaboct( HFpEF n HFMrEF), gedrnHNMpaHa Kako 1eBO BEHTPUKYNAPHA
eeKumoHa dpparumja (LVEF) = 45%, co N0YETOK Ha TPETMaAHOT BO aMBYNaHTCKU
YyCNoBW, Kaj cTabmnHun naumeHtn. Bo PARAGON HF cTyanjata naumeHTuTe co
AEKOMMEeH31PaHa cpueBa cNabocT 6ea UCKYYEeHN 04 UCTPArKyBaHETO, HO NOCT-
XOK @aHanM3aTa cyrepupalle rofieMa KoOpucT o4 BKAy4yBaHe Ha Cakybutpun-
BaNICapTaH Kaj Heo4aMHa XOCMUTaNN3npaHu naumeHTn. Jann 3anoyHyBaH-eTO
Ha Sac/Val e 6e36e4HO0 1 ePUKACHO Kaj NaumeHTn co ED>40% cTabunmsnpaHn
nocne BnowleHa cpuesa c1abocT 0CTaHyBa HEMNoO3HaTo.

PARAGLIDE-HF e MynTUMUEHTpW4YH3, [ABOjHO cNena, paHAOMU3NPAHA
KIVHUYKA CTyAWja AM33jHMPaHa A3 ja npoueHu edpuKacHocTa, besbegHocTa
N nogHocnmeocTa Ha Sac/Val Kaj naumeHTn co HFMrEF n HFpEF (EF>40%)
CO BMOLWYBaHe Ha CpueBaTta cnabocT, Kon bune CTabUNU3NMPaHN N Kaj Kou
TPeTMaHOT co Sac/Val e 3ano4YHaT BO MOMEHTOT UM BO poK og 30 AeHa no
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OeKoMMeH3aunjaTta. NpruMapHaTa KpajHa TOYKa Ha ePUKACHOCT bKUNa NPoceyHa
rnpomMeHa Ha NT-proBNP BO ogHOC Ha mo4veTHaTa BpeAHOCT no 4 O4HOCHO 8
HeJenn of NOYEeTOK H3 TPeTMaHOoT. CeKyHA3PHUTE KPajHU TOYKM BKIYyYyBaa
KNIMHWYKM UCXOOM 33 Bpeme Ha cnefgeweto. Pesyntatute of cryamjaTa
OTKPWja AeKa Kaj nauuneHTn co EF >40% cTabunmsnpaHn nocne BAOLIYBaHe
Ha cpueBaTa CnabocT, cakybuTpun/BancapTaH AosBedyBa [0 MOrofemMo
HaMasnyBaH-€ Ha NAa3MaTCKUTE HMBOA HA NT-proBNP Kako 1 noronem KNMHNYKM
6eHedUT BO 0AHOC HA3 yNOTpebaTa Ha BaNCapPTaH, M MOKPAj N0jaBa Ha NOYeCTa
CMMMNTOMATCKa XUMOTEeH3Kja.

®OUHEepEeHOH, HeCcTeponaeH MMHEPANOKOPTUKOMAEH PELLENTOPEH GHTArOHUCT e
€BaflyupaH BO ABe NUCNUTYBaHa Ha NaumeHTn co XpoHn4Ha bybperkHa 6onect
n gujabetec tmun 2. Ctyamjata FIDELIO-DKD npeTxogHo 06jaBu geka Nnexkot
ja 3abasyBa nporpecujata Ha 6ybpexHOTO 33bonyBawe U 1M nofobpysa
KapAWOBACKyNapHUTE MWCXOAW Kaj NauMeHTU CcOo HanpegHaTta 6ybperkHa
6onect n gunjabetec Tmun 2. O Apyra cTpaHa, FIGARO cTyaunjata MNOKarka
0eKa GVMHEePEHOH ro HaMmanyBa PU3MKOT OF KapAMOBACKYN3PHW HACT3HW Kaj
nauueHTn Co necHa Ao ymepeHa 6ybpexHa bonecT n gnjabetec tnn 2.

FIDELITY e npeTxoaHo cneunduumpaHa aHanusa Ha FIDELIO-DKD v FIGARO-
DKD, u ja npoueHyBa eduKacHocta un 6e36egHOCTa HAa UHEPEHOH Kaj
naumneHTn co ctagnym 1 o 4 xpoHn4yHa bybperkHa 6onect n gnjabetec Tmn 2.
Pe3yntatuTte NoKkarkaa Aexka $uUHepeHOoH ro HaMmanyBa pU3UKOT Of KANHUYKK
3HaYajHN KApAMOBACKYNapHN U BybperkHn ncxogm HacnpoTu nnauebo Hu3
cneKkTapoT Ha XBb Kaj nauueHTn co anjabetec Tun 2. be3begHOCHNOT Npodun
6elle cnnyeH Mery UCcnuTyBaHuTe rpynu. Og Apyra CTpaHa, XMnepKanemuja
LWITO AoBeayBa A0 TPajHO NpeKMHYBaHe Ha TPEeTMaHOT Ce jaByBa MNoYecTo Kaj
NauneHTn Kom npumane GHepeHOH OTKO/KY nnauebo.

EARLY RHYTHM CONTROL FOR ALL AF PATIENTS. CAN WE
UPGRADE THE CURRENT RECOMMENDATIONS?

J. Taleski
University Clinic of Cardiology, Skopje

Atrial fibrillation (AF) is the most common sustained arrhythmia in adults, with
approximately 44 million individuals estimated to have AF or atrial flutter
worldwide. As illustrated AF is associated with substantial mortality and
morbidity, which pose a significant burden to patients and health care services!

Current AF management comprises 3 main domains summarized in the “ABC"
scheme of the 2020 (ESC) atrial fibrillation guidelines, and thanks to CASTLE AF
trial, catheter ablation had “IC" class for treatment of AF in heart failure (HF)
patients.
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Clinical Benefit of Early Rhythm Management:

Results from Canadian Registry of Atrial Fibrillation (CARAF) showed as
that within 10 years of presenting with paroxysmal AF, 50% of patients will
progress to persistent AF or be dead. General AF registries suggest that 75%-
85% of patients with AF are not treated with rhythm-control therapy!

Rhythm control and the delay of progression of AF:

ATHENA clinical trial results showed that rhythm control results in better
cardiovascular (CV) outcomes than Rate control. In addition, the data from
recently mentioned ATHENA trial and observational data from RECORD
AF have shown a lower likelihood of progression to permanent AF using a
rhythm-control vs rate control strategy.

ATTEST trial was a multicenter, randomized, prospective study in patients with
paroxysmal AF, which showed that RF ablation is superior to quideline directed
AAD therapy in delaying the progression from paroxysmal to persistent AF. In
progression of AF after cryoablation or drug therapy trial, showed superiority
of the cryoablation therapy and potential disease-modifying effects if initially
used.

Long awaited CABANA trial showed no differences regarding the rhythm
therapy approach, but its several sub analyses showed statistically significant
improvement of QoL in the ablation group of patients, as well as among
several secondary endpoints.

EAST-AFNET 4 trial results, showed that early rhythm-control therapy was
associated with a lower risk of adverse CV outcomes than usual care among
patients with early AF. Early rhythm control therapy reduces a composite of
cardiovascular death, and CV events in all EAST-AFNET trial sub analysis.

But how to explain the effects of ERC therapy? - the presented results
expressed that the presence of sinus rhythm at 12 months explained 81% of
effects of ERC on preventing CV outcomes.

As we know comorbidities have a major effect on the risk of stroke and death
in patients with AF. It can therefore be expected that the risk of recurrent.
These prespecified sub analyses of EAST-AFNET4 show that systematic ERC
therapy reduces cardiovascular complications compared with UC in patients
with a high comorbidity burden, defined by a CHA2DS2-VASc score 24.

Inthe end of this lecture, the evolution of AF Rhythm Management is described,
including the expectations for the upcoming management of AF.
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PAHA KOHTPO/NA HA PUTAMOT 3A CUTE NALUUEHTU CO
A®. MOXKEME NN OA T HAOMPAOUME CEFALLHUTE
NMPEMNOPAKW?

J. Tanecku

ATpujanHata ¢ubpunaumja (A®) e HajyecTa OMNCTOjyBayKa apuUTMMja  Kaj
BO3pacHUTE, CO MNPUBAVKHO 44 MUANOHW WMHOMBWMAOYW, KOW LUMPYM CBETOT
nmaat MNd vnn atpujaneH enatep. Kako WTo e npeTtctaseHo, AD e NOBP3aHa Co
3H34YUTENIHA CMPTHOCT M MOpPbUAUTET, LITO NPEeTCTaByBa 3Ha4uUTeNleH TOBap 33
NauMeHTUTE M LeNOKYMNHUOT 34PaBCTBEH cucTem!

MomeHTanHMoT TpetMaH Ha AD ce coctom of 3 MaBHN OAOMEHN CyMUPaHU BO
wemara ,ABL" Ha nocnegHUTe EBPOMNCKM NPEnopaKkn 3a TPeTMaH Ha aTpujanHa
dmbpunaumja og 2020 roguHa, @ bnarogapeHne Ha pesyntatuTe o4 CTyaujaTa
"CASTLE AF", kaTeTep abnauwjata uma Knaca ,IC" 33 TpeTMaH Ha AD Kaj NaumeHTn
co cpueBa cnaboct (HF).

* KAMHWYKa KOPUCT 04, PAHNOT TPETMAH Ha PpUTAMOT:

Pesyntatute of KaHaackuoT pernctap Ha atpujanHa ¢ubpunaunja (CARAF)
NOKaraa [eKa Bo poKk of 10 rogvHu o rnojaByBaH-eTO Ha NapoKcu3ManHa A,
50% o4 NauveHTuTe Ke HanpeayBaaT Ao nep3ncteHTHa AD nnm ke 6UAaT MPTBMU.
leepanHuTte pernctpu 3a AD cyrepupaat geka 75%-85% o nayuneHtute co AD
He ce NeKyBaaT Co Tepanwja 33 KOHTPO/A Ha pUTaMoT!

+ KOHTPONa Ha pUTaMOT U OLHEHE HA NPOrpecKjaTa Ha AF:

Pe3ynTtatute of KAMHWYKATA ctyamja “ATHENA" noKayaa [eKa KOHTpoNaTta Ha
pUTaMOT pe3ynTupa Co Noaobap KapAMOBACKYNApeH WUCXoAW Of KOHTPONaTa
Ha ¢pexBeHUmjaTa. [ononHUTeNHo, nogatouuTe Of HeoAaMHa CrNOMeHaTaTa
KAMHWYKA cTyavja “ATHENA" n HabmyayBadkmte nogatoum og “RECORD AF"
MOKaXaa NoMana BEpPOjaTHOCT 33 NPOrpecuja KoH Nep3ncTeHTHa AF KopucTejkiu
CTpaTernja 3a KOHTPO/I@ HA pUTAM HACMPOTU KOHTPONa HA 6p3uHATa Ha
dpeKBeHUmjaTa.

Cryaujata “ATTEST", MyNTULEHTPUYHA, PAHOOMU3NPAHA, NPOCNEKTUBHA CTYAWja
Kaj NauMeHTN co NapoKcm3mManHa AD, Koja NoKama AeKa paanodpexseHTHaTa (PD)
abnauvja e cynepvopHa BO O4HOC Ha Tepanujata Co aHTUAPUTMUYHUTE NTIEKOBU
(AAJT), 33 oonoMyBaHe Ha NMporpecnjata of NapOKCM3ManHa KOH Nep3nCTeHTHa
M®, cnopen nocnegHUTe EBPOMNCKY NPenopaKm 3a TpeTMaH Ha AD. Bo KNMHWYKaTa
cTyAnja 3a nporpecnja Ha A® no Kpuoabnauwja nnn Tepannja co AAJT, NOKaxKa
CyNepuOpHOCT Ha Tepannjata co Kprnoabnaumja n NoTeHUnjanHn epeKkTn Kou ja
MoanduumpaaT 6onecta AOKONKY UCTaTa NPBUYHO ce yrnoTpebysa.

JonrooyeryBaHoTo ncnutysare “"CABANA" He MOKarka pasnnKM BO OOHOC H3
NPUCTANOT H3 pUTaM Tepanuja, HO HeroBuUTe HEKONKY MOA-3HaNM3WN MOKaMaa
CTATUCTUYKM 3H34YajHO NOA06pYBaH-e Ha KBA/IMTETOT HA HMBOT BO MPynaTa Ha
NauMeHTM co abnaumja, Kako U Mery HEeKOsKY CeKyHA3PHM 33BPLUHM TOYKN Of
ncrata.
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Pesyntatute of ctyamjata “EAST-AFNET 4", nokarkaa [eka paHaTa
Tepanuja 33 KOHTPON3 Ha pUTaM e NOBP33aHa CO MOMan PU3MK 0 HEeCaKaHu
KapAMOBAaCKYNapHM HACTaHW of BOObBMYaeHaTa Hera, Kaj NauMeHTn CO paHa
AO®. TepanujaTa 3a paHa KOHTPOMa Ha pUTaMoT MO0 HamasyBa PU3MKOT 0f
KapAWOBACKYMapHa CMPT U KapAMOBACKYN3pHN HECAKaHW HAacTaHu BO cuTe
nog-aHanunin Ha “EAST-AFNET 4".

« Ho, Kako ga ce objacHaT edeKTUTe 04 Tepanujata 3@ paHa KOHTPONAa Ha
putam? [pe3eHTUpaHUTEe Ppe3ynTaTh WCTaKHYBAaT [EKa MNPUCYCTBOTO HAa
CMHYCeH puTaM BO nepuoa oa 12 meceum rmn objacHyBa 81% oa edeKtute
H3 pPaHaTa KOHTPO/SIa H3 PUTAM BP3 CNpPeYyBaHETO H3 K3apAMOBACKyIapHUTe
HeCaKaHW HaCTaHMW.

KaKo WwTo 3HaemMe, KoMopbuanTeTUTe NMAaT roaemMo BANjaHNE BP3 PUSUKOT 0f,
MO304€eH yaap Y CMPT Kaj nauneHTn co AD. 3aToa MoMe [1a Ce 04YeKyBa [eKa
pU3NKOT e nosTopnue. OBME MNPEeTXO4HO OMULIAHU nof-aHanu3n Ha “EAST-
AFNET4" noKamyBaaT [eKa CUCTEeMATCKATa paHa KOHTPON3 Ha pUTaMOT MU
HaMaslyBa KapAMOBACKYIAPHUTE KOMMNNKALWKM BO cnopenba co BoobnyaeHaTa
Tepanuja, Kaj NauMeHTUTe Co BUCOK pu3MK, geduHmnpaH co “CHA2DS2-VASc
scor 24",

Ha KpajoT o4 oBa npefaBat-e e onvLwaHa esonyumjata Ha AO KOHTPONATa Ha
pUTaM, BKYYyBajKM M1 1 04eKyBaHaTa 33 NPETCTOjHUTe EBPONCKM NpenopaKku
33 TpeTMaH Ha AF.
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CARDIONCOLOGY: CHALLENGES
AND CHOICES

CARCINOMA ASSOCIATED PULMONARY EMBOLISM

S. Salinger, I. Mitevska, B. Djudovic, S. Obradovic

Cardiology Clinic, Clinical Center, Nis, Serbia, VMA, Belgrade, University
Cardiology Clinic, Skopje, North Macedonia

Growing global burden of malignancies despite steady decline in cancer-
related mortality presents the most significant public health challenge in the
21t century. There is an association between cancer aggressiveness and
thrombogenesis, and metastatic disease has been been described as one of
the strongest predictors of VTE. VTE/PE may be the first clinical manifestation
of malignancy and survivors represent a great challenge for further diagnostic
and therapeutic regimen. The Serbian multicentre PE registry comprised 1814
patients, 165 patients with active malignancy diagnosed within previous 6
months, 66 patients suffered PE as a first manifestation of cancer, 33 patients
had cured cancer 5 years ago, and 36 patients had a cancer within last 5
years, but without specific cancer treatment regimen. Patients with not only
the cancer-associated PE but also with PE as a first manifestation of cancer
suffered intermediate-high and high risk PE. Patients with active cancer is
usually undertreated with thrombolysis no matter what hemodynamic status
is. Patients with PE as a first manifestation of cancer are obviously at higher
risk for unfavorable outcome. Clinical deterioration is usually underdiagnosed
and undertreated with rescue thrombolysis. Direct thrombolysis or different
protocols of systemic thrombolisys (low dose - slow protocol) with closely
monitoring of bleeding may be usefull in this group of patients. Further
studies and analysis of registries may be helpful for outcome improvement.

Key words: pulmonary embolism, carcinoma, treatment
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PERICARDIAL COMPLICATIONS IN CANCER PATIENTS

I. Mitevska
University Cardiology Clinic, Skopje, North Macedonia

The incidence of carcinoma in the last decade has significantly increase, leading
to increase of cardiac complications affected by the cancer itself or as a results of
cancer treatment. Pericardial disease in cancer patients commonly manifestsin one
of two ways. It may be a manifestation of the disease itself, e.g. malignant disease
affecting the pericardium either directly or via a pericardial effusion or as a result
of treatment (chemotherapy or radiotherapy). Cancer treatment (chemotherapy
and radiotherapy) may affect the pericardium leading to pericarditis and
myopericarditis. Pericardial effusions, tamponade and constrictive pericarditis are
complications that can also occur. A variety of techniques (predominantly cardiac
imaging related) are used to make the diagnosis with the treatment strategy
dependent on whether the pericardial disease is due to cancer or as a result of
cancer treatment. This presentation cover the different types of pericardial disease
in cancer patients and the associated management options.

Key words: pericarditis, tamponade, cancer, chemotherapy

NEPUKAPOHU KOMIT/TUKALWUU KAJ NAUUEHTU CO
RAPUUHOMMU

. MuTteBcka
YHMBEP3UTETCKA KIMHNKA 33 Kapanonornja, Cronje, C. MakegoHuja

NHumMaeHUaTa Ha KapuuHOMUTE BO MOCNeAHATa AEKaTa € 3H3aYajHO 3rofeMeHa
nocnegHaTa gekaaa, LWTO AoBedyBa A0 3roleMyBaHb€ HA 33CTaneHoCTa Ha
CpLEeBUTE KOMIMNKALMU Kaj OBUE MALMEHTU KaKo Nocneamua Ha CamMmoT KaHuep
W1 NpUMEHETaTa Tepanuja Kaj oBue naumeHTu. MNepuKkapgHuTe 3a60nyBarba Kaj
anuMeHNTe CO KaHLEep HajuecTo ce MaHNdecTnpa Ha ABa HaUMHA: NPERY OAUPEKTHO
3acerame Ha NepuKapAoT 04 CTPaHA HA KaHLePOT, NPery nepukapaH aedysuja nnn
KaKO pe3ynTaT Ha TPeTMAaHOT (XxeMoTepanuja unm pagnoTtepanuja). TpeTMaHOT Ha
KaHLUMHOMMTE MOMe 3 ro 33cerHe NepUKapaoT A0BeaAyBajKM 40 NepUaKpaAUTIC U
MUoKapauTuC. MNeprKkapaHOTO 3acerake Moxe Aa buae Bo $opmMa Ha NepuKapaeH
W3/IMB BO Pa3nnyHa $GopmMa 1 TelumHa ce 0 CpueBa TaMrnoHaaa wuav Bo 0bnmka
Ha KOHCTVKTMBEH nepuKapautuc. Moctojat noseke BU3yann3aLmMOHM TEXHWKN 33
AVjarHO3a 1 NPOLEHa Ha PeKeprycumTe of, NepUKapAHUTE U3/IMBU Kaj NaumeHTr
CO KapuuHomMu (exokapaunorpadumja, MareHTHa pe3oHaHua, CT Tomorpadwuja) uvja
ynora e onuLLIaHa BO MpeaaBaH-eTo. [pe3eHTpaHn ce HajHOBUTE MPeriopakn 33
OnjarHo3a 1 TPeTMaH Ha NepuKapaHUTe 3acerarba Kaj NaumeHT Co KapumHOMM.

Kny4yHu 360p0oBu: NepUK3PANTIC, TAMNOHAA3, KAHLIEP, XemMoTepanija
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HOW TO DIAGNOSE, MONITOR AND PREVENT HEART FAILURE
IN CANCER PATIENTS

I. Kotlar Velkova
University Clinic of Cardiology, Skopje, N. Macedonia

Cardiotoxicityisseriousandwellknown side effect of anticancertherapy. Among
the spectrum of possible adverse cardiovascular events in patients who suffer
from different types of malignancies, heart failure and LV dysfunction are the
most common. Cancer treatment related cardiac dysfunction has substantial
impact on morbidity and mortality, on the other hand any interruption
of anticancer therapy due to cardiotoxicity can lead to suboptimal cancer
treatment. Different types of anticancer drugs like antracyclines, molecular
targeted therapies, tyrosine kinase inhibitors, proteasome inhibitors ,
immune check point inhibitors and radiation therapy can all cause LVD and HF
during treatment, but also later in life of survivors . Planning treatment with
hemotherapy with potential cardiotoxic effect provides a unique opportunity
to assess CV health before the initiation of treatment Risk assessment of
these patients prior their treatment has become crucial point of care in
order to detect which patients have higher risk of developing cardiotoxicity.
Also surveillance strategies throughout their follow up can have immense
importance in terms of early detection and implementation of CV risk factor
management and cardioprotective treatment strategies where appropriate.
The 2022 ESC Guidelines on cardio-oncology provide an overview of the latest
recommendations on how these side effects can be diagnosed, prevented and
treated. Multidisciplinary approach is obligatory especially in patients who
develop CTRTD in order to provide optimal cancer therapy while minimising
any potential detrimental impact on CV health.

Key words: heart failure, cardiotoxicity , hemotherapy

CPLEBA C/IABOCT KAJ NAUMNEHTU CO KAHUEP-OANJAMTHO3A,
MOHUTOPUPAHE U NPBEHUWNJA

U. Hotnap BenKoBa
YHVBEp3UTETCKA KIMHUKA 33 Kapawonoruja, Ckonje, H. MakegoHuja

KapAanoToKCcMYHOCTa e cepuo3eH W Ao6po MO3HAT HecakaH edeKT Ha
XEMOTEepaneBTCKUTE areHcU. [Momery CMNeKTapoT Ha MOMHW HeCcaKaHu
KapAWOBaCKyNapHM HACTaHW Kaj NaUNEHTM KoM CTPaAaaT 04 Pa3NnNyHN BULOBU
ManUrHn 33b60nyBaHa, HAj4ecTu ce cpuesBaTa CNabocT U NEBOKOMOPHATA
ancoyHKumja. CpueBaTta gucdyKumnja noBp3aHa co ynoTpebaTa Ha aHTUKAHUep
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TepanujaTa Ma 3Ha4YuTeTHO BIMjaHue Bp3 MopbunanTeToT U MOPTANNTETOT, 04
Apyra CTPaHa CeKOoj MPeKMH Ha TepanujaTta Nopagu KapAWOTOKCUYeH edeKT
MOMe A3 aoseae co cybonTMManeH TPeTMaH Ha ManurHaTa 6onect. PasnnynHu
BWOOBN HA QHTUKAHLIEPOreHW /fEeKOBU KAKO AHTPAUMKANHW, MONEKYNapHa
Tepanuja, WHXMOUTOPU Ha TUPO3UH KMHAE33, MPOTEA30MCKM MHXMBUTOPYU
n immune-check point MHXMBUTOPU KaKO WM 3payHa Tepanuja , MoXe 3
npeau3BUKaaT NeBOBEHTPUKYNapHa AucoyHKuMja n cpueBa cnaboct 3a
BpeMe Ha NNeKyBaHeTO , HO N NOAOLUHA BO TEKOT Ha MMBOTOT. NNaHMpareTo
Ha 3aMno4YHyBabe HAa JleKyBake CO XemoTepanuja co noTeHunjaneH
KApAMOTOKCUYEH edeKT AaBa YHMKATHA MOFHOCT A3 Ce HAMNpaBX MPOLEHKA
Ha KapAWOBACKyNapHOTO 34pasje npeq MNOYEeTOK Ha TpeTMaHoT. [poueHKa
Ha PU3NKOT Kaj OBME NAUMEHTU npef 3arn0YHYBaHe HA NEKYBAHETO € Ky4eH
MOMEHT 33 3 Ce OTKPWe KOW NAauWeHTU MMAAT MOrofieM pUsUK 33 Pas3Boj
H3 KapAMOTOKCUMYHOCT. VICTO TaKka cTpaTtermuTte 3@ obcepBupare Ha OBuMe
nauMeHT MMa OrpPOMHO 3HaYeH-e 3@ PaHO OTKPMBaH-€ Ha KapAMOTOKCUYHOCTA,
perynuparme Ha KapAnoBACKYMapHUTE PU3MK PAKTOPU KAKO M 3aN0YHYBaH-e
CO KapAWonpoTeKTMBHa Tepanuja OHaMy Kage WTo e HeonxogHo. Hosute
npenopakn Ha EBPONCKOTO KapAnMOIOLWKO 3apyHeHne 38 Kapano-oOHKO0rja
of 2022ron [aBaaTt feTanHa aHanus3a Ha KapOuvoBaCKYNapHUTE HecakaHu
ebeKTM o4 aHTUKAHUEep TepanujaTa, HMBHA [MWjarHO3a , MNpeBeHuUnja u
TpeTMaH. MynTngucuunaMHapeH npuctan e 3340/KUTesIeH 0COHBeHOo Kaj
NAaUMEHTUTE Kaj KO € AEeTEeKTUPAHA KapAnjanHa AnchyHKLNja KaKo pe3ynTaT
Ha aHTMKaHUep Tepanuja co uen aa ce obe3bean oNnTUMAaNHO NexkyBare Ha
60necTa, a NpMUTOa A3 Ce MUHUMUN3NPA CEeKOoe NMOTeHUMjaNHo WTETHO BAWjaHne
BP3 KapANOBAKCYNapHOTO 34pasje Kaj 0BUe NaUNeHTHU.

Kny4Hn 360poBu: cpueBa cnabocT, KapANOTOKCUYHOCT, XeMoTepanuja
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NEW GUIDELINES FROM THE EUROPEAN
SOCIETY OF CARDIOLOGY 2023

ACUTE CORONARY SYNDROMES: ESC GUIDELINES 2023

H. Pejkov

University Clinic for Cardiology, Medical faculty- Skopje
University St “Ciril and Methodius”, N.Macedonia

These clinical quidelines for acute coronary syndromes seek to
provide help regarding the clinical care of patients presenting with suspected
or confirmed ACS.

Practical quidance for ACS care in Europe was derived from the extensive
evidence base regarding the clinical effectiveness of different interventions
and treatment strategies.

In addition to reviews of published trials and systematic reviews, guideline
contentwasinformed by otherinternational clinical guidelines and local clinical
expertise. New recommendations and key practice points incorporating new
evidence that has been graded on the certainty of evidence and the likely
absolute benefit versus harm. A focus on key components of the management
associated with improved clinical outcomes for patients with chest pain or
ACS. Advice on the standardised assessment and management of patients
with suspected ACS, including the implementation of clinical assessment
pathways and subsequent functional and anatomical testing. Guidance on
the diagnosis and risk stratification of ACS, provision of acute reperfusion
therapy and immediate post-fibrinolysis care for patients with ST segment
elevation myocardial infarction.Risk stratification informing the use of
routine versus selective invasive management for patients with non-ST
segment elevation ACS Administration of antithrombotic therapies in the
acute setting and consideration affecting their long term use Guidance on
the implementation of an individualised secondary prevention plan that
includes both pharmacotherapies and cardiac rehabilitation
The guidelines provide new assessment protocols and algorithms, including
sensitive lab-based assay and highly sensitive lab-based assay, along with
treatment algorithm for ST-elevation myocardial infarction (STEMI), as well as
decision-making and timing considerations in reperfusion for STEMI.
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AKYTEH KOPOHAPEH CUHAPOM- ESC NMPENOPAKU 2023

X. Mejkos

YHMBEpP3UTETCKA KIMHNKA 33 Kapanonoruja;
MeanumHckm parynteT-Cronje,
YHusep3uteT CB. Knpun n Metogwj, CesepHa MakefoHuja

OBMe KIVHWYKK YNATCTBA 3@ aKyTHUTE KOPOHapHU CMHApPOMU ce obuaysaat
03 06e36e4aT NOMOLL BO BPCKA CO KIMHWYKATA Hera Ha NaumeHTuUTe Kou ce
jaByBaaT Co cCOMHUTENEH nnun notepaeH ACS.

MpaKTnyHM ynaTcTBa 3a Hera Ha ACS Bo EBpona 6ea nssegeHn o o6emMHaTa
6333 Ha [JO0Ka3nW BO BPCKA CO KAMHWYKATE ePUKACHOCT Ha Pas3NnyHuUTe
WHTepBeHUWU 1 CTpaTernn 3a TpeTMaH.

MNMoKkpaj nperneanTe Ha 06jaBeHUTE NCNNTYBaHA U CUCTEMATCKUTE Nperneau,

COAPrKMHATa Ha ynaTcTBaTa bewe MHPOPMMPaHa O APYrv MeryHapoaHW
KIMHUYKM YNATCTBA U JIOKA/IHATA KIMHUYKA eKcnepTu3a. HoBu npenopaku u
KAYYHU NPAKTUYHU TOYKM KOU BK/y4YBaaT HOBUM J0Ka3M KOW Ce OLeHeTn cnopes,
CUMYPHOCTa Ha [0Ka3UTe M BEPOjaTHATA anco/lyTHa KOPUCT HAcMNpoTu wWTeTa.
DOKYC Ha KY4YHUTE KOMMOHEHTU Ha YNpaByBakeTO MNOBP33HW CO NOA0OpeHN
KAMHUYKM UCXoan 33 NauueHTn co 6onka Bo rpagute mnm ACS. CoBeTn 33
CTaHA3PAM3MPaHA MNPOLEHK3 M yNpaByBake CO MauMeHTU CO COMHUTENeH
AKC, BKNy4YnTe/IHO U CNpoBefyBake HAa MaTeKkn 33 KAMHWYKA MNPOLEHKa n
nocnefoBaTeNnHo ¢GYHKUMOHANHO W aHATOMCKO TecTuparwe. YNaTcTBO 33
AvjarHo3a n cTpatndumKaumja Ha pusmk Ha ACS, obe3beayBarbe Ha aKyTHA
penepdy3noHa Tepanuja n HenocpeaHa Hera no ¢GMbpMHOIM3a 33 NaUMEeHTU
CO MWNOKapAaeH MHPAPKT co enesauumja Ha ST cerMeHTOT. AAMUHUCTPaLNja
H3 @HTUTPOMOOTUYHM Tepanun BO AKYTHa CPeanHa W pa3rnegyBarbe LWTO
BNWjae Ha HWMBHATa A0NroTpajHa ynoTpeba YNAaTCcTBO 33 CrnpoBedyBarbe
Ha MHAVBMAOYANU3MpaH CEeKyHO3PeH MPEeBEeHTUBEH MAaH KOj BKAyYyBa U
dapmaKkoTepanum u cpuesa pexabunutayuja.

YnartctBata ob6e36eqyBaaT HOBW MPOTOKOAM U aNropuTMM 33 MPOLEHK3,
BRAYYUTENHO U YyBCTBUTE/THA N1360PATOPUCKA aHANN3a N BUCOKO YyBCTBUTENHA
nabopaTopucKa aHanu3a, 3aefHO CO anropuTaM 3a@ TPeTMaH 338 MWOKApAeH
NHPAPKT co ST-enesaumja (STEMI), KAKO W pPa3MUCIyBaHAa 33 AOHECYBaHe
OA/TYKWN N TajMUHI Npu penepoysunja 3a STEMI.
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CARDIOMYOPATHIES: WHAT IS NEW - ESC GUIDELINES 2023

E. Lazarova Trajkovska
University Clinic of Cardiology, Skopje RNMacedonia

In 2008, the European Society of Cardiology (ESC) proposed a new definition
of cardiomyopathy wherein it was described as a myocardial disease
characterized by structurally and functionally abnormal myocardium, because
the 2006 AHA classification excluded CAD, hypertension, valvulopathies,
and congenital heart disease. ESC divided cardiomyopathies into clinically-
oriented phenotypes: dilated, hypertrophic, restrictive, arrhythmogenic
right ventricular cardiomyopathy, and unclassified. The cardiomyopathies
were then subclassified into familial and nonfamilial, where familial is the
occurrence in more than one family member or a phenotype that could be
caused by the same genetic mutation. Sporadic genetic cardiomyopathy
is defined when the mutation occurs for the first time. Nonfamilial is
characterized by an absence of relevant family history and is divided into
idiopathic or acquired cardiomyopathy. We believe that in the future, an
expert classification based primarily on genetic aspects of the patients and
family together with hybrid cardiac imaging and a multidisciplinary approach
will allow a better understanding of these complex diseases, especially in
patients with mild clinical manifestations, dynamic presentation, or in those
with mixed phenotypes.

Key words: cardiomyopathies, genetic, quidelines
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RAPOUOMUONATUN: WUTO E HOBO - NMPEMNOPAKN HA E3K
oA 2023 rOANHA

E. Na3apoBa TpajKoBCKa
YHuBep3uTeTCKa KnnHnKa 3a Kapaunonoruja, Ckonje PCMakefoHWja

B02008roanHa, EBponckoTo3apyeHnenokapanonornja(E3K)npeanoxmMHoBa
aAeduHnLmMja 338 KapanMoMmMonaTja Kage WTo Hbelle onNnwaHa KaKo MNOKAPAHA
60NecT Koja Ce KapaKTepmn3npa co CTPYKTYPHO U GYHKUNOHANHO abHOpManeH
MUOKapA, 6uaejkn KnacueuKkaumjata Ha AMepuyKaTa cpLeBa acoumjaunja
(AHA) og 2006 roauHa rn ucknyuun KAB, xunepTeH3nja, Bansynonartuja u
BpoAeHuTe cpueBn 3abonysawa. E3K rn nogenu KapguomuonaTuTe Ha
KAVHUYKM  OPUEHTUPaHU GeHoTUNOoBW: AWNATaTUBHE,  XMNepTpPodUYHa,
PeCTPUKTUBHE, apUTMOreHa [eCH3 BEHTPUKYNapHa KapAuoMMOMNaTnja wu
HeknacnouumpaHa. Kapgnommonatunte notoa 6ea noaxknacnduumpaHn Bo
damMmnunjapHu 1 HedbamMUnNnjapHK, Kage WTo GamMUInjapHa e NojaBa Kaj NoBeKe
0f €0€eH YNeH Ha CeMejCcTBOTO UK GEeHOTMN LUTO MOXKe Aa buae npean3BMKaH
04 WCTATa reHeTcKa mytaumja. CnopaguyHaTa reHeTcKa KapAnomMuonaTwja
ce gedunHMpa Kora MyTauwjata ce jasysa 3a npsB naT. HebamunujapHa ce
KapaKTepu3Mpa CO OTCYCTBO Ha PeNeBaHTHa CEMEjHa UCTOPWja 1 e nogeneHa
H3 MONONATCKAa UM CTEKHATa KapanomMuonaTtnja. CMeTame AeKa BO UOHWUHA,
eKCNepTCKa Knacndurkaumja 6asmpaHa NpBEHCTBEHO HA rEHETCKUTE acneKkTn
H3 MNauMeHTUTe MU CeMejCTBOTO 33e4HO CO XMOPMAOHO CPUEBO CHUMAHE U
MyATUANCUUNIMHAPEH NpUCTan Ke 0BO3MOXM Nofaobpo pasbupare Ha oBue
CNOXeHn 60necTn, 0Co6eHO Kaj NauneHTn co baarn KAMHNUYKN MaHudecTaunn,
ONHAMWYHA Npe3eHTaumnja, Un Kaj OHMe Co MeLlaHn GeHOoTUNoBW.

Kny4H» 360poBU: KAPANOMMNOMATUW, FEHETCKN, NPENopaKku
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HEART AND BRAIN SYMPOSIUM

HEART BRAIN SYNDROME

M. Bosevski

Faculty of Medicine UKIM, University Clinic of Cardiology, Skopje,
N.Macedonia

Heart injury is not rare condition in cerebrovascular disease patients.
Myocardial damage and arrhythmia which are referred after stroke or brain
hemorrhage, also known as heart brain syndrome. Cardiac disturbances occur
in common risk factors and pre-existing heart disease. This review tends to
elucidate pathophysiological interactions, detection and faith of pts with this
syndrome.

DOPPLER SONOGRAPHY AND RISK STRATIFICATION OF
PATIENTS WITH CAROTID ARTERY STENOSIS

S. Paljoskovska Jordanova, S. Kjaeva- Anastasova,
D. Petkoska Spirova, E. Shehu, I. Bojovski, M. Bosevski

University Clinic of Cardiology, Skopje

INTRODUCTION: Ultrasonography is one of the most commonly used techniques
for evaluating carotid plaque. Previous studies have shown that a hypoechoic
plaque often correlates with the presence of lipid-rich necrotic cores. A hypoechoic
plaque is found in approximately 50% of symptomatic plaques and only 5% of
asymptomatic plaques.

In addition, regardless of the degree of stenosis, patients with hypoechoic plaque
had a higher risk of stroke than patients with high degree of stenosis.

METHODS AND RESULTS: We performed a cohort, prospective study that included
1031 patients. Out of the total number of 1031 patients, men were 67.4% (686),
women were 33.5% (345). They were aged 34-88 years, with an average age of
64.44 years.
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From the total number of subjects, 145 patients had carotid stenosis, i.e unilateral
120 (11.7%), bilateral 25 (2.4%), carotid occlusion 11 (1.19%). The average systolic
blood pressure (SBP) was 121 mmHg (39.5%).

In the direction of drawing conclusions for the needs of this paper, and based on
the conducted research among the respondents, it was concluded that our results
in relation to the comparisons show that they were mostly correlated with PAB, but
also with HTN, HLP and obesity.

CONCLUSION: The prevalence of carotid disease increases with the presence
of atherosclerotic risk factors and age. It is associated with an increased risk of
stroke and other ischemic manifestations of systemic atherosclerosis (for example,
myocardial infarction and deaths of a vascular disease).

KEYWORDS: Ultrasonography, carotid artery stenosis, stroke

AOnNnepP COHONrPA®UJA U PUSUK CTPATUOUKALUNJIA HA
NAUUNEHTU CO KAPOTUOHA APTEPUCKA CTEHO3A

C.NMNamowKoBCKa JopaaHoOBa, C.RaeBa-AHacTacoBa, [.MeTKocKa
Cnunposa, E.lWexy, N.BojoBckn, M.bolueBckn

YHMBEpP3UTETCKa KIMHWKA 338 Kapauonornja, Ckonje

BOBEA: YnTpacoHorpadujata e egHa o4 Haj4eCTo KOPUCTEHUTE TEXHUKW 33
NPoLUeHyBaH-e Ha KAPOTMAHATA NN3KA. NpeTXoaHNTE NCTParyBaHa NOKarane
AEKa XMNOEeXon4YHaTa MIaKka YecTo Kopesmpa Co NPUCYCTBOTO HA HEKPOTUYHN
jagpa 6oratm co nMnuaun. XMnoexoum4Ha nnaka ce Haora Bo okony 50% oA
CMMMNTOMATCKUTE NMI3KM U CaMOo 5% 0 aCUMNTOMATCKUTE NN3KN.

MoKpaj Toa, 6e3 ornef Ha CTeNeHOT Ha CTEHO33, NAUNEHTUTE CO XMUMOEeXOoreHN
NN3Ka MMAaT NOronem pMsnK 0 MO304EH YA3p OTKOMKY NAaLNEHTUTE CO BUCOK
CTeneH Ha CTeHO3a.

METOAU N PE3YNITATU: 3BpLumMBME KOXOPTa, NPOCMEKTMBHA CTYANja Koja
BKNy4yBa 1031 naumeHTn. O4 BKYNHWOT 6poj Ha 1031 nauuneHT, Maxun bune
67,4% (686), HeHun bune 33,5% (345). Tne 6ea Ha Bo3pacT og 34-88 rognHu,
CO NpoCeYHa BO3pacT o4 64,44 rognHu.

Of BKYNHWOT 6p0j Ha ncnUTaHUuM, 145 naymeHT nmane KapoTUaHa CTeHO033,
OAHOCHO eAHOCTpaHa cTeHo3a 120 (11,7%), bunaTtepanHa cTeHo3a 25 (2,4%),
KapoTuaHa okny3nja 11 (1,1%). NpocevyHnoT CUCTONEH KPBEH NpUTUCOK (SBP)
n3Hecysan 121 mmHg (39,5%). Bo HacoKa Ha U3BneKyBake Ha 3aK1y4oum 3a
noTpebuTe Ha 0BOj TPyA, ¥ BP3 OCHOBA HAa CNpOBEAEHUTE UCTPaXyBakba Mery
NCNNTAHULNTE, Ce 3aK/y4M AeKa HalnTe pe3ynTaTh BO 0AHOC Ha cnopeabute
MOKAaXKyBaaT AeKa Tue rMaBHOo buse Bo Kopenauwnja co MAB, Ho 1 co XTH, XM
n gebennHaTa.
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3AKRJIYHOK: PacnpoctpaHeTocTa Ha KapoTugHata 6onecT ce 3ronemMysa co
NPUCYCTBO Ha aTePOCKNEPOTUYHU GAKTOPU HA pU3KK 1 BO3pacT. Ce NoBp3yBa
CO 3rofieMeH pU3MK 04 MO304€eH yAap U OPYrv NCXeMUYHU MaHUbeCcTaunm Ha
CUCTEMCKA aTepocCKkepo3a (Ha npumep, NHGAPKT H3 MUOKApPAOT U CMPT Ha
BaCKynapHa 6onecr).

KNYYHW 3BOPOBW: YnTpacoHorpaduja, CTeEHO3a Ha KapoTuaHaTa apTepuja,
MO304eH yaap
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ALL FACES OF INOCA: PANDORAS BOX AND
HOW TO ESTABLISH THE RIGHT DIAGNOSIS?

MINOCA VS. MYOCARDITIS: HOW TO THINK IN THE RIGHT
DIRECTION?

P. Zafirovska
Zan Mitrev Clinic, Skopje

Acute coronary syndrome constitutes of different presentations amongst
witch lately significant amount of curiosity is raising the myocardial infarction
with non-obstructive coronary arteries (MINOCA). MINOCA patients are
younger, more often female, they have fewer risk factors and in two thirds of
the patients they present with ST- segment elevation. Coronary causes are
plaque rupture or erosion , coronary spasm, and microvascular disfunction
leading to 1-year all-cause mortality rate of 3.5%.

Diagnosis of MINOCA is separated from myocardial infarction with obstructive
coronary disease and non-ischemic conditions like Takotsubo syndrome (TTS)
and myocarditis.

However, initial presentation and evaluation often is not sufficient to distinguish
between MINOCA, TTS and myocarditis and further work-up using cardiac
magnetic resonance (CMR) is often of needed. The possibility of CMR for
detection of edema and the technique of late gadolinium enhancement (LGE)
that can detect ischemic or non-ischemic scar is of greatest importance for
making the definitive diagnosis and can often lead to change in management
and treatment of this patients.

Keywords: Minoca, Myocarditis, Acute coronary syndrome, Cardiac Magnetic
resonance, multimodality imaging

(Agewall et al., 2017; Jansen et al., 2022; Kunadian et al., 2020; Lindahl et
al., 2021; Masi et al., 2021; Merlo et al., 2022; Pacheco Claudio et al., 2018;
Perera et al., 2022; Pradhan et al., 2020; Sala et al., 2020; Sechtem et al.,
2019; Tamis-Holland et al., 2019; Vidal-Perez et al., 2019)
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MWUHOKA W1 MUORAPOUTUC: KAKO OA PASMUC/TYBAME
BO NPABA HACOKA?

MN. 3a¢pupoBCKa
HaH MuTtpeB KnnHuKa, Cronje

AKyTEH KOPOHapeH CUHAPOM COAPHM MOBEKe Pa3/IMYHM NpeseHTauun mery
KOW NocebHa /bybOTHOCT NOTUKHYBA MUOKAPAMOT UHGAPKT 6e3 oncTpyKumja
Ha KopoHapHute aptepumn (MUHOKA). lMaumeHTUTe cO MMHOKa ce nomnaaw,
NOYECTO HKEHU M UM3AT NOMASKY PU3MK GAKTOPU 1 ABE TPETUHW 04 NALUNEHTUTE
ce Npe3eHTMPaaT co eneBauumja Ha ST cerMeHTOT.KOpPOHapHUTE NPUYNHK 33
pynNTypa WA epo3nja Ha MnNaka, KOPOHapeH Crna3aMMM MWKPOBACKYNapHa
AncoyHKUMja Kom BOAAT 40 eAHOroAMLLIHA CEBKYMHA CMPTHOCT o4 3.5%.

[wnjarHo3aTa Ha MMHOKa e ogAeneHa o4 MUOKapAHUOT MHPAPKT CO ONCTPYKLUMja
Ha KOpPOHApHWUTE apTEPUN U HEUCXEMUYHUTE 60N1EeCTU KAaKO MUOKapAMUTUC U
Takuybo cmHgpom.

Cenak, nHMUMjanHaTa Npe3eHTaunja 1 eBasnyaLnja e He 4OBO/IHA 4@ Pa3rpaHNYmn
nomMery oBMe COCTOj6U N YECTO Cce NOTPeBHM AoucneanyBatba CO TEXHUKM KaKo
MAarHeTHa pe30HaHaua Ha cpue. MOXHOCTa Ha MarHeToT HAA AeTEeKTMPa efem
BO MWUOKapAOT U 43 pa3rpaHnym nomery MCXeMUYHa U HEUCXEMUYHA NY3Ha e
0/ U3BOHPEAHO 3Ha4eHe 33 popMmnpare Ha AnjarHo3aTa N NPaBUNIHO BOAEHE
N TPETMA3H Ha OBME NAUMNEHTW.

Kny4yHu 360posu: MVIHOKA, MuoKapautmuc, AKYTeH KOPOH3peH CUHOPOM,
MarHeTHa pe30HaHLa Ha cpue, MOBEKEHAMEHCKN UMULINHI
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SESSION DEDICATED TO ISACS-CT REGISTRY

DISPARITIES IN CARE AND OUTCOMES FOR CARDIOVASCULAR
DISEASE IN THE SOUTHEASTERN EUROPE

R. Bugiardini

Department of Medical and Surgical Sciences, University of Bologna,
Bologna, Italy

Disparities in care and outcomes for cardiovascular disease (CVD) exist in
many regions around the world, including Southeastern Europe. Several
factors, which in turn vary across countries in Southeastern Europe,
contribute to these disparities and addressing them is essential for improving
healthcare outcomes. Major player's includeprevalence of risk factors for
CVD, socioeconomic, cultural and behavioral factors andawarenessof CVD.
All these factors can lead to differences in CVD prevention, early detection,
and timely treatment. Furthermore, access tocare and public health policies
greatly impactdisparities in CVD prognosis and mortality.Data collection and
researchare crucial for identifying specific challenges and developing targeted
interventions. Supporting research initiatives to better understand the root
causes of disparities may evaluate the effectiveness of policy interventions
such as health promotion interventions and access to care.

Key words: cardiovascular disease, clinical outcomes, health policy
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MULTIMODALITY IMAGING IN CARDIOVASCULAR
JOURNEY: FROM ATHEROSCLEROSIS TO HEART
FAILURE

SPECT IMAGING OF ISCHEMIA AND MYOCARDIAL VIABILITY
IN THE ERA OF CURRENT OPTIMAL MEDICAL THERAPY

I. Mitevska
University Cardiology Clinic, Skopje, North Macedonia

Although major advances have occurred lately in medical therapy, ischemic
heart failure remains an important cause of death and disability. Viable
myocardium represents a cause of reversible ischemic left ventricular
dysfunction. Coronary revascularization may improve left ventricular function
and prognosis in patients with viable myocardium. Although patients with
impaired left ventricular function and multi-vessel coronary artery disease
benefit the most from revascularization, they are at high risk of complications
related to revascularization procedure. Multiple imaging modalities can
assess myocardial viability and predict functional improvement after
revascularization, with dobutamine stress echocardiography, nuclear
imaging tests and magnetic resonance imaging being the most frequently
used. However, the role of myocardial viability testing in the management
of patients with ischemic heart failure is still controversial due to the failure
of randomized controlled trials of revascularization to reveal clear benefits
of viability testing. The presentation summarizes the current role of SPECT
imaging in detection of viable and ischemic myocardium, and their role in the
era of modern medical therapy. It also discusses the research involving this
topic and the controversies related to the utility of myocardial viability testing
and provides a patient-centered approach for clinical practice.

Key words: viability, ischemia, SPECT imaging, risk stratification
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OETEKUNJIA U BHAYEHE HA NCXEMUYEH N BUJABUTEH
MUOKAPA CO SPECT BU3YAJZTU3ALNJA BO EPA HA
ONTUMANEH MEOUKAMEHTO3EH TPETMAH

. MuteBcKa
YHMBEpP3UTETCKA KIMHNKA 3a Kapamonornja, Ckonje, CeBepHa MakeoHWja

Nako cMe cBegoum Ha 3Ha4aeH HanpegoK BO TPETMAHOT H3 UCXEMUYHATA
cpueBa cnaboCT, WUCTATa OCTAHYBa BaMHa MPUYNHA 338 CMPTHOCT U
oHecnocobeHOoCT. BnjabunHMoT MMOKapAa NpeacTtaByBa pesep3nbunHa ¢opma
Ha UCXeMMNYHA NeBOKOMOPHA AncdYHKUNja. KopoHapHaTa peBacKynapu3aunja
MOXe [a ja nogobpn nNeBo KOMOPHAaTa GYHKLNjA U NPOrHO3aTa Kaj NauMeHTn
Co BMjabuneH Mmokapg. Mako nauymeHTUTe CO MCXeMUYHA cpueBa cnabocT
N NoBeKecaloBHa KOPOH3pHAa apTepucKa 60MecT MMaaT HajroneMa KopucT
04 PpeBacCKkynapu3auwjata, Tme uUMaaT U BUCOK PU3BUK 33 KOMMNAMKaLMK
NoBP3aHN CO peBacKynapu3auujata. MoBeke MOOaNUTETU 3@ HEMHBA3UBHA
peBacKynapmn3aunja Ha MWOK3PAOT MOXeEe O3 Ce KOpUCTAT 33 MpoueHa Ha
BWjabVNeH MMOKapa N MOMAT A3 A43TaT NpeAnKLMja 33 ONOPaBOK H3 MUOK3apAO0T
no pesackyanpusauuja (cTpec exoxkapanorpadmnja, MarHeTHa pe30HaHU3,
HYK1€3aPHN TEXHUKM) KOU U H3JMHOry ce KopucTaT. Ho, ynorata Ha npoueHaTa
H3 MMOKapAHAaTa UCXEMUMjA N BUjabUAUTETOT BO epa Ha COBPEMEH OMNTUMAneH
Me[VK3AMEHTO3€EH TPETMaH e KOHTPOBEP3HAa, NOpaan AOKa3uTe of NoHoBUTE
CTyAMM Kon 360pyBaaT AeKa peBAKCYNapm3aLmjaTa Ha UICXEMUYHUOT MUOK3PA
He ja MeHyBa MPOrHO3aTa BO OAHOC H3 ONTUMANHWOT MeAWKAMEHTO3€eH
TpeTMaH. lpeaaBareTo ja MpUKarmyBa ynorata Ha HywneapHute SPECT
TEXHWKN BO AeTeKuuja Ha BMjabuneH n ncxeMmyeH MMoKapa 1 HUBHATa ynora
BO epa Ha MoaepeH MeAMKaMeHTO3eH TPeTMaH. MICTo Taka rm WUHBONBMPA
HOBWUTE CTYAUM H3 OBAa NOMe U KOHTPOBEP3UUTE BO OAHOC H3 AeTeunjata Ha
MUOK3apAEeH BWjabunUTeT CO NaUMEeHT OPUEHTUPaH MPUCTaN BO KAMHUYKATA
npakca.

Kny4Hu 360poBu: MMOKapaeH BnjabunuteT, ucxemnja, SPECT TEXHUKE, PU3NK
CTpaTnduKaumja
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NEW ABCDE PROTOCOL FOR STRESS ECHOCARDIOGRAPHY:
MORE THAN ISCHEMIA

A. Djordjevic Dikic
Cardiology Clinic, University Clinical Center Serbia, Medical Faculty Belgrade

Stress echocardiography in the last decades has emerged as a primary
imaging method in the noninvasive diagnosis of ischemic heart disease,
which is officially announced by the European guidelines for chronic coronary
syndromes in 2019.

However, in the last several years stress echocardiography has escaped
the frame of exclusive recognition of reversible wall motion abnormalities,
as a primary sign of myocardial ischemia, by the use of ABCDE stress
echocardiography protocol. New protocol gives significant diagnostic and
prognostic information’s, which includes detection of myocardial ischemia
based on wall motion abnormalities (step A), assessment of pulmonary
congestion based on pulmonary imaging of B lines (step B), assessment
of contractile reserve (step C), microcirculatory evaluation of coronary
flow reserve (step D) and evaluation of autonomic function of the heart
based on heart rate reserve (step E). It is important to underline that all
information’s can be obtained during the one stress echocardiography test,
were parameters are measured before the stress test and immediately after
or at the maximal stressing, depending whether the stressing is performed
as treadmill exercisetest or with bicycle with minimal prolongation of the
stress testing. Prognostic value of the ABCDE protocol can be assessed buy
ABCDE score which is defined as sum of abnormal findings ateach exercise
level, which means that the sum of 5 (poor finding on each step) has the worst
prognostic value in therm of clinical outcomes (survival).

All part of the ABCDE stress echo protocol gives us independent and
added diagnostic and prognostic information’s based on which we can
identify different pathologic phenotypes and vulnerable patients and make
individual treatment decision.Except of the patients with chronic coronary
syndromes, the use of this protocol during the exercise test enable us to
assess patients with heart failure with preserved ejection fraction, patients
with hypertrophiccardiomyopathy, patients after chest radiotherapy and
chemotherapy, survivals after COVID-19, valve disease assessment and cases
with suspected coronary vasospasm.

The advantage of this new method is in its simplicity, availability without the
costs increasement, absent patient ionization and no increase of examination
time.

Keywords: stress echocardiography, imaging, protocols
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NEWS IN THE FIELD OF VENTRICULAR
ARRYTHMIAS AND SUDDEN CARDIAC
DEATH

LATEST UPDATES FROM 2022 ESC GUIDELINES FOR TREAT-
MENT OF VA

J. Taleski
University Cardiology Clinic, Skopje, N. Macedonia

The recently published ESC guideline is an update of the previous version from
2015 including many new sections and contents, which we evaluated in form of
10 novel commandments for VT and SCD management! Recommendations for
the diagnostic evaluation are given and additionally presented as flowcharts,
for each scenario including incidental finding of NSVTs, first presentation
of SMVT, aborted SCD but also victims of sudden death and their relatives.
New recommendations regarding BLS and access to automatic external
defibrillators reflect efforts to improve survival rates for victims of OHCA.
However, in up to 50% of SCD cases, this event is the first manifestation of
cardiac disease, therefore adequate screening methods for asymptomatic
individuals in the general population are still needed to significantly reduce
the number of SCD victims.

Genetic counselling and testing as well as cardiac MRI have significantly
gained relevance not only for diagnostic evaluation but also for SCD risk
stratification. For the acute and long-term management of patients with
VA, new algorithms for therapy with QT-prolonging and class IC AADs aim to
support safe AAD management. The recommendations of the new quideline
furthermore emphasize a significant upgrade of catheter ablation not only
in patients with idiopathic VA but also in patients with VA based on SHD,
especially in the setting of failed chronic AAD therapy, although convincing
evidence for a prognostic role of catheter ablation of VA is still lacking.For the
first time, catheter ablation is recommended as an alternative to secondary
preventive ICD therapy in selected patients with preserved or mildly reduced
LVEF, although the role of ICD therapy in this scenario remains an important
open issue since randomized controlled trials are not yet available. For SCD
risk stratification and decision-making on primary preventive ICD therapy
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especially in DCM patients, the new guideline blazes a trail towards more
individualized decision-making. ‘New' risk markers such as specific pathogenic
mutations and family history but also imaging criteria and inducible VA by
PES are included while the LVEF as a risk marker is downgraded. At the same
time, there are still many gaps regarding SCD risk stratification, especially in
patients with preserved left ventricular function.

Keywords: ventricular arrhythmia, quidelines, sudden cardiac death,
treatment

HOBUTETU OO EBPONCKUTE NPENOPAKU (2022) 3A
TPETMAH HA KOMOPHU APTUTMUUA

J. Tanecku
YHVBEP3UTETCKAa KIMHUKA 33 Kapawonornja, Ckonje. C. MakegoHuja

MocnegHuTe npernopaky Ha EBPOMNCKOTO KapOWOMOLWIKO 34pyHeHue (EK3),
NpeTCcTaByBaaT HaAoMNoONHYBake Ha NpeTxogHaTa Bep3nja og 2015 co MHory
HOBW 4€N0BU 1 COAPHUHN, KOU r eBanynpasme Bo ¢opma Ha 10 HoBM 3anoBeamn
33 TPeTMaH H3 KOMOPHWTE TaxuvKapauu U HeHagejHa cpuesa cmpT (HCO)!

MNpenopaknTe 3a AMjarHOCTUYKa eBanyaumja ce A3AeHU U OONOMHUTETHO
Npe3eHTUPaHN KaKo Anjarpamu, 3a CeKoe CLieHapuo 1 BKIyYyBaaT NoBpeMeHa
nojasa Ha HCBT, npeBa npe3eHTauuja Ha MOHOMOPHHA KOMOPHA TaxmKapawja
(MKT), npekuHata HCC Ho ucto n 33 *pTtBn o HCC M HMBHW POLHUHW.
HoBuTe Npenopakn 3a oapHyBarke BO MUBOT N NPUCTANHOCTa 40 aBTOMATCKU
HaaBopeLwHn aednbpunatopun, ro NOKaXHyBa HAMOPOT KOj Ce NpaBu 33 A3 ce
nogobpu npexunsysBareto Ha HBC3 (Hagsop o 60nHMUA CpueB 3acToj).
Ho, n go 50% Kaj cnydante co HCC, 0BOj HacTaH e npBa MaHudecTaumnja Ha
cpuesa 6onect, NOpaan T0a COOABETHU CKPUHUHI MEeToAM 338 aCUMNTOMATCKN
NHAMBMAYW BO reHepanHaTa nonynauumja ce notpebHu co uen Hamanysawe Ha
6pojoT Ha wpTBKN o4 HCC.MeHeTCKN TeCcTUpara N KOHCYNTaUMM KaKo U CpLeBa
(MarHeTHa pe3oHaHua) MP, gobuvja CUrHNPUKAHTHO 3Ha4YeHe, He CaMo 33
ONjarHOCTMYKA eBanyaumja Ho n 3@ HCC pusmKk cTtpatuduKaumja. 3a aKyTeH
N OONropoYeH TPeTMaH Ha MNauueHTUTe CO KOMOpHU aputMumn (KA), HoBU
anropuTMun 3a Tepannja co npogoneH “QT" — nHtepsan u Knaca “ IC" — AAJ
(@HTUMAPUTMUYHM NEKOBW), CO LieN 43 Ce 0BO3MOMKMN CUrypeH TpeTMaH co AAJI.
HosuTe npenopaku, 4ONOAHUTENHO ja NOTeHUMPaaT CUrHUUKATHATA ynoraTta
N HanpeaoK Ha KaTeTep abnauwmjata, He CamMo Kaj NaumeHTUTe Co MAMONATCKA
KA, HO 1 Kaj naumeHTuTe co KA NOBP3aHWN CO CTPYKTYPHO cpLeBo 3abonyBare, a
0C0b6eHO Kaj NaumeHTUTe Kage ce NpaTu Heycnex Ha AAJT, NaKo LUBPCTU [0Ka3n
33 NOHAaTaMoLIHaTa ynotpeba Ha KaTeTep abnaynjaTa ce ywTe HeoCTacyBaT.3a
npB NarT, KaTeTep abnaywjaTta ce NpenopavyBa KAKo aNTepHATNBA Ha CEKYHAaPHA
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npeseHUMja co MMNIaHTabuneH kapanosepTep-gedubpunatop (MKO) Tepanuja
Kaj CenexkTMpaHu MauuMeHTU CO 3a4yBaHa WM yMepeHO HamaneHa JIKEO,
nako ynorata Ha VK[ TepanujaTta BO 0Ba CLEHapWO OCTAHYBA Ba)KeH OTBOPEH
npobnem, nopaan He[OCTUrOT HA PAHAOMU3UPAHU KIVHUYKN CTYAUW. 3@ PU3UK
cTpatnéomKkaumja Ha HCC 1 3a goHecyBare Ha 0f/1yKa 33 NPUMapHa rnpesBeHunja
co VIKA Tepanuja, 0cobeHo Kaj NaumeHT1Te Co AnNaTtaumoHa KapanoMmonaTwja,
HOBWTE NPEenopaKkn Ce HaCOYeHN KOH NHOMBUAYAN3UPAH NpUcTar.

HoBuTe pU3MK MapKepu KaKOo LWTO ce cneunduyHuTe NaToreHn MmyTtaumm u
damunnjapHa mnCTopuja, 3aegHO CO C/IMKOBHUTE TEXHUKM U MOMKHOCTA 33
npeau3BuKyBare Ha KA co MNEC (nporpammpaHa enexkTpuyHa cTumynaumja) ce
BHKIyYeHW, foneka ynorata Ha JIKED® e HamaneHa. CeKkako ceyLiTe NoCTojaTa
MHOry He4oCTaToLM NOBP3aHN CO pU3MK cTpatudmkaumnjata Ha HCC, ocobeHo
Kaj NaumneHTnTe Co 3a4yBaHa JIKED.

Kny4Hu 360p0oBU: KOMOPHW apUTMU, TEPANKja, MPENoPaKn
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SCIENTIFIC WRITING AND DIGITAL SOLUTIONS
IN MODERN MEDICINE

HOW TO PUBLISH A PAPER NOWADAYS IN REGIONAL AND IN-
TERNATIONAL JOURNALS?

S. Obradovic

Clinic of Cardiology, Military Medical Academy, School of Medicine University
of Defense, Belgrade, Serbia

If you want to publish your results in a scientific journal first of all you must
ask yourself clinically relevant questions according to your knowledge and
experience. For any answer, you need some relevant group of patients with
many characteristics that are important for the topic. Then, you realize that
in your institution you cannot study enough patients to solve the problem you
put in front of you. The next step is to find and ask to join other enthusiastic
investigators who have similar clinical problems and are willing to share
the data with you. You must cover several clinical problems. Persistence,
patience long-term work, and communication with others are the next steps.
In time, you will have enough patience for adequate statistical power of your
investigation and you start to write the scientific manuscript. In that process,
you must read a lot of investigations incorporate them into your work, and try
to contribute in some new way to the particular problem. After that, you choose
the journal, with the highest rank you could imagine to accept your MS and
you send them your work. Many times, they will reject your article, sometimes
with a clear review and the reasons why it happened, and sometimes without
any explanations or with very incompetent reviews. Nevertheless, you learn
a lot from that, and every time you would be better in those battles with the
editors and reviewers. ‘It is very important to include younger doctors in the
investigation and to give them a doctorate thesis or published paper because
this can motivate them to collect patients over a long period of time and
some of them will develop into genuine scientific workers.

Keywords: scientific publishing, investigators, persistence, communication
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DIGITAL SOLUTIONS FOR MAJOR HEALTHCARE CHALLENGES

I. Tulevski
Heart for Health and Cardiologie Centra Nederland

It is a common opinion that scalable healthcare models are needed in order to
cope with the ever-increasing demand, mainly in chronic disease management.
Life expectancy is increasing due to major improvements in the treatment of
life-threatening conditions, the living environment is getting safer, thereby
improving longevity, but also increasing healthcare needs. The impact of this
trend will be enormous: the system ‘as is' cannot absorb the demand.

The human body is a continuous source of biodata, and currently we obtain the
data in healthcare silos, meaning that the patient has to be physically present.
This can all be elegantly organized if a patient uses a wearable connected to
a specific application delivering the data to a command center. Interaction
between the streaming data (sent by the patient) and the electronic medical
record is essential for the scalability of the program. This strategy makes
healthcare scalable, affordable, feasible, and independent of the location and
time, thereby making the patient more mobile and independent, and giving
better continuous or on-demand data to the cardiologist.

In general, most patients with a chronic cardiac condition are eligible to be
included in some sort of telemonitoring program.

Modern healthcare will be partially independent of the geographic regions
and can be exported, thereby generating revenues at a distance. The medicine
of the future will be highly accessible, high tech at low costs, predictable and
preventable.

Keywords: digital technology, management, healthcare models
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ATRIAL FIBRILLATION: SCREENING,
TREATMENT AND PROGNOSIS

SCREENING FOR SUBCLINICAL ATRIAL FIBRILLATION

L. Poposka
University Clinic of Cardiology, Skopje, Macedonia

Atrial fibrillation (AF) is one of the most common rhythm disorders, associated
with a double increase in mortality and a five-fold increase in the incidence
of ischemic stroke. Prevalence increases with age and ranges from 0.2% in
the population under 50, to a high 10% in the population over 80. According
to the representation of comorbidities in the older population, very often
symptoms overlap and AF remains undetected. It should also be noted that in
30% of cases, episodes of AF are asymptomatic.

The way screening can be performed, range from simple pulse palpation,
through routine or systematic ECG records, to the use of different
smartwatches and smartphone applications. Screening can be performed
once, intermittently on multiple occasions, or continuously for a long period
of time. Intermittent or continuous screening detects more episodes of AF,
but also leads to more false positive results.

One of the most important steps in preventing stroke in high risk patients
with AF is to initiate anticoagulant therapy. The duration of subclinical AF,
which requires the initiation of anticoagulant therapy, remains undefined.

Screening that leads to an accurate diagnosis of AF is very useful and with
proper treatment leads to a reduction in complications from AF that can also
be fatal. However, excessive use of unverified screening methods can lead to
misdiagnosis, self-diagnosis by patients, creating anxiety, but also misstarting
treatment that in turn may have unwanted effects of a type of increased risk
of bleeding.

Keywords: atrial fibrillation, screening, ECG
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MULTIDISCIPLINARY APPROACH TO
COMMON PROBLEMS: HOW TO PROTECT
HEART AND VESSELS

THE IMPORTANCE OF FAMILIAL HYPERCHOLESTEROLEMIA
IN ATHEROSCLEROTIC HEART DISEASE

Z. Kusljugic
Cardio Center “prof. dr. ZumretaKusljugic¢”, Tuzla, B&H
Professor Emeritus, Medical faculty, University of Tuzla, B&H

Familial hypercholesterolemia is a genetic disease that causes numerous
cardiovascular incidents if not recognized and treated in time. The incidence
in the general population is 1 in 250 people, and the frequency of acute
coronary events in this population is between 5-13 times higher than in the
general population. Unrecognized, familial hypercholesterolemia is the cause
of 30% of heart attacks before the age of 60 in women, and about 50% in the
male population younger than 50 years of age. Atherosclerotic cardiovascular
disease is often manifested in this population. The homozygous form is a
combination of two diseased genes inherited from each parent. Cardiovascular
diseases appear in childhood, with the presence of physical signs in the form
of xanthomas on the joints of the hands and Achilles tendon, and xanthalasma
on the eyelids and around the eyes. Heart attack occurs from the age of 15-
20. The heterozygous form is a combination of one healthy and one diseased
gene from the parents and is often asymptomatic. It is diagnosed based on
the lipid status in the blood. It is estimated that a third of heart attacks in
these patients occur before the age of 40. Today, it is possible to diagnose the
disease with genetic tests, along with various treatment modalities.

Key words: primary hypercholesterolemia, atherosclerotic
cardiovascular disease
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CARDIOVASCULAR PREVENTION -
WORLD HEART DAY-SUPPORTED FROM
WORLD HEART FEDERATION

INPATIENT HYPERTENSION AMONG ADULTS: TREATMENT OF
HYPERTENSION AMONG (PREVALENCE OF MEDICATIONS)

N. Petkovikj
General Hospital 8™ September, Skopje, N. Macedonia

Introduction: In-patient hypertension is a common problem seen in the
hospital setting. In 2018, there were 36.4 million hospitalizations in the
United States. In this setting, the prevalence of hypertension is estimated to
be 50% to 72%.

Aims: Current evidence-based guidelines define and address management of
the hyprtension, lack guidance for the management of acute asymptomatic/
non-emergent hypertension in the hospitalised patient. The risk-benefit of
treating inpatient asymptomatic hypertension is largely unknown. The aimis to
to determine the risk-benefit ratio of treating non-symptomatic hypertension,
which is largely unknown.Material and methods: analysis of the treatment of
patients with refined data from hospital histories of the patients hospitalized
with primary diagnosis of hypertension and patients who had hypertension as
a secondary diagnosis -metaanalysis of several published studies.

Results: Thetreatmantwaswith all Antihypertensive drugclasses angiotensin-
converting enzyme inhibitors, calcium channel blockers, angiotensin receptor
blockers (subtype 2), B-blockers, direct-acting vasodilators, central a2-receptor
agonists, potassium-sparing diuretics, thiazide diuretics, and peripheral al-
receptor blockers. Route was categorized as intravenous (1V), oral, or other
(eq, transdermal or intramuscular).

Conclusion: Hypertension was common among medical inpatients, but
antihypertensive treatment intensification was not. Intensification of therapy
without signs of end-organ damage was associated with worse outcomes.

Keywords: Hypertension, in-patient, Treatment
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3ACTANEHOCT HA XWUNEPTEH3WJA KAJ BOJ/IHUYKUTE
NAUMNEHTU - TPETMAH HA XUNEPTEH3UJA (NPEBANEHLUUNJA
HA AHTUXUNEPTEH3UBW)

H. MeTKoBUK
OnwTa 6onHuua 8mu Centemspu, Cronje, PC. MakegoHwja

BoBea: XunepTeH3njaTa Kaj XOCMUTANHUTE 3AYyNTHU NauUMeHTU e YecT
npobnem Koj ce rmeaa Bo bonHM4YKaTta cpenba. Bo 2018 roguHa, nmano 36,4
MUANOHW XocnuTanusayum so CAL. PacnpocTpaHeTocTa Ha XunepTeH3njaTta ce
rnpoueHyBa Ha 50% [0 72%.

Llenn: TeKOBHUTE HACOKM 6a3MpaHM Ha [AOKa3nm He ro aeduHuMpaaTt
yNpaByBakeTO CO aKYTH3 aCUMMNTOMATCKA/HEe-UTHA XWUMNEePTeH3nja Kaj
XOCMUTanuU3npaHuTe naumeHTn. Lenta e ga ce yTBpAUM OL4HOCOT PU3MK-
KOPWUCT 04 NeKyBarbe H3 HECMMMNTOMATCKAa XMMNepTeH3uja Koj e BO rosieMa Mepa
Hero3Har.

MaTepujan n Metoamn: 3HANUTUYKA CYAWjA H3 TPETMAHOT HAa MauneHTUTe
co npedB3eMeHn NogaToun oa 6ONHNYKUTE UCTOPUN HA XOCMTaNN3NPaHU CO
NPUMApHAa AMWjarHO3a Ha XMNepTeH3nja W NAUMEHTUK3j KOW XUNepTeH3wnja
6una ceKkyHOapHa AujarHo3a-MeTaaHann3a Ha noseke o6jaBeHn CTyauwn.
Pe3ynTtaTth : 6une ynotpebyBaHn CUTe aHTUXUMNEPTEH3UBHUTE KNACWU HA NTEKOBU
BK/y4yBaaT MHXMOUTOPU H3 BHMMOTEH3NH-KOHBEPTUPAYKM eH3UMK, Bnokepu Ha
KanumneBn KaHann, aHrMoTeH3NH peuenTopHu 6okepu (noaTtun 2), B-6nokepw,
BA304MNATATOPU CO AUPEKTHO AejCTBO, LEeHTPaNHU a2-peLenTopHN aroHUCTH,
Kanuym-wWtTeanMesun Auypetvun, TMasuvaHu guypetuumn, n nepudepHun al-
peuenTopHN 6noKkepu. Ha4MHOT Ha annuMkaumja bun KaTeropmsnpaa Kako
nHTpaseHcka(lV), opanHa nnv apyro (Np, TPaHCAepManHa UM UHTPaMYCKY/HA).
3aKny4oK: XvnepTeH3njaTa e YecTa MojaBa Kaj XOCMUTAsIHUTE NAUNEHTU ,
HO WHTEH3VBMPAHETO HAa AHTUXUNEPTEH3UBHNOT TPETMaH He Ce NpUMEHYBa
yecTo. VIHTeH3MBUpaweTo Ha Tepanujata 6e3 3HauuM Ha owTeTyBake Ha
KpajHUTe opraHun 610 NoBp3aHO CO MOMOLLIN NCXOAM.

Kny4yHu 360poBU: XMNepTeH3uja; XOCNUTaNIEH NALUMEHT; TPETMAH.
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HOW TO OPTIMALLY ASSESS CORONARY
ARTERY STENOSIS: WHICH METHOD FOR
WHICH PATIENT?

NUCLEAR IMAGING IN EVALUATION OF CORONARY ARTERY
DISEASE SIGNIFICANCE

N. Kostova
University Clinic of Cardiology Skopje

Ischemic heart disease remains the main cause of mortality worldwide.The
diagnostic assessment in suspected obstructive coronary artery disease
(CAD ) is challenging .These patients often requirecoronary intervention, but
only about50% of abnormal diagnostic coronary angiographies are followed
by revascularisation .A critical objective in the management of patients with
possible (CAD) is to estimate their risks of coronary events and mortality so
accurate diagnostic tests are of great importance .

Nuclear imaging (Cardiac Single Photon Emission Computed Tomography
(SPECT) and a Cardiac Positron Emission Tomography (PET)) is noninvasive
functional test with high accuracy, specificity, and positive predictive value.
Through the analysis of flow-dependent or metabolism-dependent uptake of a
radiopharmaceutical by the functional myocardium at rest and after exercise
or pharmacological stress ,ischemia could be clearly detected. Analise
of myocardial wall motion, as well as the systolic left ventricular function
and viability of myocardium as additional prognostic information could be
directed treatment decisions. Even, an abnormal SPECT study in patients with
non-obstructive CAD could indicate poor prognosis. PET could be improved by
information about myocardial blood flow (MBF) at rest and stress, calculated
myocardial flow reserve (MFR) or plaque imaging. In a case of balanced
ischemia, sometimes myocardial hypoperfusion may not be detected, so
additional information could help.Coronary artery calcium (CAC) could be
usefull in prediction the underlying magnitude of atherosclerotic burden, the
frequency of stress-induced myocardial ischemia and the likelihood of future
cardiac events in longitudinal studies. Several studies confirm added value of
CACtonuclearimage, especially very high CACin prediction future events even
in negative scan.Future studies will determine whether a strateqgy of applying
CAC scanning to patients with a low-to-intermediate likelihood of ASCAD,
followed by the performance of nuclear imiging in those with a sufficiently
elevated CAC scorerepresents a cost-effective strategy for managing patients.

Keywords: Nuclear imaging, SPECT, PET, CAC
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HYKNEAPHU C/IMKOBHWU TEXHWUKWU BO EBANNYALUJA HA
3HAYAJHA KOPOHAPHA APTEPUCKA BOJIECT

H. KocToBa
YHMBEP3UTETCKA KIMHNKA 3a Kapanonornja CKkonje

NcxeMmnyHaTa 601ecT Ha CpLETO OCTaHYBA MMaBHA NPUYMHA 33 CMPT BO CBETOT.
[njarHoCTMYKaTa NPOLEHKa NpU COMHEBaHE 33 OMNCTPYKTMBHA KOPOHapHa
apTepucka bonect (KAB) e ceywiTe npean3BuMK. Ha oBve NauneHTn 4ecTo UM e
noTpebHa KOPOHApHa MHTepBeHUWja, HO caMo oKony 50% of abHopManHuTe
OVjarHOCTUYKM KOopoHaporpadum ce npocnefeHn Co peBackynapmsauuja.
OcHOBHa Uen BO NeKryBameTO Ha nauneHTuTe co npeTnoctaseHa HKAD e
MPOLIEHKA HA PU3MKOT 04 KOPOH3peH HAaCTaH M CMPT, Taka LITO MNpeunsHn
ANjarHOCTUYKM TECTOBU Ce 04 rof1eMo 3Hadere.

HykneapHute cnnkoBu TexHUKM  (EQHOOTOHCKE MWOK3pAHa €eMUCUMOHA
KoMjyTepu3anpaHa Tomorpaduja (SPECT) n cpueBata MO3UTPOH €MUCMOHA
ToMmorpaduja (PET) ce HeumHBasMBHW GYHKLUWMOHANHM TECTOBU CO BUCOKA
TOYHOCT, CNeUMPUYHOCT 1 NO3UTMBHA NPEAUKTUBHA BPe4HOCT. MNpeKy aHann3a
H3 NPOTOYHO NN MeTaboNHO 3aBUCHO HaBNerysarwe Ha pagnodapmauedPTnx
BO QYHKLUMOHANHUTE MMOLMTU BO MUPYBaH-E M NO HAaNop unn GpapmMaKoNoLKK
CTpPec, MOXe jacHO [a ce [OeTeKTUpa MojaBa Ha wucxemnja. AHanv3aTa Ha
OBUMHEHETO Ha SUMAOT Ha MUOKapAOT, CUCTOMIHATa /1IeBO BEHTPUKYNAPHA
®VYHKUMjAa W HMBOTOCMOCOBHOCTA HA3 MWOKAPAOT KAKO AOMOJSHUTENTHU
MPOrHOCTUYKN MHOOPMALIMN MOXKAT A3 M0 04peaaT TEKOT HA eKyBareTo.[lypu
n abHopmanHa SPECT cTyawnja Kaj naumeHTn co HeoncTpykTneHa KAB Moxe fa
YKaXe Ha nowa nporHo3a. MET cTtygumnte MoMe ce 36orataTt co nHdopmMaumm
33 MWUOKapAHNOT NPOTOK Ha KpB (MBF) npu MnpyBame 1 CTpec, NpecMeTaHaTa
npoTto4Ha pesepsa (MFR) nnn co nHdopmMaummn 3a Mmopdponornja Ha nnakor.
Bo c/y4aj Ha BpaMHOTEKEeHa NCXEMINj3, MOHEKOrall MOMe [a He ce AeTeKTMpPa
MUoKapaHa xunonepdysuja, Na AoNoaHUTENHN NHPopMaLmK by Moxene [a
NOMOrHaT.MpOLUEeHKaTa Ha HKOPOHApPHATa KanuuduKaumja n3paseHa npery
kanuuymckm ckop (CAC) ro ogCciMKyBa aTepoCKIepPOTUYHOTO ONTOBApPYBaHe
Ha KA v MOXe fa ja npegsBuan MWOKaApLAHATa UCXeMuja npeam3BuUKaHa o[
HaNop, KaKO W BEpPOjaTHOCTA 33 UOHW CpUeBU HACTaHW. HeKonKy cTyaun ja
noTBPAYBAaT AoAaaeHaTa BpeaHocT Ha CAC Ha HyKNneapHUTe CTyaumn, 0CobeHo
MHOry Bucoka BpegHocT H8 CAC BO NpeaBmAayBareTO Ha UAHUTE HACTaHW
AYPV 1 NpU HeraTUBEH CKeH. igHWTe cTyaumn Ke yTBpAAT 4a/M CTpaTerujaTta 3a
npuMeHa Ha CAC cKeHupare Kaj NaumeHTn Co HUCKa A0 CpefiHa BepojaTHOCT
33 KAB, npocneaeHa co HyKeapHa CTyanja Kaj OHME CO NOKAYeHn BpeaHOCTH
Ke NpepacHe BO peHTabunHa AnjarHOCTMYKa CTpaTeruja.

Kny4yHu 360poBuU- HyKNEapHW CIMKOBHWN TEXHUKK, Ka/ILNYM CKOP
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INVASIVE ASSESSMENT OF CORONARY ARTERY STENOSIS
SIGNIFICANCE: WHEN TO USE FFR/IFR?

0. Kalpak, H. Pejkov, D. Kitanovski, I. Vasiley, I. Mitevska
University cardiology Clinic, Skopje, Macedonia

The clinical significance of fractional flow reserve (FFR) and non-hyperaemic
pressure ratios is firmly established in the evaluation of percutaneous
coronary intervention (PCI) eligibility among patients with coronary artery
disease (CAD). Additionally, within the past five years, a notable paradigm
shift has transpired towards the integration of physiological assessments to
enhance procedural strategizing, evaluate post-PCl functional outcomes, and
qguide PCI optimization. In this context, clinical investigations have yielded
compelling evidence supporting the employment of longitudinal vessel
analysis, acquired via pressure guidewire pullbacks, to gain deeper insights
into the role of obstructive CAD in precipitating myocardial ischemia, ascertain
the probability of a functionally successful PCl, identify residual flow-limiting
stenoses' presence and location, and prognosticate long-term outcomes.
Furthermore, the introduction of novel functional coronary angiography tools,
capable of amalgamating angiographic data with fluid dynamic equations to
yield insights akin to intracoronary pressure measurements, has recently
become available and may have relevance in these pursuits. Moreover,
the predictive capacity of longitudinal vessel analysis in determining the
functional consequences of stent deployment has assumed a pivotal role in
the advancing realm of simulated PCI.

Nevertheless, it is imperative to maintain cognizance of the merits and
challenges inherent in physiology-quided PCI, particularly in distinct clinical
and anatomical scenarios. The central objective of this presentation is to
refresh our awareness regarding the contemporary evidence and expert
perspectives concerning the application of coronary physiology in procedural
PCI planning, the recognition of disease patterns, and the optimization of
post-PCl outcomes.

Key words: FFR, percutaneous coronary interventions, coronary artery
disease
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MHBASUBHA ®U3UNOJIOWLKA MNMPOLEHA HA TEXHUHATA HA
KOPOHAPHATA CTEHO3A, OAHOCHO KOrA OA CE KOPUCTU
FFR/IFR?

0. Kannak, X. Nejko., . KntasHoscku, W. Bacunes, V. MuteBcKa
YHMBEP3UTETCKA KIMHMKA 3a Kapguonoruja Cronje

KAMHMYKOTO 3Hayewe Ha COOAHOCUTE Ha KOPOHapHAaTa pe3epBa  Ha
dpakymoHmnoT npotok (FFR) M mMeToguTe Ha MNpPOLEH3 Ha Pa3NuMKuTe BO
KOPOHapHMOT NPUTUCOK 6e3 xnnepemuja e LBPCTO YTBPLAEHO BO eBanyauwnjaTa
Ha NoJobHOCTa 33 NepKyTaHa KopoHapHa uHTepseHuwnja (PCl) Kaj nauneHTw
CO KOpPOH3apHa apTepucka 6onect (CAD). OoMNOAHUTENHO, BO W3MWUHATUTE
neT rogvHW, ce cnyyn 3abenexutenHa MPoMeHa Ha nNapagurmMata  KoH
NHTEerpaunja Ha GU3NONOLLIKMN MPOLEHKM 33 A3 ce Nogobpu npoueaypanHoTo
CTpaTernmpame, Aa ce npoueHaTt dyHKunoHanHuTe pesyntati no PCl n ga ce
Boan PCl onTnmmsaumnja. Bo 0BOj KOHTEKCT, KNNHUYKUTE UCMUTYBaHA 3003
yb6ennMBmn OOKAa3M KOU ro NOALPHYBAAT KOPUCTEHETO Ha GYHKLUMOHANHATA
QHANN3a HA KPBHUTE C30BW, CTEKHATWU MPEKY MOBMEKYBake HA HUUA 33
NPUTUCOK, 338 Aa ce f4obunjaT NnogNaboKn CO3HaHW]ja 38 y10raTa Ha ONCTPYKTMBHA
CAD BO npeyunMTMpa“YKkaTa MMOKApAHA NCXeMUja, Aa ce YTBPAW BEpOjaTHOCTa
33 ¢yHKUMoHanHo ycnewHa PCl, ga ce mnaeHTMdMKyYBaaT npeocTtaHaTuTe
KNYyYHN GAKTOPW 33 ycnex UM KOMMIMKAUWj3 KaKO LUTO € MpUCYCTBOTO U
NIOKALMjaTa Ha CTEHO3UTE KOW ro OrPaHMYyBaaT NPOTOKOT CO Uen npeumsHo
03 ce NPOorHo3upaaT [onropovHn mcxogw. MNoHaTamy, BOBEAYBAHETO HA
HOBW anaTkn 33 QYHKUMOHANHA KOPOHAapHa aHruorpadwuja, CnocobHn 3a
CNojyBare Ha aHrmorpadckm nogatoum co GAyMAHOAUHAMUYKN PaBEHKU
33 A3 ce p[obuwjat yBMAM CANYHU H3 MeperbaTa Ha WMHTPAKOPOH3PHUOT
NPUTUCOK, HEeOJAMHA CTaHa LOCTAaNHO WU MOXe A3 MMAa BarKHOCT BO OBMEe
aKTUBHOCTW. 3ropa Ha T03, NpeABMAYB3YKMOT KanauuTeT H3 3HANM3aTa Ha
H3JO0/MKHUTE C3A0BWN BO 0ApeayBareTo Ha PYHKUMOHANHUTe nocnegmun og
pacnopefyBaHeTo Ha CTEHTOT MMA Npe3eMeHO0 KNYyYHa yi10ra BO HanpeaHoTo
nogpadje Ha cumynupaHnte PCl.Kako n ga e, umnepaTns BO KapANONOLLKATA U
WHTEPBEHTHATa KapAMONOLLKA 3aeHNLA Kaj Hac e a Ce 0PN NO3HaABaHEeTO
Ha NpegHoCTUTE N NpeanssuunTe cBojcTBeHN Ha PCl BogeHn og ¢usnonornja,
0CO6€EHO BO PasINYHU KIMHUYKN 1 @HAaTOMCKM CLeHapwja. LieHTpanHaTa uen Ha
0Baa Npe3eHTaumja e A3 ja 0CBEMM HALLeTO 3HaeH-e BO BPCKA CO COBPEMEHUTe
[OKA3U M eKCNepTCKUTE NePCNeKTUBM BO BPCKA CO NPUMeHAaTa Ha KOPOHAPHATa
dum3mnonorvja Bo nNpoueaypanHoTo nnaHuparwe Ha PCl, npeno3HaBameTo Ha
obpacuuTte Ha 6onecta n onTUMKU3aumjaTa Ha ucxogute no PCI.

Kny4yHu 360posu: FFR, nepkyTaHW KOPOH3pPHW WHTEPBEHLMW, KOPOH3PHA
apTepucKa bonect
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CHALLENGES IN CRITICAL ILL PATIENTS: WALKING
ON THE EDGE OF DIFFICULT DECISIONS

PHARMACO-INVASIVE STRATEGY FOR TREATMENT OF HE-
MODYNAMICALLYUNSTABLE PATIENT WITH STEMI, AND VT/
VF STORM: APPROACH

D. Petkovski, D. Risteski, A. Jovkovski, I. Mitevska, O. Bushljetic,
Z. Zimbakov

Introduction: ST-segment elevation myocardial infarction (STEMI)is clinical
condition presenting with chest discomfort or other symptoms suggestive
of ischemiafollowed by ST-segment elevation in at least two contiguous ECG
leads. Diagnosis and treatment of STEMI starts from the point of first medical
contact. It is recommended to initiate ECG monitoring as soon as possible in all
patients with suspected STEMI in order to detect life-threatening arrhythmia's
and allow prompt defibrillation if indicated. Reperfusion therapy needs to be
initiated as soon as possible in all patients presenting with STEMI infarction.

Case report: We present a 69 years old male patient, without history for
chronic therapies or cardiovascular disease. Because of severe chest pain
and collapse, patient was admitted in General hospital 8" of September
(Non PCI center) where antero-lateral STEMI was diagnosed at firt medical
contact (FMQ). Patient was sent to our center for Primary PCl strategy. At
hospital admissionpatient was unconscious, in ventricular fibrillation (VF)
and cardiogenic shock. Resuscitation measures were immediately taken, the
patient was defibrillated, hospitalized in an intensive care unit, intubated and
placed on mechanical ventilation. ECG showed ST elevation in all precordial
leads V1-V6, and subsequently an anticoagulant and an antiaggregating
therapy was given on nasogatric tube.After the admission patient condition
was rhythmically unstable, withVT/VF storm. Patient was defibrillated in 17
times and antiarrhythmics used.Cardiac team decide tto threat the patient
with fibrinolytic therapy (farmaco-invasive strateqy). After the application of
therapy we receive successful re-perfusion,with hemodynamic and rhythm
stabilization. After the stabilization, patient was extubated and within 24
hours coronary angiography was performed. The results showed the presence
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ofmulti-vessel disease (pLAD 85%, pCIRC90%; mMRCA 80%, 1stOM 85%) and
indication for CABG.Additional examination were performed, which includes
echocardiography. continued ECG monitoring and carotid arteries ultrasound.
electrocardiography, Patient was transferred to cardiac-surgery center for
CABG that was performed successfully with 4 bypass grafts.

Conclusion: In STEMI patients arrhythmia are frequent early stage
complications. In patients following cardiac arrest and ST-segment elevation
on the ECG, primary PCl is the strategy of choice.Pharmaco-invasive strategy
(fibrinolysis combined with rescue PCI (in case of failed fibrinolysis) or routine
early PCI strategy (in case of successful fibrinolysis) is option for reperfusion
strateqy in patients that are hemodynamicallyunstablewithout of hospital
cardiac arrest.

Keywords: STEMI, VT/VF storm, fibrinolysis, PCI

OAPMAKOUHBA3UBHA CTPATErNMJA 3A TPETMAH HA
XeEgMOAUHAMCKWU HECTABUNEH NAUUEHT CO CTEMU U
NPUCTANU HA VT/VFBYPA

A. MNeTrkoBcKMK, [. Pucteckn, A. JoBKOBCKK, V. MnTEeBCK3,
O. bywbeTuk, K. 3umbaKkos

J3Y VYHuBep3nteTcka KNnMHMKa 3a Kapawuororuja

BoBea: MnoKkapaeH nHbapKT co eneBaumja Ha ST-cerMeHT (STEMI), e KMMHWYKa
COCTOj6a Koja ce MaHndecTnpa Co HENpMjaTHOCT, 60/1Ka BO MPagHNOT KoL nnn
APYr1 CUMNTOMU KOU CYrepupaaT Ha MCXemMnja NpaTeHn co enesaumnja Ha ST-
CerMeHTOT BO HajMarky Asa cocegHu ERI ogsoawn. finjarHo3aTta n TpeTMaHoT
Ha CTEMW 3anoyHyBa o4 NpBMOT MeOULMHCKN KOHTAKT. Ce npenopavysa aa
ce 33anoy4He co EKM MOHUTOPWHSI LUTO € MOMHO NMOCKOPO Kaj CUTE NaUNEeHTn Co
CoMHeBare 33 CTEMW, co uen Oa ce AeTEKTMPAAT apUTMUN OMaCHU Mo HUBOT
1 0a ce 0BO3MOXM 6p3a aedubpunaumnja AOKONKY e nHanUmMpaHo. TepanuvjaTa
co penepdy3nja Tpeba Aa ce 3aM0YHe LUITO € MOKHO MOCKOPO Kaj NaumneHTuTe
co CTEMW nHdapKT.

MpuKa3 Ha cny4aj: Bu npeTctaByBaMe NauneHT Ha 69 roguHW, MALKK Non,
6€e3 uctopuja 3a XpoHW4YHM Tepanuu. Mopagu cvnHa 60NKa BO rPagHuoT
KOLU, Npoc/nefeHa co Konanc, NaunmeHToT e npumeH Bo OnwTa 601HMUa 8-Mu
CentemBpn (NON PCI ueHTap) Kage u e gujarHoctmympad (FMC) aHTepo-
natepaneH STEMI,NO WTO NAUMEHTOT € WUCMpaTeH BO HALWMOT UEeHTap 33
npumapHa PCl ctpateruvja.llpeg npvemMoT BO 60M1HMUE, NAUMEHTOT rybm
CBeCT, NpaBu NpUCTan Ha BeHTPUKynapHa ¢ubpunaumja (BO) n 3anara Bo
KapauoreH LWOoK. BegHal ce npe3eMeHU MepKU 3a peaHumauuja, naumneHToT
e nedpubpunmpaH, XoCnuTanu3MpaH BO WHTEH3MBHA Hera, WHTYbuMpaH u
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NoCTaBeH Ha MEeXaHW4YKka BeHTunauwja. ERIC 3anucot e Bo npunior Ha ST
cerMeHTOTeNeBaLmja Bo cute npekopanjanHn oasoam V1-V6. Kaj nauuneHToT
€ anNUnpPaHa aHTUKOArynaHTHa MU aHTUarperaumcka Tepannja bewwe aageHa
H3 Ha30raTpuyHa coHAaa. o npuemoT, coctojbata Ha naumeHToT bHewe
PUTMUYKM HECTabUNHA, NaUNEeHTOT Lieno BpeMe Bnerysalle Bo BO/BT (BT/BO
6ypa) 6ewe gednbpmnmpaH 17 Natv 1 NOKPaj OPANHNPAHA AHTUAPUTMUYKA
Tepanuvja. KapanonowKnoT TMM o4ny4n Aa ce Tpetupa co GUOPUHOINUTUYKA
Tepannja (bapmMaKo-MHBA3MBHA CcTpaTteruja). Mo annMkaumja Ha TepanujaTa
pobusme EKI 3HauUm 3@ ycnewHa penepdy3uja, Co XeMOANHAMCKa N PUTMUYKA
cTabunnmnsauuja Kaj naumeHToT. 10 MeKOsIKy Yaca NaumneHToT 6eLle eKkcTybmnpaH
N BO POK 04 24 4aca bewe HanpaBeHa KopoHaporpadwuja co pesyntaT BO
nNpunor Ha noBeKecafoBHA KOpPOHapHa apTepucka 6onect (pLAD 85%,
pCIRC90%; MRCA 80%; 1stOM 85%).MauneHToT 6ewe nHanumpaH 3a CABG.
HanpaseHa e AONONHUTENHO exokapauorpaduja v gonnep Ha KapoTUOHU
apTepun, NAUMEHTOT e NpedpneH BO KapanoxmpypLukm LeHTap 3a CABG Koj e
yCcneLwHo n3sefeH co 4 6ajnac rpadrosu.

3aKkny4oK: Kaj naumeHtute co STEMI, KOMOpHUTE apuUTMUK Ce 4ecTa
KOMMNAMKaunja BO paHata ¢a3a, Kaj osme naumetn npumapHata PCl e
CcTpaTternja Ha n3bop. OapMaKOMHBA3MBHOTO NeKyBarwe copaH PCl npuctan
(Bo cny4aj Ha ycnewHa ¢nbpuHOIM3a) e onumnja u cTparteruja 3a penedysnja
K3j NAUMEHTN KOW Ce€ XEeMOOMHAMCKW HeCcTabunHM U UManexkapawnjak apect
HaaBop o4 60/THMYKM YCNOBW.

Kny4yHu 360poBu: CTEMU ; BT/B® 6ypa; $pmbpmHonm3a; PCI

CASE REPORT: PERCUTANEOUS CORONARY INTERVENTION
FOLLOWING PROLONGED CARDIOPULMONARY RESUSCITATION

Z. Petrovski, O. Bushljetikj, Zh. Zimbakov, |. Zdravkovski
University Clinic Of Cardiology, Skopje

We present a case of a 66-year-old male patient who underwent percutaneous
coronary intervention (PCl) following successful cardiopulmonary resuscitation
(CPR) due to ST-segment elevation myocardial infarction (STEMI).

Introduction: Out-of-hospital cardiac arrest remains a significant public
health concern with a low rate of survival. Rapid intervention, including high-
quality CPR and revascularization, has shown to improve outcomes.

Case Presentation: A 66-year-old male with a history of hypertension
and hyperlipidemia was brought to the emergency department following a
witnessed collapse at home. Bystander CPR was initiated within minutes until
paramedics arrived and continued advanced life support measures. Return of
spontaneous circulation (ROSC). The patient was intubated and transferred to
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the catheterization lab for emergent coronary angiography.

Diagnostic Findings: Coronary angiography revealed a left main, circumflex
and left anterior descending artery stenosis (Medina 1,1,1). The culprit lesion
was successfully crossed with a guidewire. Subsequent stent implantation
restored normal blood flow.

Outcome: Following the procedure, the patient's hemodynamic status
improved, and he was weaned off mechanical ventilation. The patient was
discharged on guideline-directed medical therapy, including dual antiplatelet
therapy, beta-blockers, and statins.

Discussion: This case emphasizes the importance of rapid and coordinated
efforts in managing patients with STEMI and cardiac arrest. Immediate CPR
played a pivotal role in achieving ROSC, while timely PCI led to successful
revascularization of the culprit lesion.

Conclusion: In patients who experience cardiac arrest due to STEMI, early and
effective CPR followed by prompt PCl remains a crucial approach to achieve
optimal outcomes. This case highlights the significance of recognizing the
synergy between resuscitation and revascularization in improving survival
and post-event quality of life. Further studies are warranted to refine the
treatment algorithms in such challenging scenarios.

NMPUKA3 HA CNNYYAJ: NEPKYTAHA KOPOHAPHA
MHTEPBEHUWJA NO NPOJZIOHMNMPAHA
KAPOUONY/IMOHAJTHA PECYCUUTALINJA

H. NeTtpoBcKKu?, 0. bywmweTnk, K. 3umbaKos, V. 30paBKOBCKM
YHUMBep3UTETCKa KIMHMKA 3a Kapanonornja, Cronje

MNpeTcTaByBamMe CNy4aj Ha 66-rogvleH MNAUMEHT Koj nogneelle Ha
nepKyTaHa KOpoHapHa uHTepseHunja (MKW) no ycnewHa KapAvonyIMoHanHa
pecycumntauymja (KMNP) nopagn WHPAPKT Ha Muokapa co CT-cerMeHTHa
enesauuja (CTEMW).

BoBea: KapauvjanHuMOT apecT HagBop o4 60MHUYKM YC/I0BM MpeTCTaByBa
ronemMm nNpobnemM Co HUCKAa CTanka Ha MpeunsByBare. bp3aTa MHTepBeHUWja,
BKNY4yBajKn kBanuteTHa KIMP 1 peBackynapu3auuja, rm nogobpysaaT LWaHCcuTe
33 NpernByBaH-e.

MNpe3eHTaunja Ha cAy4ajoT: 66-rogueH NAUMEHT CO WUCTOPWja Ha
XMNEepTEH3Mja N XuNepannuaemnja belle npeHeceH BO YpreHTHaa aMbynaHTa
rno Konanc BO gomawuHu ycnosu. KMP og cTtpaHa Ha csBegouM 3ano4YHana
BeAHalW, NpoAoMIKeHa o4 CTPaHa Ha WUTH3 MeaMUMHCKA nomoll. YcnewHo
6eLue NocTUrHaTa cnoHTaHa umpkynauuja (CL). NauyneHToT bewle MHTY6UpPaH 1
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NpeHeceH BO Cana 33 KOPOHAapHA aHruorpadwja.

AHrnorpadmja u uHTepBeHuMja: HKopoHapHaTta aHrnorpaduvja MnoOKara
CTEHO3a Ha NeBaTa MaBHa, UMPKYMPNeKcHa 1 neBaTa npegHa CryLITayKa
aptepwuja (MeguHa 1,1,1). Jle3njaTa 6eLue ycrneLwwHo NPeMMHATA CO *uLa BOANY.
MNocnepoBaTteIHOTO MMNNAHTUPaHE HA CTEHT rO BOCMOCTaBM KPBHUOT MPOTOK.

Ucxop: Mo MHTEpBEHUWjaTa, XEeMOAWHAMCKMOT CTATYC H3 MNAUMEHTOT ce
nonobpn, 6ewe OTCTPaHET 04 MEexaHMYKaTa BeHTunaumja. bewe wcnmwaH
AOMa Co Tepanuja cnopeg ynaTcTBaTa, BKAYYYBajKN ABOjHA aHTMArperaLumoHa
Tepanuja, 6eTa-610KaTopu N CTATUHW.

Auckycunja: OBOj CNyYaj ro HArNacyBa 3H3a4YeHETO Ha HP3UTE N KOOPANHNPAHN
Hanopw BO ynpasByBaweTo Ha nauueHtute co CTEMU n KapaujaneH apecr.
MomeHTanHata KIP uMalle KpuUTMYHA ynora BO MNOCTUrHyBamweTo Ha CL,
poaexka csoespemMeHaTa KW gosefe [0 ycnewHa peBackynapu3auwnja Ha
BWHOBHMOT ne3uja.

3aKknyyoK: Kaj naumMeHTU Kou MMaaT KapauvjaneH apect nopagn CTEMW,
paHaTa un edpukacHa KIP, npocnegeHa co MKW, octaHyBa HajbuTeH npucTan
33 NOCTUrHyBawe Ha OoNTUManNHM ucxoan. OBOj CNAYYaj MO MUCTAKHYBA
3HayYeHeTo Ha NPeno3HaBaHETO HAa CMHEeprnjaTa nomery pecycumTtauunjaTa
N peBacKynapusaumjata Bo nogobpyBake Ha OMCTAHOKOT U KBAsUTETOT Ha
HMBOTOT MO HACTaHOT. MNoTpebHu ce AONOMHUTENHN NUCTParyBaHa 33 A3 ce
YCOBPLLAT TepaneBTCKNTE aNIropUTMM BO oBMe NpobneMaTuyHn cueHapuja.

END- STAGE (ADANCED) HEART FAILURE

E. Grueva Nastevska
Intensive care unit, University clinic of cardiology- Skopje

Advanced Heart Failure (HF) is defined as “persistent HF with symptoms at rest
despite repeated attempts to optimize pharmacologic and nonpharmacologic
therapy” by The Heart Failure Society of America. Many patients with HF
progress into a phase of advanced HF, characterized by persistent symptoms
despite maximal therapy. Stratification is important to identify the ideal time
for referral to an appropriate center. Mechanical circulatory support (MCS)
is used to treat medically refractory end-stage heart failure as a bridge to
recovery, bridge to transplant and bridge to candidacy or decision, initially
with short-term ventricular assist devices (STVADs) and in the last decades
with long-term ventricular assist devices (LTVADs), creating a possibility of
destination therapy in patients who are not candidates for heart transplant
(HT). Considering heart transplantation as the best treatment option in these
patients, a thorough evaluation involves reviewing potential indications for
transplantationin the individual patient and determining whether any absolute
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or relative contraindication to cardiac transplantation is present. Without any
of the treatment options mentioned before, the prognosis in patients with
advanced HF remains poor, with a 1-year mortality ranging from 25% to 75%.

In patients with refractory HF, mechanical circulatory support may be used as
a bridge to cardiac transplantation, a bridge to decision on whether to proceed
with cardiac transplantation, or as destination therapy for patients who are
not candidates for heart transplantation. Patients with drug refractory end-
stage HF receiving support with inotropic drugs had a 3-, 6-, and 12-month
survival of 51%, 26%, and 6%, respectively, with a mean survival of only
3.4 months. For these patients, heart transplantation remains the only option.
In comparison with conventional treatment, heart transplantation significantly
provides a better quality of life and increases survival: it is associated with a
90% 1-year and an 80% 3-year survival. The lecture is providing the insights
for treatment and transplant list selection of patients with advanced heart
failure.

Keywords: advanced heart failure, treatment, transplantation, prognosis
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PERCUTANEOUS INTERVENTIONS IN
STRUCTURAL HEART DISEASE

ECTOPIC POSITIONING OF THE PROTHESIS - COMPLICATION DUR-
ING TRANSCATHETER AORTIC VALVE IMPLANTATION (TAVD) IN A
NANOGENERIAN PATIENT

Z. Hristovski?, S. Antov?, M. Bunz?, Z. Petkovska!?, M. Jurukovska?,
G. Krstevski!

! Clinical Hospital Acibadem Sistina, Skopje, Northern Macedonia,
2Ljubljana University Medical Centre, Ljubljana, Slovenia

An 81-year-old male patient presented with heart failure and severe aortic
valvular stenosis in 12.2022, after a week-long hospitalization for clinical
recompensation in his native country.

The patient’s past medical histiory included arterial hypertension, insulin-
requlated type 2 diabetes mellitus, and non-dialysis dependent chronic
kidney disease. After acieving stable condition we did coronary angiography,
CT scan of the aorta and we scheduled him for TAVI procedure. The procedure
was done on 26.01.2023. We positioned the whole system for Myval 26
mm valve, the wire in the left ventricul, and whem moving the prothesis it
became unstable on the sistem on the level of abdominal aorta. Analyzing the
situation and possible solutions for solving the problem we decided to expand
the valve in the ectopic posion in the abdominal aorta.

After checking the stability of the prothesis - we have proceeded with new
Myval 26 mm prothesis and we positioned it in a proper position. Analyzing
the problem we concluded that crimping was proper, and we noticed small
fracture of Safari wire. That was the reason for the complication during the
procedure was the most probable reason for valve diplacement on the sistem.
We discharged the patient in stable condition, with optimal function of the
new valve and stable ectopic Myval valve in the abdominal aorta. Six months
follow up did not show any problems with the ectopic valve in the abdominal
aorta.

Conclusion: Unusual complications can be solved without surgery in TAVI
procedures without consequences.

Keywords: Transcatheter aortic valve implantation (TAVI); Ectopic positioning,
Complication
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EKTONMWYHO NO3NUUHUPAHE HA NMPOTE3ATA

- KOMIMNTMKAUWJA NPU TPAHCKATETEPCKA
UMNNAHTALUWJA HA AOPTHA BA/NIBYJ1A (TABW) KAJ
NAUUEHT BO AEBETTA AEKAOA O HHUBOT

H. Xpucroscku?, C. AHToB!, M. byHU?, 3. NeTKoBCKa!, M. JypyKoBCKa?,
l. KpcteBckn!

! KnuHuyka bonHuua Aynbagem CuctnHa, Cronje, CeBepHa MaKkedoHWja
2YHmBep3nTeTCKM KnuHnykn LieHTap JbybrbaHa, CnoseHnja

81 rogviweH nauueHT co cpueBa CaboCcT M TewHKa aopTHa CTeHo3a belwe
npuMeH BO fekemsBpu 2022 rogwHa nocse nogonra xocnuranuisaumja 3a
peKoMMneH3aumjaBocBojaTasemMja.HerosataMmegULIMHCKAUCTOPUjaeconoaaToK
33 apTepuUCKa XUMNEPTEeH3Wja, UHCYIMH 33aBUCEH OMjabeT, KaKO U XPOHUYHA
b6ybperHa cnabocT Koja He nobapysa xeMoanjanu3a. locne NoCTUrHyBare Ha
CTabunHa KIMHMYKA COCTOj6a HanpaBMBMe KOPOHAporpaduja, KOMNjyTepcKa
ToMOrpaduja Ha aopTa M MNOCTaBMBME WMHAMKALMj@ 33 3aMeHa Ha aopTeH
3anuctok co TABW npoueaypa.

MpouepypaTa bele nsBegeHa Ha 26.01.2023 roauHa. [0 NO3ULNOHUPaBMe
cuctemMot 3a@ MYVAL 26 MM BanByna Co *u1LaTta BOAWY BO N1IeBa KOMOPA U Kora
ja ABMXKeBMe NPOTe3aTa KOH Hej31HaTa Nno3numja 3abenerkaBme gUCNoKaLmnja
N HEeCTABUNHOCT Ha NCTaTa. AHANN3NPAjKN M MOKHUTE ONUUK 33 peLUeHne Ha
npo61emMoT 4OHECOBME 0A/IMKA 338 EKTOMUYHO MO3ULMOHNPaHe Ha UCTaTa BO
Aenot of abaoMMHaNHaTa aopTa — Kako Hajbe3beaHa onumja 33 pewleHue.

MNMocne NpoBepKa Ha CTaBUNHOCTa Ha NO3UNOHNPAHATa BanByNa, HanpaBnBMe
aHanu3a Ha cocTojb6aty, ja NPOMEeHMBME HULATa BOAWUY, U NOCTaBUBME HOBA
MYVAL Bansyna 26 MM Ha CBOjaTa nosuyuja.

Kny4Hu 360poBu: TABW, eKTonn4Ha Nno3numja, KOMNANKaLWja
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PERCUTANEOUS INTERVENTIONS
IN STEMI

STEMI NETWORK IN EASTERN SERBIA FROM 2014 TO 2022

V. Mitov, A. Joui¢, D. Abamovi¢, M. DIMITRIJEVIE, M. Nikoui¢
Department of Invasive Cardiology, Health Center Zajecar

The aim of this study is to present the results of the STEMI network in Eastern
Serbia from 2014 to 2022.

Materials and Methods: From 2014 to 2023, a total of 6248 procedures
were performed, including 4149 (68%) coronary angiographies and 2099
(32%) PCI procedures. Since June 26, 2015, the main approach has been the
radial approach (mainly right) , with the femoral approach used only as an
alternative approach.

Results: The ratio of elective procedures to procedures in ACS was analyzed,
and it was found that in 2014, 72% were elective, 47% in 2015, 43% in 2016,
30% in 2017, 34% in 2018, 45% in 2019, 36% in 2020, and 31% in 2021. In
2014, 28% were in ACS, 53% in 2015, 57% in 2016, 70% in 2017, 66% in
2018, 55% in 2019, 64% in 2020, and even 69% of all procedures in ACS. The
work by months in 2020 was analyzed as the year with the most significant
changes in the functioning of the healthcare system due to the COVID-19
pandemic. In April 2020, the elective program was completely suspended,
and in May-July and December of the same year, it was significantly reduced,
corresponding to epidemic peaks. Throughout 2020, interventional treatment
of ACS patients from the Eastern Serbia region continued to operate. Three
interventional teams were formed, with only one having direct contact with the
patient to reduce the risk of infection and maintain continuity in the operation
of the Cath lab. The times from the onset of pain to the first medical contact
were analyzed, with it being 172 minutes from the start of operations until
2019. In the COVID-19 year 2020, they were extended to 302 minutes, and
similarly in the following year, 2021, with 252 minutes, before returning to
the initial values of 174 minutes in 2022. In the same periods, transport times
from the first medical contact to admission to the Cath lab were analyzed and
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amounted to 98 minutes in the period 2014-2019, 76 minutes in 2020 and
2021, and 93 minutes in 2022. From admission to the Cath lab to the opening
of the blood vessel, it took 43 minutes until 2019, 26 minutes in 2020, 28
minutes in 2021, and 29 minutes in 2022.

Conclusion: In the first nine years of operation in the Department of Invasive
Cardiology in Zajecar, readiness for 24/7 treatment of patients with acute
coronary syndrome was organized. Thanks to this organization, more than
half of the treated patients were patients with acute coronary syndrome and
were treated with interventional methods. The same principle was maintained
in the COVID-19 year 2020 when, through adaptation and reorganization of
work, continuity in the care of patients with acute coronary syndrome in the
Eastern Serbia region was maintained. The epidemiological situation also
resulted in nearly a twofold increase in the time from the onset of pain to the
first medical contact.

Keywords: Coronary Angiography, Acute Myocardial Infarction Percutaneous
Coronary Intervention
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PERCUTANEOUS INTERVENTIONS
IN NSTEMI

TREATMENT OF PATIENT WITH NONSTEMI AND IMPLANTING
INTRACORONARY STENT- CASE REPORT

F. Demiri, H. Sejfuli
Clinical Hospital Tetovo, N Macedonia

Acute coronary syndrome is a term used to describe conditions associated
with sudden, reduced blood flow to the heart. One condition associated with
acute coronary syndrome is myocardial infarction - when cell death results
in damaged or destroyed heart tissue. Even when acute coronary syndrome
causes no cell death, the reduced blood flow alters heart function and indicates
a high risk of heart attack. Acute coronary syndrome causes severe chest pain
or discomfort. It is @ medical emergency that requires prompt diagnosis and
delivery to the emergency cardiologic unit. Treatment goals include improving
blood flow, treating complications and preventing future problems.

In Clinical Hospital Tetovo was admitted a patient with chest pain and
discomfort one hour before presenting to hospital. ECG was performed at
admission with no ST segment denivelations. First Troponine | level was in
normal ranges after two hours the laboratory was repeated the second value
for troponine was positive. Chest discomfort is present. Patient underwent
percutaneous coronary intervention (PCl) via radial artery (TRA), after
visualization of coronary arteries with Left main artery (LMn) and Obtusa
marginal occlusion 100%, stent was implanted.

Aim of the study: The aim of this study is to present a treatment of NSTEMI
patient with obtusa marginal artery occlusion with implantation of stent in
catheterization laboratory of Clinical Hospital Tetovo

Keywords: NSTEMI, Percutaneous coronary intervention, Cx, obtusa marginal
artery artery occlusion.
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PERIPHERAL ENDOVASCULAR
INTERVENTIONS

FIRST EXPERIENCE WITH A NOVEL MULTIFUNCTIONAL CATH-
ETER FOR PERIPHERAL VASCULAR INTERVENTIONS

N. Nikolov
Vascular surgery Department, National Heart Hospital, Sofia, Bulgaria

Peripheral arterial disease (PAD) is one of the most prevalent cardiovascular
diseases in aging societies, which are characterized by a high prevalence of
diabetes, dyslipidemia, arterial hypertension, obesity, and smoking. PAD is
increasingly recognized as an important cause of cardiovascular morbidity
and mortality that affects >230 million people worldwide. Nowadays the rapid
development of endovascular techniques and devices helps more and more
people to live a normal life. x

We present a novel endovascular device - Oscar Peripheral Multifunctional
Catheter that combines several components in order to facilitate the process
of engaging, crossing and preparing occluded lower limb arteries. This can be
achieved with only one device which saves not only time but also additional
costs and valuable shelf space. It consists of a support catheter, a dilatator
and a PTA balloon. The length of the balloon can be adjusted by the operator
from 20 to 180 mm thus avoiding unnecessary trauma and dissections of
healthy arterial wall. The combination of support catheter and dilatator offers
the best push ability on the market compared to others.

In conclusion Oscar is another valuable tool in the armamentarium of the
endovascular specialist against PAD and especially its most devastating
presentation - the chronic limb threatening ischemia.

Keywords: vascular interventions, peripheral vascular disease, dyslipidemia
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CHALLENGING CASES AND COMPLICA-
TIONS IN INTERVENTIONAL CARDIOLOGY

HOW WE OVERCAME THE NIGHTMARES IN THE CATH LAB

H. Pejkov, M. Bosheyv, B. Zafirovska-Talevska, I. Vasilev, D. Kitanovski,
A. Jovkovski, H. Taravari, Z. Zimbakov, O. Bushletic, J. Nestorovska,
N. Maney, O. Kalpak

University Clinic for Cardiology, Medical faculty- Skopje, University St “Cyril
and Methodius"

The risk of producing a major complication (death, myocardial infarction, or
major embolization) during diagnostic cardiac catheterization is generally
less than 1%.

Riskofadverseeventsdependsupon:demographic(age,gender),Cardiovascular
anatomy (left main coronary artery disease)severe AS, diminished
LV function,clinical situation (Unstable angina, Acute MI, cardiogenic
shock),comorbidities, peripheral arterial disease and the experience of the
operator.Local complications at the site of insertion are most common,
include:acute thrombosisdistal embolization, dissection,poorly control
bleeding (free hemorrhage, femoral hematoma, retroperitoneal hematoma),
pseudoaneurysm and AV fistula.This is less frequent with radial artery
access. The radial artery access is with a less access site complications and is
associated with 5-19% chance of radial artery occlusion.

Conclusion: We can minimize PCI complications by making a good selection of
the patients and carefully selection of the lesion. We must have a gut selection
of the guide catheter.The procedure should be kept es simple as possible and
always maintain the highest level of concentration.

Keywords: myocardial infarction, dissection, perforation, thrombosis
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KAKO rh HAAMUHABME KOWMAPUTE BO
KATETEPU3ALUUNOHATA NTABOJIATOPUJA

X. Nejko., M. Bowes, b. 3adunposcra-Tanescka, V. Bacunes,
. KutaHoscKK, A. JOBKOBCKK, X. Tapasapu, . 3MMbaKos,
0. bywnetuk, J. HectopoBcKa, H .MaHes, 0. Kannak

YHUBEP3UTETCKa KIMHWKA 3@ Kapauonornja, MeanunHckn paryntet-Cronje,
YHuBep3uteT CB. Knpun n Metoanj, CesepHa MakefoHuja

P13MKOT 04 CO34aBaH-€ Ha ronemMa KoMMNAnKauwja (CMpT, MUOKapAeH UHDAPKT UK
roneMa emMb0/13aumja) 3a BpeMe Ha ANjarHOCTUYKATa CpLeBa KaTeTepu3auuja e
reHepasnHo nomMan og 1%.

Pu3nkoT o HecakaHu pfejctBa 3aBuUcK of: AemMorpadckm (Bo3pacTt, non),
KapAnoBacKynapHa aHaToMumja (bonecT Ha fieBaTa MaBHa KOPOHApHa apTepuja),
Tewka AS, HaMmaneHa LV ¢yHKUMja, KIMHWYKA cuTyaumja (HectabunHa aHrHa,
aKyTeH MW, KapamoreH LUOK), KoMopbuanteTin, nepudepHa apTepmcka b6onect u
NCKYCTBOTO HAa 0NepaTopoT. JTOKA/THUTE KOMIMINKALMM H3 MeCTOTO Ha BMETHYBaH-€
CEeHaj4ecTn 1 BKIy4yBaaT: aKyTHA TPOMb6033, ANCTaNHAa eMH60NN3aLNja, AMCEKLUN)a,
CNabo KOHTPONMPaAHO KpBapere (CNoboaHO KpBapere, GeMOpaneH XemMaTom,
peTponepuUTOHeaneH XxeMaTom), ncesgoaHepmamMa n AV ¢uctyna. OBa e NOpeTHO
CO NpUCTan Ha pagujanHa apTtepuja. MNpucTanoT Ha pagwnjanHaTta apTepuvja e co
NOMan NPUCTaN KOMMIMKaUMM Ha NOKaUmMjaTa 1 e NoBp3aH €O 5-19% wWwaHca 33
OK/Y3K1ja Ha pagwnjanHaTa apTepwja.

3aKNy4oK: Moeme A3 M MUHUMU3MPAMe Komnnmkaummte Ha PCl co gobap
n360p Ha NauneHTN N BHUMATENeH n3bop Ha nesujata. Mopa 43 Hanpasume
[obpa cenekumja Ha Boand KateTep. lNoctankata Tpeba Aa buae WTO € MOXHO
NoeaHOCTaBHA M CEKOraLl A3 OA4PHYBa H3jBUCOKO HMBO HA KOHLEHTPAaLWja.

Kny4Hu 360posu: MMOKapAHa MHPEKUWM)3, AnceKumja, nepdopaLimja, TPoMb603a

VENOUS CAVA FILTER (VCF-ALN) IN AYOUNG FEMALE PATIENT
WITH DEEP VEIN THROMBOSIS (DVT) AS A COMPLICATION AF-
TER GYNECOLOGICAL SURGERY

S. Antov, A. Gjorevski, Z. Petkovska, D. Projevska, M. Lazareska,
M. Jurukovska, I. Hristova, Z. Hristovski

Acibadem Clinical Hospital Sistina
Introduction: Deep vein thrombosis is a significant source of morbidity and

mortality for surgical patients. Filter placement in the lower inferior vein cava
is used in patients with high risk of fatal pulmonary embolism besides the
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given anticoaqgulation therapy.

Objectives: Endovascular intervention was made for the prevention of a fatal
outcome, after myomectomy in a 42 -year-old patient with a symptomatic,
massive deep vein thrombosis.

Material: Computerized phlebography: Filling defect in full length of deep
veins of the peronea-iliaca-initiated part of the left lower hollow vein, (subacute
thrombosis). ECG: normal. Blood pressure: 118/83 mmHg. Echocardiogram:
Border dimensions of right atrium. SPAP=30mmhg. Laboratory findings:
D-dimers 5.81, serum iron 6.7. Ultrasonography of the arteries and veins of
the lower limbs: completely filled with thrombotic mass, no flow in venous
circulation of the left lower limb.

Methods: Under ultra-sound control puncture of the right jugular vein (18G).
ThroughO0.35" guide wire 7F ALN introduser was advanced in the lower hollow
vein. Cavography detects the ostimium of the right renal vein and confirmed
thrombosis of the left iliacal-femoral-pitual vein. “ALN" vein cava filter 32mm
in infra renal segment.

Results: Control post procedural cavography: good position of the filter. Anti-
coaqgulant therapy: Clexane 80 mq. at 12 hours. D-dimers 3.0 (<0.5). Seven
months “follow up”: Ultrasonography has shown the establishment of venous
circulation of the left lower limb.

Conclusion: Venous Cava Filter implantation can be used in high risk patients
for pulmonary embolism and mortality. Anticoagulant therapy is mandatory
in operated patients with deep vein thrombosis and/or pulmonary embolism.

Keywords: vein cava filter, deep vein thrombosis, pulmonary embolism

MNOCTABYBAHE HA BEHA KABA OUNTEP (VCF-ALN) KAJ
MNAOA NALUMEHTKA CO O/TIABOKA BEHCKA TPOMBO3A(ABT)
KAKO KOMM/IMKAUUWJA NMO MMMHEKONIOWKA XWUPYPLUKA
MHTEPBEHLUUNJA

C. AHTOB, A. fopeBcku, 3. MNeTroBCKa, [. Mpojescka, M. Jlazapecka,

M. JypyKoBcKa, . Xpuctosa, Hi. XpUCTOBCKHK

KnuHuyka 6onHuuya-Aymnbagem CnctnHa

BoBea: [1naboKkaTa BEHCKA TPOMbB03a € 3HaYUTENEH M3BOP Ha MOpbNAUTET U
MOPTaNUTET 338 XMPYPLUKUTE NaumneHTn. MNoctaByBare Ha GunTep BO AONHAT3
NHbEpPUOPHA BEHA KaBa Ce KOPUCTU Kaj NAUNEHTM CO BUCOK PU3KMK o4 GaTanHa
nynMOHanNHa eMb011ja NOKPaj A3AEHATa aHTUKOArynaunoHa Tepanuja.

Lienu: EHOOBaCcKyNnapHaTa UHTepBeHLMja 6elle HanpaBeHa 3a NpeBeHLnja Ha
daTaneH ncxog, No HanpaBeHa MUOMEKTOMMjaKaj 42 roAuLLIHA NALUNEHTKA CO
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CUMNTOMATCKAa, MacMBHAa AN1360Ka BEHCKA Tp0M603a.

MaTtepumjan: KomnjytepusnpaHa pneborpaduja: gedpeKT Bo NoNHEHE No Lena
OO/THKNHA Ha AN36OKNTE BEHM HA NeBUOT A0/1eH EKCTPEMUTET 0 BEHA NepoHea-
NNnaKka-noyeTeH Aen Ha nNeBaTa A0/HA LWynAnBa BeHa, (CybakyTHa TpoMb03a).
EKI-pam: ypeaeH. KpBeH nputucok: 118/83 mmHQg. EXoKapAanorpam: rpaHnYHm
OVUMEH3UN Ha gecHa npegkomMopa. SPAP 30mmHg. JlabopaTopucKkm Haoawu:
A-anmMepu 5.81, cepyMCKoO *ene3o 6.7. YnTpacoHorpaduja Ha apTepun 1 BeHn
Ha OONHN eKCTPEeMUTETN: KOMMIETHO MCNOMHEeTa CO TPOMBOTUYHA Maca, be3
NPOTOK, BEHCKA LMPKYN3aLNja Ha NeBUOT OONEH eKCTPEMUTET.

MeTtoaum: o ynTpa-3By4HA KOHTPOMA MNYHKLUMj@ Ha OEeCHATa jyrynapHa BeHa
(18G). Mpekryrunuya soand 0.35" noctaseH 7F ALN mnHTpogjycep BO A0/IHATA
wynnnea BeHa. Co KaBorpadpuja AeTeKTUPaH € OCTUYMOT Ha [eCHATa peHasHa
BeHa 1 NoTBpAeHaTpoMb03a Ha NeBa WIvjakanHa-pemopanHa-nonanTeanHa
BeHa.[MoctaBeH"ALN" BeHa KaBa dunTep co gnjameTap 32MM BO MHpapeHaneH
CerMeHT.

Pe3yntatu: KOHTPONHA NOCT NpoueaypanHa Kasorpadumja: ypeaHa nosmuymja
Ha ¢unTepoT. AHTU-KOarynaHTHa Tepanmja: Clexane 80 mg. Ha 12 vaca.
O-o1mepn 3.0(<0.5). CeayM MeceyvHo cneaerse: ynTpacoHorpadmjata noKkarmKaa
BOCMOCTaBYBaHe Ha BEHCKATa LMPKyNaLmja Ha N1eBNOT A0NEH eKCTPeMuTeT.
3aKny4oK: VIMNnaHTaumja Ha BeHa KaBa GUNTep MOXe O3 Ce KopucTu
Kaj MNAuUMeHTM CO BU30K PU3MK 04 My/IMOHANHa emMb60nja U CMPTHOCT.
AHTVKOArynaHTHaTa Tepannja € 3a40/HNTENHa Kaj ONepupaHn NauMeHTU Co
ANnaboKa BeHCKa Tpom6b03a 1/unmn 6enogpobHa embonnja.

Kny4yHu 360poBU: BeHa KaBa puntep, ANaboKa BEHCKA TPOMH033, NY/IMOHATHA
embonuja

SECONDARY HYPERTENSION IN 45 YEARS OLD PATIENT - IN-
TERVENTIONAL TREATMENT OF AORTIC COARCTATION

l. Milev?, Z. Atanasov?, S. NikoloVv?, S. Idrizi?, L. Ristov?, Z. Mitrev?

! Cardio Art Stip Clinical Hospital Stip!
2Zan Mitrev Clinic?

Background: Coarctation of the aorta is a narrowing of the descending aorta.
The narrowing typically is at the isthmus, the segment just distal to the left
subclavian artery. When we look for prevalence as congenital heart disease
Coarctation of the aorta accounts 5-8% of all, but when we look for aspect of
secondary form of hypertension the prevalence is 0.2%.

Material and methods: We report one successful case of diagnosis and
covered stent implantation in a 45 years old patient.A 45 years old male
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presented in our office with long standing non-controlled hypertension since
early adulthood. He was evaluated dozens of times with echocardiography, ABP
holters with high values of BP readings, despite combined antihypertensive
therapy. An echocardiogram showed concentric left ventricular hypertrophy,
a bicuspid aortic valve, Suprasternal view in transthoracic echocardiography
showed flow velocity acceleration with diastolic runoff. The PW doppler of
abdominal aorta showed diminished systolic velocities and a holodyastolic
pressure gradient. CT scan showed a severe aortic coarctation with 6mm of
functional lumen.

Results: The patient first underwent balloon angioplasty then Stent
implantation using a large CP covered ZIG stent mounted on a 14 mm BIB stent
placement catheter. The stent was successfully deployed at the lesion. After
angioplasty the peak systolic gradient decreased from 60 to 15 mm Hg. The
patient was discharged home after a 1-day monitoring without hypertension

Conclusion: It is very important to look for possible causes that can lead to
increased values of blood pressure and not to accept easily the diagnostic
of essential hypertension. Although rarely diagnosed in adults, COA should
be considered when patients present with difficult-to-control hypertension
with bicuspid aortic valve. Detecting the cause and having a proper
management of the disease may be the key for improving patient symptoms
and outcome.

Keywords: coarctatio of aorta, hypertension, treatment

CEKYHOAPHA XUNEPTEH3WUJA KAJ 45 roAULLIEH NAUUEHT-
MHTEPBEHTEH TPETMAH HA AOPTHATA KOAPKTALUJA

U. Munes!, 3. AtaHacos?, C. Hukonos!?, L. Nigpusn?, Jb. Puctos?,
H. MuTtpes?

! Kapamo Apt WTtumn, KB WTun
2 H{aH MuTtpeB KnnHuKa

KoapKTauujata Ha aopTaTa npeTcTayBa CTeCHyBa Ha [AecueHOeHTHAaTa
aopTa. CTeCcHyBaHETO € Haj4ecTo Ha UCTMYCOT, CerMeHTOT AUCTasIHO A0 1eBaTa
noaknyyHa apTepuja. MNpeBaneHumjata Ha bonecta ondaka 5-8% opf cuTe
BPOAEHW CpLEBN MaHW, @ NpeBaneHuUnjata BO CEKYHA3PHATa XMnepTeHs3nja e
okony 0.2%. [NprKaryBame cny4vaj Ha C/ly4ajHO M yCneLwHo ANjarHoCTULMPaHa
N TPETUPAHA KOAPKTALNja Ha a0pTaTa Kaj 45 roguLleH NauneHT.

45 rogulieH NauMeHT CO aHaMHe3a 33 [A0NroroAulliHa HEeKOHTPONMPaHA
XvnepTeH3uja 04 paHaTa AeTCKa BO3PAaCT, CO MOBEKEKPATHN eXOKapAN0rpadCcKu
nperneaw, ABIN xonTepu, CO pe3NCTEeHTHa apTepUCKa XMUMNepTeH3Kja Ha NoBeKe
AHTUXMNEPTEH3BHU Tepanuwu, co EKM Koe npuKarka NeBOBEHTPUKYN3pHa
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xunepTpoduja un exoxkapguorpadckm Haog 3@ buKycnugHa aopTHAa
BanByna,bele ambynaHTCckM npernegysaH. O cynpacTepHanHa nosvumja ce
[o6bn 33bp3aH NPOTOK HU3 rpaaHaTa aopTa CO KaceH AwjactoneH npodwun, a
NYNCHWOT Aonnep Hag abAoMMHANHaTa aopTa MOKaXa HAMANEeHW CUCTOHU
6p3HN 1 XONOAWjACTONEH NPUTUCOYEH rpagneHT. Ha KT Ha aoptata ce
BepudPnUMPa KO3PKTaLWja Ha TUMUYHO MEeCTO CO 6 MM PYHKLMOHANEH TyMEeH.

Kaj nauyneHTOT belwwe HanpaBeHa 6anoH aHMMONNACTUKA U UMNAAHTaUMja Ha
LIM obnorKeH CTeHT, MOHTUPAH Ha 14mm BIB 6anoH KateTtep. CTeHTOT belie
YPeAHO NO3LUNOHNPAH Ha Ne3njaTa. Mo aHrMonnacTUKaTa CUCTONHNOT rPaaeHT
ce HamMmanu oa 60 Ha 15MMXr. MNaumeHToT belle ncnuwaH og 6onHMLA No eaeH
O€H, CO MOHUTOPUHI Ha oaaen 6e3 xmunepTeH3unja.0q nocebHa BarKHOCT e A3
ce 6apaaT cuTe MOXHM NPUYMHM 33 NOK3YeH KpPBEH NPUTUCOK, 6e3 necHo A3
ce npndaTh AMjarHo3a Ha eceHUMjanHa xmnepTeH3unja nocebHo Kaj nomnagute
naumeHTn. N NOKpaj Toa LWTO PeTKo ce AWjarHOCTUUMPa Kaj agyntuTte,
KOapKTaumjaTa Tpeba Aa Ce UCKYYM Kaj T0LLO0 KOHTPONMPAHA XUNEePTEH3Wja Kaj
NauMeHToT, NOCebHO Kaj OHMe COo bUKycnuaHa aopTHa Baneyna. [etekuywnjaTa
H3 NPUYMHATA N 3AEKBATHUOT TPETMAH Kaj NALUMEHTOT, MOXe Aa buae KnyyeH
33 NogobpyBaHe Ha COCTOj6aTa Ha NAUMEHTOT U UCXOA0T Ha 6onecTa.

Knyunu 360posu: xoapkraiyja Ha aopTa, XHIIEPTCH3H1ja,. Teparuja
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DISEASE OF AORTA AND AORTIC VALVE

LOW-FLOW, LOW-GRADIENT AORTIC STENOSIS

E. Antova

University Clinic of cardiology, Medical Faculty, University St. Cirilys and
Methodius”, Skopje, North Macedonia

Background: Aortic valve stenosis (AS) is the most frequent valvular heart
disease. There are many discussions about using different methods in order to
split the Low-flow,Low-gradient severe AS group to true-severe and pseudo-
severe AS groups. The reason behind it is because both groups have different
indications for intervention.

Presentation: According to the ESC Guidelines(2021), there are four grups
of severe AS: 1)High-gradient AS, 2)Low-flow,Low-gradient AS with reduced
EF, 3)Low-flow,Low-gradient AS with preserved EF-PARADOXICAL AS, 4)
Normal-flow,Low-gradient AS with preserved EF. According to the ACC/AHA
Guidelines(2020), there are four groups of severe AS: A)Pts. at risk of AS,
B)Progressive AS, C)Asymptomatic severe AS with two subgroups: Cl-with
normal EF and C2-with LVEF<50%, and D)symptomatic severe AS has three
subgroups: D1-High-gradient AS, D2-Low-flow,Low-gradient AS with reduced
EF, D3-Low-flow,Low-gradient AS with preserved EF-PARADOXICAL AS.

The classical Low-flow,Low-gradient AS group of patients have the
characteristics of the group of pts.with HFrEF. If the results from
echocardiography point out a Low-flow,Low-gradient severe AS with reduced
EF, it is needed to perform dobutamin stress echocardiography (DSE) up to
maximum 20 pg/kg/min., in order to determine whether it is true-severe
or pseudo-severe AS. AVR (Classl-with contractile reserve; Classlla-without
contractile reserve) is recommended to the true-severe AS group. In the
group without contractile reserve ,projected AVA" can be measured because
it better distinguishes true-severe from pseudo-severe AS. If this method is
not fruitful, we should perform non-contrast CT in order to determine whether
it is true-severe or pseudo-severe AS. Another group of Low-flow,Low-
gradient severe AS are the pts. with Paradoxical AS. This group shares the
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characteristics of the group of pts. with HFpEF. The Paradoxical AS pts. have
specific characteristics: small BSA, small LV, LVconcentric hypertrophy, LV
diastolic dysfunction, SVI<35 ml/m2 and GLS<16% both below cut off values,
EF>50%. In order to distinguish between true-severe and pseudo-severe AS
it is needed to perform non-contrast CT to measure the calcium score on the
aortic valve. If the calcium score is above 2000(men)/1200(women)AU, there
is a Class I/lla indication for intervention. AV calcium scoring is recommended
also for the Normal-flow-Low-gradient severe AS group.

Conclussion: DSE and CT are useful methods to distinguish the true severe
from the pseudosevere Low-flow,Low-gradient AS pts. for the purpose of
sending the pts. to an intervention on time.

Keywords: low-flow, low-gradient, aortic stenosis.

AOPTHA CTEHO3A CO HA3OK NPOTOK N HU3OK NPAOVEHT

E. AHTOBAa

YHuBep3uTeTCcKa KNnHMKa 3a Kapamonornja, MeanunHckm GparynTer,
YHusep3suteT ,,CB. Knpun n Metoawnj”, Ckonje, CesepHa MakefoHuja

BoBep: AopTHaTa BansyniapHa cTteHo3a (AC) e HajuyecTo BanNBYNapHO CPLEBO
3abonysare. [10CTOjaT MHOMY ANCKYCUM 338 KOPUCTEHETO HA PA3NNYHU METOAN
CO uen aa ce pasrpaHnyy HUCKO-NPOTOYHATE,HUCKO-rpagneHTHa Telwka AC Ha
ABe rpynu BUCTUHCKU-TELLKA 1 nceyao-Tewka AC, buaejkn nmaat pasnnyHm
WHAVK3aUNN 33 HTepBeHLBWja.

Npe3eHTauunja: Cnopen Bognyot og ESC(2021), noctojaT 4 rpynu Ha TeLKa
AC:1)BucoKko-rpagmeHTtHa AC, 2)HWCKO-NPOTOYH3,HUCKO-rpagneHTHa AC co
HamaneHa E®, 3)HMCKO-NPOTOYHA,HUCKO-rpagmeHTHa AC co 3a4vyBaHa EO®-
PARADOXICAL AC, 4)HopMasnHo-npoToYHa, HUCKO-rpaaneHTHa AC co 3a4yBaHa
E®. Cnopeg BogunyoT og ACC/AHA(2020), nocTojaT: rpyna A)MaumeHTu(nTu.)
co pu3suKk 3a AC, B)MporpecnsHa AC, L)AcumnTomaTtcka Tewka AC co gse
noarpynu: LI1-co HopmanHa E® n Li2-co IKED<50%. [)CMMNTOMATCKa TeLUKa
AC co Tpu noarpynu: 1-Bucoko-rpagneHTHa AC, [12-HNCKO-NPOTOYHA,HUCKO-
rpagneHTHa AC co HamaneHa E®, [13-HMUCKO-NPOTOYH3,HUCKO-rpaaneHTHa AC
CO HopManHa E®-PARADOXICAL AC.

KnacmyHata HUCKO-MPOTOYHE, HUCKO-rpagueHTHa Tewka AC rpyna, nma
KapaKTepUCTUKM Ha rpynaTta Ha Ntu. co HFrEF. [loKkonKky co exokapanorpadwvja
ce nobue HUCKO-MPOTOYH3,HUCKO-rPaaneHTHa Tewka AC co HamaneHa EO,
Tpeba Aa HanpasmMe [o0bYTaMUH CTpec exokapaunorpaduja (ACE) 4o MaKCMMyM
20 pg/kg/min. onToBapyBatbe 33 43 MM pasrpPaHNYMMe BUCTUHCKU-TELLKATa
oa nceypo-tewkata AC. AopTeH BansynapeH pennacmaH (ABP) (Classl-co
KOHTPAaKTUNHA pe3epBa; Classlla-6e3 KOHTPaKTUIHA pe3epBa) ce NpenopaYvyBa
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Ha BUCTUHCKN-TelwKa AC. Bo rpynaTta 6e3 KOHTPaKTU/IHA pe3epBa MOXe [a ce
oapeaw ,,projected AVA" buaejkm Taa nogobpo ja pasrpaHnMyyBa BUCTUHCKN-
TewkaTta oA nceypo-tewkaTta AC. [IoKoNKy 0BOj MeTof He e ycnewleH, Tpeba
Aa HanpaBuMe KT 6e3 KOHTPACT, 33 43 HaNpaBMMe Pa3/IMKa Mery BUCTUHCKU-
TelKkaTa un nceyao-Tewwkarta AC.

[pyraTta rpyna Ha HUCKO-NPOTOYH3,HNUCKO-rPaaNeHTHa Tewka AC e rpynaTta
Paradoxical AC, Koja MMa KapaKTepucTUKM Ha rpynaTta Ha ntu. co HFpEF
MauymeHtute coParadoxicalAC wumaaT cneuyndPuyHN  KaAPaKTEPUCTUKK:
Mana TenecHa nospwwnHa, Mana JIK, JIK KoHueHTpuyHa xuneptpodnja, JIK
AvjactonHa cnabocTt,YBU<35 ml/m2 u M1C<16% obeTe noa rpaHUYHUTE
BpegHoctn, E®>50%. Co uen Oa rm pasiMKyBamMe BUCTUHCKU-TELLIKATa
o4 nceypo-TewkaTta AC, Tpeba fa Hanpasume KT(6e3 KOHTPACT), 33 A4a ro
ofpeavMe KanuuyMCKMOT CKOp Ha aopTHAaTa Bansyna. [OKOMKY WUCTUOT €
Hag 2000(Mmaxn) unm 1200(:xkeHn)AU, noctom Class I/lla nHAnKaumja 3a
nHTepBeHunja. Ce npenopadyBa oapefyBarwe Ha AB Kanuuym CKOp U Kaj
HopManHo-NpoToYHATa,HUCKO-rpaaneHTHa Telwka AC rpyna.

3akny4yoK: [1CE n KT(6e3 KOHTPACT) Ce KOPUCHN MEeTOAM 33 Pa3rpaHNYyBare
Mefy BUCTMHCKN-TELLKA N NCeyao-TeLKa HUCKO-NPOTOYHA,HUCKO-rPaANEHTHA
AC rpyna Ha NaumeHTK, Co Lien TMe Aa ce NPaTaT Ha HaBPEMEHa NHTepBEHLN]ja.

Kny4HM 360p0BM: HUCKO-NPOTOYHA, HUCKO-MPAANEHTHa 30PTHa CTEHO33
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PULMONARY THROMBOEMBOLISM IN APOSTPARTUM YOUNG
WOMAN: A COMPLEX CLINICAL CASE PRESENTATION

E. Jashari, A. Chelikic, S. Kjaeva, I. Mitevska, O. Kalpak
University Clinic of Cardiology?, Skopje, N Macedonia

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.

Keywords: Pulmonary thromboembolism; PTE; post-partum; young woman
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BENOAPOBHA TPOMBOEMBOJ/INJA KAJ M/TAQOA HHEHA
Nno NOPOAYBAHETO: NPE3EHTALUUWJA HA KOMINJIEKCEH
KIMHUYKU CNTYYAJ

€. Jawapwu, A.Yenmknk, C. Kaesa, U. Mutescka, O.Kannak
YHMBep3MTETCKa KIMHUKA 33 Kapawonornja, Ckonje, PC MakeaoHwja

Boeepn: HGenogpobHnot TpoMmboembonuiam (MTE) e MeanUMHCKA COCTOj6a
KOja Cce KapaKTepu3upa CO HeHadejHa ONCTPyKuMja Ha egHa MM noseKre
NYSIMOHANHW apTepun Npeau3BUKaHM of 3rpyTdyBare Ha KpBTa. OCTaHyBa
MUCTEPUO3€EH M YECTO OMACeH NO MMBOT MeAUUMHCKM NpeansBuK. VI noKkpaj
TOa WTO e Ao6po AOKYMEHTUPaH BO MeauumHckoto none, JCM ce ywTe
NpeTcTaByBa AMjarHOCTUYKN KOMMIEKCHOCTU N OWU1eMU 3@ TPeTMaH, 0CobeHo
Kaj cneumdPuyHn rpynu Ha NaUMEHTN KaKO LUTO Ce MIaAUTE HeHU 33 BpeMe Ha
NOCTNApTanHMOT nepuof. OBaa C/I0KEHOCT MPBEHCTBEHO Ce jaByBa Mopaau
3Ha4ajHUTEe NPOMEHN BO MEXaHU3MUTE 33 3rpyTyyBaHE H3 KPBTAa 33 BPEME Ha
6peMeHOCTa N 3roIEMEHNOT PU3MK 0, COBMPaH-e KpB BO BEHUTE.

MpuKa3 Ha cny4aj: MNMpuKarkyBame cny4aj Ha MNaaa, 31roAnWHA HeHa,3
HeZenn no nopoayBaH-e€TO, MPUMEHA Ha YpPreHTeH LUeHTap Npu HawaTa
KIVHWKa Nopagwv rywere M OTeHAaTo AMLeHse 3aro4YHaTo rpef HEeKOosKy
O€eHa, NONHTEeH3UBHO NOCNeAHNOT AeH. JIabopaTopUCKUTE MUCMAUTU MOKaraa
noxkaveHn [-aumepwn. belwe HanpaBeHO UTHa exoKkapauorpadumja co Haoa Ha
BWUCOKO-CYCneKTeH Haop 3a MNTE. MNopaan xeMoanHaMCKa HecTabunHocT bele
pageHa GpubpMHONUTMYKA Tepannja. M MOKpaj Toa, MauMeHTKaTa ce yuiTe
belle BO KapAWOreH LLIOK M XeMOAMHAMCKa HecTabunHocT. belwe n3segeHa
NepKyTaHa KaTeTepu3aunoHa TPOMBEKTOMKja 1 TepanumjaTta co xenapuH belue
NPOAO/IHKEHA HEKONKY AeHa Co noBpemMeHo Meperse Ha ACT. lauyneHTKaTa
belwe ncnmwaHa Bo nogobpeHa coctojba co coonseTeH TpeTMaH co NOAC no
nptoxkon 3a MNTE.

3akny4oK: OBOj NPUKA3 Ha C/ly4aj ja HarnacyeBa ycnewHaTa ynoTpeba Ha
NepKyTaHaTa KaTeTePTPOMBEKTOMM]a KaKo edMKaCeH U MUHUMAIHO NHBa3NBEH
TpeTMaH 33 NynNMoHanHa Tpomboembonuvja. HaspeMeHaTa MHTepBeHUMja co
0Baa npoueaypa oaurpa KNy4yHa ynora Bo nogobpyBameTo Ha cocTojbaTa
Ha MNAaUMEeHTKAaTa, HArnacyBajkM ja HEej3MHATa BaXKHOCT KaK0O OCTBAap/MBa
TepaneBTCKa 0Numja 33 0Baa OMNacHa Nno *MBOT COCTOj6a.

Kny4yHu 360poBu: benogpobHa Tpomboembonnja; MTE; NOCT-NOpoAyBaksE;
MN34a *KeHa
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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. Macedonig;

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
(HFr€F) 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.

Keywords: HFpEF, multimodality imaging, risk factors
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AKYTHA AOEKOMMNEH3AUNJA KAJ NAUUEHT CO CPLUEBA
C/NNABOCT CO CO4YYBAHA UCTUCHA ®PAKLUUNJA

X. YamoscKa WewockKa, C. Tynape, E. HoBadecKka baluypocka, K.
Bacunesa Ronecku, K. lNeTpocka, H. TaHecKa, P. Hiakry

CneunjanusnpaHa 60NHULA 33 NpeBeHLMja, TPeTMaH 1 pexabnnutaumja Ha
KapaAMoBaCKyNapHW 3abonyeara — CB.CTedaH, Oxpua, C.MaKeaoHNja

BoBea: Cpuesata cnabocT CO CoYyBaHa uUCTUCHA ¢dpakumja (HFpEF) e mobaneH
3[paBCTBeH NPo61eM 33 Koj ceyLuTe e orpaHnyeHa ceecHocTa. HFpEF nma nporHosa
C/IMMHA HA OHaa Ha CpLeBa C1aboCT Co HaMmaneHa uctucHa ¢paxumja (HFreF) n ce
CMeTa [eKa e 3acTaneHa NpubIMKHO Kaj NooBMHA 0f, cuTe NauMeHTN CO CpLeBa
cnabocr.

MNpuKas Ha cny4aj: Max Ha 68 roaMLLIHA BO3PACT Ce jaBW Ha Npernes co CUMMNTOMM
N 3HaUW Ha aKyTHa cpueBa c1abocT 1 nynmoaneH efdem. MNMpBUYHM UCneayBaHsa:
EnexkTpokapauorpadujata (ECG) BO MMP MOKara MPUCYCTBO HA aTpwjanHa
dunbpunaumja n bele HanpaBeHa eNneKTpPUYHA Kapavosep3wja. EKM Haoa BO
CUHYC pUTaM MNOKara cnaba nporpecnja Ha 6paHoOT R BO aHTepyopHM 0aBoan 3
exoKapavorpaduvjata MoKara yMepeHa [0 TellKa IeBOKOMOPHA XunepTpoduja
(LVH) co covyBaHa nctucHa ppakumja. XeMOAMHAMCKATa NPOLIEHKA BO CUHYC pUTaM
CO MOMOLL Ha [or/iep YNTPa3BYK MOKaMa PeCTPUKTUBEH TUM H3 SIEBOKOMOPHO
NONHEHE UM TELLIKA AnjacTonHa AnchyHKUWja. icnnTyBama: Bo Tek Ha nocnegHuTe
rOOVHM NauMeHOT 61N Ha HEeKOSKY KOHTPOMHM nperneau BO Hawata 60nHvua.
Bo momeHTOT nauuneHToT e Bo NYHA (New York Heart Association) Knaca IV. Toj
NM3 UCTOPWj@ HA [ONrOroAuLLIHa XWNepTeH3nja, 0H6e3HOCT, ONCTPYKTMBHA sleep
apnoea, ONCTPYKTMBHO N PeCTPUKTMBHO HenoapobHo 3abonysamse. MNpu npermneq
Ha npeTxogHuTeexoKkapamorpadbcknte 3annucn og 2018 rogvHa e HOTUPAHO
OEKa ywTe npeq NauMeHToT A3 Pa3Bue KIMHUYKN CUMMITOMU Ha CpueBa c1abocT
nocToesie exokapanorpadCKn 3HaLUM Ha HapYLLEHa penakcaumja (necHa anjactonHa
AncdyHKUMja) M 3roneMeHa nesa NpeTroMopa. O exoKapanorpadCKUTe HA0AW IEBO
KOMOPHATa UCTUCHA dpaKUmja cerorall 61na coyvyBaHa. EnexTpokapavorpadpckmTe
3anucn og 2018 ce BO cuHyC putaMm. [eT rogvHy NoAouHa Toj pasBMBAa jacHa
KMHUYKA CNIMKA HA CpueBa CnabocT 1 UCTO Taka Ase A0Hpo NO3HATV nocneamum
Ha HFpEF: atpuwjanHa ¢ubpunaumja v NynMoHanHa xuneprteHsuja. MNocnegHuoT
E€X0KapanorpadCKM HaA0L MOKaXKa NeBO KOMOPHA CUCTONHA GYHKLUMjA CO COYYBaHa
NcTucHa ¢pakumja co 3HaUM 3@ TeWKa [AnjactonHa AucdyHKumja. TpeTmaH:
MauneHToT NpUMN ANYPETCKa Tepanuja co uen Aa ce ybnarmar CUMITNMUTE U
3HaUUTe Ha KOHrectuja u nNpuUMK Tepanuja 33 cpuesa cnaboct (candesartan,
nebivulol, spirinolactone and SGLT2 inhibitor) wTto Bo nocnegHuTe CTyaum NOKaMma
[eKa MMa MOMHA KOPUCT Kaj naumeHTu co HFpEF. MaumeHTOT UCTo Taka npummn
QHTUKOAryNaHTHa Tepanuja 1 Tepannja opavHNUPaHa o4 NysIMonor.

3akny4yok: OBOj NPUKA3 HA CNy4aj ja NOTEHUMPA BaXHOCTa 04 PaHO NPerno3HaBak-e
AnjactonHaTa gnchyHKUMja 1 NpeBeHumMja Ha OHa CpLUeBa C1aboCT CO arpecnBHa
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KOHTPO/13 Ha pU3nK PpaKkTopuTe. KOHTPOMIATa 1 MeHaLIMPaH-ETO Ha KoMopbuanTeTUTe
(xvinepTeH3uja, 06€3HOCT, ONCTPYKTUBHA Sleep apnoea) UCTO TaKka W NpeBeHUnja Ha
COCTOj6M LUITO ja BMOLLYBAaAT AvjactonHata ancdyHKumja (@rpujanHa ¢ubpunaumja
1 TaxmMKapamja) ce OCHOBHM CTPAaTerum BO MeHaLIMPareTo Ha nauneHTn co HFpER

KnyyHu 360poBu: HFpEF, CTMKOBHM TEXHUKN, PU3MK GaKTOpK

CASE REPORT: FOLLOW-UP OF A PATIENT WITH SUPERFICIAL
VEIN THROMBOSIS AND CONCOMITANT CELLULITIS

A. Eftimova, M. Baleska, S. Jovcevska, M. Naumovska, B. Dimitrovska,
l. Bojovski, F. Dezhulovikj-Arnaudov, D. Spirova Petkoska, I. Vasilev,
S. Paljoskovska-Jordanova

University Clinic of Cardiology, Skopje, North Macedonia

Introduction: Thrombosis of the superficial venous system refers to ablood clotina
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 inflasnmation, 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 hypercoaqulable 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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PTEIN AYOUNG ADULT AS A RESULT OF COVID-19 INFECTION

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

COVID-19 is a novel infectious disease, which has challenged people
worldwide. Blood hypercoaqulability 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 s1q3t3 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 reqular. 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 I€/24 h for 5 days after which she was switched to NOAK Apixaban a
5mgqg 2x1; The patient was discharged with Apixaban a 5mqg 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;
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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 @ 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
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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
nauseaanddiarrhea. Also, he had a posttraumatic thrombophlebitis of the right
popliteal vein 3 months ago, reqularly treated with direct oral anticoagulant
drugs (DOAQ). Initial electrocardiogram (ECG) showed ST-segment elevation in
lateral leads (D1, aVL), with reciprocal ST-segment depression in inferior leads
(DI, aVF) and V1. Urgent coronary angiography was performed, but normal
coronary arteries without luminal irreqularities 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 reqular 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 @ 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. Gjorgjievska!, 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
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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 mq) 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, L. Kostovski, M. Gerasovska
Kostovska, M. Srbinovska Josifovska

PHO Kardiomedika Srbinovski,Skopje
University Clinic for Cardiosurgery, Skopje

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 PCl 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
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segment elevation in the precordial leads. Color Doppler echocardiography
showed enlarged dimensions and volumes of the left ventricle (LWVEDd 66mm,
LVED vol.230ml, LVES vol. 150ml, with reduced systolic function (EF by
Simpson method 349% 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 anticoaqulation 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,
€. 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.0. 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
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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.

Keywords: femoropopliteal bypass, diagnosis, outcome

SGLT2 INHIBITORS AND GENITOURINARY INFECTION IN
PATIENT WITH T2DM AND HFMREF: SHOULD WE CONTINUE
THE THERAPY?

B. Milaci¢, 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 HFmMreF, 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
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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.0.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.
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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. Macedonia
2 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
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ADVANCED HEART FAILURE IN A PATIENT WITH B-
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 hypercoaqgulability.

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 reqgurgitation, distenden vena cava inferior and
severe pulmonary hypertension (sPAP- 112mmHq). 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
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before the implantation of mechanical circulatory support.

Conclusion: Biventricular dilated cardiomyopathy is stillconsidered 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)

6. Bonuesa, A [0prueBcKy
J.3.Y Meaunryc 92 Kasagapuu, PC MakegoHwja

J.C., naumeHTKa Ha 41 - roguLuHa BO3pacT, MajKa Ha 2 geua. Mywn no 20-30
uMrapm Ha geH. He nue ankoxon, Hernpa anepruja Ha xpaHa u nexkosu. Ce
ann Ha 60/MKa BO f1eBaTa HOrQ, TPHEHE U Kapere Ha NPCTUTe 04 NeBOTO
CTOoNano. Ha MHCNeKunja BUANMBU PaHUYKN Ha NPCTUTE o4 NeBOTO CTONano
(HeKkpo3a). MaumeHTKaTa Beke 10 roguHn ce nekyea of SLE.Mpen 8 rognHu
NPeXnBYBa NCXEMUYEH MO304eH yaap. J1lab aHanm3n ce ypegHu.

KT aHrnorpadumja: A64OMNHANHATa aopTa CO ANMEH3UN BO HOPMANHN rPaHMLN
Nno uena AONMUHA CO ypeaeH NpoToYeH NyMeH cynpa v gen ndpapeHanHo
ce Oo oKony 5.8 cM noa U31e30T Ha peHanHuTe apTepuun, Kage ce npatu
OK/yY3Kja Ha ab40OMNHANHA a0PTa, KAKO M BUNATEPANHO HA a.UNWjaKka KOMYHUC,
EeKCTepHa N MHTEePHAa CO PEKOHCTPYKUWja Ha HMBO Ha ADK BO NoYeTHa TPeTMHA
BO OO/1*KMHA 04 5 MM CM neBaTta 1 3.5 CM NMpoToYeH NyMeH Ha AgecHaTta AOK,
NPeKy XxMnepTpopupaHn ennracTpuyHn apTepuUmMHecnopeaHo nNpeg payBareTo
Ha a.M/IMjaKa eKCTepHa, Ha OKOoMy 2 CM, Ce NPATU Hej3UHA PEeKOHCTPYKLMja
bunatepanHo. AOC, ADI1, A.nonantea 6UNaTepanHo ce NpUKaxaa co Noman
Kanubap Ha NymeH, HO 6e3 cTeHo3W. [ogKoNeHUYHUTEe apTepun ce UCTO
TaKa CO rpaunneH NpuKas, Kage WTo AecHaTa NepoHeanHa apTepuja Kako u
NeBaTa a.TMbManNnCc NOCTEPMOP Ce MPUKArKaa CaMO BO MPOKCMMANHUOT Aen.
JleBaTa a.nepoHea ce NPUKarKyBa [0 HEj3UHMOT ANUCTaNeH Aen, Kage ce Npatu
OK/1Yy3Kja, CO NPUKA3 Ha obeTe ATA, rpauunHU NO UeNna A0/MKUHA Ha3abeHu
CO VHCYOUUMEHTHM a.00p33a/IMC Kako W a.nNaHTapuc neguc bunatepanHo.
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BaprKO3HO n3MeHeTn NOBPLUMHCKM BEHU, 04 obeTe NOAKONEHULN CO NPUKA3
Ha obeTe B.cadeHa MarHa, AecHaTa CO HanpeyeH AymMeH o 3 MM, fieBaTta 4
MM, 6e3 ybennmemn 3Haum 33 gedeKkTn Bo UCNoNHyBaweTo. Ce NpaTtn NpuKas
Ha demopanHuTte, unnjadyHnte n BKU, 6e3 gedektn.

Tepanuja: CoBeTyBaH NpPeKnH Ha nyLere unrapu. NaymeHTKaTa e CTaBeHa Ha
QHTUTPOMBOTUYHAE, @HTUArperaunmoHa N aHTUAMNEMUYHA Tepannja. BrnydeH
10-gHeBeH TpeTMaH CO MpOCTarnaHAWHU MocCne KOoj BUONMBWU Ce MOYeTHU
FAHrPEHO3HM MPOMEHN Ha npctuTe. OTNOYHAT e TpeTMaH BO XxunepbapHa
KOMOPp3, co gobap oarosop.

3akny4oK: M. BUERGER e 60onect Ha ManuTe n cpegHu no roNnemMnHa KpBHU
C30BW, Kage NyLeHeTo LMrapy Kako rmaseH Moanduumpadxkm GaxkTop, 3aegHo
CO reHeTCKaTta npeaucnosvunja, BoAn A0 BACKyNapHa MHcyduumneHUnja Koja
Ce KapaKTepupa Co aKyTHa UM XpOHUYHA HPNAMaLMja HA KPBHUTE C3L0BU U
CofaBarbe Ha TpoMbN.

Kny4yHu 360poBu: M Buerger, AnjarHo3a, TpeTMaH

MUOKAPAEH NHOAPKT CO HEOMNCTPYKTUBHU KOPOHAPHU
APTEPUU (MINOCA)- NPUKA3 HA C/TYYAJ

E. HeueBcKa, M.C. JaHKkynocka, N. bajno3osa, B. HeveBCKkn
OB 8 mu CentemBpu- CKonje

BoBen: MwuokapaeH WHGAPKT CO HEOMNCTPYKTUBHW KOPOHAPHW apTepun
(MINOCA) e eBuageHTeH 0 15% opf cuTE aKYTHU MUNOKAPAHU WHPAPKTW.
JOMWHaHTEH Kaj nomnagaTta BO3PacT U HeHcKaTa nonynaumja. MINOCA e
CMHAPOM CO LUMPOKA AndepeHLumjanHa AnjarH0o33a, Koja BKyYyBa KOPOHapH3,
HEKOPOHapHa W HeKapawjaHa naTtonormnja. Kora OCHOBHATa MpUYMHA 33
MINOCA He e yTBpAeHa CO NOMOLL Ha KOPOHapHa aHrnorpadwmja, Toraw ce
npenopadyBa exokapanorpaduja, CpLeBa MarHEeTHa pe30HaHLa, TeCcTUpPaHe
H3 KOPOH3pPHa PEaKTMBHOCT, BK/Y4yBajKu TECT 33 NPOBOKALMja 3@ KOPOHAPEH
Ba3ocna3am. MP Ha cpue e eaHa o4 KNy4YHUTE ANjarHOCTUYKN anaTKK 33 A3 ce
yTBpAY OCHOBHATa NpuynHa 338 MINOCA.[lnjarHo3aTa H3 OCHOBHATa NPUYNHA
33 MINOCA Ke 0BO3MOMXMW A3 Ce 3ano4YHe COoABEeTeH TPETMaH BP3 OCHOBA Ha
KOHeYHaTa AujarHos3a.

MpuKa3 Ha cnyyaj: [NaumeHT Ha 37 rognLHa BO3pacT, NPUeMeH Nopaav rpagHa
601Ka, 6e3 eKr MpoOMeHH, CO MOKAYeHU CpLIEBU eH3UMU. Be3 XpoHUYHa Tepanuja.
Myway. Heruvpa d¢umMmunujapHa ontosBapeHocT 338 KAB.KopoHaporpadcku
Haog 6e3 3HAYajHM CTeHO3M HA KOpOHapHuUTe apTepun. Exokapaworpadwuja
-ONCKPeTHAa XMMOKNHe3nja BoO Mna/anvnkan aHTeponaTtepaneH cerMeHT. MP Ha
cpue- 3Haum 33 e4emM 1 UCXEMUYHA /ly3Ha BO 6a3aneH n cpedeH CermMeHT Ha
aHTEPUOPEH 314 W anMKaneH CerMeHT Ha NaTepaneH 3ua.
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3aKkny4oK: N nNokpaj, NOMNaaaTa BO3PacT U HUCKUOT KapAvOBAaCKYyNapHU
pu3uK, nauymeHTmuTe co MINOCA nmaaTt nonowa NporHo3a og nauneHTute 6es
KapaMOBaCKyNapHu 601eCcTn 1 CIMYHA NPOrHO3a BO cnopenba co naymeHTuTe
CO OMNCTPYKTMBHA KOPOHApHa apTepucKka bonect (CAD)

KnyyHu 36o0poBu: MINOCA, aKyTeH MWOKapAeH WHGDAPKT, KOPOH3pHA
apTtepucka bonect, MP Ha cpue, M1UOKapAeH WMHGAPKT CO HEOMCTPYKTUBHU
KOPOHAapHW 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 myocardialinfarction (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
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A CHALLENGING CASE IN INTERVENTIONAL CARDIOLOGY:
STEMI DURING PREGNANCY

E. Vraynko, |. Vasiley, 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 (PCl) 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 quidelines 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
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CTEMU NPU BPEMEHOCT- NPEAN3BUKYBAYKU C/TYHAJ BO
MHTEPBEHTHATA KAPAWOJIOMNJA

E. BpajHKo, /. Bacunes, b. 3adumposcka, B. AHOoB3a, H. KocToBa,
E. YanaposcKa, X. Tapasapwu, V. borescka, A. [lo6jaHn, P. HNKONoBCKN,
A. ®a3nny, M. OT/baHCKa

YHUBEP3UTETCKA KIMHMKA 33 Kapauonornja, Ckonje, Penybnuka C. MakegoHwuja

AryTeH MnoKapaeH nHoapKT co CT cermeHT enesaumja (CTEMU) BO TEKOT Ha
bpemMeHOCTa e peTka cocTojba. MHumaeHuaTta e npubnuxkHO 0,6 A0 eAHa Ha
10.000 6pemMeHOCTH, CO CTarnka Ha CMPTHOCT oA 5,1% a0 37%.

MNpe3eHTMpamMe cnyyaj Ha 30 roguWwHa NauMeHTKa CO aKyTeH WHbepo-
NOCTEPUOPEH MMUOKapAeH WHGPAPKT BO WeCTa recrtauymcka Hegena.
MauneHTKaTa ce jaBnna BO ypreHTHa aMbyNnaHTa NPU permMoHaNHUOT KINHUYKK
LeHTap nopagu cunHa rpagHa 6onKa Koja 3ano4YHana Tpu Yaca npeg npuem,
co EKI npomeHn Bo npunor Ha CT enesaunja 4o 3MM BO MHPEPO-NOCTEPUOHMU
oasoan. lMopagn npuctan Ha BEHTPUKyNapHa ¢ubpunaumja NaUMeHTKaTa
6una gedmnbpunmpaHa Bo eageH HaBpaT co 360J eNeKTPOLLOK, KOHBEPTUPAHA
BO CMHYC pUTaM U TPaHCPEepupaHa Ha HAWAT3 KAMHMKAE 33 HATaMOLLEH
TpeTMaH. [auneHTKaTa Hermpa UCTopnja 33 NPeTXOA4HN KapAMOBACKYNapHN
3abonysara. Of pu3nk hakTopm Taa e NyLway n UMa Nno3nTneHa ¢ammnnmnjapHa
NcTopuja 33 KapAnoBacKkynapHu 6onectn (Majka n 6paT Co npeneraH
MUOKapAeH MHGAPKT Ha 35 rognLHA BO3pacT). 10 KOHCYNTaLMja CO MMHEKoNor,
6elle HanpaBeHa KopoHaporpaduja co Haog 3a 99% CTeHOo3a BO AUCTaNHa
UMPKYMObNEKCHa apTepuja, M3BeAeHa MepHKyTaHa KOPOH3pHa WHTepBeHLM)a
(MKW) co nocTtaByBatbe H3 CTEHT Ha MeCTOTO Ha CTEHO033 W AobueH ypeaeH
NPOTOK HWU3 apTepujata. ExoKkapanorpadCKMOT HA0A MOKarKa HamaneHa
cnucTonHa dyHKumja Ha nesa Komopa (J1K) co ejekumoHa dpakunja og 47% u
XVNOKNHe3nja Ha nHdepo-nocTepmopeH sug Ha /K. [iBe Hegenwn no ncnuc, no
Of/IyKa HA KOH3WMYM of nexapu bele TepMynHUpaHa 6pemMeHOCTa nopaau
334pHaH CnoHTaH aboptyc (missed abortion). Ocym Meceun No MUCAKUC, HA
KOHTpPOMeH nperneq nauneHTKaTa bewe BO [0bpa KNMHMYKA cocTojb6a 6e3
cybjeKTnBHN Terobu. NcxemmyHaTa cpuesBa 6onect 3a BpeMe Ha HpeMeHOCTa
MOXe 03 MM 3H3YUTENHO BMjaHMe BP3 NPOrHO3aTa Ha MajKaTa n GeTycor.
MajuynHaTa CMpPTHOCT ce cMeTa 3a 5-10%. Cnopef HajHOBUTE yMaTcTBa,
NPUMapHa NEepKYTaH3 KOPOH3pHa MHTEpPBEHUWja e KNnaca 1 uHauKaumja 3a
CTEMW npn 6pemeHocTa. MynTUANCUNNAMHAPHUOT NPUCTaN e o4 CYLUTUHCKO
3HayeH-e 33 3[eKBAaTHa AMjarHo3a W TPeTMaH, KaKo M 33 HaMasyBaH-e Ha
CTarnkaTta Ha CMPTHOCT Ha MajKaTa n deTycoT.

Kny4Hu 360poBu: CTEMW, 6pemMeHOCT, NepKyTaHa KOPOHapHAa UHTEpPBEHLNja
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DUAL AND PERSISTENT VENA CAVA SUPERIOR AFTER
REPAIRED TETRALOGY OF FALLOT AS A CHALLENGE FOR
DEVICE IMPLANTATION

E. Kandic, J. Taleski, S. Kjaeva, A. Chelikic, E. Srbinovska Kostovska
University clinic of Cardiology, Skopje, N. Macedonia

A dual superior vena cava (DSVC) with a persistent left superior vena
cava (PLSVQ) 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 (SVQ)
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 reqular therapy with Acetylsalicylic acid
100mg, Hydrochlorothiazide 25 mg and Amlodipine 5mg. The 24-Hour
Holter Monitoring showed AV block gr. Il et gr.lll. 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 (PLSVQC) 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
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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 @ possible association between transient ischemic attacks (TIAs) 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 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
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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

NMPUKA3 HA C/NYYAJ: ®UBPUHOJTUTUYHA TEPAMWJA BO
YNOTPEBA KAJ BE/TIOAPOBHA TPOMBOEMBOJ/INJA - KOFA U
KAKO?

r. KpcteBcku, [1. KoBayeBuk
KnuHunyka BonHnya Aymnbagem CuctunHa, Ckonje, CeBepHa MakeoHWja

74-rogvilleH NaumeHT 6elle MHULUWjaNHO XOCNUTaNu3npaH Bo EgnHMLATE 33
NHTeH3nBHa KopoHapHa Hera co cycnekumja 3a cpuesa cnabocT. MaymeHToT e
CO CUMMTOMMU HA TELKO AuLleHe, MaNaKCaHoCT 1 onwTa cnaboct. 04 MMHATH
6onectun, naymeHToT 6oneaysa o anjabeTec TN 2 TPETUPAEH CO MHCY/INH, KaKO U
KOPOH3apHa apTepuCKa 6oNecT, Co NpenerkaH MMoKapaeH MHPAPKT MHANPaBEHa
NepKyTaHa KOPOHAPHa MHTepBeHUMja 6 Meceln nNpep npuem. JlabapaTtopujaTta
Ha NpueM OeMOHCTPUPa BUCOKM BpeaHOCTU Ha A-avmepwu (3.5 mg/L), no
WTO 33e4HO CO CUMMNTOMATONOrMjaTa, CcneaysBalle KOMMjyTepu3napaHa
ToMOrpaduja Ha NyNIMOHaNHM apTepun. TPaHCTOPaKaNHATa exokapanorapodwja
NMOKaMa 3rofieMeHn 4eCHO-CPLUEBU KaBUTETU M TELLKA NY/IMOHA/IHA apTepUCKa
xunepTteH3unja (MAX) Bo CKNomn Ha AeCHO-CpLUEeBO ONToBapyBare. ApTepuckuTe
FACHW aHANN3M NOKaXaa peayumpaHa BpegHOCT Ha NapumnjaneH KNcnopoaeH
NPpUTMCOK (60 MMHQ) 1 nocTtaBeHa 6elle MHOMKAUMWja 338 OpAUHUPAHE HA
dnbpuHONUTMYHA Tepannja. OpanHnpaHa bewe GUOPUHONUTUYHAE Tepanuja
co Alteplase 50 Mg No NpPOTOKON, KOjaLITO NMOMMHA CO ypedeH Tek n 6es
KOMMNIMKaunn. Bo TeK Ha XoCNUTann3auwnjaTa eBuaeHTUpaHn 6ea HaMmanyBame
Ha CpUEeBWN KaBuUTeTU U peayumpare Ha BpepHocta Ha [MAX. lMauweHToT
bele MCNMWaH CO Tepannja CO OPanHa aHTUKOArynaHTHa Tepanwuja co
AueHoKyMapon, TpojHa AnypeTcKa Tepanuja co Gypocemuna, CNMMPOHONAKTOH U
NHganammg, AKE nHXmbmntop, 6N10KaTop Ha KAaNUMyMOBM KaHaNW, CTaTuH, anda-
1 agpeHepruyeH peuenTop aHTAarOHUCT, KAKO U 6I0KATOP HA NPOTOHCKA NyMNa.
MeavKaMeHTO3HaTa Tepanuvja 6ewse ONTUMU3MPAHa BO MNOC/eAo0BaTeHuTe
aMbyNaHTCKM KOHTponwu. MNaumeHToT bewe cnefeH ywTe ABe roAWHW, BO
CTabunHa KNMHWMYKa cocTojba M 6e3 3HayajHa nporpecmja Ha bonecTa.
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NHTpaBeHCKaTa annuKkauuja Ha GUBPUHONUTUYHATA Tepanuja ceyliTe MMa
3Ha4ajHa yNora BO TPETMAHOT Ha My/IMOHaNHaTa TPOM60eMb0Mja U aKyTHNOT
NCXEMUYEH MO30YeH yaap, KaKo Y MMOKApAMOT MHGAPKT BO MOMan CTeneH.

Kny4Hu 360poBu: NnynMoHanHa Tpombembonnja, pubpuHONNTUYHA Tepannja,
Alteplase

CASE REPORT: USE OF FIBRINOLYTIC THERAPY IN THE
SETTING OF PULMONARY EMBOLISM - WHEN AND HOW?

G. Krstevski, D. Kovacevik
Clinical Hospital Acibadem Sistina

A 74-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
pressureofoxygen(60mmHg),andtheadministrationoffibrinolytictherapywas
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
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MANAGEMENT OF SUPRAVENTRICULAR TACHYCARDIA WITH
ADENOSINE AT ICU

H. Mandzukovska, A. Sofijanova, S. Naunova Timovska, T. Voinovska,
M. Kimovska Hristov, S. Neskova Jankovic, B.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
(IV) 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 IV 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

I. 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
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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
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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, I. Bede, N. Skrceska

Specialized 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: A4l-year-old femalewas
brought to our hospital because of 2-week history of pain and swelling in
the left legq. 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,
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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) 12x10”9/L, PLT
398 x1079/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
coaqulation factors were detected: factor V Leiden mutation, plasminogen
activator inhibitor I, 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

NMPUKA3 HA C/NTYYAJ CO PEKYPEHTHA AONTABOKA BEHCKA
TPOMBO3A KAKO MNMocnegunuA HA MYNTUNMHU PU3UK
®OAKTOPU

K. BacuneBa KoneBcku, X. HamoBcKa LWewocka, 6. ®opToMapocKa
Mwunecka, . JloHeBcKa, M. 3umb0B3, b. TeroBcKa, H. TaHecKa,
K. MuTtpecka, V. beae, H. Ckpyecka

Cneunjann3snpHa 601HMLA 3@ NpeBeHLUNja, TPeTMaH 1 pexabunutaunja Ha
KapanoBacKynapHu 3abonyeBana — Ce.CtedaH, Oxpug, C.MakegoHuja

Bosep: BeHcknoT TpomboeMbonunsam (BTE) rnobanHo e TpeT HajyecT aKyTeH
KapAWOBACKyNapeH CUMHAPOM. 3rofieMeHaTa CBEeCHOCT M [[OCTanHOCTa Ha
HENHBAa3MBHW C/IMKOBU TEXHUKN reHEepMPaaT TeHAEHLMja 33 NOYEeCTa CyCneKumja
N MHULUMPAKe Ha paboTHa AujarHo3a 3@ BTE. MNocTojaTt ronem 6poj Ha pUsKK
$aKTopn Kom WTo foseayBaaT Ao BTE. Cenak xepegutapHute ¢$akTopu ce
BaHW pU3NK GaKTOpM 0COBEHO Kaj pekypeHTHUTe dopmu Ha MNE. MpuUKas Ha
cnyyaj: HeHa Ha 41 rogvwHa Bo3pacT, belle AOHeCeHa BO HALWATa 601HULA
3apagn 60MKa M OTOK BO fieBaTa Hora 2 Hegenu HaHvasag. lMpea 1 mecey
Taa uMana cybakyteH aneHaMUUT 1 buna HanpaseHa nanapartomuja. MNocne
0OnepaTMBHMOT 33daT NALUNEHTKATa b1Una 2 HegeNn Ha OMALLHO 1eKyBakee COo
AMMNTUPAHA GU3NYKE aKTUBHOCT, Taa HeMalle Kallmua, XeMonTusn, rpagHa
60M1Ka HATY Mapg 33 Bo34yX. [MNaumneHTKaTa belle ymepeHo 0b6e3Ha co anjabeTtec,
xvnepTeH3uvja n gucavnugemuja. Micnntysara: [onnnep yATpa3ByKOT NOKAMA
AnaboKa BeHCKa TpOMH03a Ha NEBUOT O0/EH eKCTpeMUTeT. XeMornobuH (Hb)
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- 122 g/L, neykouutn (TLC) 12x1079/L, TpomboumTn (PLT) 398 x1079/L,
O-Onmepn 4,500 mg/L, EKI - cMHyC puTam 6e3 CUrHUGUKAHTHN NPOMEHM.

TpeTmaH: bBelwe opanHupaH HWCKO MosiekynapeH XenapuH U nauueHTKaTa
NOHAaTaka belwe ncnenysaHa. CoctojabaTa Ha MaUMEHTKaTa ce nogobpu BO
TeK Ha 1 Hegena. MNMoHaTaMy naumeHTHKaTa belle UcneayBaHa 3a NOCTOEHEe Ha
FEeHETCKN MyTaunn 1 belle eTEeKTMPaHa MyTaunja Ha CNegHUTE KoarynaumoHu
dakTopu: V Leiden, VI, MHXMbMUTOP Na MAA3MUHOMEH aKTMBaTop Tvn | n
MyTaumja Ha nNpOTPOMbUH reHoT.bewe oOpAVHMPaHa XPOHWMYHA OpanHa
aHTUKOArynaHTHa Tepanuja (OAK) co ButamumH K aHTaroHucT (BHA).
3akny4doK: [lonnep yATpasByKOT MMA K/y4Ha y/10ra BO npoueHKaTa Ha BTE
N MOHATaMOLLHOTO BoAeHe Ha bonecta. MigeHTuduKaumnjata Ha MyATUNHUTE
PU3MK GAKTOPU KO LUTO pe3ynTMpaaT Co 3rosieMeHa TeHAeHUMja 3a TPoMbH03a
MMa BaXHa UMIMKALUMja 33 NAUNEHTUTE U HUBHUTE damunnnn.

KnyuHu 360posu: BTE, gonnep yntpa3syK. MynTunHu pu3smnk ¢axktopu

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 <128mmHg 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
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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 METs 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 ejection 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 requrgitant 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
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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
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SEMAGLUTIDEINHEART FAILUREWITHPRESERVED EJECTION
FRACTION: EVIDENCE FROM REAL WORLD DATA

M. Vidak, J. Cati¢, N. Pavlovi¢, 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.

Keywords: Heart failure, semaglutide, HFpEF
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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
2University Clinic for Toxicology
3University 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.

Objective: 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 (4,8q) 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, Sp0O2
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, p0O2 124,
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
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NON-SUSTAIN VENTRICULAR TACHYCARDIA AS A FIRST MAN-
IFESTATION 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. Identification 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 LVH. 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
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REVASCULARIZATION IN PATIENTS WITH MULTIVESSEL COR-
ONARY 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 PCl 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 (7t 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 PCl.

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
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ventricular systolic dysfunction, PClI 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,
PCl 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.

PEBACKYNAPU3AUMUJIA KAJ NALMUEHTU CO NOBERECAOHA
HOPOHAPHA APTEPUCKA bBOJIECT WU TEWKA JNEBO
BEHTPUKRYNIAPHA CUCTO/THA AUCOYHKUWNJA

C. An-baparoHu, K. CuMoHOBCKK, A. AHTOBCKU B. PncToBCKM,
P. MapKocKu, 3. JOBaHOBCKU

paacka onwTa 6onHUua ,8-mu Centempu — Ckonje”, PC MakegoHwja

BoBea: 3Ha4vaeH gen of NauMeHTUTe KOW Ce jaByBaaT CO aKYTHN KOPOHAPHMU
cnHapomm (AKC) umaat nosekecanosHa 6onect (MCKB). M nokpaj n3o6muncTeoTo
H3 KNWHWUYKN UCNUTYBaHa BO 0Baa 06/11aCT, HEKOMKY NPallaka BO BPCKA CO
npoueaypaTa Ha KOMMNMETHA PeBACKY/apun3aLnja OCTaHYBaaT HEOArOBOPEHM.
Bo 3HauuTeneH gen of naumeHTUTe CO aKyTHU KOPOHapHW cuHapomu (AKQC),
NAaToPU3NONOLLIKMOT MpoLeC Ha KOpOHapHa aptepucka 6onect (KAB) He e
OrpaHVYeH Ha efeH KpBeH caf, TYKy noBeKecadHa KOPOHApHAa apTepuCKa
6onect (MCKB) Moxe Aa ce Hajae Bo 50% oA cnydvauTe.

Uenn: Co HeogamHelwHuUTe CTyOMM HKOW ja MoOAAPHYBaaT KOpPUCTa o4
nepKyTaHaTa KopoHapHa uHTepseHunja (MKNI) Ha He-kannpuT ne3nja (HK/),
KOMMMeTHa peBackynapmsauyuja (KM) e noBp3aHa CO HaMasneH puU3MK o[
KOMMO3UTHN NCXOAMN NPefu3BUKaHU MaBHO 04 HaManeHuTe NocneaoBaTeiHn
peBacKkynapusaumn. ONTUMANHUOT TajMUHr 3@ TpeTMaH Ha HKJI, Kako u
A3 ce UAeHTUOUKYBAAT NMOASIOMHUTE Ne3Mn Ha WHTepBEeHUWja, Ce yLwiTe ce
npalwana 3a aebata. N NoKkpaj AoKasuTe WTO ja NoaapHyBaaT be3begHocTa
Ha oanoreHaTallK Kaj naumeHTn co AKC Bp3 0CHOBA Ha MeperaTa f4obneHn
04 NPUTUCOKOT, BEPOAOCTOjHOCTa Ha GM3MONOLIKATa NpoueHKa Ha HK/1 Bo
aKyTHaTa ¢a3a Ha AKC ce ywTe He e oePUHNPaHa.

MaTtepumjan: prKa3 Ha CNy4aj CO NAUMEHT CO TELLKa 1eBa BEHTPUKYIAPHA
ancdyHKumja (EF 20%) n cybakyTeH MUOKapAeH MHPAPKT CO OMNCTOjyBaYvKa
rpagHa 6onka (7-Mm geH o aKyTHMOT HACTaH) M HaManeHn Cpuesu

128



7. MaKeOoHCKM KoHrpec no Kapavonoruja

bruomapkepu, ynotpeba Ha FFR (dpakumoHaneH npotoKk) u OCT (onTuyka
KoXxepeHTHaToMorpadwmja) BoanY 33 04nydyBarke U NPeTnoyYnTare TPeTMaH
- KABI" nnu MNKN.

Metoan wn pesyntatu: OBOj anNCTPaKT MM CyMWpa HajHOBUTE [OKA3N 33
KOMMNNEeTHa peBacKkynapusaumja (KIM) Kaj oBaa noAarpyna Ha nauueHTn u
KPUTUYKKN MO OLEHYB3 KAMHUYKOTO 0A/1y4yBae BP3 OCHOB3 H3 MPOLEHKATa
Ha He-KannNpwuT nesmjata. HacokMTe NpenopavysBaaT onepauuja - KOPOHapeH
apTepuckm 6ajnac (KABIN Hag nepKyTaHa KOpOHapHa MHTepBeHuwja (NMKN) 3a
noBeKecaaHa 60/1ecT U TeLlKa NeBO BEHTPUKYN3pPHa CUCTONHA ANCHYHKUMja.
Cenak, ynotpebaTta Ha ofpefeHV AWjarHOCTUYKM MNEePKYTaHW KOPOHapHU
WHTEPBEHTHW npoueaypu Kako wTto ce FFR (ppakumoHaneH npotok) n OCT
(ONTUYKa KOoXepeHTHa ToMorpaduja) HE BOAN BO OOHECYBaH-ETO OANYKU U
npeTnoymntarse TpetmaH - KABI nnun NKN.

3akny4oK: Kaj nauneHT1Te Co NoBekecagoBHa KOPOHAPHa apTepucka 6onect
N TeLKa cUcTonHa AnchyHKLUNja Ha nesaTa KoMmopa, NKNe nosp3aH co noronem
PU3NK 04 MNOKapAeH NHDAPKT (Kaj OHME CO HEKOMMNETHa peBaCKyNapum3aymja)
N NOBTOpPEHa peBacKynapusaunja, a KAblfe noBp3aH co nMoronemM pusnkK of
MO304eH yaap.Kaj naumeHT co noBeKkecagoBHa KOPOHAPHA ApPTEPUCKA
6onect u Tewka LV cuctonHa anchyHkunja, MKW co noHoBa reHepaumja Ha
CTEeHTOBW, K3aj ABpaHn NaumeHTn, Moxe Aa buge npudativea anTepHaTUBA
Hag HABIT Kaj NauueHTU Kaj KoM e MOMHAa KOMIMJeTHa peBacKy/napu3aumnja.
(maBHaTa uUen e Aa ce gobue KOMM/IETHA peBacKynapusaunja Kaj NnauneHTu
CO NOBEKeCaHa KOPOH3pHa apTepUCKa BONECT M TELLKA 1eBO BEHTPUKYN3PHA
cucTonHa anchyHKLnja

Kny4yHu 360poBu: NCKB, KomnneTHa peBacKkynapusaunja, MKW, FFR, OCT.

SELECTIVE ANGIOGRAPHY OF THE IMA BEFORE CABG: FIND-
INGS, 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,
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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

CENEKTUBHA AHTMOMrPA®UJA HA IMA NPEA CABG: HAOAWU,
nPUAOBUBKU U PU3NLUN

C. CTaHucaB/meBUK

LlenTtap 3a Cpue Ceepo-WcToK, KnnHnKa 3a Kapguonoruja n AHronoruja,
Xenwnoc LLiBepvH, YHUBEP3UTETCKMOT KaMMNyC Ha MegUUNHCKMOT daKkynTeT
MCX, Xambypr, lepMmaHunja

BoBep: CenexkTnBHa NpegonepaTMBHa aHrmorpaduja e aedmHUTUBEH MeToq
33 NPOLIEHKA H3 @HATOMCKUTE BapPWjaHTX M NATONOLWKN NPOMeHN Ha IMA 1 Ha
TOj HA34YMH MOMXe A3 obe3bean KopucHu nHdopmaumm npeq CABG.

Metoaun:042012002020roanHaHanpaseHnce 12278KopoHapaHrunorpadujun,
592 naumeHTn pesyntupane co nHAnKaunja 3a CABG. M3BpLLeHa e ceneKkTnBHa
npegonepatMeBHa aHrnorpaduja Ha IMA Kaj 407 nauuneHTn. LIMA n RIMA 6ea
aHrnorpadupanm Kaj 208 naumeHtn. Camo LIMA b6ewwe aHrnorpaduja kaj 199
naumeHTn. Bo NpucycTBO Ha NOKa4YeH CepyMCKN KpeaTUHUH, KaOMOreH LUOK,
NPoaOMHEHO BpeMe Ha ¢nyopockonnja, aHrnorpadmjata Ha IMA He bewe
M3BpLUEHa Kaj 185 nauneHTn.3a Aa ce cnopefaTt KOMNYUHUTE H3 KOHTPAcTHO
CpeAcTBO M [4033Ta HA 3payere, naumeHTuTe 6ea nogeneHn Bo rpyna A co u
rpyna b 6e3 cenekTnBHa aHrnorpadunja Ha IMA. HMBOTO Ha KPeaTUHWUH npeg 1
No KOPOHApPHATa aHrunorpaduja bewe cnopegeHo BO rpynata A n BO rpynaTta
b, coogBeTHO.
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Pesyntatu: Bo oBaa ctyawnja, LIMA abHopmManHocTn 6ea 3abenexaHn BO
1,72% op cnyyvante n RIMA abHopmanHocTn Bo 1,92%. Kaj naumeHTUTe Kaj
Kon e umsspweHa IMA aHrnorpadmnja, NoTpebHa e NoronemMa [033KOHTPACT,
HO 3rofiemMyBare Ha KpeaTMHWHOT no IMA aHrnorpaduja He e 3abenersaHo.
[JononHNTeNHO, CeNeKTUBHOTO aHrnmorpadpupare Ha IMA He belle NOBP3aHO
CO 3H34YUTEsTHO 3ro/IeMeHa 4033 Ha 3payerse.

3aKNy4YoK: Moxe [a ce 33aKNy4M [OeKa CeNeKTUBHOTO aHrnorpandupame
Ha IMA e 6e36egHa npouenypa. PYTUHCKMOT CKPUHMHC 33 QHOManunM Ha
IMA wnu cteHo3n npen CABG Kako gen oA AWjarHOCTUYKATa KOPOHApHa
aHrnorpaduja Moxe 4a cnpeym NoTeHUMjanHo KaTacTpodanH1 KOMNAMKaLUN
KOW Npon3neryBsaar o4 MHcybuumneHumja Ha IMA KaKo LWTo e nepuonepaTuseH
MWOKapaeH MHPAPKT.

Kny4yHu 360poBu: aHrnoxmpypruja, UABI, Tepanuckmn npuctan

PERICARDITIS, ACUTE TO CHRONIC - A CHALLENGE FOR
THERAPY.

T. Konjanovski, B. Murtezani, |. Bojovski, A. Chelikic,
E. Srbinovska-Kostovska

University 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: A44-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
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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.

NEPURAPAUTUC, AKYTEH OO0 XPOHWYEH-TEPAMNEBTCKU
NnPEAN3BUK

T. KowbaHoBcKM, 6. MypTe3aHnu, V. BojoBckn, A. Yenukumk,
E. CpbrnHoBCKa-KOCTOBCKA

YHuBep3uTeTcka KnnHmMKa 3a Kapavonoruja- Cronje, P.C. MakeaoHuja

BoBea: [ep1KapgHUOT U31B e MegULIMHCKA COCTOj6a LUTO Ce KapaKTepu3unpa
CO aKyMmynaumja Ha TeYHOCT OKOMy cpueTo. MepuKkapauTMCOT MOMe A3 MMa
noseke MPUYUHUTENW, BKAYYUTENHO WHPeEeKunja u BocnaneHve. Hue ro
npeseHTMpame CNy4ajoT Ha 44 roavLwHAa NAUVEHTK], Kaj Koja ce jaBnna rpagHa
HenarogHoCT n cpuebuere N Kaj Koja belwe AWjarHOCTUUMPAH NepuKapaeH
n3nme. NocebeH 0CBEPT € CTaBEH H3 HEj3UHNOT KNNHUYKN TEK U TPETMAH.

Len: LlenTa Ha 0BOj NP1KAa3 Ha CNy4aj € Aa ja OnuLLIe KNHWUYKATa MaHndecTauuja,
ANjarHOCTUYKMOT npouec, TPETMaHOT, K3KOo W cnefeHeTo Ha MauueHT co
NnepuKapaeH W3IvB, HarnacyBajkM rn nocneguuutTe Ha MOBTOPYBAYKMOT
nepuKapaeH U3nus.

MpuKas Ha cnyyvaj: 44 roguwHa nNauneHTKa ce jaByBa Ha KNWHWMKATa 3a
Kapgwonornja co rpagHa HenarogHocT u cpuebunerse. ExorkapanorpadpcrmoT
Hao[ NOKayBa 3Ha4YaeH NepuKapaeH U3/IMB CO rofIeMNHA 04 23 MM 334 eCHa
KOMOP3, 26 MM NOCTEPUOPHO N 33 MM 334 AeCHa NPeAKOMOPa, YKarKyBajKu Ha
NoTeHUMjanHa TamnoHaaa. J1abopaTopuCKnTe aHaNM3M MNOKaXKaa HOPMasHu
BpeaHocTn Ha CRP, MeryToa MOKaYyeHu BPeaHOCTM Ha feykouuTtn 15.5, co
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HeyTpodunn 71.7% wn numoboumtn 20.6%, OCTaHaTaTUTE N3aboPaTOPUCKM
aHanNM3n 6ea BO HOPMANHW rPaHULM.

MaumeHTKaTa bewe xocnuTanuavpaHa Ha oggen 33 EVIKH, Kage 6ea
eBakympaHn 1350 Mn. NnepukapgHa TeYHOCT NPBUOT AeH 1 150 mn. BTOpUoT
AeH. UuTonowKknte aHanu3u rMOKaraa rpaHynoMaTto3eH WHdNamaTopeH
eKcyaaT. MuKkpobmnonowkntTe aHanusn 6ea HeraTuBHU. [lauymeHTKaTa bewe
TpeTupaHa Cco ABOjHa WHTPABEHCKa aHTMOBWOTCKA Tepanuja, AeKCaMeTa3oH
N AuKknodeHaKk. KOHTpONHUTE exokapauorpadun noKamaa peaykuuvja Ha
nepuKapaHnoT N3NuB.

Mocne Tpwm Meceuwn, nNaUMEHTKATa Ce jaBW HA PYTUHCKA KOHTPONa,
E€XOKapANorpadCKMOT HAoA4 TMOK3aKa BOWYBakE HA MNEPUKAPOHNOT
n3nue. Jleykountute 6ea NoKadeHn co BpedHocT o 11.1, ocTtaHaTaTuTe
nabopaTtopuckmn aHanmsm 6ea Bo HOPManHu rpaHmun. 400 MA XeMoparnyHa
NepuvKapAHa TeYHOCT Helle eBaKkyMpaHa NpBUOT AeH 04 XOCMUTaNeH NpecToj
n gononHutenHn 400 Mn 6ea eBakynpaHn BTOPUOT AeH. MNauneHTKaTa belle
NOCTaBEHaHATEPanumjaco KONXULNH,AMKN0PEHaK, 4eKCAMETa30H, PyKOHA30N
N 0BOjHA MHTPABEHCKA aHTMBMOTCKA Tepanuja. Ha yeTupuHaeceTnoT AeH o4
XOCNUTANTHMNOT NMPEeCToj, eEXOKapANOrpadCKNUOT HA0A NOKaXKa LMpKyMdbepeHTeH
nepuKapaeH U3nmBe Co rofieMnHa o 1-3MM BO AwnjacTona. Ha KOHTPOAHWOT
nperneg nocne 6 meceuu, NAUMEHTKATa 6elle acMMNTOMATCKa, MeryToa Ha
€XOKapAnorpadCKMOT HAaoA Nep3nUCTUPaLLe XPOHUYEH NEPUKApPAEH U3/IMB CO
MaKcuMarHa rofieMnHa og 7MM No3agu AecHa KoMopa.

3aKny4voK: MNoBTOPYBAYKMOT MNepUKapAEH N3NUB MpeTcTaByBa ANjarHOCTUYKN
N TepaneBTCKN Npean3suK. OBOj NPUKAa3 HAa CNYy4Yaj rO NOKaXyBa 3HAYEHETO Ha
PaHaTa AWjarHo3a, CO0ABETHNOT TPETMAaH U 4eTaNHOTO cnefeHe BO NpouecoT
Ha MeHalMpaHe Ha oBue C/y4van.

KnyyHu 360poBu: NepukapaeH M31vB, MOBTOPYBAYKU MepuKapaeH W3nus,
rPaHy/IOMaTO3HO BOCNaneHme.

HYPERTROPHIC CARDIOMYOPATHY COMPLICATED BY MAS-
SIVE PULMONARY EMBOLISM

T. Milunovikj?, A. M. Taseva Vasileva?, M. Klincheva?, Zh. Mitrev?

! Faculty of Medical Sciences, “Goce Delchev” University, Shtip, North
Macedonia,
2 PzU 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
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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 @ 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
anticoaqgulant 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. Ilieva3, D. Cvetkovski3, M. Naumovska?3,
B. Pocesta?

! Faculty of Medical Sciences, Department of Physiology, University of
Tetova, North Macedonia

2 Faculty of Medical Sciences, Department of Pathophysiology, University of
Tetova, North Macedonia

3 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
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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
ecq 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 ecqg 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. Maney, E. Grueva, |. 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
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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 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?, G. 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: A 65-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 pmol/L, D dimers 5000ng/
mL. Lower extremity ultrasound revealed a large thrombus in the femoral
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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 anticoaqulation 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

ARYTEH MNOKAPLOEH UHOAPKT KAJ NAUUEHT CO
XEMOOU/TNJIA A

A. Hukonocka-AHrenecka, M. Pa3sMmocka, E. HoBadecKka-baluypocka,
H. Bakpayecku, J. JoBaHockn, C. Tynape, [l. MaH4yeBCKM, b. Munaymk,
. Paamocku

Cneuwnjanu3npaHa 601HNLA 33 KApAMOBACKYapHW 3360nyBaHa, Oxpug,
P.C.MaKefoHuvja

BoBepn: Xemodunnja A e X-Bp3aHO peLecnBHO HacneqHo 3abonyBare Koe ce
KapaKTepun3npa Co KoHreHuTaneH gedbnumt Ha ¢artop VIl n ce maHndpecTmpa
CO NPONOHMMPAHO NN EKLECUBHO KpBapere, 6110 CNOHTAHO NN CEKYHAIPHO
nocne Tpayma. ®yHKUMjaTa Ha TpoMbBOoLMTUTE € HOPManHa. KNMHWYKaTa cNnKa
Kopenunpa co HMBOTO Ha dakrTop VIII, TewKka popmMa MMa KOra KOHUEHTpaumjaTa
e <1%, ymepeHa dopma of 1-5% wn necHa popma >5% of HOpManNHUTe
BpeaHocTn Ha dakTop VIII.

MpUKa3 Ha cNUnYaj: 67 rognLIeH NAUNEHT CO TeWwKa $opma Ha xemodunmja
A, Koj npuma pekoMbuHaHTeH ¢akTop VIII nopagn nponoHrupaHu nocne
TPaymMa, KaKO W CMNOHTaHW KpBapewe [OOMWHAHTHO BO 3rnobosu. [lpeg
8 Meceun nNauWeHTOT noA/eelle Ha eNeKTUBHA KopoHaporpadmuja co
nHTepseHunja PTCA/Stenting RCAdist et RCAmid. MNpeg 1 NOCTUHTEPBEHTHO
OpaAVHNPaH peKoMbuHaHTeH ¢akTop VIII No MpOTOKON M NpOAONMHEHO CO
OBOjHa aHTMarperaHTHa Tepanuja, 100mMr ASA n 75mr Clopidogrel. MNpeg 2
Meceun NPEeKMHaTa [BOjHaTa aHTuarperaHTHa Tepannjanopagu CNoHTaHO
KpBapehe BO KoseHo. NauneHToT NpMMeH BO MHTEH3MBHA Hera Kako NSTEMI
CO MOKa4yeHn BpegHocTM Ha HS Troponin | - 617. MNMocTtaBeH H3a MOHUTOPHI
M MO HaMpaBeHa KOHCyNTauunja co TpaHcdysmonor opanHupaHu ce 50IE/kg
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pekomMbuHaHTeH dakTop VI, 50001E UFH, Kako v OBOjHa aHTUArperaHTHa
Tepanuja co 300mr ASA n 600Mr Clopidogrel. MocnegosaTenHo NpUcTaneHo
€ KOH [AWjarHOCTUYKa KopoHaporpadwuja, co Haog: LADost,prox-95-99%;
LCxdist-90-95% M NpoAoMKeHO KOH WHTepBeHumja: PTCA/Stenting LAD.
BtopaTta go3a Ha pekomMbuHaHTeH ¢aktop VIII co 251E/kg opanHMpaHa e
12 yaca nocne uHTeBeHUMja. VIHTEPBEHTHMOT W MOCTUMHTEPBEHTHUOT TeK
NoMMHaa 6e3 KpBapeyKM KOMMAMKaumu. MaunmeHToT MCNULWAaH CO ABOjHa
aHTMarperHTHa Tepanuja, ASA 100Mr n Clopidogrel 75mg. Ha KoHTponeH
npernea nocne efeH Mecey UWMEHTOT He MpuWjaBW CNOHTAHW KpBapeHa.
MpogoneHo co BeKe opaVHMPaHaTa Tepanuja.

3aKkny4oK: OANCKYYUTENNTHa BarKHOCT EMHANBMAYANEHUMYNTUANCUMNIUHAPEH
NPUCTan, KaKo 1 pU3nK-beHedUT KaNKynNaunja og opavHMPaAHATa Tepanuja Kaj
NaumeHTn co KomopbuanTeTn.

Kny4yHu 360poBu: MMoKapaeH NHbapKT, xeModunnja, ncxogm

ACUTE MYOCARDIAL INFARCTION IN PATIENT WITH
HEMOPHILIA A

A. Nikoloska-Angeleska, M. Razmoska, E. Kovaceska-Basuroska,
J. Jovanoski, S. Tupare, D. Mancevski, B. Milacic, 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
VIl 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 VlIl 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 I-617. Prior to
the diagnostic coronarography we made consultation with transfusiology
specialist and therefore he was administrated with 50I€/kg recombinant
factor VIII, 5000l€ 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
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intervention: PTCA/Stenting LAD. The second dose of recombinant factor VIl
(251€/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, I. 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 requrgitation, 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 anticoaqulation 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
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the patient was put under rivaroxaban 15 mg 2x1 for 3 weeks and then
rivaroxaban 20 mqg 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 VCI filters should be concerned.

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

BENOAPOBHA TPOMBEMBOJ/INJA WU AONABOKA BEHCKA
TPOMBO3A KAJ NAUUEHT CO KPOH-OBA BOJIECT- NPUKA3
HA C/1IYHAJ

A. fo6jaHu, b. JumnTpoBcKa, T. KomaHoBCKNY, E. BpajHKo,
W. boreBcKa, [. NeTKkocka, ®. ApHayaoBa

YHMBEP3UTETCKA KNMHNKA 33 Kapauonorija, Ckonje.

BoBea: KpoHoBaTa 6onect (Kb) e BMAg Ha BocnanuTenHa 60/1ecT Ha LpeBaTa
(IBD), MyNnTUCUCTEMCKO HapyLLyBare Co 3a$aTeHOCT Ha raCTPOUHTECTUHANHNOT
TpakT. OBMe NaumeHTn NMaaT 3-4 NaTh NoronemM puU3mnK 33 TPOM60eMOONNYHN
HaCcTaHu BO cnopeaba co HopManHaTa nonynauyunja. CMpTHOCTA Kaj NauueHTuTe
co Kb Kow passuBaat [OBT wu TE e okony 15%, a NoBTOpPyBakeTO Ha
enn3opaaTta Ha [IBT e B1ucoKa (2,5 natu noronema og nauuneHtute 6e3 NbM). Bo
0BOj NMPWKAa3 Ha C/ly4aj e NpeTCcTaBeHa NaumMeHTKa co no3HaTa Kb Koja pa3suna
perypeHTHa OBT n MNTE.

Len: [la ce onuwe BarKHOCTa Ha paHaTa AWMjarHO3a 1 ynpasyBareTo co ABT
n NTE Kaj naumeHT co KpoHoBa bonecT.

MpuKas Ha cny4aj: HeHa Ha 67 roanHW ce jaBu BO ypreHTa ambynaHTa co
AncnHeanbunatepaneHOTOKHAaHO3eTeCONCTOPUjaHAaPTEePUCKAXUNEPTEH3N)a,
M. KpoH, cocTojba no anaboka BeHcKka TpoMb03a. JlabopaTopuckute Haoau
OTKPMja BUCOKa cTanka Ha [A-Aumep (40000). BegHaw belwe HanpaseHa
exXoKapanorpadunja 1 NOKarKa NPOLUMPEHa AECH3 KOMOPA CO 1eBa KOMOPA BO
$opmMa Ha D, TpuKycnmaanHa perypriTaumja, 4ONHa Wynanea BEHa NPOLLMPEHa
CO HaoA cycneKTeH 3a MNTE. MaymeHToT 61N NpUMEH Ha 044eN10T 38 UHTEH3UBHA
Hera. bewe HanpaseHa KT aHrmnorpaduja Ha 6enn apoboBM CO HA0 33 MacnBEH
NyNMOHaneH TpoMbeMb013am COo jaBa4km TPOMO BO MY/IMOHANTHUOT TPYHKYC
KOj Ce nNpoTera BO AeCcHaTta W nesaTta ny/lMOHanHa apTepuja. Kaj naumHeTKaTa
bewe opaANHUPAHA GUBPUHONNTUYHAE W AHTUKOAryNaHTHa Tepanwja. bewe
HanpaBeHa gonnep yNTpacoHorpadmja Ha AONHUTE EKCTPEMUTETM CO Haopq
33 OKNy3MBeH TpOMb Ha nonnuTeanHa aptepwnja. KoHTponHu a-gumepun 6ea
7528, 0OAEKa KOHTPONHAaTa exokapanorpaduja noKama cpuesm KOMOpU CO
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HOpPManHa rofieM1Ha CO HOPMasnHa BEHTPUKyNapHa ¢yHKuMja. Ha wectnot
AeH oA, TPeTMaHOT, NauneHToT belle NocTaBeH Ha Tepannja co rivaroxabanls
mqg 2x1 3a 3 Hegenu, a noToa rivaroxaban 20 mg 1x1.

3akny4oK: [IBT n MNTE ce MHOry Yectu Kaj naumeHTn co UB n MHOry e Ba*HO
A3 ce coMHeBaMe 6MAEjKN paHaTa [MjarHO33a MOXKe O3 ro Cnacu KMBOTOT
Ha nauyweHTuTe. Haj NaumeHTM CO MacuMBHA MYy/IMOHaNHa TpomMbembonnja
CO XeMOAWHAMCKa HecTabuHOCT e WHAUUMPaHA TPOMOONUTUYHE W
3aHTMKOArynaHTHa Tepanuja, Kako W AO0NroroAviHa nNpodUNakTU4Ha
aHTMKOArynaHTHa Tepanuja. MNpu WTO BO ogpeAeHn Ciy4aun rnocatyBare Ha
BEeHa KaBa ¢punTtepe oa TepaneBTCKN n360p.

KnyyHu 360poBu: M. KpoH, [naboka BeHCKa Tpomb033, 6enoapobHa
Tpombembonunja

UNRECOGNIZED BACTERIAL ENDOCARDITIS - A CAUSE OF
CEREBRAL HEMORRHAGE

A. Taseva Vasileva?l, T. Milunovic?, M. Klincheva?, Zh. Mitrev?

! Faculty of Medical Sciences, “Goce Delchev” University, Shtip, North
Macedonia,
2PZU 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
anticoaqulant 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 reqgurgitation, 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
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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

HEMNPENO3HAEH BAKTEPUCKUN EHAOKAPOUTUC - NPUYUNHA
3A LEPEBPA/THA XEMOPAIMrnJA

A. TaceBa Bacunesa?, T. MunyHoBuK!, M. KnnHyeBa?, -.Mutpes?

L ®aKkynTeT 33 MegULMHCKN HayKK, YHuBep3uTeT ,loue Oendes”, LUTunn,
CeBepHa MakeaoHwja,

2M3Y MaH Mutpes KnnHuka, Cronje, CeBepHa MakeaoHuja

BoBepa: VIHPEKTUBHMOT eHOOKApAUTUC e MHOEKUNja CO BUCOK MOpBUaNTET 1
MOPTANUTET, NOBP33HA CO CEPUMO3HN KOMMANKALMMN.

LlenTa Ha OBOj MNPUKa3 Ha CNy4aj € [a ja MNOKaKeMeBaXKHOCTa of
HaBpeMeHaTa AnjarHo3a Ha H6AKTePUCKUOT eHAOKApAUTUC, KaKo U eaHa of
KOHTPaUHAMKALMWUTE HA aHTUKOAryNaHTHaTa Tepanuja.

MaTtepujanu u meToau: Max Ha 63 roanLLIHA BO3PACT, 6€3 KapanoBaCKyNapHU
KoMOpbuanTeTn, OEe30pUEeHTUPaH M KOHY3eH, CO NOoAATOK 33 [AEeHTanHa
WMHTEpBEHUNja npea ABa Meceum Nocne Koja AoXKuMBean Mo304eH yaap, 4oara
Ha Kapauonowku nperneq. auMeHToT 3eman aueHOKyMapon Mo Lema
nopaan NpeTrnocTaBKa [eKa WUMan aTpujanHa eubpunaumja Kako npuYMHa
33 MO30YHUWOT yaap. HanpaseHu ce NabopaTOpPUCKN aHANU3W, XEMOKYNTYP3,
exoxkapanorpadunja, MarHeTHa pe3oHaHua Ha cpue n MCKT Ha MO30kK.

Pe3yntatu: TpaHCTOPaKanHaTa exoKkapanorpadmnja NoKkara TelwKa MUTPanHa
CTeHO03a CO YMEepeHa MWTPanHa Pperyprutaunja, CyCcrnekTHa BereTaunja
Ha nNpegHVNOT MuTpaneH Kycnuc. 256-MCHT Ha MO30K MOKaxa CybaKyTHU
NOCTUCXEMUCKM ne3un 1 uepebpanHa xemoparuvja. JlabopaTopuckuTe
aHanu3n 6ea BO MNpUNOr Ha 3ronemMeHn WHPEeKTUBHM Mapkepu (LIPM-
71,8 mg/l). XemorkynTypaTa bewe no3uTMBHA Ha Streptococcus viridans.
MarHeTHaTa pe30HaHU3d Ha cpue NoTBpAauM KOMbBMHMPaHa MUTPanHa bonecr,
WCKAYYM NPUCYCTBO Ha TPOMBMU. Mocne aHTMOBNOTCKA Tepanunja 338 6aKTePUCKN
€HOOKapAUTUC N CaHMPAHO MO304HO KPBapeH-e, Kaj NaLMeHToT belle HanpaBeHa
3aMeHa Ha MUTPANHAaTa BanByna co 6MONOLWKA npoTe3a. MNocTtonepaTMBHUOT
TEeK NOMUHA 6€3 KoMNIMKaumK. MNauneHTOT e aCUMMNTOMATCKM 2 rO4MHU NoCne
onepauuja.
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3aKNY4YOK: BaKTepUCKNOT eHOOKapANUTUC e eaHa o4 NPUYMHUTE 33 MO304eH
yAap. TeMenHa aHaMHe3a M COOABETHa [AMjarHOCTUKA Ce HeonxodHW 33
HaBpeMeHa [ujarHo3a U MpeBeHUMja Ha KOMMAMKauum of 6aKTepuckm
eHaoKapanTuC.

Kny4yHu 360poBuU: MHPEKTUBEH €HOOKapAUTUC, uepebpanHa Xemoparuja,
Streptococcus viridans, MUTpanHa cTeHo3a

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, N. Hadzi-Nikolova Alcinova,
B. Pocesta, L. Poposka

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
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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 s 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. Maney, S. Paljoskovska Jordanova, F. Arnaudova,
D. Petkovska, I. Vasilev, 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 vein. 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 anticoaqulation therapy.

144



7. MaKeOoHCKM KoHrpec no Kapavonoruja

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 PCl 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.
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Description: Our case is an81-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?, H. Leskaroska3

! PHI Diagnostic Centre-Skopje,
2 University Clinic of Cardiology, Skopje,
3 PHI Dr Hristina

Introduction: Inadequate anticoaqulation 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 anticoaqgulation
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
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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(£0.25). Only 13% of the
patients had TTR >70%, inadequately anticoaqulated patients were 87%
(62.5% female). The lowest INR values were recorded in spring 2.05(+0.68)
and summer 2.03(x0.69), and the highest in autumn 2.3(£1.03) and winter
2.25(£0.88). 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. Kitanoski, 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 (PCl) 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 (PCl) was performed,
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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 PCl procedure.

Post-PCl 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 PCl 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
anticoaqulation 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 THV
baloon expandable valves. All of the cases were performed without coronary
protection ((coronary protection was not advised by the manufacturer). All of
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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 quidelines for TAVR (Optimal
anticoaqgulation 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 anticoaqulation strategies following ViV TAVR have not yet been
elucidated.

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

HAWLWU WUCKYCTBA CO (VALVE IN VALVE) TPAHCKATETEP
3AMEHA HA AOPTHA BANBYJIA KAJ AUCOYHKUWUOHANHU
XUPYPWHKWU 3AMEHETU BANIBY/IN

B. AMnoBa-coKkonos, H. Xpuctos, V. HewwKkoscKkuy, . Mutpes
HaH MuTtpes KnnHuka, Ckonje. PC MaKkeoHwWja

Bo TeKOT Ha U3MWMHATATa AeueHnja ynotpebata Ha 6NONPOTETCKN XMPYPLLKK
npoTe3n Ha aopTHaTa Baneyna (SAVR) nocTojaHo ce 3ronemMyBa Kaj NyreTo Ha
BO3pacT o4 50-70 roanHn .0BOj TpeHA e NOTTUKHAT 04 #enbaTa Aa ce nsberHe
[0NropoYHa aHTUKOAryauwnja n pa3sojoT Ha HOBW OMNUWK 3@ MePKYTaH TPeTMaH
33 BanBynapHa cpuesa bonect. BMonpoTeTUYKUTE BanBYNM O CErawiHaTa
reHepaumja OCTaHyBaaT CH/IOHW KOH AereHepaumja Ha BansyniaTa U MMaar
onpefeneH BeK Ha TpajHocT. OBa UMa 3HaYUTENHN UMMNIVKALUN 38 NOM134aTa
nonynaumja co HU30K PU3UK YNj MUBOTEH BEK MOMe O3 ro HagMWHe OHOj Ha
NPBO UMMNI3HTUPAHAaTa 6BUONPOCTETCKA BaNBy/a ./IakonoBTOPHATA XMPYPLLKA
3aMeHa Baxu CeyLUTe 33 3N1aTeH CTaHAapA 38 TPETMaH Ha ANCPYHKLUNOHAMHUTE
XUPYPLUKN BANBYAWU, TPAHCKATETEPCKaTa 3aMeHa Ha aopTHa Bansyna (TAVR)
valve in valve (ViV) ce nojaBn Kako oCcTBapnvBa, NOMasnKky MHBA3nBHA ONUWja
CO noTeHuujan 33 nogobpeH KpaTKOPOYeH MOpPbMAUTET W CMPTHOCT, HO €
ogobpeHa camo og FDA 33 NaumMeHTn Co BUCOK XMPYPLUKN PU3MK 33 NOBTOPHA
onepaumja.Bo 0Baa Npunnka v cakane aAa ro CnofennuMe HalumTe A0oCeraLlHu
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WNCKYCTBA 33 C/Tly4aun Ha KNMHMYKM ncxogu nosp3aHu co ViV TAVR cnegenHn Bo
nepuog og eaHa roguvHa no UMNIaHTaymjaTa.

[MpwrKa3 Ha cnyyaun: Bo HaweTo 3-roguHoO UCKYCTBO €O npouenypata TAVR u
noseKke oA 50 BrpafeHn TpPaHCKaTeTEPCKMN BanByu, HanpaBmBMe 4 npoueaypu
(TAVR) valve in valve. Cute npouenypu 6ea M3BpLUEHN CO KOPUCTEHE Ha
Meril Life Sciences Pvt. BanoH ekcanHAMpaykn Bansynn.Cute 4 npouenypu
6ea paboTeHn 6e3 KOpPOHapHa NpoTeKumja (UcTaTa He belle npenoMeHa
o4 npoun3soauTenoT).Bo HMedeH oA cnyvamTe Mo MHTepBeHUWjaTa He bewe
OETEeKTUPaHa 3Ha4MTenHa BaNBYN3pHa peryprutaumja HUTY Tpomb03a Ha
BanBynaTa BO Nepuon of efHa rogvHa no mMnnaHtaywjata. Cute nauymeHTu
3eMane eguHeYHa aHTUTpoMbouuTHa Tepanwuja Mo npoueaypata crnopeg
HeofaMHeLUHUTe yNaTCTBa 33 TpeTMaH Ha nauueHTuTe co TAVR (OnTuManHuTe
aHTUKOArynaumoHu ctpaterum no ViV TAVR cé ywiTe He ce 06jaBeHW.)

HWTy egeH o4 NaumMeHTUTe He 3eMan opaniHn aHTMKoarynaHcu (OAK) og apyru
NPUYMHU(HE NOBP3aHWN CO MMMNAHTauMjaTa Ha BansynaTta. CaMo 1 nauuneHT e
NOBTOPHO MpUMEH BO 60MHMLA 2 Meceuy Mo npoueaypaTta nopaav Cpuesa
[eKOMMeH3aL1ja Koja HacTaHana nopaan HenpuapHyBaHe Ha NALMEHTOT KOH
npenopayaHaTa Tepanuja.

3aK/y4oK: 3aMeHa Ha aopTHATa BanBynia CO TpaHcKaTeTep valve in valve
(ViV TAVR) e ocTBapnivBa, NOManky WHBA3MBHa OMNUMj@ 3@ NauUMeHTn
COANCOYHKUNOHANHMN XUPYPLUKM 33MeHeTV Bansynn, cCO MoTeHUujan 3a
noaobpeH KpaTKopodeH MOpbMANTET U MOPTANUTET BO cnopeaba co NOBTOPHA
XMPYPLUKA 3aMeHa Ha aopTHaTa Basney/a. PU3MKOT 04 KOpOHapHa OncTpyKLnja
MOMe O3 ce ybnasn co BHMMATeNIHO npeanpoueaypanHo nnaHvpawe Ha KT
1 ynoTpeba Ha TEXHMKN, KAKO LUTO Ce CTeHTUpaHe co Hypkay nnun BASILICA.
OnNTUManHWUTe aHTUKoarynaumoHu ctpaterum no ViV TAVR ce ywTe He ce
pasjacHeTwn.

Hnquu 360POBVI: BanByna BO BaNBy/na MHTEpBEHUMWN H3 AOPTHA BaANBYyANQg,
dOpTHA CTeHO03a, ncxogn.
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PRIMARY ENDOVASCULAR INTERVENTION OF ACUTE MESEN-
TERIC ISCHEMIA PERFORMED THROUGH AN ANTEROGRADE
TRANS RADIAL APPROACH

G. Kamceva Mihailova, S. Nikoloy, R. Trajkovska, A. Serafimoy,
M. Jovey, B. Vasiley, 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

NPUMAPHA EHAOOBACKY/NNIAPHA UHTEPBEHLUWJA HA
AKYTHA ME3EHTEPUYHA UCXEMUJA U3BEOEHA NPERY
AHTEPOrPAAEH TPAHCPAOQAWUJANEH NPUCTAN

r. KamuyeBa Muxauwnosa, C. Hukonos, P. TpajkoBcka, A. Cepadunmos,
M. Joses, b. Bacunes, C. JopgaHosa, M. Ca3gos, T. Houes

Oppen 33 Kapguonoruja, KnuHnyka 6onHuya-LUTtmn, P. CeBepHa MaKkegoHwja

BoBepn: AKyTHaTa Me3eHTepuwjanHa mcxemnja (AMU) e peTHO HapyllyBame
AePUHMPAHO KaAKOHEeHa[ejHO HaManyBake WM MPEKMHYBake Ha MPOTOKOT
Ha KpB BO upeBaTta. Co 3roieMyBarbeTO Ha NPOCEYHUOT MUBOTEH BeK, AMU
NPeTCcTaByBa efeH 04 Haj3arpo3yBadKkMTe ab4oMUHANHM COCTOj6U Kaj NOCTapn
nauneHTn. Hajyecta npuumHa 3a AMW e aKyTHa cynepuopHa eMb6onnja Ha
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Me3eHTepu4yHa apTepuja CoO CTanka Ha jaByBawe o4 40-50%.[1puKa3 Ha
cny4aj. Co KoH3WMjapHa ofJ/lyKa 3@ UTHa eHA0BAaCKy/1apHa MHTEPBEHLUMja Ha
85--roAnNLLIHa *eHa Co aKyTHa Me3eHTepUYHa UCXeMINj3, NPERY TpaHCpaanjaneH
npUcTan ce nocTaBwja ABa CTeHT3, e4HUOT BO jejyHanHaTta u OpyrnoT BO
WNeanHaTa rpaHKka, nocse WwTo ce Aobn ognnyeH pe3ynTaT Ha NPOTOKOT HU3
ABeTe rPaHKM Ha rOpHAaTa Me3eHTepUYHa apTepuja.

3akny4oK: KajnaumeHTtn co AMW, HoBuTe TpeHA0BM 63apaaT eHA0BaCKY/IapHNOT
TpeTMaH Aaa buae NpB U360p 3a TPeTMaH BO crnopeaba co 0TBOPEHAa XMPYPLLKA
peBackynapusaumja u pecekunja. OBOj NPUKa3 Ha CNy4aj MOKaXKyBa [eKa
€H0BACKYNapHMWOT nMpuUcTan wu3BedeH 0 CTPaHa HA WHTEepPBEHTHUTe
Kapanono3n - 33 pa3NnMKa of OTBOPeHaTa ornepaunja - He C€amo LWTOo
O0BO3MOMYBa 3 Ce peBacKy/apu3npaaT nes3nn Ha rnasHOTO cTebno, HO UCTO
TaKa MOXe [1a ja 0/1eCHaT peBaCKyNapm3aumjaTa u Ha CTPAHUYHUTE MPaHKW.

Kny4yHu 360poBU: aKyTHa Me3eHTepujanHa nUcxemuja, peBacKynapu3aumja,
TpoMb0oacnnpaunja,ropHa Me3eHTepnjasiHa apTepuja.

TREATMENT OF SUBCLAVIAN STEAL SYNDROME WITH PER-
CUTANEOUS TRANSLUMINAL ANGIOPLASTY: CASE REPORT

D. Razmoski, N. Bakracheski, B. Stefanoski, D. Mancheski, S. Mitreski,
€. 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
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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
reqular 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

TPETMAH HA SUBCLAVIAN STEALSYNDROME CO NMEPKYTAHA
TPAHCNYMUHANHA AHTUOMNTACTUKA: NMPUKA3 HA C/1IYHAJ

A. Pa3mocku, H. bakpayeckn, b. CtedaHockn, [l. MaH4ecKu,
C. Mutpecku, E. KoBa4vecka

CneumjanHa 60nHMLA 338 KApAMOBACKyYapHKU 3a6onyeamwa, Oxpua, PC
MakegoHuja

BoBep: Subclavian steal syndrome (SSS) e penatmBHo peTKa coctojb6a Koja
€ pe3ynTaT Ha OK/y3nja HacybknasujanHata apTepuja MNPOKCUMANHO of
n3ne30T Ha BepTebpanHaTta apTepuja. OBa Nnpean3BnKyBa 06paTHa HACOKA Ha
NPOTOKOT Ha KPB BO BepTebpanHaTta apTepwja, WTO AoBeAyBa A0 CUMMTOMMU
Ha BepTebpob6a3nnapHa MHCyGUUNEHUNja N UCXEMUja H3 FOPHUN EKCTPEMUTETM.

MeToan n matepujanu: MNMaymeHTKa Ha 64 roguLLHa BO3pacT belle NpUMeHa BO
HawaTa 601HNLA CO BPTOrNaBnLa 1 KNayanKaLnja Ha eB ropeH eKCTpeMnTeT.
MocToelwe pasnnka BO NputucoumTe nomery asete paue. Ha Konop gonnep
YNTPA3BYK Ce NOKaa CyCrNeKTHa OK/y3Kja Ha neBaTa cybKrnaBnjanHa apTepuja
1 Taa bewe ynaTteHa Ha aHrmorpaduja. KopoHapHa aHrnorpaduja oTKpu nesunja
Ha NeBaTa NpefHa AecueHOeHTHa apTepuja, U NPOLOHMBME CO CTEHTUPAHE.
AHrnorpadnjata NoOKaxKa HOPManNeH NPOTOK HU3 K3aPOTUAHWUTE apTepTuM u
OK/y3Kja Ha NeBaTa CybKIaBuWjanHa apTepuja, n 0b6paTeH NPOTOK 04 OeCHATa
BepTebpanHa KoH nesaTa BepTebpanHa aptepuja.M3bpaBme eHO0OBaCKyNapeH
TpeTMaH Ha 0Baa ne3nja, Na HKopucTteBMe 6bunatepaneH npuctan, oA
AecHaTa 3aegHN4Ka pemopanHa apTepuvja n o nesaTa paawjanHa apTepuja.
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Kopuctesne 6Fr JR4 Bogeykn kateTpu. Co nogapLuka Ha NaviCros KaTteTtep, co
xvapodunHa 0,035" *Mua ja NnpeMnHaBMe OKy3mjaTa. MNocne 103, ycnewHo
j@ eKCTEePHaNMCMpaBeM HMLUATa 04 aHTErPaAHNOT BO PETPOrPagHNOT KaTeTep
N NpoaoMKMBME CO NpeaunaTtaumja, kopuctejkn 4.0x60MM 1 5,0x60 6anoH
KaTeTpw. JunaTtaumjata co 6anoH ro BpaTv NPOTOKOT HN3 apTepnjaTta, Ho ceyLlTe
0CTaHa 3Ha4ajHa cTeHo3a. Brpagusme 7,0X57MM 6an0H eKCnaHanpaYkm CTeHT
BO CybKNaBuWjanHaTa apTepwja v npouenypaTa ja 3aspimsme o 7,0x40MMm
6anoH 3a noctgunaTauyuja.

Pe3ynTtaT: [lpucTanyBajknm 04 [eCHATa 33eAHWYKa ¢demMopanHa apTepuja
N neBaTa paguvjanHa apTtepwja. [0 HOpManu3vpaBMme MPOTOKOT HWU3 f1eBaTa
cybrnaBunjanHa aptepuja. MNocne 24 4aca o4 WUHTEPBEHLMjATa HanpaBeHa e
KOMop Agonnep ynTpa3syKk. BuaeH e HopmaneH aHTerpageH npoToK BO NeBaTa
cybKknaBujanHa apTepnja, KaKo U HOPMANM3NPaH NPOTOK BO UMCUIATEPaNHaTa
cybknasujanHa n 6paxuvjanHa aptepuvja. Toa ja noTBpAyBa YCMEWHOCTa Ha
€HO0BaCKyNapHaTa npoueaypa.

3akny4ok: OBOj CNy4aj ja UCTAKHYBA BaXKHOCTA HA SSS, HEroBUOT LLUMPOK oncer
H3 KAMHWYKN MaHMdecTaummn n pasnnyHu MoAannUTeTU 33 HeroBa AuMjarHo3a.
MNpeno3HaBareTO H3 0BOj CMHAPOM € BarKHO, buaejkM naumeHTUTe MoMKaT
yCreLwHo A3 ce NTeKyBaaT Co NepryTaHa TPaHC/TYMUHAIHA aHMMONacTUKa.

Kny4Hu 360posu: Subclavian steal syndrome, nepkytaHa TpaHC/IYMUHANHA
QHrMONNACTUKA, 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
deltawave. These abnormal ST segment changes are due to conduction overthe
accessory pathway that result in aberrant depolarization and repolarization.
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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

MCXEMUJA 3A BPEME HA KOPOHAPEH CTPEC TECT KAJ
NAUMEHT CO WPW OBJIUK HA EKIr

A. MaTKkoBa ANOCTO/IOCKU
J3Y OB Crtpymunua

BoBep: EKr npomMeHn 33 BpemMe HAa KOPOHApeH CTpeC TeCT, KaKo NaxHo-
no3nTtmBHa CT cerMeHT genpecuja ce jaByBaaT Kaj nauneHTn sBo WPW 061uK Ha
eKr.

Lenu: HenmHBa3nBHa eBanyaumja 3a ManurHM apuTMUM U HEH3AEjHA CPLEBA
CMPpT.

Martepujan n metogu: 18 roguweH naumeHT 6e3 cumntomn bewe ynaTeH
Ha Kap4uonor 3a pYTUHCKM nperned. HanpaBeHoTO ekr nokaxka WPW obnuk
CO KapaKTepucTuyeH pgenta 6paH co KpatkoT PR wuHTepBan. Herupawe
NPEeCUHKON3, CUHKONA, rPaaHa 60MKa, NannuTaunn nnm GammnmjapHa NcTopmja
33 HeHaejHa cpueBa Un HeobjacHeTa cMpT. DU3MYKNOT Nperneq bele ypeaeH.
HanpaBeHaTa exokapanorpadunja nokara bUKycnngHa aopTHa Baneynia co EO
63%. Belle HanpaBeH KOpOHapeH cTpec TecT co HaoA Ha CT cerMeHT genpecwja
CO NpeKopavjanHu oaBoAN CO Nep3ucTeHTeH genta 6paH. OBue abHOpPManHu
CT cermMeHT nNpPOMEHW HAaCTaHyBaaT KaKO pe3ynTaT Ha CnpoBOoAMBOCT
OO/ 3KUECepHUOT MaT Koj pe3yntmpa co abepaHTHa Aenonapuvsaumja wu
penonapu3auuja.flocne ontepeTyBaHeTO HACTAHA KOMMNETHA HOpManm3aumja
Ha CT cerMeHTOT. 24 4acOBEeH XONTep MOHUTOPUHI MOKAaMa CMHYC puTaMm Co
npoceYyHa cpueBa ¢ppeKBeHUa 68/MuH, paHr 33-169/muH, CBEC 208, BEC 7.
TpaHcKpaHujaneH gonnep ucknayudn MOO. KT KopoHapHa aHruorpaduvja He
[OKaXa NocToeH-e Ha KOPOHapHa apTepucka 6onect. HanpaseHaTa MarHeTHa
Pe30HaHLa MOKama AUCKMHe3nja Ha 6a3aneH nHdepocenTaneH n nHdepnopex
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cerMeHT co Ha,qu-6anuv|Hr CO OCTaHAT HaoA ypeaeH.

Pe3synTtatu: buagejkm naumeHToT 6elle acMMNTOMAaTCKM My 6elle AadeH coBeT
[1a HE KOPUCTU MeANKAMEHTU 1 BO C/1y4aj Ha N0jaBa Ha CUMMTOMM KaKo CUHKON3,
TaxnKapauvja unv NannuTaumm aa KOHCYNTUPa enekTpodusmonor.

3aKny4okK: MNauneHTn Co HU3O0K pU3MK Tpeba A3 6UaaT MOHUTOPUPAHU U A3
61aaT COBETYBAHM 33 CBECHOCT H3 CMMNTOMUTE, A0AEKa TMe CO CUMMTOMU NN
BUCOKO-PU3NYHM aKLLeCOpHM MaTULTa Aa buaaTt nnaHnpaHu 3a abnauvja.

Kny4Hu 360poBu: ncxemnja, KopoHapeH crpec Tect, WPW cmHapom

GASTRICCARCINOMAINAPATIENTWITH CRITICALCORONARY
DISEASE

E. Idoski, Z. Mitrey, 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 1lA), nausea and aversion to meat. Laboratory analyzes and
echocardiography were performed preoperatively. Due to the present symptoms
and anemia (Erythrocytes 3.50 x10”6/pL; Hemoglobin 8.3 g/dl; Hematocrit
26.4%), an urgent gastroscopy was performed, which revealed ulcerative
adenocarcinoma of the stomach (stage IlIB). 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.
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KAPUMHOM HA HENYAHUK KAJ NAUUEHT CO KPUTUYHA
KOPOHAPHA BOJIECT

E. Upocku, K. Mutpes, J. MupyeBcku, T. AHrywesa, M. KnnH4yeBa
KnnHundka 6onHuya * HaH Mutpes “ Ckonje, P. MakegoHwuja

BoBeg: lNpeBaneHLaTa Ha KOMOPBUANTETU, KNMMHMYKATA COCTOj6a HA NALNEHTOT
npea onepauunja, Kako U YPreHTHOCTa M TUMOT Ha XMPYPLUKA npoueaypa ro
oApeayBaaT pU3MKOT 0 NepUoepaTUBHN KOMMIMKALUMN.

Llen Ha oBOj NpuKa3s Ha cny4aj e [a NPUKAKEeMe MOMeH pepgocneq Ha
ONepaTVBHN TPETMAHW Kaj NAuUMeHTU CO HanpeaHaT CTaAuyM Ha ManurHa
60necT n HecTabuHa aHrMHa NeKTopuC.

MaTepujan n metogu: 75 roguwleH NauMeHT CO 3apTEPUCKA XMMNEepTEeH3W)a
n xunepavnugemuja, bewe npuMeH 33 XUPYPLUKA peBacKynapmsaumja Ha
MWOKapAOT nopagu noBeKkecagoBHa KopoHapHa 6onect (LMN cTeHo3a
90%, RCAp 90-95%), rpagHa 6onka (Braunwald IIA), HaroHn 3a noBpaKkake
N 0abuBHOCT KOH Meco. lNpegonepaTyMBHO HanpaBeHUW ce NabopaToOpPUCKU
aHanu3n n exokapgunorpaduja. opagn NPUCYTHU CUMMTOMU U aHEMW]3
(Eritrociti 3,50 x1076/pL; Hemoglobin 8,3 g/dl; Hematokrit 26,4%), HanpaseHa
€ WTHa racTpoCKOMNnja, Koja e Co Haop4 33 yNuepaTBeH 3feHOKapPUNHOM Ha
wenygHuk(ctaguym 1IB). HanpaBeHa e KAMHWYKA eBanyaunja, NpoueHKa Ha
PU3MNK 0f CTPAHa Ha NAUMEHT 1 04 CTPAHa Ha XMPYpruja.

Pesyntatu: Co uen Aa Ce HaManun BUCOKUOT KapAWOBACKYNapeH PpU3NK
WMNN3HTUPABME WHTPA-aopTanHa 6anoH nymna. MoToa, 6elwle uM3BpLUEHA
TOTANHa racTtpektomuja. Wectnot noctonepatmsBeH AeH 6ewwe HanpaseH
N 30pTO - KOpOHapeH 6ajnac. WHTpa-aopTanHaTta 6anoH nymna 6bewe
N3BafeHa BTOPUOT NOCTONEPATMBEH AeH. [10cTonepaTtUBHMNOT TeK NOMUHA 6e3
CEPVO3HN KOMMNMKaumK. MNaumeHToT bewe oTnywTeH o4 60NHWUA NeTTUOT
NOCTOMNEPaTMBEH AEH.

3aKkny4oK: NNpegonepaTBHATA NPOLIEHKAE HA PU3VWK U CTPaTernja Aa ce Hamanu
PU3MKOT 04 onepaumja, BO CNly4ajoB CO UHTPa-aopTanHa 6anoH nymna, bea
KNyYHN GAKTOPWM 33 YCMNeLwHO TPeTUPake Ha ABe BUCOKO PU3MYHN ANjarHO3M
BO UCTO BpeMe.

Kny4yHu 360poBU: KpUTUYHA HKOPOHapHa 60necT, 3AeHOK3aPUMHOM Ha
HeNyaHVK, NPOLIEHKA Ha PU3MK, MHTPa aopTanHa 6anoH nymna.
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PERI MEMBRANOUS VENTRICULAR SEPTAL DEFECT CLOSURE IN A
QUADRAGENARIAN FEMALE PATIENT

Z. Hristovski, J. Janushka*, D. Projevska, S. Meshkoska-Bongard,
Z. Petkovska, S. Antov, G. Krstevski

Clinical Hospital Acibadem Sistina, Skopje, Northern Macedonia,
* EUC Klinika Ostrava, Ostrava, Czech Republic

A 46-year-old female patient was initially diagnosed with a perimembranous
ventricular septal defect (VSD) at the age of 15, with reqular echocardiographic
follow-up in the ensuing 31 years. She was referred for cardiac surgery, that
was refused by the patient. Our workup was initiated in 07.2022, with a
Transesophageal echocardiography (TEE). The TEE demonstrated the VSD as
restrictive in nature, and with a size of 6-9 mm, with a small left-right shunt
that was not deemed to have a great hemodynamic significance. Her past
medical history included hypertension for a duration of 1 year, and a previous
diagnostic gynecologic laparoscopy 15 years ago. The patient had a positive
family history for coronary heart disease. The patient was an active smoker. Her
initial physical examination included a systolic heart murmur, with otherwise
unremarkable findings. Her initial ECG included biphasic and inverse T waves
in the precordial leads. Her reqular medications consisted of an ACE inhibitor
and indapamide combined formulation (perindopril at 4 mg with 1.25mqg of
indapamide, administered once daily), as well as a low-dose of beta-blocker
(nebivolol 1.25mg once each morning). On 07.10.2022, the ventricular septal
defect closure procedure was undertaken utilizing a right femoral arterial and
venous approach with a 6 French introducer. A right-heart diagnostic catheter
was introduced via the aorta through the defect into the right ventricle, then
the left-sided and right-sided system components were connected several
times, with ultimate stabilization of the 6 French Steer Ease introducer. The
utilized occuder was a Lifetech Occluder VSD LT-MF 9-7. The patient was
subsequently discharged with the recommended therapy of aspirin 100mg
once daily, her ACE inhibitor and indapamide combined formulation, as well
as a low-dose statin. The patient underwent reqgular follow-up, and follow-
up transthoracic echocardiography (TTE) demonstrated a properly-positioned
occluder device at the position of the previous VSD, with no residual shunt.

Conclusion: Even in complicated VSD interventional treatment can be good
option for treatment.

Keywords: perimembranous ventricular septal defect
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UHTEPBEHTHO PELWABAHE HA NEPUMEMBPAHO3EH
BEHTPUKY/IAPEH CENTANEH OE®EKT KAJ NAUMEHTKA BO
NETTA AEKAAA OO HKUBOTOT

H. Xpucroscku, J. Janywka.*, [. NpojeBcka, C. MewKocKa-boHrapa,
3. NeTKoBCKa, C. AHTOB, . KpCcTeBCKM

KnunHndka BonHnuya Apnbagem CuctuHa, Ckonje, CesepHa MakefoHuja
*eYL KnnHuka OcTpasa, OcTpasa, Penybnvka Yellka

46-roAvWHa NAUMEHTK3 CO NepuMeMbBbpPaHO3eH BEHTPUKYApeH cenTaneH
aedekxt (BCA) nHnumnjanHo 6una anjarHoCcTMUMpaHa Ha 15-roguiHa Bo3pacT.
PenoBHO 6una cnefeHa n exokapamorpadCkm KOHTPOMPaHa CO NPenopakKa
33 XMPYPLUKA KOPEeKuMja Ha cpueBaTa MaHa. Oa CTpaHa Ha MAauUMEeHTKATa
npenopakaTta 3a /fieKyBare He e npudateHa. NcnegysaweTo BO HAaLIATA
yCTaHOBA Ce 3ano4Hatn BO jynn 2022 roauMHa co TpaHce3odareanHa
exokapaunorpaduja (TEE) n ce nokarka BCO Bo guMeH3nja 6-9 MM cO Man
NeBo AeceH WaHT. 04 MNHATK 60necTn AeKN3apUpa apTePUCKa XUNEePTEeH3Kja
nocneaHaTa rogvHa 1 AujarHOCTUYKA Nanapockonnja npeg 15 roguHun.

@Ou3MKaneH Haog CO MNpPUCATeH CUCTONEH LWYM H3aAg uen npexkopuguym.
EnexkTpokapanorpamot co 6udasHn T 6paHoBM BO NperopanjanHuTe ogsoau.
Opf Tepanuja - KoMbUHWMpaH npenapaTa MNepuHgonpun co UHganamng n 6eTa
6nokatog — Hebusonon.

MpoueaypaTa bewe n3eegeHa Ha 07.10.2022 rogmHa co geceH pemMopaneH
npucTan, co MyHKUMja Ha apTepuja M BeHa demMopanuc Co yNTpa3By4qHa
KOHTPON3 Ha NYyHKUWjaTa. Bo HEKONKY HaBpaTK belle NOMUHYBaH aedeKTop
NpeKy AeceH 1 neB NPUCTan CO AeCeH AWjarHOCTUYKM KaTeTep, KOPUCTEjKM
naco, 6ewe nO3MUMOHMPaH W Peno3vUMOHMPaH BOBEAHWKOT Steer Ease
6 Fr. Oknygepot VSD Lifetech LT-MF 9-7 Occluder 6ewe noBeKke natu
NO3ULUMOHMPAH W Peno3nuUMOHMPaH [0 KOHe4yHa cTabunusauwnja. lMocne
npoueaypaTta belwe cnegeHa no3numjata co YNTPa3BYK BeYepTa U CNegHuoT
OEH N UCTUOT oCTaHa CcTabuneH 1 6e3 pe3nayaneH WaHT Ha No3uumjata Ha
pedertoT. Ncnucot og 6onHuua b6ewe HapegHWOT AeH CO ypeaHn MecTa
Ha BAacCKynapeH Npuctan v ypedeH exokapanorpadcky Haon Kaj pUTMUYKMK
N KNMHUYKK CTabWHa NaumeHTKa co Tepanuja AcnupuH 100 Mr egHaWw Ha
AeH. [logageHo Bo Tepanuja bewle CTaTUH M HEj3MHATa pefoBHA Tepanuja.
PeoBHUTE KOHTPOAM Ha CEKoM 3 Meceuu MOKaXmyBaaT KOMNNETHO ypeaeH
exoKapamorpadpCckmn Haoa.

NHTepBeHTHa npoueaypa W Npy NOKOMMIEKCHN BUAOBW Ha BPOAEHN AedeKTun
Ha BEHTPUKYNAPHMOT CeNTyM e TPeTMaH o/ 136op.

Kny4yHu 360poBu: MNeprMeMbpaHO3eH BEHTPUKYNAPEH cenTaneH aederT
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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, irreqular
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
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PYNTYPA HA XOPOA HA MUTPAJTHA BAJIBY/IA - NMPUKA3 HA
CNIYYAJ

3. 3o0jyecku, A. 30j4ecKka, M. KocTocka, M. Mat

J3Y OnwTa 60nHMLA CO NpuwmnpeHa gejHocT, MNpunen, PCM
J3Y onwTa 60HMLA CO NpoLnpeHa aejHocT, Nesrennja, PCM

BoBepa: pynTypa Ha XOpAa € penaTuBHO PETKa COCTOj6a 33 NpB NAaT ONULLAHA
Bo 1806 rog. Hajuecto e npumapHa (52,5%), acouupaHa Cco peymaTcKa
Tpecka n cybaryTeH eHOoKapauTuc (24,8%), nponanc Ha MUTPasiHa BanNByna
(11,7%), MMKCOMATO3Ha gereHepaumnja, Tpayma, xmneptpodunja, 4ONroTpajHa
xunepTeHsuja. Hajuecto HacTtaHyBa Ha M2, M3 nam N2/N3 cermeHToT.

Llenu: NpyKas Ha C/y4aj CO Uen cnogenyBare Ha UCKYCTBO W NPOLUMPYBaH-e
Ha 3HaeH-eTo, ANjarHo3a U TPeTMaH Ha MUTPANHO BanByNapHaTa pynTypa Ha
xopaa.

MaTepujan n metoam: 33 AMjarHo3a 6€a KOPUCTEHU KIMHUYKUTE CUMMITOMU
1 3Hauw, exokapanorpadwmja, EKM, PTI n nabopaTtopuckmn aHanunsu. MaymeHToT
€ CO rpagHa bonkKa, cpuebuerse, gnucnHeja n 3amop Npu GU3NYKa aKTUBHOCT
CO 3HaLM 33 NEBOBEHTPUKYN3PHA NHCYPULIMEHLM]ja, HENPABUIEH CPLIEB PUTaM
N TEXOK NpekopawnjaneH, cuctoneH wyM. Ha EKI ce Hotupawe A® co 6p3
KOMOPEH 04rosop, o4 abopaTOPUCKUTE aHANU3M NTIECHO 3rofieMeH TPOMOHWH.
EXOKapANOrpadCcKM TEWKa MUTPANHA UHCYPULMEHUMja, MOBUNHA CTPYKTYPa
M NPONanc Ha 3a4eH MUTpaneH Kycnuc Bo JMM, 3ronemMeHn CpueBn KaBuUTeTU
CO 04yBaHa CUCTONMH3 PYHKUMj3, YMEPEH3 KOH TellKa 30PTH3 CTEHO033 W
nnespanHa edysuja.

Pe3yntaTu: AMjarHo3aTa ce NocTaBu Bp3 6333 H3 KNWUYKK CUMMTOMW, UMULINHIC
TEXHWKN M N3abopaTopuCKM aHanm3n. Nocne ncnenysanata belle KOHCTaTUPaHO
OeKa ce paboTu 33 pynNTypa Ha XOpAa H3 MUTPANHA BaNBYNa Kaj XPOHUYHO
N3MeHeT MUTPaNHO BansynapeH anapat. AudepeHumjanHo [WjarHOCTUYKK
6ea NCKy4YeHN akyTeH KOPOHAeH CUHAPOM, NYIMOHANHAE eMb0NNja, XPOHNYHA
nynMoHanHa 6onecT, Beretaunja Kaj cybakyTeH eHAoKapauT. NoHaTaMOLUHO
neKyBake ce oasmBawle Bo J3Y YK 33 Kapauoxmpyprunja — CKkonje.

3aKNy4yoK: exokapaunorpadujata e 6p33a HEeMHBA3UBHA MeToAa, NecHO
[A0CTanHa Koja o4peayBa AWjarHo3a 1 momara eTUosoLWKKM Aa ce andepeHumpa
aKyTeH NOYETOK Ha CMMNTOMU. BarkHa MeToAa 33 6p3a ANjarHOCTUKA CO LUTO ce
OBO3MOMYBAa €BasyaLiija Ha pU3MKOT M NPOrHo3a. MNpaBunHaTa U HaBpeMeHa
AVjarHo3a NoMara Bo CrpeyvyBake Ha KOMMNIMKaummn og 6onecta.

Kny4Hu 360poBu: pynTypa, Xopaa, BaNByNa, exokapanorpadunja
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ANCHOR WIRE TECHNIQUE IN STEMI PATIENT WITH DILATAT-
ED 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 PClI 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 quiding 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
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NMPUMEHAHA “ANCHORWIRE" TEXHUKA KAJ STEMINAUUNEHT
CO NPOWNPEHA AOPTA ACUEHAEHC W ABEPAHTEH JIMH
OCTUYM - NPUKA3 HA CJ/TYHAJ

U. Hewkoscku, B. AMnosa-Cokonos, . Mutpes
HaH MuTtpeB KNnHKUKA. Cronje. PC MakeaoHwWja

BoBepn: EpaTta Ha cTeHTOBUTE O6MOMEHW CO NEK ja 3rofieMu CTankaTta Ha
KOMMEKCHW NEePKYTaHN KOPOH3PHU MHTEPBEHLMN N UHTEPBEHLUMM K3j NALNEHTU
CO @HAaTOMCKM aHOManuu . EOeH o TeXHUYKMTe NpobemMun LWTOo ce ywTe ja
OrpPaHNYyyBa CTaMNKaTa Ha YCMewHOCT Ha npoueaypuTe Kaj HKOMMNNEKCHUTe
NEePKYTAHN UHTEHBEHLUN U HETUMWYHA KOPOHAPHA aHAaTOMMja € HEMOMHOCTA
33 KaHynaumja n aexkBaTHa WCNOPaKa Ha MaTepujanu . Bo oBaa npunnka
NPUKaXyBame CNy4aj Ha naumeHT Kage KopuctesmMe “Anchor wire “TexHuKa
KaKO pelueHne 33 npemMuH HK3 “culprit * nesnja Ha LAD nopaavn AnnatupaHa
acuefieHTHa aopTau abepaHTeH JIMH ocTuym.

MpuUKa3 Ha cny4aj: 42-roanLleH NaumeHT bewe NPpUMeH BO HALLATa YPreHTHa
amMbynaHTa nopaan rpagHa 6onka.EKM Haog co eneBauuja Ha ST cerMeHTOT
BO NpexopanjanHuTe ogsoan. Ha HanpaBeHNOT exokapanorpadckm npernes
6elwe 3abenemaHa AnNaTaunja Ha acueHaeHTHaTa aopta 42 mm , 6e3 3Haun Ha
a0opTHa ancekuuja. bewe nosukaH CTEMU TUMOT 1 nauneHToT e npedpneH Bo
aHrnorpadcka cana. 5 nH4m JL n JR KataTtpu 6ea KOpUCTeHU 3@ ANjarHOCTUYKA
aHrnorpadvja UMajkn nNpeaBua O€Ka MNaUMEHTOT MM3a AUNATUPaHa 30pTa
acueHAeHTHa. AnjarHOCTUYKMOT aHMMOrPaM NOKAKa OK1Y3Kja Ha NPOKCUMANHA
LAD. Co JL eaBaj ce KaHynupawe JIMH ocTuymoT Aypu 1 Npu AWjarHOCTUKA
nopaav abepaHTHOTO n3ne3nwTe Ha JIMH octuymoT. bea ynoTpebeHn HeKOoNKy
PA3/IMYHN r3jANHI KaTeTepu 1 Huum Bo 06ua Aa ce npemMuHe ne3unjata Ha LAD,
HO CO HUTY eleH 04 HMB He ycreaBMe A3 obe3begnme CTabUNHOCT H3 CUCTEMOT.
MoToa oanyymemMe Aa ja nckopmuctumMe Anchor wire TexHmkaTta. Kopuctmeme AL
rajavHr Katetep buaejkm 6elle Bo NpeaxoaHUTe 06uamn 3a KaHynaumja bewe
HajafleKBaTeH 33 KaHynauwja Ha abepaHTHMOT JIMH octuyMm. Bewe ynoTpebeHa
BMW *unua n ncrata bewe nnacnmpaHa Bo LCx.BTopata BMW Xumua ycnewHo
MUHa HM3 “culprit” ne3wnjata Bo NpokcuManeH cermeHT Ha JIAQ.Bewe BrpageH
DES STENT XIENCE PRO 3,5X23MM.

3aKkny4yoK: “Anchor wire" TexHMKaTa Moxe O3 6buge MHOry KOpUCHa 33
nonobpysawe Ha CTabUIHOCTA Ha CUCTEMOT 33 MEepKyTaHa KOPOHAapHAa
NHTEepBEHLNja Kaj NAaUMeHTU CO ANNaTUPaHa acLueHaeHTHa aopTa 1 abepaHTeH
JIMH octuym. Bo HawwmoT cny4aj, nnacvpamweto Ha Huua Bo LCx gape
noaApLWKa 3@ CTabunu3npare Ha CUCTEMOT U YCMeLWHO NpeMUHyBae Ha
ne3unjata LAD co BTOPa Huua 1 PUHANHO UMNNAHTALMj3 HA CTEHT.

Kny4Hu 360posu: CTEMW, abepaHTHa aopTa, Tepanuja
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ACUTE LIMB ISCHEMIA

. 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 anticoaqulants. 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
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AKYTHA UCXEMUJA HA OONEH EKCTPEMUTET

WU. bepe, 1. MaH4yecku, E. K. bawypocka, J.C.JoBaHOCKa ,b.
CredaHockn, B. Munaumk, H. Ckpyecka, X. M. LewocKa

J3Y CneunjanunsmnpaHa 601HULAE 33 NPEBEHLM)a, NeKyBaHke U
pexabunutaumja Ha KapAnoBacKynapHu 3abonyeara - Ce.CTtedaH, Oxpug

BoBepn: AKYyTHATa NCXeMNja HA A0NEH EKCTPEMUTET HAaCTaHyBa KAKO pe3ynTaT
Ha HeHaZleeH NPeKMH BO apTepPUCKATa LIMPKyIaLmja Haj4ecTo nopaan TpomMb03a,
emMbonmja nnun rnopeTKo AuceKumja n Tpayma Ha apTepujaTa.Hajuectn pusmk
$aKTOpM KoM [OMNpUHECYBaaT 33 MOjaBa Ha 0Baa COCTojb6a ce : aTpujanHa
dmbpunauymja, MMOKapaeH MHPAPKT,aTepPOCKIepP03a HA a0PTa, aHEBPU3MATCKN
NPOLMPYBaHa HA rofIeMUTE KPBHW C3A0BU, MPETXO4HA pPeBacKynapu3aunja
Ha fgoneH exkctpemuteT (cTeHT/6ajnac), apTepucka TpayMa, AN3aboKa BEHCKa
Tpom603a.CMMNTOMUTE HAjYeCcTo ce NPe3eHTMPaaT Npexy NpaBunoTo Ha 6 [:
pain-60nkKa, pallor-6neguno, pulselessness-ogcyctso Ha nync , perishingly
cold-cTyaeHa Hora, napecTesnja n Napanu3a. HajuyecTo TPEeTMaHOT € XMPYPLLUKM,
WHTPaapTepucka TpOMOOUTUYHA Tepannja co TKMBEH TUMN Ha MIa3MUHOreH
aKTUBATOPW, MEPKYTaHA MexaHW4yKa TpomMbeKkToMuja.lMpn Kn3bopoT Ha
coofBeTeH TPeTMaH Mopa [a ce 3eMe npeasuAd: NOKaUnja U aHAaTOMKUja Ha
ne3njaTa, BpeMeTpaeHe Ha CUMMNTOMUTE , COCTOj6aTa Ha NALMEHTOT N MOMKHUTE
pU3NLUM 04 MHTEpPBEHLNjaTa.
MpukasHacnyyaj:MayneHTHa70roa.Bo3pacTt bewwe npumeHBo EVIKHcocnnHa
60NKa BO AeCHATa HOra Koja WTo 3aMnoYHana 3 Yaca npea npuem. Horata bewwe
CTyAEHa Ha [onup, OTCYTHU NyNCaunn Ha apTepun 4oCTanu 3a nannaumja. Kaj
NaUNEHTOT eNeKTpoKapanorpadckm belwe AnjarHOCTULMPAHa HOBOHACTAHATa
aTpujanHa pubpunauynja, NaumMeHToT He belle Ha aHTUKOArynaHTHa Tepanwja.
Jonnep coHorpadCKMOT HAo4 MOKaxa TPoMboTcKa dopmaumja BO OeCHATa
33egHnYKa demMopanHa apTtepuvja. bewe annuumpaHa aHTUKOArynaHTHa
Tepanuvja v HarnpaseHa AWjarHOCTMYKA nepudepHa aHruorpaduja co Haopq
33 OK/Y3Mja Ha AecHaTa 3aefHWYKa demMopanHa apTepuja n NPUCYCTBO Ha
MHOWTBO TpoMbu. BepgHaw 6elle HanpaseHa TpoMbacnmpaumja n nocTaBeH
Cregg-McNamara catheter 3a MHTpPaapTepuUCKa TPOMBONN33 CO TKMBEH TUN
H3 NN33MUHOrEeH aKTMBATOP. [MOCTMHTEPBEHTHO HOrATa Ha MAUMEHTOT belle
TONNa, 6e3 60/IKa @ HA KOHTPOMHATa gonnep coHorpadmnja bewe npucyTeH
TpudaseH NPOTOK N KOMMNNETHa peKaHanu3auuja.

3aKny4ok: Mpu n360p Ha COOABETEH TPETMAH Kaj aKyTHA UCXeMMja Ha AoNeH
eKcTpemuTeT Tpeba Aa ce 3emaT npeasus cuTe NpPUAOBUBKN U HEAO0CTATOLM
Ha TPETMAHOT KaKo 1 OMLLUTATa COCTOj6a Ha NALMEHTOT ce COo Lien Aa ce HaManwu
MOpPTANUTETOT .

Kny4yHu 360poBu: ncxemuja, TPoMb601n33, aHrmorpaduja
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NEW ONSET OF ATRIAL FIBRILLATION IN ACTIVE BREAST
CANCER PATIENT - THERAPEUTICAL CHALLENGE: CASE
REPORT

I. 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. Reqular 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/m?2.
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.

Keywords: breast cancer, atrial fibrillation, cardiovascular toxicity
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HOBO AWJATOCTUUUPAHA APTPUJANHA OUBPUNALUUJA
KAJ NMAUMEHTKA CO AKTUBEH KAPUMWHOM HA [AOO0JKA:
TEPAMUCKU NPEAU3BUK - MPUKA3 HA C/TYYAJ

W. Mmroscka fiumoBa

OppneneHve 3a ypreHTHa MeAuLUMHA CO MHTEH3UBHA Hera
OB 8-mu Centempun, MegnuunHckn ®akynteT “Cs. Knpun n Metoanj” Ckonje

KapunMHOMOT Ha [0jKa e HajyecToTo ManUrHo 3360/MyBarbe Kaj HeHuTe.
XemMoTepaneBTCKMOT NPOTOKON ondaKka areHCW Co NO3HATa KapAMOBAaCKYNapHa
TOKCMYHOCT (KBT). NaumeHTUTe Co 3Ha4YaeH pU3nK 04 KapanoToKCUUMTET Tpeba
0a ce cnepaTt of Kapawonor.

MPUKA3 HA CNYYAJ: 70-roguvwiHa obe3Ha MauMeHTKa CO NpeTxogHa
aHaMHe3a 33 apTepucka xunepTteHsnja (XTA) U rpaHM4YHa NEeBOKOMOPHA
ejekunoHa ¢pakuyunja (JIKED®) ce npeseHTUpawe 33 6a3nMyHa eBanyaumja
npen OTMOYHYBake Ha XeMOoTepaneBTCKM MpOToKon co  HKBTnopagu
HOBOAMjArHOCTULMPaH KapLUWHOM Ha [,0jKa. PejoBHATa KOHTPO/1a NO NPOTOKO
3@ NAUMEHT CO BUCOK PU3UK 33 KApAWOTOKCMUWUTET, He Cnpedn rojasa
H3 HOBOAWjAarHOCTULMPAHE, M3apOKCU3MANHa, aCcMMNTOMATCKa aTpujanHa
dmbpunaumja nocne 4-TMOT LUMKIYC HA aHTPAUMKANHCKA Tepanuja 1 BHKYyMNHa
KyMynaTuBHa [o3a og 208,3Mr/M2. TpaHCTopaKanHaTta exokapanorpaduja He
NOKaMa CUrHNPUKAHTHA NpoMeHa Ha JTIKED n rnob6anHNOT NOHIYTUANHANEH
CTpeuvH of 6a3nyHUTe BpeAHOCTH, CO LUTO HEMALLIe KpUTEPUYMU 33 AWjarHO3a Ha
KapaujanHa aucdyHKLUmMja acoumpaHa co KaHuep Tepanuja. Jlabopatopuckute
MepeH-a Ha KapanjanHnTe bBuoMapKepu He NOTBPAMjA CYORNNHMYKA MUOKAPLHA
nospeaa. Mokpaj AUE-MHXM6UTOPOT NpeaxoAHO OpANHNPAH 3a XTA, Tepanuja
33 KOHTPON3 Ha PpeKBEHL N AHTUKOAryNaHTHA TepPannja co HUCKOMOEKyapeH
xenapuH n HOAK 6ea Hy»HMOT M360p 33 YCNEeWwHO KOMMMAEeTUPaHe Ha
OHKO/IOLWKMOT TpeTMaH. KOHTPONHNOT eNeKTPoKapAnorpam no eaHa Heaena
benereLue cMHyC puTtam. MNMaumeHTKaTa KoMnNneTupaLle 1 NeBo-CTPaHa 3padHa
Tepanuja co BKyMHa TYMOPCKA 033 04 41,25Gy 1 6 Meceum No 3aBpLlyBaHe
Ha NUCTaTa e Co CTabuNHM KapanjanHn NepdOpMaHCU N HOPMAEH CUHYC PUTaM.

3AKJIYYOK: KBT noBp3aHa CcO KaHuep Tepanujata e BTOpaTa BOAEYKA
NPUYMHAE 33 CMPT Kaj NaUNEHTUTE CO KapUMHOM Ha [0jKa. JleKyBameTo Ha
HecakaHuTe epeKTn e Npean3BUKYBAYKO U KOMMEKCHO COrMAacHo noTpebaTa
01 KOMMMeTUPaHe H3 OCHOBHATA Tepanuja n YecTuTe fek-NeKk NHTepeKaumn.
PaHaTa gujarHo3a, MynTUANCUMNANHAPHUOT NpUCTan U pe4oBHOTO Clefere
ce KNy4HW 33 ceBKyneH [06ap ncxoa Kaj oBMe NaUneHTU.

Kny4yHu 360poBuU: KapUMHOM Ha A0jKa, aTpnjanHa ¢mnbpunauuja,
KapANOBAaCKyNapHa TOKCUYHOCT
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OUT-OF-HOSPITAL CARDIAC ARREST IN PATIENT WITH STEMI:
A CASE REPORT

J. Jovanoski?, E. Kovaceska Bashuroska!, B. Milaci¢?, Z. Servini?,
D. Manceskit

! 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 PCl. 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, SpO, 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
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CONSTRICTIVE PERICARDITIS, HEART FAILURE AND ATRIAL
FIBRILLATION - CASE VIEW

L. Kostovski?, V. Papestiev?, M. Shokarovski!, S. Jovev?,
E. Srbinovska Kostovska?

! University Clinic of public cardiosurgery
2 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
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HROHCTPUKTUBEH NEPUKAPAUTUC, CPUEBA CJ/IABOCT U
ATPUJAJTHA ©®UBPUNALUUNJIA - MPUKA3 HA CNTYHAJ

J1. KoctoBcku?, B. MNMactues?!, M. LWokaposcku?, C. Joses!,
E. CpbnHOBCKa KOCTOBCKa?

! VHMBep3uncTeTCKa KNMHMKA 3a OprKaBHa KapANOXUpYprinja
2YHMBEpP3UTETCKa KNNMHWKA 3@ Kapanonoruja

BoBep: To4yHaTa [AWjarHO3a HA HKOHCTPUKTMBHMOT nepukapgutuc (KM
NMoHeKoraw e npeausBuMK. MynTUMOAaNUTU  UMMULWUHE,  BKAYYYBajKK
exoKkapanorpaduja Kako NpBa TEXHUKA, Ce MeToaAM Ha n360p 3a AnjarHos3a, n
NOKPaj TOa LWTO

Llen e oa ce npuKare cny4aj pefok Cydaj Ha KOHCTPUKTUBEH NepUKapanTmC
npe3eHTUPaH Co 3Hauum 3a MaHudecTHa rmobanHa cpuesa c1abocCT 1 aTpujanHa
dnbpunauuja.

MNpuKas Ha cnyyaj: O YHuBep3unTeTCcKaTa KnvHnKkaTa 3a kapanonorunoja(YKK)
Ha KnNuHWKaTa 3a gpwaBHa Kapauoxmpypruja(YKX) npateH e nauyueHT 33
KOHCYNTaumMja U NOHaTaMoLleH TPeTMaH, Npe3eHTMPaH Co 3aMop W Aucnea
npu Hanop. O MMHaTK 6onecTn fasa NOAATOK 3a npeneraH KOBW Bo ABa
HaBpaTn, 2021 n 2022 rofguHa, Kako 1 NOAO0Ar0TPajHa NHEYMOHWja 6 MeceLmn
npeg nojasa Ha cumnTomMuTe. TerobuTe ce NojaBuie HEKONKY Headenu npeg
KoHcynTaumjaTa Ha YHK, kage 6un xocnutanusnpaH 3apagu cpuesa cnabocT.
JlabapaTtopuckmnte Haoau Npu NpUeM ypeaHu, OCBEH NecHo nokadeH LPM 7,4.
EnexkTpokapanorpaMoT 6un co aTtpujanHa ¢ubpunauynja, co 6p3 KoMopeH
onrosop. HanpaseHMOT 064 338 MeAWKaAMEHTO3Ha KOHBEp3uja Ha CPLUEBUOT
pUTaM OCTaHan HeycnelwleH. PeHTpeHrpadujata BO nNpunior Ha 6unatepanHa
edy3uja. Exokapanorpadunjata nokaxana mana nesa komopa (J/1IBEAQ 40Mm),
co pepyumpaHa rmobanHa JIB cuctonHa ¢yHKumja (EO® 35%), pegyumpaHa
NOHrUTYAMHANHAa dyHKUMja Ha J1B (-7,2%), noveTHa peaykunja Ha B byHKuwmja
(TANCE 15mmMm, S 6paH o ThuBeH [Jdonnep 4um/c), co ypeaHa AWMEH3N;ja
Ha gecHa Komopa. [loMnHMpa 3roneMeHa nesa npegkomopa (J1A 52 MM u
BeHa KaBa WHdepuop 30 MM, HeKoMnpecnbunHa noserke og 50%). Moctom
ceywiTe ypeaeH NpUTUCOK BO NMy/IMOHANHA apeTpnja. OUCMHXPOHO paboTerse
Ha nesaTa Komopa. lNepuKkapa Ha ogpedeHy MecTa 3agebeneH. HanpaseHa
€ MarHeTHa pe30HaHUa Koja rm NoTBpAM exoKapAanorpadcKmuTe napameTpu
N NOCTaBM COMHEHME 33 KOHCTPUYKTMBEH nepukapautuc. Ha KT ce gokama
3apebeneH nepuKapa Co NMHEApPHN KanunuduKaTn co cybcerMeHTHN aTxe3uu
01 aHTEPUOPHUTE NApTUMN BUNATepanHO KOH anNWKanNHoO, CO LUTO Ce [OKaMa
CerMeHTeH KOHCTPUKTUBEH MEPUKAPAUTUC KAKO MPUYMHA 33 AMnaTauunja Ha
NeBaTa NpeaxkoMopa M AWNATMPaHa BeHa Kasa. [locTaBeHa e mHAuKauwja
33 OMNepaTVHO peLlaBake Ha KOHCTPUKTUBHWOT MEepuKapauvTUC 3apagu
XEMOANH3MCKUTE penepryCcum Ha CPUEBUTE KABUTETU N CPLIEBUOT PUTAM.

3aKkny4oK: ExoKapauorpadujata MOHeKoralw Moe [3 € HedoBOSHA
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BO MOCTaBYBa-€TO HA [MjarHO3aTa Ha KOHCTPUKTUBEH MEepUKapauTUC,
0co6eHo aKo ce paboTu 33 CerMeHTHW NMpoMeHW. MareTaHaT pe3oHaHLa U
KomnjyTepusnpaHaTta ToMorpaduja Moxe 4a NOMOrHaT BO NOCTaBYBaHETO HA
TOYHATa ANjarHO3a Y NOHATAMOLLUHATa HACOKA Ha NauUeHTUTe

Kny4yHu 360poBU: KOHCTPUKTUBEH NEPUKAPAUTUC, aTpUjanHa ubpunaunja,
exoKapamorpaduja, MarHeTHa pe30oHaHLa, KoMMjyTepusnpaHa Tomorpadunja

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.

Objectives: 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
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NMOBP3AHOCT HA CUCTEMCKATA UMHONNAMALUJA
RAJ HAJYECTUTE KOMOPBMAUTETU BO CTAPOCTA
CO NOCTOEHE HA CPUEBA C/IABOCT CO COYYBAHA
EXKEKUNOHA ®OPAKLUUNJA

/1. BeTepoBcKa MumKoBuUK, C. /batnd MeTpyLlloBCcKa, - Mawwnap

CneunjanusnpaHa 60NHNLA 33 repunjaTpucKa 1 NanujatmeHa MeguumHa ''13
-Tn Hoemspn"'

BoBep: CpueBaTta CnaboCT €O CoOYyBaHA eweKumoHa ¢parumja (CCcED) ce
Pa3nMKyBa 0f CpueBaTa CNaboCT CO peayuMpaHa M CO CpeaHO peayumpaHa
eeKuUmoHa dpaKymja no Toa LUTO Ce jaByBa BOMMABHO Kaj NOCTapa nonynauujamne
NOBP3aHa CO HpOjHM KaPAMOBACKYNAPHN U He- KApPAMOBACKY3PHN KOMOPHMAUTETI.
CncremMcKaTa ndnamaumja Koja nersm Bo OCHOBA HA HajvyecTuTe KoMopbmantetu
KaKO : 06e3HOCT, AwnjabeT, apTepuUCcKaTa XWNepTeH3nja, XPOHWYHa 6ybperHa
60necT n gpyru, ce CMeTa AeKa NPean3BMNKYBa HU3a NPOMEHN KOM 40BeayBaaT A0
[OnjacTonHa KpYToCT 1 CpLEBO peMoaenuparse Bo npaseL, Ha CCcED.

Lenun: 03 ce [OKare NOBP33HOCTa Ha CUCTEMCKaTavHbNaMaumja npUCYTHa
Ka] HajuyecTUTe KOMOPOMAUTETM KOM ja MpaTaT CTapoCTa, BO HACTaHyBah-e Ha
anjactonHa gucoyHKumja n CCcED.

Martepujan n metogu: Brnyyenu ce 124 nauneHtn, Hag 65 rognHun, og Kov 85
NauneHTn ce BO UCNINTYBAHATA rpyna, Koja r1 UCcnonHyea Kputepuymmte 33 CCCED
N NPUCYTHN KOMOPBUAUTETN, U 39 NAUMEHTUN - KOHTPONHA rpyna. Ce KopucTelle
Minnesota Living With Heart FailureQuestionnaire. [ujactonHaTta gucyHKUmjaTa
M CpPLEBOTO pemMofenmpare ce yTBpAyBaa Co NOoMOLL Ha3 TPaHCTOpPaKasiHa Konop
aonnep exokapaunorpaduja, KOPUCTEjRN M NPernopadaHnTe KpUTEpUyMn Ha ASA/
ESC.MHPnamaTopHuTe Mapkepu : IL-6 n hs-CRP, ce ogpeaysaa BO NnpymMepoun Ha
BEHCKa nepudepHa Kps.

Pe3ynTtaTu: BpegHocTuTte Ha ncnnutysaHute nHdnamaTtopHu Megujatopu hs-CRP u
IL-6 3HauMTeNHO ce pa3nnKkyBaa nomery ctapute nmua co CCcED 1 noseke o ABa
KomMopbuamTeTn, BO cnopeaba co KOHTPONHATa rpyna. MNpu Toa, CTAaTUTUCTUYKUTE
MEeTOM BO HajronemMa Mepa NoKamaa QUPeKTHa Kopenaunja Ha MHpnamaTopHuTe
MeaujaTopu co napamMeTapoT E/e n neBoaTpujanHa gunataumja.

3aKkny4yoK: Halweto ncnutysBare 04y BO MPUMIOr Ha XMNOTe3aTa AeKa nocTou
NMOBP3aHOCT Ha KOMOPOMANTETUTE, KOM Ce YeCTW Kaj NocTapaTa nonynauuja u Tme
BO rof1iemMa Mepa ro oapeayBaaT TeKoT 1 NporHo3aTa Ha CcCED.

Kny4Hu 360posu: CCCED, cnctemcka nHbnamaumja, Komopbmgmretm
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NT-PROBNP AS A MARKER OF ACUTE WORSENING OF CHRON-
IC 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 quidelines. 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
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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
JWwithout 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,DIl,AVFV4-V6 with HR=103/min
,0n auscultation rough vesicular breathingwith Sp02-89%.From physical
examinations ,blood samples showed Se 45,Le 15.6,CRP 260,HS Troponin
| -21268 ng/L,NTProBNP 182,D-Dimer 1893 and elevated ALT 64 U/L,AST
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 quidelines 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
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OEHTOANNIBEOJIAPEH ABCLIEC NMPUYNHA 3A PA3BOJ HA
AKYTEH MUOKAPOUTUC

M. PazmocKa, A. Hukonocka-AHrenecka, E. KoBayecka-bawlypocka,
J. JoBaHocku, C. Tynape, b. Mnnauuk

CneunjanuisnpaHa 601HULA 33 NpeBeHLMja,NeryBare U pexabunurtaunja Ha
KapaMoBaCKynapHW 3abonyeara '’ CB.CtedaH ''-Oxpug

BoBea: Mwuokapautnc ce agedpuHMpa KaKo WHGNAMATOpHO 3ab60syBarbe
H3 CpUEeBMOT MYCKyn ,BO OTCYCTBO Ha KOPOH3apHa apTepucka 6onect.Bo
eTmnorvjata Ha 6onecta NpuMMATOT O WMMAAT BUPYCHUTE WHPEKLMN,HO
HEKOralWbaKTEPUCKUTE  WUHDEKLUUN,HEKOMN NEKOBU,TOKCUHU U 3BOTUMYHU
3abonyBara Moe Aa 6maaTt NpuyYnHa 33 pasBeoj.

MpuKas Ha cnyuaj: MauneHT Ha 41 roguLwH BO3PAcCT belle NpUMeH BO HaLLATa
60nHMUA cO rpagHa 60MKa,ANCNHej3,NoKavYeHa TenecHa TemnepaTypa Haa 38
°C BO U3MMHaTUTe 3 4EeH3,Kalmua 1 BUOHO KapUO3HU Ne3umn Ha 336ano Kou
LWTO He 6ea caHnpaHn.0g MATUYEH NeKap OPANHNUPAHA aHTMHBOTCKAa Tepannja
,HO 6e3 3Ha4ajHo NogobpyBaHe Ha KINMHWYKATA CnKa.llpy Npuem naumeHToT
6ewe debpuneH co TT -39°C ,TA= 160/100mmHg,EKI 3annc-cuHyc putam co
ST cermeHT enesauuja +1.5mm Bo DI,DII,AVFV4-V6 1 cpueBa ¢pexseynja 103/
MUWH ,a8yCKyNTaToOpeH Haog Ha 6enn gpoboBu-rpybo BE3NKYN3pHO AvLLEHE CO
Sp02-89%.04 ncnntysarata NabopaToTUCKUTE aHANM3M NoKaxkaa Se 45,Le
15.6,CRP 260, HS Troponin -21268ng/L,NTProBNP 182,D-Dimer 1893 ng/
ml 1 nokayeHn ALT 64 U/L ,AST 112 U/L.TTE co Haog EF~52%.UHnumjanHo
3aNO4YHAT TPETMaH CO aHTUBNOTUK Meropenem NapeHTepanHo,aHTUKOArynaHT
,AKE nHxmnbutop,6eta 6nokatop,MMNMnN aHTUNMPETMK.3apaan NPONOHIMPaHa
bebpunHa coctojba nobapaHa XeMOKyNTypa MNpu LWTO bewe M301MpaHa
bakeTpuja o4 QAOeHTanHo noTtekno Fusobacterium spp ,CEH3UTUBHA Ha
Meropenem,ypUHOKYNTYPa CTEPUNIHA ,YNTPA3BYK Ha abaomeH ypeneH,PTMHa
6enn apobuBM CO H3o4 - KOHYNEHeTeH PEeTUKYNOHOAYN3PEeH UPTEH CO
NPaHEeHXUMCKA KoHconmaaunja v PTI Ha 3abu Bo Npunor Ha AeHToanseonapeH
abcuec.HawmoT npucTan Bo NIeKyBaHeTO belle HaCo4YeH KOH epaamnKkaumja Ha
b6aKkTepemujaTa ,a NO0T0a NPUCTANEHO KOH KOpoHaporpadunja co ypeaeH Haoa.
CornacHo npenopaknte Ha ESC BO NocTaByBake ANjarH03a Ha MUOKApAUTUC
HegocTacysa MRI 1 MMoKapaHa 61MoncKnja,Kov 3apaam TEXHUYH3 He4oCTaNHOCT
He 6ea n3BeaeHu.

3aKkny4oK: [lpn NoCTaByBake [MjarHO3a@ aKyTeH MUOK3pATUC CeKorall
Tpeba Aa ce NOMUCN HA HETPETUPaHA AEeHTaNHa NHPEKLMja KaKo Tpurep BO
Kopenaumja co KIMHUYKA CNuKa ERKI 3annc,no3nTtneeH NabopaTtopucKkn Haoa
n MRI co MMoKapgHa 61Moncrja KaKo CynepuopHN Me4oTu BO NOTBPAYBaHETO
Ha AWNjarH03aTa,pU3nK CTPAaTUOUKALNATa U MPOrHO3aTa.

Kny4yHu 360poBU: aKyTEH MUOKAPAUTUC, AEHTANIHA MHPEKUMja, TPETMaH
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CANNABIS-ASSOCIATED ACUTE MYOCARDIAL INFARCTION IN
A YOUNG PATIENT: A CASE REPORT

M. Boshev!?, H. Pejkov'?, I. Bojovski'3, M. Jovanovski-?,
A. Georgiev!?, S. Stankovic??

! University Clinic of Cardiology - Skopje, Republic of N. Macedonia
2University Clinic of Hematology - Skopje, Republic of N. Macedonia

3 Medical Faculty, University “Ss. Cyril and Methodius” in Skopje, Republic of
N. Macedonia

Introduction. Acute myocardial infarction is an acute coronary event
that develops as a result of the progression of coronary atherosclerosis
(atherothrombosis). But sometimes it may occur due to non-atherosclerotic
reasons including recreational cannabis use. Inflammation, procoagulant state
and vasoconstriction (vasospasm) are among possible pathophysiological
mechanisms. Marijuana adverse effects on cardiovascular system are various.
Case report. We present a young male, 29-year-old patient, referred to our
Clinic due to chest pain and dynamic ECG changes. Patient was previously
admitted to a local hospital due to hematochezia. During this hospitalization
he suddenly started to complain of chest pain and malaise. ECG was performed
and blood sample was taken there to determine troponin level (hs-Tn I).
ECG showed ST-segment elevation whereas hs-Tn | levels were high. Urgent
transfer of the patient to our Clinic was indicated. Right after admission,
patient underwent coronary angiography and PCl with stent. Thoroughly
taken patient history revealed that he had occasionally smoked marijuana
in recreational purposes. Additionally, he was a cigarette smoker but without
other conventional risk factors for CAD. Conclusion. Acute coronary syndrome
may be sometimes triggered by recreational marijuana use. We should
especially suspect and ask for marijuana and other recreational drugs as a
potential risk factor for adverse cardiovascular events in young patients.

Keywords: Acute coronary syndrome, PCl, marijuana, cannabis, risk factor.
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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.1 A 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 LADmMid(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 no.2 63y.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
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NMNOJABHOCT HA AHEBPU3MA HA ABAOMWHAJ/IHA AOPTA
RAJ NAUNEHTU CO KOPOHAPHA APTEPUCKA BOJIECT

. Hukonos, M. Hukonos, M. BpyakoBCKa
N3y Cpue, Ckonje, PC MakegoHuja

Mpwu cny4vajHa getekunja Ha AAA, naumeHTUTe Tpeba Aa HaNPaBaT CeNEKTUBHA
KopoHaporpaduja buaejikm AAA e ekBmBaneHT Ha KAB 1 co cebe HOCK pU3MK
33 NOMAPTEPUCKa bonecT.

Uen: [detekuwja Ha AAA BO nocTtapa nonynauwja npu pytuHcka TTE co
AonosHuTeneH abaoMNHaNeH CKPUHWHS.

Metoaun mn pesyntatu: belwe HanpaBeH AOMNOMHUTENEH CKPUHWHI Ha 250
PYTUHCKM exoKkapauorpadun. Mo KoMnneTupawe Ha exokapanorpadunjaTta,
AnjamMeTapoT Ha a640MMHANHATA aopTa beLle n3MepeH Co exoKkapamorpadCkm
TpaHcajycep. AOEKBATHA CHKPUHWHI b6ewe HanpasBeH Kaj 216 nauueHTw.
JeTexkTnpasme 13 aHeBpu3MM BO AnjameTap o 3.3-6.6UM.

Cny4aj 6p.1 69 rogvweH NauveHT Kaj Koj HajaoBMe AAA 33 BpeMe Ha
PYTUHCKa exokapanorpadunja belle ynaTeH 33 CeNEKTUBHA KOPOHaporpadwja
Ha YK 3a Hapgwuonoruwja. 3a BpeMe Ha npouegypaTta bewe nMMnnaHTUpaH
CcTeHT Ha LADmMIid(80%), OM1(CTO), RIMA(CTO). [1Ba 4aca no UHTepBeHLNjaTa,
naumMeHToT 4obu ncxeMmyeH MO304eH yaap BO AeCeH NapueTaneH peruoH.
MauneHTOT NO WHTepBeHUWnjaTa bewe ynateH Ha YK 33 Kapauvoxupypruja
33 eNeKTUBEH KMNacWMYeH OTBOPEH XUPYPLUKN TPETMaH CO eHO0BAaCKynapeH
MMNNAHT Nnopaau AAA of BUCOK pU3NK(IyMeH>50mm).

Cnyyvaj 6p.2 63 roguweH nauneHT bewe NpMMeH BO HAaLIATa OpAMHAaLMja
Co 3 HeaenHa ocTpa 60/1Ka BO abAOMEHOT U NymbaneH p 6eT BO Be4epHUTe
yacoBu. WHary ponroroguwleH KOpPOHAponaT Cco TPU  WUMMAAHTUPAHU
CTeHTa, gonroroguweH nywad. EKM n exokapguorpaduja co ypeaeH Haog,
CKPUHUHI Ha abAOMWH3NHA a0pTa MOK3XKa 3HEBPM3MATCKM NPOLINPEH3
aopTta(gujameTap>58mm) €O nNpucyTeH MypaneH Tpomb. [MoHaTamy belwe
nHanumpaHa KT aHrnorpaduja Koja ynatysalle Ha cybakyTHa ANCEKUNja Ha
aHEeBpM3MATa MO KOja NAUMEHTOT belle ypreHTHO ynaTeH Ha /leKyBake BO
6onHuUaTa HaH-MuTpeB Kage 6elue ycnewHo NHTEPBEHMPAHO.

3aKNy4oK: PU3NKOT 04 CYOKAMHWYKA Q0pPTHa abaomMuHanHa aHeBpu3Ma U
NOHATaMOLUHN AAA eBEHTW € BUCOKA Kaj NauMHeTUTe CO KOPOHApHAa apTepUCKa
6onect. CKpUHUHroT 3@ AAA Kaj nauneHTn co KAB e eBTWH 1 necHo agoctaneH
HaYMH 3@ MeHaLIMPaHe U JIeEKyBare Ha eBEHTYANHWU KOMM/IMKaUnN.

Kny4Hu 360poBun: aHeBpM3Ma abgoMnHanHa aopta, KAB, CKpuHUHI
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MYOPERICARDITIS - CASE REPORT

M.S. Jankuloska, E. Nechevska, I. 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 qR 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.

MUONEPUKAPOUTUC - NPUKA3 HA C/TYHAJ

M. C. JaHKynocKa, E. HeveBcKa, W. bajno3oBsa
OB 8 mu CentemBpu - CKonje, PC MakeaoHWja

Bosepa: MronepuKapanTUC Ce KapaKTepm3Mpa Co NepuUKapAHa nHdnamaunja n
MWOKapAHO 3acerame. Bo pa3sreHnTe 3eMju HajyecTa e BUPYCHATa eTUOMOruja,
BO MocneaHUTe rognHM 4ecTo ce jaByBa no npeneraHa Kosug 19 nHodekuwja.
Ce npe3eHTNpa Co CUMNTOMU HA NEPUKAPAUTUC UIN MUOKAPAUTUC, MOXe A3 €
nponpaTteH co MHEKTUBEH cUHAPOM. Exokapanorpaduja, KopoHaporpadwnja
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n MP Ha cpue ce 3Ha4ajHn Npu AnjarHocTMumpaneTo, ocobeHo MP Ha cpue
33 NPOUEHKa Ha MWOKAapAHaTa nosped. TeKOT M TPEeTMAHOT 3aBWUCAT oA
rofleMnHaTa Ha MMOKapAHOTO 3aceramse.

MpuKas Ha cnyyaj: NaumeHToT e 35 roguLleH Max, ce jaBysa Bo YL nopagu
601Ka BO 1€BOTO PAaMO K0ja MNoYHana npej Tpy eHa No TelKa pu3nyxa paboTa,
MOVHTEH3VBHA € HenocpeaHo npen npernefdoT. Ha ERM e pernctpupaHa
gR ¢opma n CT cermeHT enesauuja Bo MHbepnopHUTE 0ABOAWN, MNpPaTeHU
CO MOPacT Ha TPOMOHUH. EXOKapAMOrpadCcKM e HOTMPAH3 XUMNOKUHE3W)a
Ha cenTyM M 6a3aneH CermMeHT Ha WHbepuopeH 3ua, co aobpa CUCTONHA
dYHKUMja N NnepuKapg pacnoeH 2-3 MM, 3agebeneH o 5mMMm. HanpaseHa e
KOpOHaporpaduja co ypegeH aHrnorpam. J1abopaTopuckutTe aHanmsmn ce BO
pedepeHTHM rpaHuym, ocseH nopact Ha LPM. Ceponowkn ce geTeKTupaHu
NrM 3a Mukonnasma nHeymoHua, Url” 3a Kosug 19 1 napanHdnyeHua. MP Ha
CpUe MNOKara NpucyTeH egemMm 1 HemcxeMnyHo JIME Bo aBa cermeHTn og J1B
(Mng nHpepocentym n mnag nHbepuopeH 3ung) n J1IME so nepmkapa, Bo npunor
Ha MMONepuKapanTuC.

33aKNy4oK: [1MjarH03aTa Ha MMOMNEPKAPANUTUC N NPOLEHKATa H3 MNOK3PAHATa
noBpeaa € BarKH3 33 NMOHAT3aMOLLUHMOT MeANKAMEHTO3eH TPeTMaH KaKo 1 33
BPEMETPaeHeTO H3 OrPaHNYYBaHETO Ha GU3MYKA 3KTUBHOCT.

KnyyHun 36o0poBu: MUONEPUKApPAUTUC, TPOMOHWH, exokapanorpadwuja,
KOpPOHapHa aHrunorpadwmja, MP Ha cpue.

ACUTE MYOCARDIAL INFARCTION (AMI) IN A SLE PATIENT
ASSOCIATED WITH SECONDARY ANTIPHOSPHOLIPID SYN-
DROME (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 aqgo, in laboratory and clinical remission for the last 16 years, on
regular rheumatological check-ups every 6 months, without therapy. She has
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HTA us comorbidity, requlated 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...

ARYTEH MUOKAPAEH NHO®APKT (AUM) KAJ NALLIMEHTKA CO
C/NNE ACOUNPAH CO CEKYHAAPEH AHTU®OCO®ONTUNNAEH
CUHAPOM (A®C) U BPOOAEHA TPOMBOOUTNJIA

M. BowKoBCKMU, I [1eHKOBCKMN
M3y O-p MopaH JeHKkoBckn, RymaHoBO

BOBE/L: AHTudochonunugeH cuHgpom (AOC) nnm Xjysos cnHagpom (Hughes
syndrome) e peTKO aBTOMMYHO, MYNTUCUCTEMCKO HApYLLYBaHe CO MOK3YeHU
aHTUPOCHONMNUOHN GHTUTENS, KOE KNNHNYKIN CE€ MAHNPECTUPA CO PEKYPEHTHN
APTEPUCKM N BEHCKM TPOMH0EMO0IM3MKN, HEPETKO N MHKMBOTO33rpo3yBayKkiu
HacTaHW. CeryHO3pHWMOT ADC nNpucyTeH e BO CKNOM Ha ApYrh aBTOMMYHW
3abonyBara (CJIE), XxeMaToONOWKN, MANUrHW, UHOGEKTUBHK 3360/yBaba W
OOMNOMHUTENHO M0 KOMNIMLUMPA HUBHNOT TEK.
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LLENMN: MNpurKa3 Ha c/ly4aj Ha aKyTeH MMOKapAeH NHDAPKT Kaj MN3aa NAUNEHTKA
co CJ1E BO peMncKja, acoumpaH co cekyHaapeH aHtndochonunuaeH CMHAPOM
(A®C) 1 NO3UTUBHN rEHETCKM MyTaLunnK 33 BpoaeHa Tpombodunuja.

MATEPUJANT n METOAMWN: HeHa Ha Bo3pacT o4 45 rognHK, CO aHaMHe3a 33
CJ1IE og npep 18 roguHn, BO N1abopaTopUCKa N KMHNYKA peMUCKja nocnegHuTe
16 rogvHW,pefoBHN PEeBMATOMOLWIKM KOHTPONM Ha cekonm 6 Meceuun (6e3
Tepanuja). Og KomopbuantetTn nma XTA Ha Tepanuja Perindopril 4mg/geH
o4 nped egHa rogwHa. Ha nocnegHa KOHTPONa Kaj peBmatonor 5 meceum
NPeTXo4HO penm3npaHa nabopaTopcKka NaneTa co ypeaeH Haoa ocBeH ANA
no3ntuseeH, ACL-IgM 78 - nokayeH (<11);chol 6.7; LDL; 4.6; CK 258, HO 6e3
dHaMHe3a 1 CMMNTOMW 33 rpagHa bonka. Troponin2,4 - ypegHu BpegHOCTH,
EKI co ypeneH Haoa. OpamHupaHa ASA 100 mg/geH. Mocne 5 meceuw, ce
jaByBa Ha NeKap CO CUMNTOMW HAa TUNWYHA rPaaHa 60/Ka Kow 3anoyHane
o4 nped nonoBmHa 4Yac. EKM Haog - aHTepuopeH STEMI, hsTroponin - 497
(<19). Ha KnnHuKka 3a Kapguonorunja Bo nepuofd o 2 4aca of NoYeToKoT Ha
60NKaTa, peann3npaHa KOpoHaporpadmja co Haoa 33 TPOMHOTMYHA Maca n
99% okny3unja Ha pLAD. HanpaseHa TpoMboacnupaumja, gageH n.s. 6onycHa
aHTuarperaymoHa Tepanuja Tirofiban nnoctaseH cTeHT. [NpenopadaHa Tepanuja
CO ABOjHa aHTMarperaumoHa Tepanuja co ASA 100mg n Prasugrel 10mg/aeH,
Rosuvastatin 40mg/geH.PenansvpaH KOHTponeH peBMAaTONOWKN nperneg,
NOBTOPHO HanpaBeHa NaneTa WMYHONOLUKM TeCTOBW - ypeaHu BpeaHOCTW.
PeanunsnpaHo reHeTCKO ucneagyBake 33 BpogeHa TpoMbodunnja co Haog 3a
XOMO31roTHa MyTaumja A1298C Bo reHoT 38 MTHFR, xoM03uroT 3a MyTauujaTa
LTA n HeKonky nonumopoéusmMun. 3apagu NO3UTUBHU MEHETCKU MyTauuun 33
BpoaeHa Tpombodunmja noctaBeHa e Ha OAKT - Rivaroxaban 20mg/aeH u
npedpneHa Ha eagnHeYHa aHTUarperaunoHa Tepanuja co Clopidogrel 75mg/
O€EH.

3AKNYYOK: BpogeHn reHeTCkn MyTaumm 3a TpoMbodunmja Kaj NaumeHTKa co
CJ1E acouympaH co cekyHaapeH aHTudochonunmuaeH CUHAPOM ce A0NOSTHUTENEH
pU3MK GaKTOP 33 Pa3B0j HA PEKYPEHTHU, @ MOHEKOoraLl N *MBOTO3arpo3yBayKun
TPOMBOTUYHN HACTaHW, 33 YMja LUITO NPeBeHLWja ce NpernopavyBa AOKNBOTHA
npodunaxca co OAK Tepanuja.

KNMYYHU 3B0OPOBW: aKkyTeH MnoKapaeH MHPapKT (ANM), cucteMcku nynyc
(CNe), aHtndocdonunuaeH cuHgpom (ADC), Xjyzos cuHgpom (Hughes
syndrome), Tpombodunnuja
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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 mmHqg 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 .

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.
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A CASE REPORT OF THE DISTAL RADIAL APPROACH IN COM-
PLEX HIGH-RISK INDICATED PERCUTANEOUS CORONARY IN-
TERVENTION (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 PCl, outcome
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YCNEWEH TPETMAH HA ATPUOBEHTPUKY/TIAPHA HOOAJTHA
TAXUKAPAUJA KAJ NAUUEHT CO CJOrPeHOB CMHAPOM
(CO)

N. Yrypos, H. fopros, [. He3npw, M. Mutpes
HaH MuTtpes KnunHuk, Cronje, Penybnuka CesepHa MakeoHWja

Bosepa: CjorpeHOB CMHAPOM NPETCTaByBa aBTOMMYHA 60M1ECT Koja HajMHOry
r norogyBa cpenoBeyHUTe nNuua. OCHOBHUTE apUTMOreHM MexaHu3mMu ce
jaByBaaT KaKO pe3ynTaT Ha 6pojHM PaKTOpW, MMOK3PAHOTO BOCMANeHue u
dnbpo3aTa UrpaaT KNyyHa ynora.

CynpaBeHTPUKYNapHUTE TAaXMAPUTMUN HAjUYeCcTOo ce 3abenersanHn Kaj NauneHTn
CO aBTOUMyHN 6onectn. MNponoHrnpaHnoT QT n KopernpaHnoT QT nHTepBan
(QTc) ce naeHTUPUKYBAHU KaKo

BaXHW GAKTOPU HA PU3NMK 3@ HEHaAejHa CpLEeBa CMPT.

Lenun: MMasHaTa uen Ha 0Baa NybnunKauuvja e 43 ja Nnokareme rnojaBaTta Ha
AVNRT v npogon#eH QT nHTepBan Kaj nauneHT co CjorpeHoB CMHOPOM.

MaTepujannunmetoan: Npujasysame 59-rognLLIHA HEHA CO NPETXOA4HO AOKAMaH
CjorpeHoB CMHAPOM NYeCTN eNVU304M HA NAPOKCM3MaNHa CYyNPaBeHTPUKYapHa
Taxmkapawnja. Taa 6muna ynpaByBaHa 04 Hej3UHNOT peBMAToNOr NPeTXo04HO CO
no3ntnsHn CjorpeHoBu aHTUTeNa o4 N1abopaTopucKa aHann3a n TpeTpaHa co
XnOpPOKCUXITOPOKUH.

XNOPOKCUXTOPOKUHOT € C/INYEH HA KMHUAWH, aHTUapUTMUK 04 KNaca lA, vne
0ejcTBo e A3 ru 6N0KMpa HATPUYMOBUTE N KAIMYMOBUTE KAHaNW, CO LWTO ro
npogokyea QT MHTEpBANOT K ro 3ronemMyBa pu3nKoT of Torsades de Pointes.

Pesyntatu: l3BpweHa e eneKTpodM3MoNIoWKa CTyanja vnporpamMmpaHa
eNeKTpuYyHa cTuMmynaumja gosefe A0 WHAYKLUWjA HA aTPUOBEHTPUKYNApHA
HO43NHa peeHTpu Taxnkapawnja. Co ynotpeba Ha paanodpeKBEHTHA eHeprija,
bewe ycnewHo abnatupaH 6aBHMOT NaT. Bo TeKOT HAa MocTankata ce
3abenera NpoaonHKeH KopermpaH QTc nHtepsan (566 msec). EgHa Hegena no
WHTEepBEHLNjaTa HanpaseHo e HoBO EKIM co HamaneH QTc nHTepsan (465msec).

3aKkny4oK: KapanosackynapHWoT npodun Ha oBaa cneumduyHa nonynaumja
e Aanekry NoManky Npoy4veH Bo cnopenba co apyrute asToumyHn 6onectu. Co
ornef Ha PeTKOCTa Ha CTPYKTYPHM CpuUeBU 3360/1yBaHba KON Npean3BUKyBaaT
AVNRT, BepyBaMe [feKa 0BOj Cny4aj Bpegu Aa ce npujasu. OcTaHyBa
NpalwaHeTo Aann apuTMnjata MoXe O3 Ce NoBp3e CO Hej3MHATa OCHOBHA
6onect nnm Toa beLue YMCTo CydaeH Haoa.

KnyuyHun 360poBu: CjorpeH-oB CMHAPOM; ATPUMOBEHTPWUKYNAapHa HOAANHA
PEeHTPU TaxmMKapawmja; XMOpOKCUXTOPOKMH; ApUTMK;ja
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DIABETES AND DISLIPIDEMIA: CASE REPORT

S. Salkoski, E. Dervishovska
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 HbA1C 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, HbALC,
Ezetimib
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AHANMN3A HA 2 CTPAUHOT HA NNEBUOT ATPUYM (N1A)
KAJ ACUMIMNTOMATCKU NAUUEHTU CO APTEPUCKA
XUNEPTEH3UJA (XTA)

®. ®epaTtu, A. OepaTtu -KapemaHu, A. ®epatu, A. KapemaHun,
H. Y3aunpwu

KnnHundka 6onHuua Tetoso (KBT), PC MakegoHuja

LUen Ha TpyaoT: Llenta Ha TpyaoT e aHanu3a Ha 2 cTpanHoT Ha J1A, Kaj
aCUMTOMATCKM nauyneHTn co XTAXTAr) Bo cnopedba CO KOHTPOMHA rpyna
6e3 KapanoBackynapHo 3abonysara (KB). Mogatoun Ha ABete rpynu ce
cnopeaeHn co uen, Bepouumnpare Ha pasfivku Kow ce jaByBaaT Mery HUB.

MaTepujan u metogu: AHaNn3MpaHu ce 144 nauneHTU(7 1 Marun/73eHun) Bo
Kr(Kr), so3pact 51,3 roguHu+/-10 roamnHu 91 naumneHTn (45 Markn/45meHn)
Kaj XTArog,Bo3pact 51,9 roavHun +/-9 roguHn.Bo /1A aHanu3a ce
3aHANN3NPaHN BKYNHWOT cTpauH Ha JIA(LASr)(cnmka 1,2), KOHAYKTUBHUOT
cTpauH  Ha  JIA(LAScd),KOHTpakumoHnoT  cTpanH(LASct).AHanu3npaHn w
NPEKOHTPaKUNCKMOT cTpanH Ha JIA(LASr-AC)co ¢asnte, KaKO U BOlYMEHOT
n EO® Ha N1A,KkBaHTUGMpLUMpaHa co 2DQ LA. BknydeHa e n ¢yHcujaTta Ha J1B,
ED Ha J1B (a2DQ Lv),BonyMHOT Ha J1B,MMmobaneH NOHrmTyauHANeH CTpauH Ha
NB(FNC Ha NB)(cnmKka3).

Pesyntatu: Ce pernctpmpa Hamanysame Ha ED Ha J1A Kaj XTAr (56,11% B¢
50,2%). EAB Ha A Kaj KM e 20,31mn/M2 BC 23,2Mn/M2 Kaj XTA. Bo dyHKcuwjaTa
1A (JTACp-Ef) Kaj KIM e 57,24 BC 45.31% Kaj XTAr, JIACKA Kaj KIM e 34.05% BC
23.68% Kaj XTAr.JIACKT Kaj KIM n3Hecysa 23,19% BcC 21.94% Kaj XTAr.J1ACp-
AK Kaj Kl e 46.13%8c 38.18% foaeka JTACKA-AK 28.26%Bc19.85% Kaj XTAr
Kako 1 JTIACKT-AK Koj wu3HecyBa 17,94 Bc 18,69%. Bo guarpam 2 u tabena 2
ce AageHu pesyntatute 3a GyHKCKjaTa Ha J1B. JIB BonyMeH Kaj XTAr nsHecysa
93,5 mn BC 80.5 Mn Kaj K, J1IB maca Kaj XTAr e147,12 rp Bc123,12rp Kaj KBl
E® Ha /1B Kaj KIM e64,1%s8c 62,1% Kaj XTAr goaexa f1C J1B Kaj Kl e -21.81%
BC -21.12% Kaj XTAr.

3aknyyvoum: 1.MonspaseHo Hamanysame Ha ED Ha J1A co 3ronemyBare Ha J1A
BONYMEHOT Kaj XTAr. 2./13pa3eHo Hamanysamwe Ha J1A cTpauH, JIACp, JIACKA n
nomana Ha JIACKT kaj XTAr 3.3ronemysarse Ha JIACUT-AK Kaj rpynaTta co XTA

Kny4yHu 360poBu: ApTepucka xunepTeH3uja, [N1CHa /1B, LAST Ha J1A
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STENOSIS OF THE INTERNAL CAROTID ARTERY IN A PATIENT
WITHTYPE2DIABETES 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 flL, SeFe-5.2 pmol/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/l,
albumins - 43 g/l, globulins-37 g/l, TSH-2.65 plU/ml, fT4-16.4 pmol/l.ECG -
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.
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CTEHO3A HA BHATPEWHA KAPOTUOHA APTEPUJA KAJ
NAUMEHT CO AM TUN 2, XUMNEPXOJIECTEPOJIEMUJA U XTA

C. AcaHu, B. AcaHu

J3Y 3gpasctBeH gom ,[-p Pyce Bowkockn” Poctyuwe, KAnHWYKa 60nHMLA -
TeTtoBo, PC MaKkeaoHwWja

ATepocKknepo3ata Ha ronemMmTe KpBHW C€340BW, NOCEOHO CTEH033Ta Ha
BHATPELUHATa KApPOTUAHA apTepuja € 0AroBOPHA 33 20% 0f CUTE UCXEMUYHU
MO0304HMYyA3pu. CTeH03aTa Ha KapOTUAHUTE apTepUn Ce CMeTa 38 CUMNTOMATCKA
Kora nocton TUA nnm Mo304eH yaap, Koj ja apeKTmpaaT ogpeaeHa M0O304Ha
Teputopwja. Bo ronem gen of cnyyvaesuTe e NpeAn3BMKaHO 04 aTepOoCKNepo3a,
NOPEeTKN MNPUYMHU MOMAT A3 6uaaT: pagwnjaumoHa Tepanuja, BaCKyIUTUC,
ancexkumm n GnbpomMycrynapHa gmcnnasuja.

LLEJIN: lMpunKa3 Ha cny4aj Ha NAUMEHT CO CTeHO3a HA BHATPELLHA KapoTuaHa
apTepuja Co CUMNTOMM Ha MaB060/1Ka, BPTOrNaBuMLa, ManaKkcanocT U NOKaYeHn
BPeAQHOCTW Ha KPBEH MNPUTUCOK.

MATEPUJAJIN N METOAMN: lNMaumeHT Ha BO3pacT o4 78 roguvllHa BO3pacT
CO BpTOMMaBunLua, rMaBob0Ka, MaNaKCanocT N NOKAYeHN BPe4HOCTN HA KpBeEH
nNpuTUCOK 200/100mMmHg.

Peanu3aupaHo nabapaTopuckm aHanuam co ESR 20/40mm/h. Hgb-105q/l,
Er-4,76x10> WBC-5,37x10%2 , PLT-227x10° , MCV-69fL, SeFe-5,2pmol/l,
FPG-14,1mmol/l, HbalC-10,2%, xonectepon-6,4mmol./l, HDL-1,7mmol/l,
LDL-4,2pmol/l, Tpurnunuepuan-1,40mmol/l, Na-134mmol/l, K* -4,3mmol/l,
joHnsmpaH Ca** -1,34mmol/l, sUrea- 7,5 mmol/l, sCr-63pmol/l, Vk.proteini -
80q/l, anbymumun - 43g/1, rnobynunn-37g/l, TSH-2,65plU/ml, fT4-16,4pmol/L.
ERIM- cuHyc putam co OP - 75MUMH, OCK@ HOPMOMOHMPAHA CO WHBEP3HU
cuMeTpuydHn T-6paHoBu Bo V5- V6. Exokapanorpadvja — ypeaHu QUMeH3uu
Ha cpueBuTe KaBUTETWU. JZ1IeBO BEHTPUKYNApHa rnobanHa cuctonHa yHKUKMja
coo4vyBaHa - E® 59%. [AwnjactonHa anchyHKUMja o4 TUMNOT H3 HapyLleHa
penakcauvja. BansyBanepH anapaT MpOMEHeT COrnacHo BO3pacta. Hema
CerMeHTHM UCNagn Ha KMHEeTUKa BO MuUp. MNepukapg 6e3 n3nue. Hema 3Haum
33 Ny/IMOHA/THa apTepuCKa xmnepTeH3unja. [lonnep yntpacoHorpaduja — obete
ALIL, co 3agebeneH MHTMMa-Menuja KOMMAEKC, AecHo 13mm, neso 11lmm.
[ecHo Ha 6ynbyc KoH AUW aTepocKnepoTMyHa M1aka Koja ro CTecHyBa
NYMeHOT Hag 70% BO MOHATAMOLUHMOT TEK Ha HMBO Ha obete AL 6e3
CTeH03a Ha nymeHoT. ObeTe AL 6e3 n3paseHa aHrynauwnja, MakCMManHuTe
6p3MHN Ha NPOTOK ce BO GU3NONOWKKM rpaHnun. Bo obete BepTebpasnHu
apTepun MNPOTOKOT € aHTeporpajeH, bp3vHaTa U CNeKTPanHaTa KpuBa ce
ypeaHwn. KopoHaporpaduja n Kapotugorpadmja — 6e3 3HayajHa CTeH03a Ha
KOpPOHapHuTe apTepuu. Mpu Kapotugorpaduja Haoa Ha ALV gecHo 99%. CAS
to ACI lat. dex. MNnacmMpaH CTeHT Ha 4eCHATa BHATPELUHAa KApOTMAHA apTepuja.
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3aKny4oK: 20% 0f UCXeMUYHUTE MO30YHW MHCYNTU NPUNaraaTt Ha 601ecTn Ha
KapOoTUAHWUTE apTepuN.

Kny4yHu 360poBU: CTEHO33a Ha BHATPeLUHA KapoTUAHa apTepwja, TUIA, Mo30o4eH
yAap.

A MULTIDISCIPLINARY APPROACH IN THE TREATMENT OF
VARICOTHROMBOSIS IN THE SUPRAPUBIC REGION

D. Galachev
PZU "Echomedika" - Kochani, R.S. Macedonia

Introduction: OnMay 31, 2023, 3 70-year-old woman came for an examination
at our facility, with complaints of pain in the suprapubic area, swelling,
redness and local elevated temperature. In a medium-severe health condition.
Comorbidities history: BTE, SLE, hyperlipidemia, hypertension, varicose veins,
hepatic steatosis, non-smoker, no history of allergies, vaccinated for COVID-19
with 2 SinoPharm and one Pfizer - BioNTech, reqular flu vaccine.

Objectives: Multidisciplinary approach and management for early detection
and treatment of the disease.

Material and methods: Abdominal ultrasound, Laboratory analyses, ECG,
X-ray, MSCT with contrast, conservative medication, hospital treatment.

Results: An abdomen echo at PZU "Echomedika"-Kochani showed: steatosis
of the liver, small renal calculi and cysts bilaterally, suprapubic are detected
with pronounced varicosities, with a tortuously dilated subcutaneous vein,
which is in continuity with the saphenous veins on both sides. Color Doppler
does not detect a clear Doppler signal (DDg. thrombosis). MSCT with contrast
and inpatient treatment recommended. Lab. res.: 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. Urgent hospitalization
on: 31.05.2023 in PZU Hospital "Zhan Mitrev" - Skopje: Dg. Status post DVT
extremitas inferioris. Status post BTE. Varicothrombosis regio suprapubica.
Cellulitis regio suprapubica.

0On:31.05.2023 an MSCT on the abdomen with contrast in PZU Clinical Hospital
"Zhan Mitrev"-Skopje showed that it correlates with the echofindings from PZU
"Echomedika". Lab. res.: 06/02/2023: CRP-93.9; Neut-71,81; Lymp-13.72%;
PCT-0.35% Creat-48.1. Lab. res.: 04.06.2023: CRP-30.9; Mono-10.11%; Eo-
10.31%; Lymp-17.42%; PCT-0.33%. Lab. res.: 07.06.2023: CRP-16,3; ASAT-
72; Ca-2.06; Glycemia - 8.4 mmol/L; PCT-0.391%. Lab. res.: 11.06.2023:
CRP-6,3; PCT-0.401%. D-dimer: 3680...3650...3050...3140...5400. Therapy:
Apixaban, Pantoprazole, Perindopril, Rosuvastatin, Miokalm, D3-2000, Aerius,
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Clindamycin, Amoxiclav, Probiotic.

Conclusion: The importance of internist approach in early detection and
treatment of DVT.

MYATUOUCUUNNIUHAPEH MNPUCTAN MNPU TPETMAH HA
BAPUKOTPOMBO3A BO CYNPANYBUYHATA PEMNJA

A. Fanaves
N3Y “ExomeanKa” - Koyauu, P.C. MakegoHuja

BoBea: Ha 31.05.2023 rog., 70 roguwHa ¥eHa, Cce jaByBa 3a nperneg BO
HALATa 34paBCTBEHA YCTAHOB3, CO Terobm o 60/1KM BO cynpanybuyaTta
06nacT, OTOK, UPBEHWIO W MNOKa4YeHa JIOKa/iHa TeMnepTypa Ha
MecToTo. BO BMANMBO CpedHO-TEWHKa OnwTa 34paBCTBEH3 COoCTojba.
AHaMHe3a 33 Komopbuautetu: 6TE, C/1E, Xunepamnuaemnja, XmnepToHwja,
BapoKo3Hu BeHn, CTeaTo3a Ha xenap, Henyway, AHaMHeCTUYKM 6e3 aneprun,
BakunHupaHa 3a COVID-19, co 2 BakuuHM Ha SinoPharm u egHa Ha Pfizer -
BioNTech, pegoBHa ce30HCKa BaKLUMHA 3a rpun. Uenn: MyntnamcunnamHapeH
NPUCTan N MEHALIMEHT 33 paHa AeTeKunja U TPeTMaH Ha bonecta. MaTtepujan u
MeToau: AbOMUHANEH YNTPa3Byk, JlabopaTtopucku aHanmsn, ERM, Ptr, MSCT co
KOHTPAcCT, KOH3epBaTMBEH MeANKaMeHTO3eH, 60HNYKM TpeTMaH. PesynTtaTtu:
HanpaseHo exo Ha abgomeH BO [I3Y "ExoMeguKa"-KoyaHw, yCTaHOBEHO:
CTeaTto3@a Ha Xenap, CUTHU PeHasHW Kankyanm u uuctm 6unaTtepapnHo,
cynpanybuyHn ce [AeTeKTUPaaT M3pa3eHn BapPUKO3UTETW, CO TOPTYO3HO
ONNATUPAHa, NOTKOMHA BEHA, KOjaLLTO € BO KOHTUHYUTET CO CAdEeHCKUTE BEHN
on obete cTpaHn. Ha Konop [onnep He ce geTeKkTnpa jaceH [onnep curHan
BO uctata (O44r. Tpomb03a). MNMoctaBeHa nHAnKaumja 38 MSCT co KOHTpacCT u
601HMKO neryBakse. J1ab. 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. YpreHtHa
xocnutanmsaumja Ha: 31.05.2023 Bo [M3Y KnuHumuka bBonHuua “HaH
Mutpe” - Cronje: Dg. Status post DVT extremitas inferioris. Status post
BTE. Varicothrombosis regio suprapubica. Celulitis regio suprapubica. Ha:
31.05.2023 rog. HanpaeeH e MSCT Ha aba. co KoHTpacT BO M3Y KanMHunuka
BonHunuya “HaH Mutpes"” - CKonje, UCTUOT KOpenupa co exo HaogoTt oa M3Y “Ex
omMeaunKa". Nab. pes.:
02.06.2023: CRP-93,9; Neut-71,81; Lymp-13.72%; PCT-0,35% Creat-48,1.
ab. pes.: 04.06.2023: CRP-30,9; Mono-10,11%; E0-10,31%; Lymp-17.42%;
PCT-0,33%. Nab. pes.: 07.06.2023: CRP-16,3; ASAT-72; Ca-
2,06; Glikemia - 8,4 mmol/L; PCT-0,391%. Jla6. pe3.: 11.06.2023: CRP-
6,3; PCT-0,401%. D-dimer: 3680...3650...3050...3140...5400. Tepanwuja:
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Apixaban, Pantoprazol, Perindopril, Rosuvastatin, Miokalm, D3-2000, Aerius,
Clindamycin, Amoxicalv, Probiotik.

3aKNy4oK: BarkHOCTa Ha MHTEPHUCTUYKMOT MpUCTan Npu paHa geTexkunja u
TpeTtmMaH Ha [BT.

Kny4Hu 360poBu: TpomM6033, TpeTMaH, KomopbnagmTeTn

THE ROLE OF GLUCAGON-LIKE PEPTIDE 1 RECEPTOR AGO-
NISTS IN THE METABOLIC SYNDROME

D. Mihajlovska?, M. Bosevski?, Z. Mitrev!

! CH “Zan Mitrev" - Skopje
2UC 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
oNn @ 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/Hq), 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 glycoreqgulation, 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.
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YNNIOrATA HA PEUENTOPHUTE ArOHUCTU HA NYKAroH
C/ZINMEH NENTUA 1 NPU METABOJIEH CUHOPOM

L. Muxajnoscka?, K. Mutpes!, M. bolleBCKWn?

KB “HaH Mutpes” - CKonje,
2VYK 3a Kapgwonoruja ,Majka Tepe3a” - Ckonje

Boeepn: MetaboneH cumHapoM(MC) npeTcTtaByBa COCTOj6a Ha MpUCYCTBO Ha
HEKO/KY UNn cuTe 04 HaBeaeHUTe 60NecTn: XMNepaMNMAEMIja, XUNEPTEH3N]3,
06e3HoCT, AnjabeTec MeUTYC, KoM NOBEKEKPATHO MO 3rofIeMyBaaT PU3MKOT 04
HeCaKkaH KapAanoBacKynapeH HactaH. [J1M-1 aroHncTUTe ce rpyna Ha /IeKoBU
KOW Ce KOpPUCTaT BO TPETMAHOT Ha nauneHTuTe co MC.

Lenu: EdektoT Ha MM1MN-1 aroHUCTUTE BO TPEeTMaHOT Ha MC.

MaTtepujan n metoaun: Cepunja Ha Cy4am COCTaBeHa 04 YeTBOPULA NAUNEHTU
co MC Ko ce noctaBeHu Ha Tepanuja co /1M-1 aroHncT. Oa HUB ABajLaBeKre
6ea noctaBeHn Ha 6a3aneH MHCYNWH, ABajua Ha MeTdopMuH. Kaj yeTBOpUMLaTa
BeKe o4 NPeTxXoAHO e OpAWHMPaHA CTAaTUMHCKA Tepanuja. [Bajua 6ea co
aHTUXMNEePTEH3MBHA Tepanvja, a ABajua 6e3 Tepanunja. MauneHTuTe ce cnefeHn
Bo “HB MaH MwutpeB"” BO TeK Ha 6 meceuwu. lNpaBeHn ce NabopaTOPUCKU
aHaNM3M 04 BEHCKa KpB Ha 6moxemMucKku aHanmzaTtop Dimension EXL200,
MepeHa TeNecHaTa TeXMHa Ha Bara W MepeH KPBHWOT MPUTUCOK H3 MUBUH
MaHoMeTap.

Pe3ynTtaTtu: Mo wect MeceyHa Tepanuja co 1M aroHnucTuTe, e eBUAEHTUPAHA
pedyKumja Ha NpoceyHaTa BPeAHOCT HA CUCTOSTHUOT KPBEH MNPUTUCOK 33
13% (20 mm/HQg), Ha AWjaCTONHNOT KpBEH MPUTMCOK 33 20% (20 mm/HQ),
Ha TenecHaTa TemuHa 3a 16% (16 kg), Ha HbAlc 319%, Ha BMW 3a 15%, Ha
rMUKeMNja Ha MagHo 33 59% (8.7 mmol/L). EBUAEHTUPAHO e NoKavyBaHe Ha
HMBOTO Ha xonectepon 9.6% (0.7 mmol/L) n 6e3 npomeHn Ha HMBOTO Ha J14/1
XO/1ecTeponor.

3akny4oK: o wect MecevyHa npuMeHa Ha J1M-1 aroHnUCTUTE Kaj NauneHTuTe e
NOCTUrHATAa 3H3YUTE THA PeiVKLMja Ha TeNeCHATa TeXMHAE KaKo 1 nogobpysat-e
Ha rMYKoperynaunjaTta, 6e3 3HaynTenHa NpoMeHa Ha NUNUAHWNOT CTaTyC. Haj
oBWe NaumeHTn He belle 3abeneraH HeCakaH KapAvoBaCcKyNapeH HacTaH.
Kny4yHu 360poBu: MmeTaboneH cuHApoMm, J1M-1 aroHNCT, KapanMOBaCKYNapeH
HacTaH.
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PAPILLARY MUSCLE RUPTURE COMPLICATING ACUTE
MYOCARDIAL INFARCTION

N. Manev!?, D. Kitanoski!, I. Mitevska?, Z. Zimbakov!, V. Papastiev?,
D. Petkoski!

University Clinic for Cardiology, Republic of North Macedonia*
University Clinic for Cardisurgery , Republic of North Macedonia?

Introduction: Papillary muscle rupture is an infrequent and highly detrimental
complication, occurring in approximately 1-5% of cases, and it typically
manifests 5-7 days following an acute myocardial infarction (AMI). Among
these occurrences, posteromedial papillary muscle rupture is more prevalent
than its anterolateral counterpart.

Aim:the occurrence of papillary muscle rupture within a few hoursimmediately
following an acute myocardial infarction.

Case report: A 53-year-old male patient presented with distressing
symptoms, including chest pain and vomiting. An initial electrocardiogram
(ECG) revealed atrial fibrillation with a rapid heart rate of 140 beats per
minute, alongside ST-segment elevation in the inferior leads. The patient
underwent to emergency PCl. The coronary angiography revealed RCA with
acute total occlusion and high thrombotic burden in proximal segment,
normal LMCA, LAD and Circumflex. A stent was skillfully deployed to restore
blood flow, achieving a TIMI 3 flow in the RCA. However, merely half hour
post-intervention a sudden decline in respiratory and hemodynamic function
manifested, marked by tachypnea, anuria, escalating oxygen requirements
and a precipitous drop in blood pressure, necessitating immediate intubation
and the commencement of mechanical ventilation, along with the initiation
of inotropic support.Subsequent echocardiography unraveled rupture of the
posteromedial papillary muscle and a flail of the anterior mitral leaflet and
the presence of severe mitral requrgitation.The patient was transferred to
cardio surgery department and an emergency mitral valve replacement with
st Juide mechanic valve was performed.

Conclusion: We report an exceptionally uncommon occurrence of PMR
occurring immediately following AMI, potentially triggered by severe ischemic
episode a few hours preceding the onset of PMR. The pathogenesis of PMR is
intricately associated with the anatomical characteristics of papillary muscles,
and optimal rapid diagnosis and surgical strateqy for PMR are establish.

Keywords: AMI, papillary muscle rupture, severe mitral regurgitation.
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