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Ne kete numer te Revistes “Mjeku”, fokusi yne kryesor eshte nje nga shtyllat
themelore te sistemit shendetésor: emergjencat dhe urgjencat mjekesore. Keto
situata, té paparashikueshme dhe shpesh kritike, kerkojné reagim te menjehershem,
vendimmarrje té sakte dhe profesionalizém te larte, me gellim ge té béjne dallimin
ndermjet jetes dhe vdekjes.

Ky botim ge trajton emergjencat spitalore dhe paraspitalore, duke perfshire
menaxhimin e traumave té ndryshme, situatat akute qe rrezikojné shendetin e
femijeve dhe problemet kritike qe prekin te rriturit, nderlidhet dhe sherben edhe
si mbéshtetje per Kongresin e VII-te te Mjekesise “Emergjenca, Kujdesi Intensiv
dhe Anestezioni: Sfidat e sé ardhmes”, organizuar nga Oda e Mjekeve te Kosoves.
Qellimi eshte ge permes artikujve te zgjedhur nga fushat e ndryshme mjekesore,
te fugizohen njohurite e profesionisteve te shendetesise dhe te ofrohet nje qasje
e qarte, e strukturuar, e mbeshtetur ne prova shkencore dhe ne praktikat e

ballafagimit me keto sfida.

Ne mjekesi, gjaté trajtimit té emergjencave dhe urgjencave mjekésore, ¢do
sekonde ka peshe. Prandaj, rendesia e njohjes se udherrefyesve dhe protokolleve
te reagimit te shpejte, triazhimit te drejte, vleresimit korrekt klinik, koordinimit
ndermjet ekipeve té emergjences dhe peérdorimit efikas te burimeve, mbetet
esencial ne praktikene perditshme. Trajnimi i vazhdueshem, perditésimi i njohurive
dhe pérgatitja profesionale jané elemente kryesore té suksesit per té garantuar

nderhyrje korrekte dhe shpetim jete.

Permes permbajtjes multidisiplinare, revista kontribuon né forcimin e kapaciteteve
tona profesionale per te perballur ¢do situate emergjente me kompetence dhe
siguri, sidomos per profesionistet ¢ punojné né vijen e pare te kujdesit shendetesor
Shprehim  falénderimin dhe mirénjohjen e sinqerte per té gjithe autoret,
bashkepunetoret dhe profesionistéve qé kontribuuan né pergatitjen e kétij numri.
Dedikimi dhe angazhimi i tyre, e bejne kete botim nje vlere te rendesishme dhe te
perbashket per komunitetin mjekesor ne vend.

Véllimi 5
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MENAXHIMI | SHOKUT HIPOVOLEMIK NE RASTE KRITIKE: QASJE KRAHASUESE

MES PACIENTEVE ADULT DHE PEDIATRIKE

Abstrakti

Shoku hipovolemik pérbén njé sfidé mjaft serioze
né repartin e urgjencés dhe kérkon reagim té
menjéhershém pér té stabilizuar gjendjen e
pacientit. Njohja e shkageve mé té shpeshta té
shokut sipas grup-moshave dhe té shenjave té
para klinike nga profesionisti shéndetésor ka rol
ky¢c né pérmirésimin e gjendjes gjaté minutave
té para por dhe né rikuperimin afatgjaté té
pacientit. Insuficienca cirkulatore qé shfaget
gjaté shokuteventualishtrezulton néinsuficiencé
té shuméfishté té organeve dhe disbalanca té
shumta né metabolizmin e pacientit té cilat jané
mjaft sfiduese pér tu menaxhuar.

Hyrje

Sipas  Shogatés Evropiane té Mjekésisé sé
Kujdesit Intensiv (ESICM) shoku éshté njé gjendje
jeté-kércénuese e karakterizuar nga insuficienca
akute cirkulatore e organizmit, e shogéruar me
mungesé té oksigjenit dhe materieve ushqyese
né geliza, dicka gé me kohé mund té rezultojé né
insuficiencé té organeve trupore dhe vdekje. 1

Arba Thaci

Doktor i Mjekesise

Metodologjia: Ky punim éshté i llojit té rishikimit
té literaturés botérore nga punime shkencore té
viteve té fundit, libra dhe literaturé universitare.
Kérkimi i informatave éshté béré pérmes bazave
té té dhénave nga platformat si: Pubmed, Google
Scholar, StatPearls apo artikujt té ndryshém.

Diskutimi: Né pérvojén klinike té profesionistéve
shéndetésor, shoku mund té vijé nga shkaktaré
té ndryshém té cilét japin pasqyré klinike té
shuméllojshme. Shoku éshté shkaku i dyté mé i
zakonshém i vdekjes gé lidhet me traumén, i dyti
né renditje pas démtimit té trurit. 2

Klasifikimi i shokut

Né bazé té shkakut té zhvillimit té gjendjes sé

shokut, ekziston ky klasifikim i cili éshté i pranuar
nga udhérréfyesit internacional:

1. Shoku Distributiv (Shoku Septik; Sindroma e
Reagimit Sistemik Inflamator; Shoku Anafilaktik;
Shoku Neurogjenik; Shoku Endokrin).

2. Shoku Hipovolemik (ku tipi mé i shpeshté
éshté Shoku Hemorragjik)

3. Shoku Kardiogjen
4. Shoku Obstruktiv 3

Né njé studim kohort té bazuar né popullaté
né Spitalin Universitar né Danimarké, éshté
shqyrtuar prevalenca e tipave té shokut
pér periudhén kohore 1 Janar 2000 deri 31
dhjetor 2011. Né mesin e 1553 pacientéve té
diagnostikuar me shok, 30.8% e tyre ishin me
shok hipovolemik. 19

Né njé tjetér studim cross-sectional multi-
gendror né Kiné né vitin 2018 ku u pérfshiné
1064 spitale terciare, nga 289,428 pacienté té
pérfshiré, 44,38% e tyre ishin té diagnostikuar me
shok hipovolemik. 20

Né anén tjetér, né njé studim né Kenia ku u
analizuan rastet e pacientéve pediatrik gjaté
periudhés kohore tetor 2013 deri shkurt 2016,
nga 74,402 pacienté, prevalenca e shokut klinik
ishte 1.52% (n=622) ku nga kéto raste, 94% ishin
shok hipovolemik sekondar nga dehidrimi apo
diarreja. 21

Shoku hipovolemik

Shoku hipovolemik karakterizohet nga zvogélimi
i véllimit intravaskular dhe rritia e ndihmés
venoze sistemike (mekanizmi kompensues pér té
ruajtur perfuzionin né fazat e hershme té shokut).
Né fazat e mévonshme, pér shkak té pakésimit
progresiv té véllimit, edhe prodhimi kardiak(CO)

PATHOPHYSIOLOGY OF HYPOVOLEMIC SHOCK
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Figura 1. Patofiziologjia e shokut hipovolemik(https://www.histopathology.guru/academics/undergrad-

uate-academics/haemodynamic-disorders/hypovolemic-shock/)
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zvogélohet. Mé pas, edhe mekanizmat
kompensues déshtojné duke u manifestuar si
hipotension, acidozé laktike dhe ¢rregullimet e
elektroliteve. 3,4

Etiologjia
Shkaget mé té shpeshta tek té rriturit ndahen né:

1. Shkaget hemorragjike:  Trauma - (nga
aksidentet rrugore, léndimet penetruese apo
topitése); Gjakderdhjet gastrointestinale (ulcera
peptike, gjakderdhja variceale, gjakderdhja
divertikulare); Hemorragjia postpartale (tek
graté), Aneurizma aortike e rupturuar ose
shtatzénia ektopike e rupturuar;

2. Shkaget jo-hemorragjike: Dehidrimi i thellé
pér shkak té vjelljes, diarresé apo shkageve té
tjera té humbjes sé Iéngjeve né hapésirén e treté
(pankreatiti, peritoniti, djegiet); Djegiet masive
(humbja e plazmés), pika e té nxehtit etj. 4

Shkaget mé té shpeshta té shokut hipovolemik
tek fémijét ndahen né:

1.Shkaget hemorragjike: Trauma (prin tek
fémijét mé té médhenj né moshé/adoleshentét);
Gjakderdhjet gastrointestinale (mé té rralla por
té mundshme - Ezofagiti, gastriti, divertikulumi
i Meckelit, varicet, enterokoliti  infektiv);
Gjakderdhjet e ndérlidhura me procesin e lindjes
(té porsalindurit). 9, 4

2. Shkaget jo-hemorragjike: Gastroenteriti akut/
diarreja (shkaktuar kryesisht nga rotavirusi, E.coli,
kolera) - paraget edhe shkakun mé té shpeshté té
shokut hipovolemik tek fémijét né nivel global;
5,6

Vjellja, kequshqyerja, temperatura e larté; djegiet
masive; Humbjet renale nga Sindroma nefrotike
apo Ketoacidoza diabetike (DKA) jané po ashtu
shkaktaré tjeré té humbjes sé léngjeve trupore.
9,4

Shenjat dhe simptomat e shokut hipovolemik tek

té rriturit

Tek té rriturit shkaku mé i shpeshté i shokut
hipovolemik éshté ai hemorragjik i cili paraget
humbje té véllimit garkullues efektiv té gjakut,
gé rezulton né perfuzion té pamjaftueshém té
organeve. 10

Pasqyra klinike e kétij shoku dallon varésisht sa
% humbje té véllimit té gjakut ka nga organizmi.
Shenjat klinike dhe simptomat jané té shfaqura
néTabelén nr. 1.4,10

Shenjat dhe simptomat e shokut hipovolemik tek
pacientét pediatrik

Marrja e detajuar e anamnezés éshté piké kyce pér
té pérjashtuar shkaktarét e tjeré t&é mundshém gé
mund té imitojné/maskojné shkakun e vérteté té
gjendjes sé pacientit. Disa nga shenjat klinike
dhe simptomat jané: takikardia, ekstremitete
té ftohta, pulse té dobéta distale dhe mbushje
kapilare té vonuar, tahipnea, ulja e funksionit
urinar, letargji, membranat mukozale té thara
dhe shihen syté e fontanellat gé futen brenda. 9

Hipotensioni éshté njé shenjé e voné tek fémijét
pér shkak té aftésisé sé tyre pér té rritur ritmin e
zemrés (HR) dhe rezistencén sistemike vaskulare
(SVR) né ményré gé té ruhet prodhimi kardiak
(CO).11,12

Ai shfaget pas humbjes sé 40% té véllimit
té gjakut, prandaj matja e sakté e tensionit
arterial éshté e véshtiré. Pér kété arsye, fémijét
né gjendje kritike duhet té trajtohen pér shok
nése paragesin té paktén njé nga shenjat e mé
poshtme: takikardi e réndé, gradient (ndryshim)
i temperaturés sé gjymtyréve té poshtme, CRT
(Koha e rimbushjes kapilare) > 3 sekonda ose
puls radial i dobét. 13

Matja e hershme e glukozés né serum té
pacientit &shté e nevojshme, pasi gati njé e treta
e pacientéve gé paragiten me shok hipovolemik
do té kené hipoglikemi té konsiderueshme (<60

Hypovolemic Shock
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Figura 2. Mekanizmat kompensatoré té shokut hipovolemik (http://opmd.co/shock-and-fluid-resuscita-

tion/)
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mg/dl). 14 duke administruar 10-20 mlL/kg té njé Qarkullimi:

. bolusi kristaloid izotonik, si¢ éshté klorur . . - .
Diagnoza -Béhet vendosja e dy linjave intravenoze

Pérvec simptomave dhe shenjave klinike
té cilat pércaktojné stadin e shokut,
monitorimi dhe vlerésimi i gjendjes sé
pacientit duhet béré edhe me ané té
analizave laboratorike té cilat jané té
paragitura né tabelén nr. 2.

Pérvec analizave laboratorike,
ekzaminimet  imazherike  radiologjike
realizohen te shoku hemorragjik pér
té identifikuar burimin e gjakderdhjes.
Disa nga kéto procedura jané: Réntgeni
i toraksit, tomografia e kompjuterizuar-
CT, ezofagogastroduodenoskopia,
kolonoskopia, ultrazéri, angiografia etj. 3

Trajtimi i Shokut Hipovolemik né repartin e
urgjencés

Varésisht nga gjendja traumatike e
pacientit apo nga grup-mosha, duhet té
béhet vlerésimi i rrugéve té frymémarrjes,
pastrimi dhe lirimi i tyre né ményré qé
té mbahen hapur. Mé pas vlerésohet
frymémarrja dhe administrohet oksigjeni
né ményré qé Sp02> 95%. 9. Hapi i treté
éshté vlerésimi i garkullimit té gjakut dhe
mbajtja e véllimit té gjakut.

Rezultatet: Menaxhimi i shokut
hipovolemik nga shkaktarét jo-hemorragjik
- Né ekzaminimet thelbésore fillestare
té pacientit duhet té identifikohet tipi
ose tipat e shokut té pranishém si dhe té
identifikohet shkaku bazé i shokut.

Si¢c u pérmend mé lart, gastroenteritet jané
shkaku mé i shpeshté i shokut hipovolemik
tek pacientét pediatrik. Né rastet e
dehidrimit té lehté pa shenja serioze té
shokut hipovolemik, terapia per os me
rehidratues oral &shté mjaft efektive. Por né
raste té humbjeve mé té médha té Iéngjeve
trupore, terapia intravenoze me léngje
éshté e domosdoshme.

Tek pacientét pediatrik, terapia duhet filluar

natriumi izotonik 0.9% ose tretésira Ringer
Laktat (LR). Sapo té jeté injektuar bolusi
fillestar i Iéngut, duhet rivlerésuar pacienti.
Nése pacienti ruan pasqyrén klinike té
shokut, menjéheré duhet té€ administrohen
10-20 mL/kg té tjera Iéngu dhe té pérséritet
cikli, deri né 40-60 mL/kg gjaté orés sé paré.
15

Njékohésisht me administrimin e terapisé
me léngje intravenoze, duhet t'i kushtohet
vémendje trajtimit té hipoglikemisé; nése
éshté e pranishme, dekstroza administrohet
zakonisht si njé bolus i vetém 0.5 g/kg duke
pérdorur tretésira dekstroze 10% ose 25%.
9

Tek té rriturit, terapia pér ringjallijen e
véllimit fillon me njé tretésiré kristaloide
izotonike (30 mL/kg) si tretésiré fiziologjike
normale (NaCl 0.9%) ose tretésiré Ringer me
laktat né boluse prej 500 mL té infuzuara
me shpejtési pér pacientét e rritur.
Klinicistét duhet t& monitorojné pérgjigjen
e pacientit ndaj ¢do bolusi.16, 17

Fémijét me shok hipovolemik gé marrin
terapi agresive té léngjeve brenda orés
sé paré té dhénies sé ndihmés sé paré
kané shanset optimale pér mbijetesé dhe
shérim. 9

Trajtimi i Shokut Hemorragjik né Repartin e
Urgjencés

Menaxhimi i  shokut  hemorragjik
tek té gjitha grup-moshat éshté
domosdoshmérisht ndalja e gjakderdhjes
duke béré presion té drejtpérdrejté né
vendin e gjakderdhjes dhe imobilizim
té ekstremiteteve né rast té frakturave.
Stabilizimi fillestar - S€ pari béhet sigurimi
i rrugéve ajrore dhe frymémarrja me ¢’
rast béhet intubimi varésisht si¢ indikohet
nga gjendja respiratore dhe mendore e
pacientit. Mé pas béhet administrimi i
oksigjenit 100% me ané té maskés.

periferike me diametér té gjeré.

-Rehidrimiintensiv me solucione kristaloide
(NaCl ose Ringer Laktat, intravenoze), te té
rriturit fillimisht jepen 1 deri 2 boluse kurse
doza pediatrike éshté 20ml/kg bolus.

-Rregulli tre né njé (3 né 1): Pér njé njési
véllimi té gjakut té& humbur, jep tri véllime
solucion kristaloid.

Transfuzionet e hershme té gjakut
administrohen kur ka té dhéna pér
hemorragji té gradés Il dhe IV: - Gjaku tip-
specifik dhe i pérputhshém preferohet kur
koha e lejon, shpesh brenda 1 ore.

- Gjaku i tipit 0 mund té pérdoret né situatat
e menjéhershme, jetékércénuese.

Tek té rriturit duhet filluar me katér deri
gjashté unite masé eritrocitare kurse
te pacientét pediatrik 10ml/kg masé
ertitrocitare. 10

Pacientét pediatrik mund té humbin 35-
45% té gjakut para se té vérehet ndonjé
rénie e tensionit té gjakut, pérvec késaj,
hematokriti mund té jeté normal né fazat
e para té humbjes sé gjakut. Vazhdimésia
e shokut edhe pas dhénies sé dy boluseve
kristaloide shpesh kushtézon transfuzionin
e gelizave té kuge té gjakut té paketuara.
49

Té porsalindurit té cilét kané nevojé pér
transfuzion gjaku duhet té marrin njési
té gelizave té kuge té gjakut gé jané té
leuko-reduktuara dhe seronegative ndaj
citomegalovirusit. Shkalla normale e
transfuzionit pér té porsalindurit, foshnjat
dhe fémijét éshté 10 deri né 20 mL/kg
gjaté 2 deri né 4 oréve. Kurse tek té rriturit,
administrimi i gelizave té kuge té gjakut,
trombociteve dhe plazmés sé freskét té
ngriré né njé raport 1:1:1 éshté treguar se
pérmiréson rezultatet. 4,8

Trendét e fundit né shpétimin e démeve

Tabela 1. Shenjat klinike té shokut hemorragjik.

Stadi i % e Frekuenca e | Frekuenca | Presioni Statusi Diureza Shenja t&
hemorragjis€ | humbjes s€ | zemrés respiratore | arterial mental tjera
gjakut(ml) (RR) BP
Stadi [ Deri 15% <100rr/min 14-20 Normal ankth i Urina e nauze,
deri 750ml leht& pérgendruar | lodhje
Stadi I1 15-30% 100- 20-30 Normal / ankth i Oligouri Rénie e
750-1500ml | 120rr/min Hipotension | lehté presionit t&
i lehté pulsit
Stadi IIT 30-40% >120rr/min | 30-40 BP i konfuzion i | Oligouri Rénie e
1500- paké&suar theksuar, presionit t&
2000ml ankth pulsit
Stadi IV > 40% >120rr/min | >40 Hipotension | humbje e Anuri Lékuré e
>2000ml vetédijes ftoht& dhe
e zbeht&

11
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té kontrollit pérgendrohen né

“ringjalljen

hemostatike’, e cila nxit pérdorimin e hershém té
produkteve té gjakut né vend té njé bolléku té
likuideve kristaloide né ményré qé té minimizohet

¢rregullimi metabolik (acidoza

metabolike

hiperkloremike nga NaCl / alkaloza metabolike
nga Ringer Lactati) apo hemodilucioni gé ndodh

me terapiné me kristaloide. 8

Pérfundimi: Dallimet né mes té organizmit té njé
personi té rritur dhe njé fémije jané té dukshme
prandaj edhe reagimi né situata kritike dallon.
Eshté e réndésishme té njihen shenjat e shokut
hipovolemik tek grup-moshat e ndryshme
pasi gé tek té rriturit hipotensioni éshté shenja
mé e hershme dhe shfaget gjithmoné kur ka
humbje 30-40% té véllimit té Iéngjeve trupore.
Kurse organizmi i fémijéve éshté né gjendje té
ruajé tensionin stabil deri né faza té vonshme té
shokut, por mé pas mund té dekompensohen né
ményré rapide dhe gjendja pérkeqésohet shumé

mé shpejt se tek té rriturit.

Tabela 2. Analizat laboratorike pér diagnostifikim e shokut hipovolemik.

Analiza laboratorike

Roli né monitorimin e Shokut Hipovolemik

Laktati n& serum

Marker i hipoksisé s& indeve

Gazet e gjakut arterial

Marker i acidozés metabolike
( HCOs™, pH t& ulura)

Elektrolitet e serumit
(Na*, K*, CI-, HCOs")

Tregojné& pér shkallén e dehidrimit

Azoti i uresé né gjak (BUN) dhe
Kreatinina

Ulje e perfuzionit renal
(azotemia pre-renale)

Hemogrami | Hemoglobina/Hematokriti: gjakderdhje akute apo kronike
* 1T Hematokriti: hemokoncentrimi nga dehidrimi
* WBC té& rritura: infeksion apo inflamacion i mundshém
Glukoza E ulé&t: tek malnutricioni

E larté(stresi apo ketoacidoza diabetike)

-Koha e protrombinés

-Koha e pjesshme e aktivizimit t&
tromboplastinés

-Raporti ndérkombétar i normalizuar
(INR)

Nevojiten kur dyshohet pér shok hemorragjik por dhe pér procesin e
transfuzionit t& gjakut.

Urina

Prodhimi i urinés <0.5ml/kg/h=perfuzion jo-adekuat
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Abstrakti

Fraktura penile pérbén njé urgjencé té rrallé
urologjike qé kérkon ndérhyrje té menjéhershme
pér té parandaluar komplikimet funksionale dhe
morfologjike. Paraqitet rasti i njé pacienti mash-
kull 24-vjecar, i cili u paragit né repartin e urolog-
jisé me dhimbje dhe énjtje té penisit pas mar-
rédhénies seksuale, té shogéruar me humbje té
ereksionit dhe zhurmé kércitése. Gjaté ekzamin-
imit fizik u vérejtén edemé dhe ekimozé, pa shen-
ja démtimi té uretrés. Pas vendosjes sé diagnozés
klinike té frakturés penile, pacienti iu nénshtrua
eksplorimit kirurgjikal, ku u konstatua njé defekt
prej 15 mm né pjesén inferolaterale té organit né
tunica albuginea dhe corpus cavernosum, i sho-
géruar me hematomé lokale. U krye riparimi me
sutura Prolene 4-0 dhe gepja e plagés né shtresa.
Intervenimi kirurgjikal u pérfundua nén anestezi
spinale. Ecuria pas operacionit ishte e miré, pa
komplikime apo shenja infeksioni, dhe pacienti u
lirua ditén e treté pas ndérhyrjes. Ky rast thekson
réndésiné e diagnostikimit té shpejté dhe trajtimit
kirurgjikal t& menjéhershém, i cili siguron rezul-
tate té mira funksionale dhe estetike.

Hyrje

Nga té gjitha Iéndimet urologjike, 33-66% pérfshi-
jné organet gjenitale té jashtme.

Trauma gjenitale éshté dukshém mé e shpeshté
tek meshkujt sesa tek femrat, vecanérisht né
moshén 15 deri né 40 vjec. Kjo ndodh si pasojé e
ndryshimeve anatomike, frekuencés mé té larté
té aksidenteve rrugore. Fraktura penile éshté njé
urgjencé urologjike e rrallé por shkaku i saj vjen
nga njé blunt traume gjaté marrédhénies sek-
suale, pérkulja e dhunshme e penisit, masturbimi
dhe rrotullimi aksidental mbi penisin erektil.[1]

Ajo pérkufizohet si rupturé e tunikés albuginea
dhe e trupave spongioze gjaté veprimit té ndonjé
force té toptiur apo lakimit té forte té penisit né
gjendje erektile. Njé kércitje tipike i paraprin kété
Iéndim. Né shpejtési t&é madhe kemi formimin e

Figura 1. Prezenca e ruptures dhe koagulumit.

hematomés né trupin e penisit dhe lakesa e or-
ganit éshté shpesh e dukshme.[2]

Gjaté ereksionit, trupat kavernozé mbushen dhe
presionohen me gjak, gjé qé i bén ata té ngurté, té
forté dhe té géndrueshém. Tunica albuginea e cila
mbéshtjell trupat kavernozé, siguron forcén, gén-
drueshmériné dhe zgjerimin e tyre duke bllokuar
kthimin venoz, dhe né kété ményré éshté pérgjeg-
jése pér ruajtjen e fortésisé sé ereksionit.

Tunica albuginea e trupave kavernozé éshté
jashtézakonisht e forté dhe jo elastike. Gjaté njé
ereksioni normal dhe té ploté, presioni intracav-
ernoz arrin rreth 100 mmHg, ndérsa forca e gén-
drueshmérisé sé tunicés éshté aq e madhe sa
mund té pérballojé njé presion shpérthyes deri né
1,500 mmHg.[4]

Menaxhimi i frakturés penile kryesisht pérfshin ri-
parimin kirurgjikal, i cili konsiderohet si standard i
arté i trajtimit. Qéllimi kryesor i ndérhyrjes kirurgji-
kale éshté evakuimii menjéhershém i hematomés
dhe riparimi i kujdesshém i tunica albuginea sé
rupturuar, me synim sigurimin e shérimit té duhur,
rivendosjen e anatomisé dhe funksionit normal té
penisit, si dhe uljen e mundésisé sé komplikimeve
gé mund té shfagen né rastet kur ndiget vetém
trajtimi konservativ.[3]

Komplikimet pas operacionit shfagen né aférsisht
4-12% té rasteve.

Protokolli standard pasoperativ rekomandon njé
periudhé prej rreth gjashté javésh abstinence
seksuale, ndérsa rifillimi i aktivitetit seksual duhet
té ndodhé vetém pas zhdukjes sé ploté té simp-
tomave lokale, pérfshiré dhimbjen, edemén dhe
ekimozén.[5]

Prezantimi i rastit

Paragesim rastin e njé pacienti mashkull 24-vjecar,
i cili u paraqit né repartin e urologjisé me ankesé
pér dhimbje dhe énjtje té penisit, e cila kishte
ndodhur para dy orésh. Gjaté anamnezés, paci-
enti deklaroi se dhimbja ishte me fillim t& men-
jéhershém dhe ndodhi gjaté marrédhénies sek-
suale, e shogéruar me humbje té ereksionit dhe
me njé zhurmé kércitése. Gjaté ekzaminimit fizik
u pa edemé e organit dhe ekimozé. Shenjat vitale
té pacientit ishin stabile dhe nuk kishte shenja té
hemorragjisé€ nga uretra apo véshtirési né urinim,
gjé qé tregon se uretra ishte e paprekur. Bazuar né
historiné tipike dhe gjetjet e ekzaminimit fizik, u
vendos diagnoza klinike e frakturés sé penisit dhe
pacienti u shtrua menjéheré né repartin e urolog-
jisé.

Pas pranimit né repart, pacientit iu vendos kateter
urinar Foley CH16 latex dhe u bé monitorimi i
prodhimit urinar. Fillimisht, pacienti u menaxhua
né ményré konservative me analgjeziké dhe anti-
biotiké. Pacienti iu nénshtrua analizave paraprak-
isht para operacionit, konsultés me internistin dhe
anesteziologun. Po ashtu, historia mjekésore dhe
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kirurgjikale e pacientit nuk tregoi ndonjé trajtim
afatgjaté ose sémundje té& méparshme.

Né sallén e operacionit u krye eksplorim i penisit,
ku u evidentua njé defekt prej 15 mm né pjesén
inferolaterale té tunica albuginea dhe corpus cav-
ernosum, i shogéruar me hematomé lokale dhe
koagulum. Defekti u riparua me suturat Prolene
4-0, duke u siguruar mbyllja e defektit dhe korrig-
jimi anatomik i strukturave dhe gepja e plagés né
shtresa.

Intervenimi kirurgjikal u krye nén anestezi spina-
le.

Kateteri Foley u hoq ditén e treté pas opera-
cionit dhe pacienti pati shérim pa komplikime
pa prezencé infeksioni. Pas njé vlerésimi té ploté,
pacienti u lirua nga spitali ditén e treté pas opera-
cionit. Né momentin e daljes, iu pérshkruan anti-
biotiké dhe analgjeziké pér dhimbjet. Po ashtu, u
késhillua dhe u informua pér kujdesin ndaj plagés
dhe abstinencen seksuale pér 6 javé.

Diskutimi

Fraktura penisit pérfagéson njé nga emergjencat
mé té rralla, por edhe mé té qarta klinikisht né
urologji. Mekanizmi i démtimit lidhet me carjen e
tunica albuginea né momentin kur penisi ndodhet
né ereksion té ploté dhe pérballet me njé forcé té
papritur pérkulése. Pér shkak té hollimit té struk-
turés gjaté ereksionit, edhe njé traumé jo shumé e
madhe mund té rezultojé né rupturé té saj.

Simptomat kryesore jané zhurma kércitése karak-
teristike, dhimbja e menjéhershme, humbja e er-
eksionit, dhe deformimi i penisit i shogéruar me
hematomé té pérhapur. Né pjesén mé té madhe
té rasteve, diagnoza vendoset vetém mbi bazén e
historisé dhe ekzaminimit fizik, pa gené gjithmoné
e nevojshme imazheria. Megjithaté, ultrazéri me
Doppler mund té ndihmojé né pércaktimin e lo-
kalizimit té carjes ose né pérjashtimin e pérfshirjes
sé uretrés né rastet e dyshimta duhet té béhen ek-
zaminimet e tjera si: cistoskopia apo ekzaminimet

Figura 2. Largimi i koagulit dhe prania e defektit

radiologjike me kontrast.[4]

Né kété rast, historia dhe gjetjet klinike ishin tipike
dhe drejtuan menjéheré drejt diagnozés. Zgjedh-
ja pér trajtim kirurgjikal t& menjéhershém éshté
né pérputhje me rekomandimet bashkékohore té
Shoqatés Ndérkombétare Urologjike, té cilat thek-
sojné se ndérhyrja e hershme redukton ndjeshém
rrezikun e deformimit penil, disfunksionit erektil
dhe fibrozés kavernoze.

Gjaté ndérhyrjes u gjet njé defekt prej 15 mm né
pjesén inferolaterale té tunica albuginea dhe cor-
pus cavernosum, i cili u riparua me suturat pro-
lene 4-0, duke siguruar mbyllje té ploté dhe forcé
té qéndrueshme té murit kavernoz dhe gepja e
plagés né shtresa. Kjo metodé kombinon gén-
drueshmériné me avantazhin estetik dhe toler-
ancén e miré té indeve.

Ecuria postoperatore ishte e favorshme, pa shen-
ja infeksioni apo edeme té mbetur, dhe funksioni
erektil u ruajt plotésisht. Kontrolli pas tre javésh
konfirmoi ereksion normal, pa dhimbje dhe pa
deformim, cka tregon suksesin e ndérhyrjes dhe
efikasitetin e menaxhimit té hershém kirurgjikal.
Rasti nénvizon réndésiné e vlerésimit té shpejté
klinik dhe té trajtimit kirurgjikal brenda oréve té
para pas démtimit, si faktorét kryesoré gé garan-
tojné rezultat té& miré funksional dhe estetik né
frakturat penile.

Pérfundimi

Fraktura e penisit éshté njé urgjencé urologjike
qé kérkon diagnostikim dhe trajtim t& menjéher-
shém kirurgjikal pér té parandaluar komplikimet
afatgjata. Diagnoza zakonisht vendoset klinikisht,
bazuar né historiné dhe gjetjet fizike, ndérsa ri-
parimi i hershém kirurgjikal ofron rezultate shumé
té mira. Rasti yné tregon se ndérhyrja né kohé,
teknika e kujdesshme kirurgjikale dhe kujdesi i
duhur pas operacionit sigurojné shérim té ploté
pa komplikime dhe ruajtje té funksionit normal
seksual.

Figura 3. Ruptura e strukturave
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Figura 4. Suturimi me prolene 4-0
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Abstrakti

Arresti kardiak né periudhén intraoperative
éshté gjendje emergjente e rrallé, por me
morbiditet dhe mortalitet té larté. Njohja
e menjéhershme e situatés dhe reagimi i
shpejté, sé bashku me punén e koordinuar
té ekipit multidisiplinor, pérbéjné faktoré
thelbésoré né menaxhimin efektiv té
arrestit kardiak. Né kété studim jané
analizuar karakteristikat e arrestit kardiak
intraoperativ, reanimimi kardiopulmonar
dhe edukimi i vazhdueshém profesional i
profesionistéve shéndetésor né Kosové.

Punimi é&shté bazuar né rishikimin e
literaturés mjekésore bashkékohore si dhe
né analizén e té dhénave té mbledhura
pérmes njé ankete elektronike me 30
pjesémarrés té lémisé sé anesteziologjisé
dhe reanimimit. Anketa pérfshin pyetje
lidhur me pérvojén e drejtpérdrejté me
raste té arrestit kardiak intraoperativ,
pérdorimin e protokolleve té trajtimit
dhe vlerésimin e nevojés pér trajnime té
vazhdueshme.

Rezultatet e hulumtimit tregojné se,
faktorét si: statusi fiziologjik ASA, urgjencat
kirurgjike, instabiliteti  hemodinamik
dhe shkaktarét reversibil (4H/4T) lidhen
ngushté me kété situaté. Nga té dhénat
nga anketa, 29 pjesémarrés kané pérjetuar
raste té tilla. Vetém 17 pjesémarrés kishin
ndjekur trajnime té avancuara né dy vitet e
fundit, ndérsa 9 prej tyre, nuk ishin té sigurt
pér pérdorimin e protokolleve standarde.

Studimi tregon se, megjithése vetédija
profesionale éshté e larté, mungojné
trajnimet e rregullta dhe standardizimi
institucional. Edukimi i vazhdueshém,
simulimet  praktike ~dhe protokollet
e unifikuara mbeten thelbésore pér
menaxhimin efektiv té arrestit kardiak
intraoperativ.

—

= 1-3 raste

= 4-10 raste

Hyrje

Arrestikardiak perioperativéshténdérprerje
e papritur e aktivitetit té zemrés gjaté
periudhés sé anestezionit dhe kirurgjisé
dhe rezulton me mungesé té garkullimit
té gjakut dhe perfuzion té organeve
vitale. Reanimimi kardiopulmonar (RKP),
respektivisht kompresionet e kafazit té
kraharorit dhe defibrilimi i hershém jané
esencial pér rikthimin né jeté té pacientit
[1,2]. Edhe pseirrallé, kur ndodh, ai vendos
ekipin mjekésor pérballé njé situate
urgjente dhe kritike, ku ¢do sekondé ka
réndési jetike. Incidenca e arrestit kardiak
intraoperativ varion nga 1 né 2,000 deri né
1 né 3,000 ndérhyrje kirurgjike, me ritme jo-
shokuese (asistolia dhe PEA) té raportuara
si mé té shpeshtat né kéto situata [3].

Arresti kardiak né sallén operatore ka
pérparési, sepse realizohet né njé mjedis té
sigurt, né prani té njé ekipi té specializuar
dhe me pacientin nén monitorim té
vazhdueshém. Kéto kushte mungojné né
raste té arrestit kardiak jashtéspitalore,
prandaj pérbéjné njé avantazh pér
ndérhyrje té menjéhershme dhe té
suksesshme [2].

Rastet e arrestit kardiak perioperativ
kané njé shkallé vdekshmérie té larté,
sidomos kur shkaku nuk identifikohet dhe
nuk trajtohet me kohé. Njé ndér arsyet
kryesore té mortalitetit &shté mungesa e
identifikimit t& menjéhershém té gjendjes
dhe i adresimit té shkageve reversibile,
té cilat né shumicén e rasteve, jané té
trajtueshme nése ndérhyhet me kohé [3].

Né literaturén bashkékohore jané
identifikuar disa faktoré qé e rrisin
ndjeshém rrezikun pér arrest kardiak gjaté
operacionit. Kéta pérfshijné pacientét me
gjendje té réndé sistemike sipas klasifikimit
ASA, ata gé i nénshtrohen ndérhyrjeve
kirurgjike urgjente, dhe ata me histori

Mbi 10 raste

Figura 1. Frekuenca e pérballjeve sé profesionistéve me arrest kardiak.
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té sémundjeve kardiovaskulare ose
¢rregullimeve metabolike. Po ashtu, mosha
e shtyré, hemorragjité masive, problemet
respiratore dhe pérdorimi i barnave gé
ndikojné né sistemin kardiovaskular jané
ndér faktorét qé duhet vlerésuar me kujdes
para dhe gjaté ndérhyrjes kirurgjike [4].

Né rastet kur ndodh arresti kardiak,
protokollet e reanimimit sidomos ato
“Advanced Life Support-ALS” duhet té
zbatohen menjéheré. Kéto pérfshijné
masat themelore té& CRP-s&, intubimin,
oksigjenimin, defibrilimin kur ka ritme té
shokueshme, dhénien e medikamenteve, si
dhe trajtimin e shkaktaréve t€ mundshém
si: hipovolemia, hipoksia, hiperkalemia,
tamponada e zemrés, pneumotoraksi
tensiv, ¢rregullimet e elektroliteve etj., té
njohura né klasifikime si 4H dhe 4T.

Né shumé raste, zbatimi i kétyre
protokolleve ka treguar se rrit ndjeshém
shanset pér mbijetesé, madje me rikuperim
té miré neurologjik, sidomos kur arresti
trajtohet brenda 2-3 minutave té para [5].

Metoda e punés

Pér pérgatitjen e anketés jané pérdorur njé
gamé e gjeré burimesh, té pérzgjedhura me
kujdes, me géllim gé kjo temé té trajtohet sa
mé thellésisht dhe me njé bazé té balancuar
ndérmjet teorisé dhe pérvojés praktike. Njé
pjesé e réndésishme e literaturés éshté
bazuar né udhézimet e institucioneve té
njohura si: American Heart Association
(AHA) dhe European Resuscitation Council
(ERC), té cilat kané njé rol udhéheqgés né
pércaktimin e protokolleve klinike pér ALS
dhe BLS. Veg literaturés zyrtare, éshté marré
parasysh edhe pérvoja e pérditshme klinike
e profesionistéve té fushés. Anketa éshté
hartuar dhe shpérndaré si njé anketé e
thjeshté me 20 pyetje por e orientuar, e cila
éshté plotésuar nga mjek anesteziolog dhe
specializant gé punojné né institucione
publike dhe private né Kosové. Qéllimi i
késaj ankete ka gené té kuptohet pérvoja
reale e profesionistéve me arrestin kardiak
intraoperativ, sa shpesh e kané hasur, cilét i
konsiderojné shkaktarét mé té zakonshém,
né cilén periudhé perioperatore éshté
paraqgitur arresti kardiak, a ka mbijetuar
pacienti, dhe si e vlerésojné pérgatitjen e
tyre pér t'u pérballuar njé situaté té tillé.

Rezultatet

Tridhjeté specialist té anesteziologjisé
dhe specializant té punésuar né spitalet
publike dhe private né Kosové jané
pérgjigjur né anketé. Anketa kishte pér
géllim pasqgyrimin e pérvojés klinike té tyre
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né lidhje me arrestin kardiak intraoperativ,
si dhe opinionet dhe trajnimin e mjekéve
qé pérballen me kéto raste né praktikén e
pérditshme.

Pothuajse té gjithé pjesémarrésit (29
nga 30) kané deklaruar se kané pérjetuar
té paktén njé rast arresti kardiak gjaté
periudhés perioperative, cka tregon se kjo
nuk éshté njé ngjarje e rrallé, por njé sfidé
e pranishme né praktikén klinike. Nga té
anketuarit qé kané pérjetuar arrest kardiak
né periudhén perioperative gjaté karrierés
sé tyre, rreth 79.3% raportuan se kishin
pasur 1 deri né 3 raste, ndérsa 17.2% kishin
pérjetuar mé shumé se 10 raste. Vetém
3.4% kishin hasur 4 deri né 10 raste (Figura.
1).

Njézet e dy pjesémarrés té anketés kané
identifikuar problemet kardiovaskulare
si shkaktarét mé té shpeshté té arrestit
kardiak intraoperativ. Katér té anketuar
u deklaruan pér problemet respiratore, 2
té tjeré pér reaksionet anafillaktike, kurse
pjesa tjetér pér shkage té tjera té vecanta
(Figura 2).

Periudha perioperative né té cilén ka
ndodhur arresti kardiak éshté e ndryshme,
prijné hyrja né anestezion dhe gjaté zgjimit
(Figura 3).

Numri i pacientéve té cilét mbijetuan
arrestin kardiak ishte 23 nga 30. Té dhénat
tregojné réndésiné e reagimit té shpejté
dhe aplikimit té duhur té protokolleve né
sallén operatore. (Figura 4).

Vetém 17 nga 30 pjesémarrésit kishin
ndjekur njé trajnim té posacém pér
reanimim (BLS/ALS/ILS) né dy vitet e fundit.
Kjo nxjerr né pah nevojén pér pérditésim té
rregullt t& njohurive dhe aftésive praktike
né kété fushé.

Pérdorimi i protokolleve té standardizuara
pér RKP né sallén operative, konfirmohet
nga 20 té anketuar, ndérsa 9 prej
tyre shprehén pasiguri, dhe vetém 1
pjesémarrés raportoi se nuk zbatohen
fare (Figura 5). Kjo tregon mospérputhje
ndérinstitucionale dhe mungesé té
gartésisé né zbatimin e udhézimeve.
Né anén tjetér 28 prej pjesémarrésve
raportuan se reanimimi fillon brenda njé
minute nga ndodhja e arrestit, cka éshté
tregues pozitiv pér ndérhyrje té shpejté. Té
gjithé pjesémarrésit vlerésuan se trajnimi i
rregullt dhe periodik pér CPR éshté shumé i
nevojshém ose i domosdoshém.

Shumica e pjesémarrésve vlerésuan si sfidé
né kéto raste mungesén e koordinimit,
kufizimet teknike dhe logjistike né sallé,
stresin dhe pérgatitjen e pamjaftueshme
té stafit gjaté situatave kritike, ndérkaq
njé pjesé e vogél identifikuan edhe
pozicionimin e véshtiré té pacientit dhe
kufizimet e fushés sterile gjaté operacionit.

Sé fundmi, pérmirésimi i menaxhimit
té arrestit kardiak intraoperativ, sipas
pjesémarrésve, kérkon  trajnime  té

rregullta pér té gjithé stafin, simulime
ndérdisiplinore, zbatim té protokolleve
standarde dhe sigurimin e pérgatitjes
adekuate preoperative dhe pérfshirjen

@ Problemet me rrugét e frymémarrjes
@ Problemet respiratore
Problemet kardiovaskulare
@ Reaksionet anafillaktike
@ Tjetér

Figura 2. Shkaktarét mé té shpeshté té arrestit kardiak.
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Figura 3. Shpérndarja e arrestit kardiak sipas periudhés perioperative.
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e temave mbi arrestin kardiak intraoperativ
né trajnimet kombétare dhe kongreset
profesionale.

Diskutimi dhe pérfundimet

Gjaté rishikimit té literaturés dhe analizés
sé té dhénave nga anketa, u evidentua se
arresti kardiak intraoperativ mbetet njé
situaté e réndé klinike gé kérkon reagim
té menjéhershém dhe té koordinuar.
Literatura ndérkombétare sugjeron se
faktorét si: statusi ASA i larté, instabiliteti
hemodinamik dhe ndérhyrjet kirurgjike
emergjente jané té lidhur ngushté me
incidencén e arrestit intraoperativ [6].

Kéto gjetje u konfirmuan edhe nga té
dhénat e mbledhura né anketé, ku pjesa
mé e madhe e rasteve jané raportuar gé
kané ndodhur né fazén intraoperative.

Ndérkag, njé nga problemet mé té
theksuara qé u shfaq nga analizat ishte
mungesa e standardizimit té protokolleve
pér CPR intraoperative. Edhe pse shumica e
profesionistéve pohuan se reanimimi fillon
brenda minutés sé paré, vetém njé pjesé e
tyre kishin ndjekur trajnime té avancuara té
tipit ALS/BLS ose ACLS né dy vitet e fundit
[5].

Njé element tjetér i réndésishém éshté
periudha né té cilén ndodh arresti kardiak.
Arresti kardiak shfaget mé sé shumti
né fazén intraoperative, ndjekur nga
periudhat e induksionit té anestezionit
dhe faza postoperative, cka pérkon me
literaturén gé sugjeron njé lidhje midis
instabilitetithemodinamik dhe ndérhyrjeve
kirurgjike specifike [1]. Shkaktarét mé té
shpeshté té raportuar nga pjesémarrésit
ishin problemet kardiovaskulare, gjé qé
pérputhet me studimet qé theksojné
réndésiné e monitorimit té zemrés dhe
garkullimit té gjakut gjaté ndérhyrjeve
kirurgjike.

Pavarésisht mjedisit té sigurt qé ofron salla
operative, pérvoja praktike sugjeron se
ekzistojné ende mangési né pérgatitjen
dhe komunikimin ndérdisiplinor té ekipit
mjekésor né kéto situata. Kjo pérforcon
nevojén pér simulime klinike té rregullta,
protokolle  té qgarta institucionale
dhe bashképunim mé té miré midis
anesteziologéve, kirurgéve dhe personelit
té kujdesit intensiv [3].

Duke gené se arresti kardiak intraoperativ
pérfagéson njé nga emergjencat mé
sfiduese né praktikén kirurgjike dhe
anesteziologjike, nga rishikimi i literaturés
kuptohet garté se suksesi né trajtimin e
tij varet né masé té madhe nga pérgatitja
paraprake e stafit mjekésor, trajnimi
né qasjet e avancuara té reanimimit
kardiopulmonar  (ALS), ndjekja e
protokolleve té standardizuara si dhe
aftésia pér bashképunim ndérdisiplinor
gjaté situatave té tilla kritike [8]. Reanimimi
kardiopulmonar intraoperativ  paraget
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njé komponent specifik té protokolleve té
emergjencés, dhe kérkon jo vetém njohuri té
sakta, por edhe reagim té shpejté dhe pérdorim
té menjéhershém té mjeteve diagnostike dhe
terapeutike.

Pérmes analizés sé burimeve ndérkombétare
dhe té dhénave té mbledhura nga anketa e
realizuar me profesionisté té fushés né Kosové,
u evidentuan disa mangési té réndésishme né
menaxhimin e arrestit kardiak intraoperativ té
cilat ndikojné drejtpérdrejt né pérkujdesjen
ndaj pacientéve. Njé prej tyre éshté mungesa
e protokolleve té unifikuara pér reanimimin né
sallén operatore. Cdo situaté trajtohet né ményré
té ndryshme, né varési té pérvojés sé ekipit,
ndérkohé gé ka nevojé pér udhézime té qarta
pér pozicionimin e pacientit dhe koordinimin né
mes té ekipeve té kirurgjisé dhe anesteziologjisé
né momentin e arrestit kardiak [2].

Pér mé tepér, mungon njé kornizé e strukturuar

pér vendimmarrjen gjaté arrestit kardiak. Duhet
pranuar se momenti i njé arresti intraoperativ
éshté emocionalisht dhe profesionalisht sfidues,
dhe vendimi pér té ndérpreré apo vazhduar
ndérhyrjen kirurgjike éshté shpesh intuitiv,
i bazuar né ndjesiné momentale dhe jo né
udhézime té shkruara.

Po ashtu, mungesa e trajnimeve té rregullta né
gasjet e avancuara té reanimimit, si ALS/BLS dhe
ACLS, pérbén njé faktor gé ndikon drejtpérdrejt
né efikasitetin e ndérhyrjes né momentet
vendimtare. Té dhénat e anketés treguan
se ndonése shumica e profesionistéve kané
pérjetuar raste té arrestit kardiak perioperativ
dhe jané té vetédijshém pér nevojén e reagimit

té shpejté, vetém njé pjesé e tyre kané marré
pjesé né trajnime né vitet e fundit né kété fushé
[71.

Sé fundmi, rishikimi i literaturés dhe pérvoja
klinike tregojné se menaxhimi i arrestit kardiak
intraoperativ nuk kufizohet vetém né aspektin
teknik té reanimimit, por shoqérohet edhe
me dilema etike dhe ligjore. Situata té tilla si
mungesa e njé pélgimi té informuar pér CPR
ose pranimi paraprak i njé urdhri DNR (Do Not
Resuscitate) nga pacienti paragesin sfida reale
pér vendimmarrjen mjekésore né sallé operative

[1].

Kéto aspekte theksojné nevojén pér qartési
institucionale dhe politika té harmonizuara
qé garantojné mbrojtjen ligjore dhe etike té
pacientéve dhe stafit mjekésor.

Ky punim nuk ka pér géllim vetém té mbledhé
té dhéna apo té rishikojé literaturén, por té
ofrojé njé reflektim té singerté mbi sfidat gé
hasen realisht né praktikén klinike dhe té nxisé
njé gasje mé té organizuar dhe mé efektive ndaj
arrestit kardiak intraoperativ. PEérmes edukimit té
vazhdueshém, trajnimeve dhe bashképunimit
té ngushté ndérmjet anesteziologéve, kirurgéve
dhe stafit mbéshtetés, éshté e mundur té
pérmirésohet ndjeshém menaxhimi i kétyre
rasteve dhe té rritet shansi pér mbijetesé dhe
rikuperim cilésor pér pacientét [3].

m PO =m0

Figura 4. Numri i pacientéve té cilét mbijetuan arrestin kardiak.
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Figura 5. Raportimi mbi ndjekjen e trajnimeve té certifikuara pér reanimim me gasje té avan-

cuar gjaté dy viteve té fundit.
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Abstrakti

Embolia pulmonare akute éshté njé emergjencé
kardiovaskulare serioze qé rezulton me bllokim
té arteries pulmonare nga njé tromb zakonisht
me origjiné nga venat e thella té gjymtyréve té
poshtme. Ajo renditet e treta ndér sémundjet
kardiovaskulare mé té shpeshta dhe mbetet sh-
kak i réndésishém i morbiditetit dhe mortalitetit.
Ky punim ka pér géllim pérmes rishikimit té lit-
eraturés bashkékohore té paraqesé njé pasqyré
té pérmbledhur mbi patofiziologjiné, diagnos-
tikimin dhe trajtimin e embolisé pulmonare
akute, duke theksuar rekomandimet mé té fun-
dit ndérkombétare. Analiza e literaturés nga da-
tabazat si: PubMed dhe Google Scholar, si dhe e
udhézimeve té ESC, tregon se antikoagulantét
oral direkt (DOAC) si rivaroksabani dhe apiksaba-
ni, pérfaqésojné njé hap té réndésishém pérpara
né menaxhimin terapeutik té késaj patologjie.
Kéto medikamente kané treguar efikasitet té
barabarté me terapiné tradicionale me hepariné
dhe varfaring, por me rrezik dukshém mé té ulét
té gjakderdhjeve madhore dhe me profil mé té
miré sigurie.

Hyrje

Embolia pulmonare akute pérkufizohet si ob-
struksioni i garkullimit arterial pulmonar nga
njé tromb, i cili mé sé shpeshti e ka origjinén
nga tromboza e venave té thella té gjymtyréve
té poshtme (1). Bllokimi i arteries pulmonare
ose degéve té saj shkakton njé rritje t& men-
jéhershme té rezistencés vaskulare pulmonare
dhe té pas-ngarkesés sé barkushés sé djathté,

|

gjé qé mund té ¢ojé né déshtim té zemrés sé
djathté, kolaps hemodinamik dhe vdekje nése
nuk njihet dhe trajtohet né kohé (2). Pér shkak
té kétyre mekanizmave patofiziologjik, EP (em-
bolia pulmonare) konsiderohet njé emergjencé
mjekésore qé kérkon vlerésim diagnostik té
menjéhershém dhe fillim urgjent té terapisé. Pas
infarktit té miokardit dhe goditjes né tru (stroke),
embolia pulmonare renditet e 3-ta ndér sémund-
jet kardiovaskulare mé té shpeshta né nivel glob-
al, duke pérfagésuar njé shkak té réndésishém té
morbiditetit dhe mortalitetit kardiovaskular (3).

Faktorét e rrezikut:

Faktorét e rrezikut té lidhur me emboliné pul-
monare pérputhen ngushté me ata té trombozés
sé venave té thella dhe pérfshijné njé gamé té
gjeré faktorésh gjenetik, klinik dhe té fituar.

Né kéto bé&jné pjesé:

Imobilizimi i zgjatur (géndrimi né shtrat pér disa
dité, udhétimet e gjata >4h).

Ndérhyrjet kirurgjikale t&€ médha (sidomos ato
ortopedike), traumat e rénda.

Kanceri dhe trajtimet onkologjike.

Obeziteti, duhanpirja, shtatzénia, terapia hormo-
nale (kontraceptivét me estrogjen) etj.

Faktorét gjenetik si trombofilia etj. (1 ,4).

Patofiziologjia: Trombi, né varési t&€ madhésisé,
mund té bllokojé degé té vogla ose ené krye-
sore té qarkullimit pulmonar. Bllokimi i arteries

Assess clinical probability of PE
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Figura 1. Algoritmi diagnostik pér pacientét me dyshim pér emboli pulmonare pa pagéndrueshméri he-
modinamike.(https://www.escardio.org/Guidelines/Clinical-Practice-Guidelines/Acute-Pulmonary-Em-

bolism-Diagnosis-and-Management-of)
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kryesore shkakton komprometim té réndé he-
modinamik, ndérsa ai periferik mund té ¢ojé né
infarkt pulmonar ose hemorragji intra-alveolare.
Obstruksioni démton raportin ventilim-perfuz-
ion duke shkaktuar hipoksemi, lirimin e media-
toréve inflamator e vazoaktiv (p.sh. serotonina),
vazospazmé, hipokapni dhe alkalozé respiratore.
Rritja e rezistencés vaskulare pulmonare ¢on né
mbingarkesé té ventrikulit té djathté&, devijim té
septumit ndérventrikular, ulje t&€ mbushjes sé
ventrikulit t&€ majté, hipotension dhe né raste té
rénda, déshtim akut té ventrikulit té djathté - sh-
kaku kryesor i vdekjes né emboliné pulmonare

(M.

Klasifikimi i embolisé pulmonare né bazé té sta-
bilitetit hemodinamik éshté thelbésor pér vleré-
simin e ashpérsisé, prognozés dhe pércaktimin e
trajtimit adekuat.

Klasifikimi sipas stabilitetit hemodinamik:

-Embolia pulmonare hemodinamikisht e pagén-
drueshme (high-risk) karakterizohet nga presioni
sistolik i gjakut <90 mmHg, hipotension dhe nev-
0jé pér vazopresor si dhe me rrezik ndaj shokut
obstruktiv dhe déshtimit akut té ventrikulit té
djathté.

«Embolia pulmonare hemodinamikisht e gén-
drueshme pérfshin raste gé variojné nga forma
me rrezik té ulét (low-risk) me simptoma té leh-
ta ose asimptomatike deri te forma me rrezik té
ndérmjetém (intermediate-risk), té cilat karak-
terizohen nga disfunksion i ventrikulit té djathté
dhe rritje e biomarkeréve kardiak (BNP, tropon-
inés), por me ruajtje té stabilitetit hemodinamik

(M.
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Diagnoza e hershme e embolisé pulmonare
éshté jetike. Fatkeqésisht manifestimi klinik jo
specifik me simptome si: dispne, dhembje gjoksi
me karakter pleuritik, kollé dhe hemoptizé e bén
té véshtiré diferencimin diagnostik. Andaj nd-
jekja e njé rrjedhe té standardizuar diagnostike
rekomandohet fugishém, pasi éshté déshmuar
se redukton ndjeshém rrezikun e komplikimeve.
Pér ta arritur kété, éshté thelbésore té béhet
stratifikimi i pacientéve bazuar né probabilitetin
e tyre pér té zhvilluar emboli pulmonare (1,2,4).

Sipas udhézimeve té European Society of Cardi-
ology (ESC, 2019), diagnostikimi i embolisé pul-
monare fillon me vlerésimin e probabilitetit klinik
para-testimit, hap thelbésor qé udhézon pérzg-
jedhjen e testimeve laboratorike dhe imazherike
mé adekuate. Né praktiké pérdoren Wells Score
dhe Geneva Score, té cilat i japin pacientit njé
rezultat total gé e klasifikon né rrezik té ulét, té
ndérmjetém ose té larté, duke pércaktuar késhtu
hapat vijues diagnostik.

Pér pacientét me rrezik té ulét ose té ndérm-
jetém, hapi pasues éshté testimi i D-dimerit.

Rezultati negativ (<500 ng/mL) pérjashton EP
me siguri té larté, duke shmangur nevojén pér
imazheri.

-Rezultati pozitiv kérkon CT angiografi pul-
monare (CTPA).

Pér pacientét mbi 50 vje¢ rekomandohet pér-
dorimi i pragut té rregulluar sipas moshés té
D-dimerit (mosha x 10 ng/mL) gé redukton ek-
zaminimet e panevojshme (2).

Kur embolia pulmonare nuk mund té pérjashto-
het me testime klinike ose laboratorike, kérkohet
konfirmim imazherik. Zgjedhja e metodés varet

Mo Yes
CTPA immediately available |
I and feasible?
— —
I
T 1
P Yes
CTPA
r 1
Positive Megative
4 l
p ™~ ~ =~ o~ ~
| Search for other causes of | | Treatment of | Search for other causes of |
| shock or instabilicy ) \ high-risk PE* L shock or instability )
. .

Figura 2. Algoritmi diagnostik pér pacientét me dyshim pér emboli pulmonare me rrezik té larté, té cilét
paragiten me pagéndrueshméri hemodinamike.(https://www.escardio.org/Guidelines/Clinical-Prac-
tice-Guidelines/Acute-Pulmonary-Embolism-Diagnosis-and-Management-of)
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nga gjendja hemodinamike, funksioni re-
nal dhe kundérindikacionet pér kontrast
(2,5). CT angiografia pulmonare mbetet
standardi i arté pasi ofron vizualizim té
drejtpérdrejté té trombit dhe vleréson
ngarkesén e ventrikulit té djathté. Skanimi
Ventilim/Perfuzion (V/Q) pérdoret kur
CTPA éshté e kundérindikuar (5,6). EKG ka
rol té réndésishém tek pacientét e pagén-
drueshém hemodinamikisht, duke treguar
disfunksion té ventrikulit té djathté dhe
ndihmuar né vendimmarrje terapeutike
por éshté jospecifik (1).

Trajtimi

Tre shtyllat kryesore té trajtimit t&€ embolisé
pulmonare jané: stabilizimi hemodinamik,
fillimi i antikoagulimit sistemik, dhe riper-
fuzioni i arteries pulmonare (tromboliza)

(7).

Masat suportive. Jepet oksigjen nése sa-
turimi éshté <90%. Né rastet e pagén-
drueshme mund té nevojitet ventilim me-
kanik (jo-invaziv ose invaziv), por kujdes
duhet shmangur presioni i tepért (1).

Terapia antikoaguluese: trajtimi konven-
cional pérbéhet nga njé antikoagulant
parenteral, si enoksaparina e cila jepet pér
té paktén 5 dité, ndérsa varfarina fillohet
gjaté késaj periudhe dhe vazhdohet pér
té paktén 3 muaj. Megjithése ky regjim
éshté efektiv, ai paraget sfidé praktike,
pasi enoksaparina kérkon injeksione ditore
nénlékurore, ndérsa terapia me varfariné
kérkon monitorim té koagulimit dhe rreg-
ullim té vazhdueshém té dozés (8). Antiko-
agulantét oral direkt (DOACs) - rivaroksa-
ban, apiksaban, dabigatran dhe edoksaban
- jané sot zgjedhja e paré pér shumicén e
pacientéve, pér shkak té efikasitetit té ng-
jashém dhe rrezikut mé té ulét té hemor-
ragjisé krahasuar me varfarinén (2).

Terapia reperfuzionuese (Tromboliza): Né
PE me rrezik té larté, tromboliza sistemike
me alteplazé 100 mg IV brenda 2 orésh
rekomandohet si terapi shpétuese pér té
rivendosur fluksin pulmonar dhe pér té re-
duktuar ngarkesén e barkushes sé djathté
(2,9). Né pacientét ku tromboliza éshté e
kundérindikuar ose ka déshtuar, mund té
pérdoret trombektomia me kateter ose
embolektomia kirurgjikale, té cilat ofrojné
rezultate té mira né gendrat e specializuara
(10).

Qéllimi: Qéllimi i kétij punimi éshté gé
pérmes rishikimit té literaturés bashké-
kohore té ofrohet njé pasqyré gjithépérf-
shirése mbi emboliné pulmonare akute,
duke theksuar aspektet patofiziologjike, di-
agnostike dhe vecganérisht rekomandimet
mé té fundit né menaxhimin dhe trajtimin

e saj sipas udhézimeve ndérkombétare.
Metodologjia:

Ky punim éshté njé rishikim bazuar né
burime té pérzgjedhura nga literatura
shkencore ndérkombétare né databaza si:
PubMed, Google Scholar dhe udhézime té
ESC, CHEST.

Rezultatet:

Té dhénat nga provat kryesore t& médha
klinike kané ndryshuar gasjen fillestare
té trajtimit t& embolisé pulmonare, duke
béré gé antikoagulantét oral direkt (DOAC)
té konsiderohen terapi e linjés sé paré tek
shumica e pacientéve hemodinamikisht
stabil.

Né studimin nga EINSTEIN-PE, pacientét
me emboli pulmonare simptomatike u tra-
jtuan me rivaroksaban oral né dozé fikse
(15 mg dy heré né dité pér 3 javé, pastaj
20 mg njé heré né dité) si ilag i vetém, pa
nevojé pér hepariné apo varfariné. Rivarok-
sabani rezultoi jo-inferior ndaj terapisé
standarde pér parandalimin e rikthimit té
trombozés (2.1% vs 1.8%; HR 1.12, 95% Cl
0.75-1.68) dhe kishte rrezik dukshém mé
té ulét té gjakderdhjeve té médha (1.1%
vs 2.2%; HR 0.49, 95% Cl 0.31-0.79). Kéto
rezultate treguan se trajtimi mund té fillo-
jé drejt me njé DOAC si monoterapi, duke
thjeshtuar menaxhimin akut té embolisé
pulmonare dhe duke reduktuar ndjeshém
komplikimet hemorragjike (11).

Né studimin tjetér klinik nga AMPLIFY i cili
pérfshiu 5,395 pacienté me tromboemboli
venoze akute (VTE) u krahasua apixabani
oral me dozé fikse (10 mg dy heré né dité
pér 7 ditét e para pastaj 5 mg dy heré né
dité pér pjesén e mbetur té trajtimit deri
né 6 muaj) me terapiné standarde (enok-
sapariné + varfaring). Apixabani rezultoi
jo-inferior né efikasitet pér parandalimin
e rikthimit té& VTE (2.3% kundrejt 2.7%; RR
0.84, 95% Cl 0.60-1.18) dhe kishte rrezik
dukshém mé té ulét té gjakderdhjes sé
madhe (0.6% kundrejt 1.8%; RR 0.31, 95%
Cl 0.17-0.55; p < 0.001) si dhe mé pak gjak-
derdhje klinikisht té réndésishme (3.2%
kundrejt 8.1%; RR 0.40, 95% Cl 0.31-0.52).
Kéto rezultate e pozicionuan apixaban-in
si njé alternativé té sigurt, efektive dhe mé
té thjeshté krahasuar me terapiné konven-
cionale, duke mbéshtetur pérdorimin e tij
si DOAC i linjés sé paré pér trajtimin e em-
bolisé pulmonare akute dhe trombozés ve-
noze té thellé. (12)

Né studimin nga Biiller et al. edoksabani
tregoi efikasitet té krahasueshém me varfa-
rinén, por me rrezik dukshém mé té ulét té
hemorragjisé madhore, duke mbéshtetur
pérdorimin e DOAC-eve si alternativé mé té

Véllimi 5
sigurt né trajtimin e PE-sé (16).
Diskutimi:

Tromboembolia pulmonare mbetet njé
ndér emergjencat mé té réndésishme
kardiovaskulare pér nga incidenca dhe
mortaliteti. PEérmirésimet né diagnostikim,
pérfshiré vierésimin klinik (Wells, Geneva),
testi i D-dimerit dhe CTPA, kané reduktuar
ndjeshém vonesat diagnostike dhe kané
mundésuar stratifikim mé té sakté té rrezi-
kut (2,5,13). Megjithaté, ndryshimet mé té
réndésishme té dekadés sé fundit i pérka-
sin terapisé antikoaguluese e cila ka revo-
lucionarizuar menaxhimin e embolisé pul-
monare. Tradicionalisht, terapia standarde
pérfshinte heparinén e pa-fraksionuar ose
LMWH, té ndjekur nga antagonistét e vita-
minés K si varfarina. Kjo qasje, megjithése
efektive, shogérohej me kufizime té réndé-
sishme: nevojé pér monitorim té vazhdue-
shém té INR-s&, ndérveprime té shumta
medikamentoze dhe rrezik mé té larté té
hemorragjisé madhore (14). Kéto kufizime
nxitén kérkimin pér terapi mé té gén-
drueshme dhe mé té sigurta. Né kété kon-
tekst, antikoagulantét oral direkt (DOAC) -
rivaroksabani, apiksabani, dabigatrani dhe
edoksabani - jané shfaqur si alternativa té
fugishme ndaj skemés tradicionale. Stu-
dimet e médha klinike kané treguar efik-
asitet té barabarté me terapiné standarde
dhe reduktim té dukshém té hemorragjive
madhore. Né EINSTEIN-PE, rivaroksabani re-
zultoi jo-inferior ndaj varfarinés pér paran-
dalimin e rikthimit t& VTE, me reduktim
rreth 50 % té gjakderdhjeve serioze (11). Né
AMPLIFY, apiksabani arriti reduktim 69 % té
hemorragjisé madhore krahasuar me tera-
piné konvencionale (12). Njé meta-analizé
gjithépérfshirése e provave té fazés Ill kon-
firmoi se pérdorimi i DOAC-ve redukton
ndjeshém rrezikun e hemorragjisé fatale
dhe intrakraniale, pa rritur incidencén e rik-
thimit té EP (15). Bazuar né kéto prova, ESC
2019 dhe CHEST 2021 e pozicionojné pér-
dorimin e DOAC-ve si linjé té paré té trajti-
mit pér pacientét hemodinamikisht stabil,
ndérsa terapité konvencionale rezervohen
pér raste me insuficiencé renale té réndg,
shtatzéni ose pagéndrueshméri hemodin-
amike (2). Ky ndryshim ka sjellé pérfitime
té réndésishme klinike - thjeshtim té pro-
tokolleve, ulje té shtrimeve spitalore dhe
rritje té& kompliancés sé pacientéve.

Konkluzioni:

Pérparimet e fundit né diagnostikimin dhe
menaxhimin e tromboembolisé pulmonare
kané reduktuar ndjeshém mortalitetin dhe
komplikimet afatgjata. Zbatimi i algorit-
meve té strukturuara diagnostike dhe fillimi
i hershém i antikoagulimit kané pérmirésu-
ar rezultatet klinike dhe siguriné e trajtimit.
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Udhézimet bashkékohore té ESC (2019) ven-
dosin antikoagulantét oral direkt (DOAC) si terapi
té linjés sé paré pér pacientét hemodinamikisht
stabil, pér shkak té efikasitetit té tyre té larté
dhe rrezikut té ulét hemorragjik. Ndérkohé, ter-
apité reperfuzionuese rezervohen pér rastet me
pagéndrueshméri hemodinamike, duke siguruar
njé qasje té balancuar ndérmjet efikasitetit dhe
sigurisé. Né térési, menaxhimi modern i embolisé
pulmonare pérfagéson njé shembull té gasjes sé
personalizuar dhe multidisiplinore né mjekésiné
bashkékohore.
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HELMIMET ME INSEKTICIDE: ALGORITMI DIAGNOSTIK DHE MENAXHIMI
EMERGJENT | HELMIMIT ME ORGANOFOSFATE
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Abstrakti

Helmimi me insekticide paraget njé urgjencé
mjekésore serioze dhe njé problem té
réndésishém té shéndetit publik. Shumica
e rasteve ndodhin si pasojé e ekspozimit
profesional ose aksidental, zakonisht népérmjet
thithjes sé ajrit,kontaktit me mukozat,pérmes
syve,lékurés,rrugéve té frymémarrjes ose traktit
gastrointenstinal. Rastet e rénda té helmimit me
insekticide jané mé té shpeshta né zonat rurale
té vendeve me té ardhura té uléta dhe té mesme,
ku kéto substanca jané lehtésisht té gasshme dhe
pérdoren gjerésisht né bujgésiné e vogél, shpesh
pa masa té mjaftueshme mbrojtése dhe kontroll
rregullator. Pér shkak té efekteve té shpejta
dhe multisistemike toksikologjike, kérkohet
diagnostikim dhe trajtim i menjéhershém
né shérbimet e urgjencés mjekésore. Ky
punim paraget njé pérmbledhje té njohurive
bashkékohore mbi mekanizmat toksikologjiké,
manifestimet klinike dhe qasjet terapeutike,
duke theksuar réndésiné e ndérhyrjes sé
hershme, edukimit té vazhdueshém dhe masave
parandaluese pér reduktimin e pasojave fatale.

Fjalét kyce:Helmim meinsecticide,Organofosfate,
Acetilkolinesterazé,Atropiné,Urgjencé
mjekésore.

Hyrje:

Helmimi me insekticide pérfagéson njé ndér
intoksikimet kimike mé té zakonshme dhe mé té
rrezikshme né praktikén mjekésore emergjente
duke kontribuar né morbiditet dhe mortalitet té
larté, vecanérisht né vendet me zhvillim té ulét.
Insekticidet pérbéjné njé nén-grup té pesticideve,
té cilat pérdoren pér té eliminuar démtuesit
bujgésoré, por mund té jené shumé toksike edhe

Pre-syraptic
uron |

pér njerézit. Ato klasifikohen kryesisht sipas
pérbérjes kimike né disa grupe:organofosfate,
karbamate, piretroidet, organoklorine dhe
neonicotinoidé. Ndér kéto, organofosfatet
pérfshijné njé grup té gjeré pérbérjesh kimike gé
pérdoren gjerésisht si pesticide dhe herbicide, si
dhe si agjenté nervoré né luftén kimike. Kur futen
né organizém, organofosfatet inhibojné enzimén
acetilkolinesterazé, duke shkaktuar akumulim té
tepruar té neurotransmetuesit acetilkoliné.

Kjo tepricé e acetilkolinés con né sindromén
kolinergjike, e cila pérfshin ndikime né receptorét
nikotiniké dhe muskariniké, si dhe né sistemin
nervor gendror.(1

Metodologjia

Ky punim pérfagéson njé rishikim narrativ té
literaturés mbi helmimin me insekticide, me
fokus té vecanté né organofosfatet si shkaktarét
mé té shpeshté té toksicitetit akut. Té dhénat jané
mbledhur nga burime shkencore té besueshme,
pérfshiré bazén e té dhénave PubMed, NCBI dhe
Organizatén Botérore té Shéndetésisé (WHO).

Gjithashtu, jané marré materiale referuese nga
Emergency Medicine, Ninth Edition (Judith
E. Tintinalli). Pérve¢ analizés teorike, punimi
pérfshin edhe njé rast klinik té trajtuar né QKUK,
i cili shérben si ilustrim praktik i diagnostikimit
dhe menaxhimit emergjent té helmimit akut me
organofosfate.

Manifestimet  klinike té  helmimit me

organofosfate:

Shenjat klinike dhe ashpérsia e helmimit me
organofosfate varen nga doza, rruga dhe
kohézgjatja e ekspozimit, si dhe nga shpejtésia e
ndérhyrjes mjekésore. (2).Né helmimin akut nga
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Figura 1. Mekanizmi i veprimit té organofosfateve. (https://depts.washington.edu/opchild/acute.html)
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organofosfate, shumica e pacientéve shfaqgin
simptoma Brenda 8 oréve té para pas ekspozimit.

Shenjat klinike pérfshijné prekje té shumé
sistemeve té organizmit dhe lidhen me
stimulimin e tepért té receptoréve kolinergjiké
né nivel periferik dhe gendror.

Sistemi kardiovaskular: takikardi ose bradikardi,
hipertension ose hipotension, aritmi té& ndryshme
kardiake.

Sistemi nervor gendror: dhimbje koke, agjitacion,
konvulsione, konfuzion, humbje vetédijes deri
né komé.

Syté: miozé (bebéza té ngushta), lotim i tepért
dhe hiperemi konjuktivale.

Sistemi gastrointestinal: dhimbje abdominale, té
pérziera, té vjella dhe diarre.

Sistemi urinar: poliuri ose oliguri.

Sistemi muskulor: fascikulacione, ngérce dhe
dobési e pérgjithshme muskulare.

Sistemi respirator: rinorre, fishkéllima gjaté
frymémarrjes (wheezing), dispne, shtréngim
torakal, hiperpne ose bradipne, si dhe sekrecione
té tepérta bronkiale (bronkorre) gé mund té
¢ojné né insuficiencé respiratore.

Lékura: hiperhidrozé (djersitje e tepért). (2)
Diagnoza mbi helmimet me insecticide:

Diagnoza e helmimit me organofosfate zakonisht
vendoset mbi bazén e té dhénave té detajuara
té anamnezés sé pacientit, ku theksohet
ambienti né té cilin ai ka gené i ekspozuar
ndaj kétyre substancave toksike, si dhe mbi
bazén e manifestimeve klinike karakteristike,
pérfshiré dispnené, miozén, hipersalivacionin,
sekrecionet bronkiale, djersitien e tepért,
fascikulacionet muskulore dhe c¢rregullimet
neurologjike qé shfagen pas ekspozimit. Triada
klasike pér helmim pérfshin:Miozé Hipersalicion,
Insuficiencé respiratore.

Vlerésimilaboratorik: Matja e butirilkolinesterazés
plazmatike dhe acetilkolinesterazés
eritrocitare  mbéshtet diagnozén, ku ulja e
butirilkolinesterazés sugjeron ekspozim, ndérsa
reduktimi i theksuar i acetilkolinesterazés
korrelohet me ashpérsiné klinike.

Roli i atropinés, pralidoksimit dhe
benzodiazepinave né trajtimin e helmimeve me
organofosfate

Trajtimi i helmimit me organofosfate pérbén
urgjencé mjekésore dhe duhet té fillojé
menjéheré pas vendosjes sé dyshimit klinik, pa
pritur konfirmimin laboratorik. Qéllimi kryesor
i ndérhyrjes éshté parandalimi i insuficiencés
respiratore dhe bllokimit kolinergjik né nivel
gendror dhe periferik (3).

Atropina éshté njé nga antidotét kryesoré
té pérdorur né trajtimin e helmimeve me
organofosfate, Ajo vepron duke bllokuar
acetilkolinén kimike, duke pérfshiré acetilkolinén
e tepért té shkaktuar nga helmimi me
organofosfor. (4).Ky mekanizém i mundéson
té bllokojé efektet e stimulimit parasimpatik té
ndérmjetésuar nga acetilkolina, duke ndikuar né
sistemin nervor gendror dhe periferik.

Né praktikén klinike, ajo administrohet si bolus
fillestar intravenoz (IV) né dozé prej 1.2-3.0
mg tek té rriturit, ndérsa pér fémijét né dozé
0.05 mg/kg, duke synuar arritjen e efektit té
déshiruar klinik. Nése pérgjigjja fillestare éshté e
pamjaftueshme, doza pérséritet ¢do 3-5 minuta
derisa té pastrohen sekrecionet bronkiale, té
zhduket bronkospazmi dhe té stabilizohet
frymémarrja bronkokonstriksioni.(5)

Pralidoksimi (2-PAM) éshté oksim me veprim
specifikgériaktivizonenziménacetilkolinesterazé
té bllokuar nga organofosfatet, duke rikthyer
transmetimin normal neuromuskular. Ai jepet
intravenoz né dozé rreth 30 mg/kg, e pérséritur
¢do 4-6 oré ose me infuzion té ngadalshém,
né varési té gjendjes klinike. Efekti &shté mé i
madh kur administrohet herét pas ekspozimit,
para se kompleksi enzimé-organofosfat té
béhet i pandryshueshém. Shenjat e pérmirésimit
pérfshijné rritien e tonusit muskulor dhe
normalizimin e frymémarrjes. Reaksionet anésore
jané té rralla dhe zakonisht té pérkohshme

Benzodiazepinat luajné njé rol té réndésishém
né menaxhimin e helmimit me organofosfate,
pérmes potencimit té inhibimit t& ndérmjetésuar
nga GABA né sistemin nervor gendror, cka
ndihmon né kundérveprimin ndaj hiperaktivitetit
neurologjik té shkaktuar nga grumbullimi i
acetilkolinés.

Né praktikén klinike, diazepami mbetet
zgjedhja kryesore pér kontrollin e agjitacionit
dhe parandalimin e konvulsioneve, ndérsa
midazolami dhe lorazepami pérbéjné alternativa
efektive né varési té situatés klinike dhe
disponueshmérisé.(6)

Rast klinik (QKUK, Prishtiné - Intoxicatio acuta
insecticidis)

Pacienti, mashkull 51-vjecar (i lindur né vitin
1974), me profesion kopshtar, u paraqgit né
Shérbimin e Emergjencés té Qendrés Klinike
Universitare té Kosovés pas njé ekspozimi té
pérséritur pér rreth pesé dité ndaj preparateve
bujgésore Ridomil Gold (fungicid sistemik) dhe
Chemol Plus (insekticid me bazé vaj mineral),
gjaté procesit té spérkatjes sé& peméve, pa
pérdorimin e pajisjeve personale mbrojtése si
maska dhe doréza.

Pacienti nuk kishte ndérruar rrobat pas
ekspozimit, gjé gé ka mundésuar vazhdimin e
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kontaktit dermal me substancén toksike.

Né momentin e paragitjes, pacienti manifestonte
dispne progresive, lodhje té theksuar dhe
¢rregullim té vetédijes, duke ngritur dyshimin
klinik pér helmim akut nga substanca bujgésore
me pérmbajtje organofosfatesh.Né ekzaminimin
fizik, pacienti paragitej letargjik dhe i konfuzuar,
me miozé bilaterale té theksuar, hiperhidrozé
dhe shenja té& komprometimit respirator, té
karakterizuara nga frymémarrje e véshtirésuar.
Véreheshin  gjithashtu  fascikulacione  té
gjymtyréve té sipérme.

Parametrat vitalé né momentin e pranimit ishin:
SpO, 85% né ajér ambienti, frekuenca kardiake
99 rrahje/min dhe tension arterial 103/68 mmHg.
Té dhénat klinike ishin shumé sugjestive pér
toksidrom kolinergjik.

Né shérbimin e emergjencés, pacientit iu
administrua menjéheré oksigjenoterapi
suplementare dhe u iniciua atropinizimi
intravenoz né pérputhje me protokollin standard
té trajtimit té helmimit me organofosfate.

Né mungesé té pralidoksinés, terapia u bazua
ekskluzivisht né administrimin e atropinés, e cila
u pérdor deri né arritjen e atropinizimit té ploté,
té karakterizuar nga zgjerimi i bebézave.

Pér shkak té pérkeqésimit progresiv té funksionit
respirator, rénies sé saturimit té oksigjenit dhe
shenjave té insuficiencés respiratore akute, u
krye intubimi endotrakeal dhe pacienti u vendos
né ventilim mekanik té kontrolluar.

Trajtimi u vazhdua me kujdes suportiv intensiv
dhe monitorim hemodinamik té vazhdueshém.
Gjaté trajtimit, gjendja klinike e pacientit u
stabilizua gradualisht. Pas pérmirésimit té
funksionit respirator dhe statusit neurologjik,
pacienti u ekstubua me sukses dhe u lirua né
gjendje té qgéndrueshme hemodinamike, pa
deficite neurologjike té mbetura.

Ky rast thekson réndésiné e ndérhyrjes sé
hershme terapeutike dhe té trajtimit té
kombinuar antidotik né rastet e helmimit akut
me organofosfate. Menaxhimi multidisiplinar, qgé
pérfshin mbéshtetjen respiratore, monitorimin
e vazhdueshém hemodinamik dhe terapiné
simptomatike, mbetet determinant thelbésor
pér njé prognozé té favorshme klinike.

Konkluzioni:

Helmimet me insekticide, vecanérisht ato me
organofosfate, pérfagésojné njé problem serioz
té shéndetit publik dhe njé sfidé té pérditshme
né praktikén emergjente mjekésore. Réndésia
e diagnostikimit t& hershém dhe ndérhyrjes sé
menjéhershme terapeutike éshté thelbésore pér
té parandaluar komplikimet fatale.

Atropina  mbetet  antidoti  kryesor né
menaxhimin e kétyre rasteve, ndérsa pérdorimi i
benzodiazepinave luan rol ndihmés né kontrollin
e manifestimeve neurologjike.

Pérvoja klinike tregon se suksesi i trajtimit varet
nga qasja e koordinuar multidisiplinare, qé
pérfshin mjekét emergjenté dhe personelin
intensivist.

Né té njéjtén kohé, ndérmarrja e masave
parandaluese, edukimi i popullatés pér
pérdorimin e sigurt té pesticideve dhe sigurimi
i mjeteve mbrojtése personale pér punétorét
bujgésoré mbeten strategji kyce pér reduktimin
e incidencés dhe mortalitetit nga helmimet
akute me insekticide

Referencat:
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Abstrakti

Hyrje: Hipoglikemia éshté ndér komplikimet
akute mé té shpeshta dhe potencialisht
kércénuese té diabetit mellitus tip 2, vecanérisht
tek pacientét gé trajtohen me sulfonilurea.
Menaxhimi i hershém &shté thelbésor pér
té parandaluar démtimet neurologjike dhe
kardiovaskulare. Qéllimi: Té paraqitet njé rast
klinik i hipoglikemisé simptomatike tek pacientét
me diabet tip 2 té trajtuar me glimepiridé, duke
theksuar réndésiné e identifikimit té faktoréve
precipitant dhe qgasjes terapeutike né praktikén
e mjekésisé familjare. Prezantimi i rastit: Pacienti
mashkull, 72 vje¢, me histori té diabetit tip 2
pér 10 vite dhe trajtim me metforminé 850 mg
BID dhe glimepiridé 3 mg QD, u paraqit me
marramendje, djersitje té ftohta, dridhje dhe
konfuzion té lehté. Glikemia kapilare né pranim
rezultoi 2.4 mmol/L. Pacienti raportoi konsum
minimal té ushqgimit 24 orét para episodit. Pas
administrimit oral té glukozés dhe administrimit
me dekstrozé lv, u arrit stabilizimi gradual i
glikemisé dhe rikthim i statusit neurologjik
normal. Terapia me sulfonilurea u ndérpre dhe
pacienti u orientua drejt rishikimit té& skemés
terapeutike dhe edukimit pér vet-menaxhim.
Diskutim:  Sulfonilureat mbeten shkak i
réndésishém i hipoglikemisé tek té moshuarit,
vecanérisht né situata me marrje té reduktuar
ushgimore, insuficiencé renale ose aktivitet fizik
té pa planifikuar. Vlerésimi i rrezikut, edukimi
i pacientit dhe pérshtatja e terapisé jané
thelbésore pér parandalimin e episodeve té
pérséritura. Pérfundim: Ky rast nénvizon nevojén
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Figura 1. Simptoma e hipoglikemis (httpswww.
aboutkidshealth.caeshealthazendocrinolo-
gyhandling-high-and-low-blood-sugar-lev-
els-for-a-child-with-type-1-diabetes-language=en)

pér monitorim té kujdesshém té pacientéve
té moshuar me diabet gé marrin sulfonilurea,
si dhe réndésiné e ndérhyrjes sé shpejté né
nivel té mjekésisé familjare pér menaxhimin
efektiv té hipoglikemisé dhe parandalimin e
komplikimeve.

Hyrje

Hipoglikemia pérkufizohet si ulje e nivelit té
glukozés né gjak nén 3.9 mmol/L, e cila mund
té shogérohet me simptoma neurogjenike dhe
neuroglikopenike. Emergjencat mjekésore né
praktikén e mjekésisé familjare paragesin njé
sfidé té vecanté, vecanérisht né zonat rurale ku
gasja né shérbime spitalore éshté e kufizuar dhe
ndérhyrjet e para shpesh pércaktojné ecuriné
klinike té pacientit. Hipoglikemia mbetet njé nga
komplikimet mé té shpeshta dhe potencialisht
kércénuese pér jetén tek pacientét me diabet
mellitus tip 2, e cila kérkon njohje té shpejté,
menaxhim té menjéhershém dhe monitorim
té kujdesshém. Ndérsa shumica e rasteve té
hipoglikemisé jané té lidhura me terapiné
antidiabetike, faktorét si mosha e shtyré,
kequshqyerja, sémundjet bashkéshogéruese
dhe kushtet socio-ekonomike mund té ndikojné
ndjeshém né rrezik dhe ecuri. Né mjedisin rural,
roli i mjekut té kujdesit parésor &shté vendimtar,
pasi shpesh éshté kontakti i paré dhe i vetém
gjaté fazés akute. Ky prezantim rasti synon té
theksojé réndésiné e vlerésimit klinik té shpejté,
protokolleve té sakta té trajtimit té hipoglikemisé
dhe aplikimit praktik t¢ menaxhimit emergjent
né kushte tereni, duke pasqyruar realitetin e
punés sé pérditshme né komunitet.

Prezantimi i rastit

Pacient mashkull 72-vje¢, banues né zoné
rurale, me histori 10-vjecare té diabetit tip
2 té menaxhuar me metformin 850 mg dhe
glimepirid 3 mg dy heré né dité. Paraqitet né QMF
me simptoma té papritura: djersitje té ftohté,
konfuzion, dridhje té duarve dhe marramendje.
Né ekzaminim: TA 130/80 mmHg, pulsi 92/
min, glikemia kapilare 2.4 mmol/L. Trajtimi u
realizua menjéheré me nga 15 g glukozé orale
(tretésiré e Embél) dhe administrim té dekstrozés
intravenoze 10% sipas pérgjigjes klinike. Pas
10 minutash, glikemia arriti né 5.6 mmol/L
dhe pacienti u bé i orientuar dhe i geté. Né
anamnezé u evidentua se pacienti kishte marré
glimepirid né méngjes pa konsumuar ushgim.
Pas stabilizimit, u késhillua mbi réndésiné e
ushqyerjes sé rregullt dhe u planifikua rivlerésim
i terapisé nga endokrinologu.

Diskutim dhe pérfundime

Ky rast ilustron tiparin klasik té hipoglikemisé
iatrogjene nga sulfoylurea-t tek pacientét
e moshuar. Né mungesé té ndérhyrjes sé
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menjéhershme, hipoglikemia mund té pérparojé
né humbje té vetédijes ose konvulsione. Roli i
mjekut té familjes né teren éshté diagnostikimi
i shpejté né bazé té simptomave dhe matjes
kapilare, si dhe administrimi i menjéhershém
i karbohidrateve. Edukimi i pacientéve pér
rregullsiné e vakteve, njohjen e shenjave
paralajméruese dhe mbajtjen e burimeve té
glukozés éshté pjesé thelbésore e parandalimit té

rasteve té pérséritura. Né zonat rurale, mungesa
e glukagonit injektues dhe vonesat né transport
spitalor kérkojné aftési té mjekut té familjes pér
té menaxhuar urgjencat né ményré té pavarur.
Hipoglikemia né diabetikét me terapi orale
pérbén njé urgjencé té shpeshté né praktikén e
mjekésisé familjare. Menaxhimi i hershém dhe
edukimi i vazhdueshém i pacientéve jané celés
pér parandalimin e komplikimeve serioze.

6 Ways to Prepare for a
Low Blood Sugar Emergency

Nl Chack your blocd Keap hard candy or '&l:mmmycﬂwﬁm
By o i bl i
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'3"".5"!'5‘-' i to o in o low blood emedgency rescue kit
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Figura 2. Menagjimi hipoglikemise nga pacienti
know-to-prepare-for-a-low-blood-sugar-emergency/)

(https://lakeoconeehealth.com/what-you-need-to-
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Figura 3. Foto ilustrim-niveli glukozes ne gjak tek gjendjet si hipoglikemia dhe hiperglikemia (https://
www.endocrine.org/patient-engagement/endocrine-library/hypoglycemia)
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Abstrakti

Hyrje: Splenektomia éshté ndérhyrje kirurgjikale
gé pérfshin hegjen e ploté ose té pjesshme té
shpretkés. Kryhet zakonisht né raste urgjente
té traumés abdominale me hemorragji ose
si proceduré e planifikuar pér disa sémundje
hematologjike, onkologjike apo imune.

Qéllimi: Ky rishikim synon té pérmbledhé dhe
analizojé té dhénat aktuale mbi etiologjing,
epidemiologjiné dhe menaxhimin klinik té
splenektomisé urgjente, duke nxjerré né pah
trendét, sfidat dhe gasjet terapeutike mé efektive
té bazuara né evidencé.

Materiali dhe metodat: Ky punim paraqget
njé rishikim té literaturés mbi splenektominé
urgjente, bazuar né artikuj té publikuar né gjuhén
angleze gjaté viteve 2010-2025 né PubMed,
Scopus dhe Google Scholar, gé trajtojné aspektet
etiologjike, epidemiologjike dhe menaxheriale
tek té rriturit.

Rezultatet: Analiza e literaturés 2010-2025
tregon se trauma abdominale e mbyllur éshté
shkaku mé i zakonshém i splenektomisé
urgjente (60-80% e rasteve), kryesisht nga
aksidentet rrugore, réniet nga lartésia dhe
aktivitetet sportive. Splenektomia pér sémundje
hematologjike ose absces splenik éshté mé e
rrallé (<10% té rasteve). Epidemiologjikisht,
incidenca e splenektomisé urgjente ka réné
gradualisht gjaté dekadés sé fundit, pér shkak
té pérparimeve né imazheri dhe menaxhimin
jo-kirurgjikal. Studimet theksojné se vlerésimi
hemodinamik éshté vendimtar pér trajtim:
pacientét té pagéndrueshém hemodinamikisht
e qé pérfitojné splenektomi té& menjéhershme,
ndérsa té géndrueshmit trajtohen me embolizim

ose menaxhim  konservativ.  Pérparimet
kirurgjikale, si splenektomia laparoskopike, kané
ulur komplikimet postoperatore dhe kohén e
géndrimit né spital.

Diskutimi:  Splenektomia urgjente mbetet
thelbésore né menaxhimin e traumave
abdominale me démtime té rénda té
shpretkés dhe pacienté hemodinamikisht té
pagéndrueshém.

Edhe pse trajtimi jo-kirurgjikal &shté pérdorur mé
shumé, splenektomia éshté ende e nevojshme
né rastet me gjakderdhje aktive ose déshtim
té embolizimit. Né dekadén e fundit, numri i
splenektomive urgjente ka réné pér shkak té
pérdorimit té embolizimit té arteries splenike
dhe trajtimeve konservative, por né vendet me
burime té kufizuara, kirurgjia mbetet shpesh i
vetmi opsion. Pas saj kérkohet vaksinim adekuat
dhe edukim mbi kujdesin afatgjaté.

Pérfundimet: Splenektomia urgjente mbetet
jetike né trajtimin e traumave té rénda té
shpretkés, megjithése pérdorimi i saj éshté
ulur pér shkak té avancimeve né imazheri dhe
menaxhimit minimal invaziv. Zgjedhja midis
trajtimit kirurgjikal dhe jo-kirurgjikal varet nga
stabiliteti hemodinamik dhe shkalla e démtimit.

1.HYRJE

Splenektomia éshté ndérhyrje kirurgjikale gé
pérfshin hegjen e ploté ose té pjesshme té
shpretkés. Kryhet zakonisht né raste urgjente
té traumés abdominale me hemorragji ose
si proceduré e planifikuar pér disa sémundje
hematologjike, onkologjike apo imune.

Shpretka ka rol thelbésor né filtrimin e gjakut dhe
mbrojtjen imune, prandaj pas splenektomisé

Spleen

Splenic vein

Lymphatic system
Spleen _____

Splenic artery

Figura 1. Anatomia e shpretkés (Cleveland Clinic,2025/https://my.clevelandclinic.org/health/

body/21567-spleen)
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rritet rreziku pér infeksione té rénda, vecanérisht
nga bakteret e kapsuluara si Streptococcus
pneumoniae, ndaj rekomandohet vaksinim
profilaktik..(1)

1.1 Anatomia

Shpretka éshté organ limfoid sekondar né
kuadratin e sipérm té majté té abdomenit, nén
diafragmé dhe pas stomakut. E mbuluar nga
peritoneumi dhe me kapsulé fibro-elastike, ajo
ka madhési mesatare 12 x 7 X 4 cm dhe peshé
150-200 g.

Pérbéhet nga:

Pulpa e kuge - filtron eritrocitet e démtuara dhe
ruan gjakun.

Pulpa e bardhé - pérmban limfocite dhe kryen
funksion imunitar ndaj antigjeneve né gjak.
Shpretka furnizohet nga arteria splenike, degé e
arteries celiake, ndérsa drenazhi kryhet nga vena
splenike gé bashkohet me venén mezenterike
superiore pér té formuar venén portale.
Ajo éshté né kontakt té afért me fundusin e
stomakut, bishtin e pankreasit, veshkén e majté
dhe fleksurén splenike té kolonit — marrédhénie
me réndési né trauma dhe ndérhyrje kirurgjikale.

Shpretka ka funksione hematologjike dhe
imunitare: filtron eritrocitet e vjetra dhe
mikroorganizmat né pulpén e kuge, ndérsa pulpa
e bardhé me limfocite T e B prodhon antitrupa
(vecanérisht IgM).

Pas splenektomisé rritet rreziku pér sepsé. Ajo
shérben gjithashtu si rezervuar pér eritrocite e
trombocite dhe, né raste hemorragjie, ¢liron gjak

Grade 1

pér té ruajtur volumin. Tek fetusi merr pjesé né
hematopoezé dhe mund té riaktivizohet né disa
sémundje si mielofibroza.(2)

1.2 Etiologjia

Splenektomia urgjente realizohet kur hegja e
shpretkés éshté e domosdoshme pér té shpétuar
jetén, zakonisht pér shkak té hemorragjisé ose
démtimit té saj. Shkaqget kryesore jané:

Trauma abdominale - mé e shpeshta, pérfshin
Iéndime té hapura (thiké, armé zjarri) dhe té
mbyllura (aksidente, goditje).

Ruptura spontane - ndodh pa traumé, zakonisht
nga sémundje hematologjike, infeksione ose
splenomegali.

Sémundje hematologjike/onkologjike — si anemi
hemolitike, trombocitopeni imune, limfoma,
leukemia.

Komplikacione iatrogjene - démtime té
shpretkés gjaté operacioneve ose procedurave
invazive abdominale.(3)

1.3 Epidemiologjia

Splenektomia urgjente kryhet kryesisht pas
démtimeve traumatike té shpretkés, ndérsa
rastet atraumatike jané té rralla. Incidenca
globale e splenektomive (urgjente dhe elektive)
éshté rreth 6.4-7.1 raste pér 100,000 banoré
né vit. Né traumat abdominale, shpretka éshté
organi mé shpesh i démtuar, duke pérbéré rreth
2% té té gjitha rasteve té pranimeve pér trauma.
(5)

Rreth 10-15% e démtimeve té shpretkés

Grade 5

Grade 4

Figura 2. Gradimi i démtimit té shpretkés(University of Washington,2025/https://sites.uw.edu/eradsite/
trauma-radiology-reference-resource/6-abdomen/aast-spleen-injury-scale
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kérkojné splenektomi urgjente, ndérsa
shumica trajtohen né ményré konservative
me monitorim ose angioembolizim. (6).
Pérdorimi i trajtimeve jooperative né
vendet e zhvilluara ka ulur ndjeshém
incidencén e splenektomive urgjente né dy
dekadat e fundit.(7)

Mbi 90% e traumave té shpretkés jané
té sheshta, zakonisht nga aksidente
automobilistike  ose rrézime, ndérsa
traumave penetrante (armé zjarri, thika)
jané mé té rralla dhe shpesh shogérohen
me démtime té tjera abdominale. (8).

Rupturat atraumatike té shpretkés (ASR)
jané té rralla, por kané mortalitet mé té
larté (12-20%) pér shkak té sémundjeve
themelore si limfomat, metastazat,
infeksionet ose ¢rregullimet hematologjike.
(9,10)

Incidenca e ASR mbetet e véshtiré pér t'u
pércaktuar, pasi shumé raste raportohen
vetém né seri té vogla retrospektive ose
raportime rastesh (11).

Sipas té dhénave demografike, meshkujt
jané mé té prekur né rastet traumatike,
ndérsa moshat mé té avancuara dominojné
te rupturat atraumatike.(12). Né vendet
me burime té kufizuara, mungesa e
teknologjisé pér menaxhim jooperativ rrit
frekuencén e splenektomisé urgjente dhe
shkallén e mortalitetit pas operacionit
(7,12).

1.4 Menaxhimi klinik

Menaxhimi i splenektomisé urgjente varet
nga stabiliteti hemodinamik dhe shkalla e
démtimit té shpretkés, me géllim kontrollin
e hemorragjisé, ruajtjen e funksionit splenik
kur éshté e mundur dhe parandalimin e
komplikimeve postoperatore. (13)

1. Vlerésimi fillestar dhe diagnostikimi

Pacientét me trauma abdominale ose
ruptura atraumatike vlerésohen pér shenja
hipovolemie (presion i ulét, takikardi, shok
hemorragjik).

«FAST ultrasonografia dhe CT abdominale

Figura 3. CT e barkut dhe pelvisit me kontrast qé tregon ekstravazacion té kontrastit intra-
venoz nga shpretka (shigjeta té kuge). Shihen gjithashtu hematoma prané shpretkés dhe
mélcisé. (Brennan P, et al. Contrast-enhanced CT in splenic trauma: identification of active
hemorrhage./https://www.globalradiologycme.com/single-post/splenic-trauma-with-con-
trast-extravasation)

Figura 4. Embolizimi i arteries splenike proksimale né traumat e shpretkés nga goditjet e
sheshta abdominale(Springer Nature,2025/https://cvirendovasc.springeropen.com/arti-
cles/10.1186/s42155-019-0055-3)
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me kontrast pérdoren pér té pércaktuar

shkallén e démtimit té shpretkés (AAST,
gradé |-V).

Tek pacientét hemodinamikisht té
pagéndrueshém, diagnostikimi  éshté
kryesisht klinik dhe kérkon laparotomi
emergjente. (14)

2. Trajtimi jo-operativ

Rreth 80% e démtimeve té shpretkés mund
té menaxhohen pa kirurgji, me:
smonitorim intensiv,

«transfuzione gjaku sipas nevojés,

-embolizim té pjesshém ose total té arterisé
splenike.

Ky trajtim aplikohet vetém tek pacientét
hemodinamikisht stabil me démtime
gradés I-11.(15)

3. Trajtimi kirurgjik — splenektomia urgjente

Kur pacienti éshté i pagéndrueshém ose
embolizimi déshton:

<Laparotomi e mesme pér kontroll té
hemorragjisé.

-Tek Iéndimet e hilumit ose rupturat totale
- splenektomi totale.

‘Tek démtimet mé té kufizuara (gradé Il-
ll) - riparim i shpretkés ose splenektomi
parciale.(16)

4. Splenic artery embolization (SAE)

Studimet e fundit tregojné se embolizmi i
arteries splenike éshté alternativé efektive
te pacientét stabil, duke:

eruajtur pjesérisht funksionin imun té
shpretkés,
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-zvogéluar mortalitetin dhe komplikimet
krahasuar me splenektominé. (17)

5. Menaxhimi post-operativ
Pas splenektomisé, kujdesi pérfshin:

«Vaksinim profilaktik kundér Streptococcus
pneumoniae, Haemophilus influenzae tip B
dhe Neisseria meningitidis.

-Antibiotiké profilaktiké pér disa muaj pas
operacionit.

«Monitorim  pér absces abdominal,
hemorragji sekondare dhe trombozé
splenike. (18)

2. QELLIMI

Ky rishikim synon té pérmbledhé dhe
analizojé té dhénat aktuale mbi etiologjiné,
epidemiologjiné dhe menaxhimin klinik té
splenektomisé urgjente, duke nxjerré né
pah trendet, sfidat dhe qasjet terapeutike
mé efektive té bazuara né evidencé.

3. MATERIALI DHE METODAT

Ky punim paraqget njé rishikim té literaturés
mbi splenektominé urgjente, bazuar né
artikuj té publikuar né anglisht gjaté 2010-
2025 né PubMed, Scopus dhe Google
Scholar, gé trajtojné aspektet etiologjike,
epidemiologjike dhe menaxheriale tek té
rriturit.

4. REZULTATET

Analiza e literaturés 2010-2025 tregon
se trauma abdominale e mbyllur éshté
shkaku mé i zakonshém i splenektomisé
urgjente (60-80% e rasteve), kryesisht
nga aksidentet rrugore, réniet nga lartésia
dhe aktivitetet sportive. Splenektomia
pér sémundje hematologjike ose absces
splenik éshté mé e rrallé (<10% té rasteve).
(19,20,21)

Epidemiologjikisht, incidenca e

splenektomisé urgjente ka réné gradualisht
gjaté dekadés sé fundit, pér shkak té
pérparimeve né imazheri dhe menaxhimin
jo-kirurgjikal.(22,23,24)

Figura 5. Splenektomia laparaskopike (SAGES,2025/https://www.sages.org/publications/
patient-information/patient-information-for-laparoscopic-spleen-removal-splenecto-

my-from-sages/

Tabela 1. Grada e démtimeve té shpretkés sipas Shogatés Amerikane pér Kirurgjiné e Traumés
(AAST), klasifikohen nga Grada I néV bazuar né thellésing, pérmasat dhe pérfshirjen vaskulare

Grade {;}]pl;ry Description of injury
Hematoma Subcapsular, <10% surface area
I Iaceration Capsular tear, <1 cm,
parenchymal depth
Subcapsular, 10-50% surface
Hematoma area; intraparenchymal, <5 cm
in diameter
Ixr
Capsular tear, 1-3 cm
Laceration parenchymal depth that does not
Involve a trabecular vessel
Subcapsular, >50% surface area
or expanding: ruptured
Hematoma subcapsular or parenchymal
janl hematoma; intraparenchymal
hematoma >5 cm or expanding
Iaceration ?3 cm~pa_renchyma_l depth or
involving trabecular vessels
Laceration involving segmental
. or hilar vessels producing major
= e devascularization (>25% of
spleen)
IL_aceration Completely shattered spleen
v Vascular Hilar vascular injury with

devascularized spleen
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Studimet theksojné se  vler&simi
hemodinamik  é&shté vendimtar pér
trajtim: pacientét té pagéndrueshém
hemodinamikisht pérfitojné splenektomi
té menjéhershme, ndérsa té géndrueshmit
trajtohen me embolizim ose menaxhim
konservativ. Pérparimet kirurgjikale, si
splenektomia laparoskopike, kané ulur
komplikimet postoperatore dhe kohén e
géndrimit né spital. (25,26,27)

Pas  splenektomis€, éshté thelbésor
vaksinimi kundér Streptococcus
pneumoniae, Haemophilus influenzae tip B
dhe Neisseria meningitidis.(28,29,30).

5. DISKUTIMI

Splenektomia urgjente mbetet thelbésore
né menaxhimin e traumave abdominale
me démtime té rénda té shpretkés
dhe pacienté  hemodinamikisht  té
pagéndrueshém. Edhe pse trajtimi jo-
kirurgjikal é&shté pérdorur mé shumé,
splenektomia éshté ende e nevojshme né
raste me gjakderdhje aktive ose déshtim té
embolizimit.(31,32)

Né dekadén e fundit, numriisplenektomive
urgjente ka réné pér shkak té pérdorimit
té embolizimit té arteries splenike dhe
trajtimeve konservative, por né vendet
me burime té kufizuara, kirurgjia mbetet
shpesh i vetmi opsion.(33,34,35)

Pas splenektomisé urgjente, pacientét kané
rrezik té larté pér infeksione nga bakteret
e kapsuluara, ndaj kérkohet vaksinim
adekuat dhe edukim mbikujdesin afatgjaté.
Strategjité moderne pérfshijné vaksinim té
zgjeruar dhe monitorim té antitrupave pér
mbrojtje efektive.(36,37,38)
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invaziv. Zgjedhja midis trajtimit kirurgjikal dhe
jo-kirurgjikal varet nga stabiliteti hemodinamik
dhe shkalla e démtimit.(42,43)

Literatura nénvizon nevojén pér protokolle
standarde né menaxhiminetraumés sé shpretkés,
duke pérdorur algoritme bazuar né klasifikimet
AAST dhe WSES. Vlerésimi multidisiplinar (kirurg,
radiolog, intensivist) pérmiréson rezultatet dhe
ul mortalitetin.(39,40,41)

6. PERFUNDIMET

Splenektomia urgjente mbetet jetike né
trajtimin e traumave té rénda té shpretkés,
megjithése pérdorimi i saj &shté ulur pér shkak té
avancimeve né imazheri dhe menaxhim minimal

Tabela 2. Algoritmi pér trajtimin e pacientéve me traumé té€ mbyllur té shpretkeés.

Blunt abdeminal trauma

]

Yes Unstable No " Abdominal CT scan
1 (p < 90) 1
Resuscitation Yes Isolated splenic injury L____ i,
(FAST. CXR) l l
v ‘ CE or large hemoperitoneum ‘ ;
Remains i I Unstable
unstable Y*’-; l"\'lrﬁ‘ (Bp < 90)
: !
Stable vital
i signs — Resuscitation
Surgical l
intervention L i
v v
Stable Stable I I Remains
vital st c vital Hitlour unstable
signs (Bp <90) signs organ  Peritanitis
perforation 5l
N . w h J
Angioembolization Surgical intervention NOM Observation Surgical intervention

Tabela 3.Indikacionet pér kryerjen e splenektomisé.

Indications for splenectomy

Traumatic

= Rupture after blunt injury to the abdomen

= Jlatrogenic injury during another procedure (particularly
mobilization of the splenic flexure of the colon)

Haematological
=  |mmune thrombocytopenia
Hereditary spherocytosis
Autoimmune haemolytic anaemias
= PMalaria
Schistosomiasis
Leishmaniasis
= Staging of haematological malignancies (e.g. Hodgkin’'s
disease)

With other viscera
s Radical gastrectomy
= Pancreatectomy

Miscellaneous

= Treatment for gastric varices

s Treatment of splenic artery aneurysms
= Treatment of splenic cysts/tumours
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Abstrakt

Léndimet traumatike torakale jané njé shkaktar
i réndésishém i morbiditetit dhe mortalitetit me
implikime té médha pér sistemin emergjent dhe
kirurgjiné torakale. Ato paragesin njé pjesé té
madhe pérbérése té [éndimeve tek pacientét me
politrauma, e té cilat pérbéjné shkaktarin kryesor
té vdekjeve né boté né grupmoshat nén 45
vjec. Ky artikull pérmbledh rezultatet e njé serie
retrospektive té pacientéve té trajtuar né Klinikén
e Kirurgjisé Torakale, Qendra Klinike Universitare
e Kosovés (QKUK), gjaté periudhés Janar 2020
— Néntor 2024. Jané analizuar 451 raste, me
dominancé té qarté té gjinisé mashkullore
(382 meshkuj; 84.7%) dhe moshé mesatare
44.78 vjet. Numri i rasteve ka gené relativisht
i géndrueshém gjaté viteve (91 raste né 2020;
96 raste deri né Néntor 2024). Traumat topitése
ishin mé té shpeshta se ato penetruese (traumat
penetruese rreth 14% e rasteve) dhe shkaktari mé
i shpeshté i léndimeve ishte aksidenti rrugor; njé
pjesé té konsiderueshme té rasteve u mungonte
shkaktari. Pneumotoraksi traumatik rezultoi si
démtimi mé i zakonshém (239 raste), pasuar nga
hemotoraksi (110) dhe hemopneumotoraksi (96).
Trajtimi konservator/urgjent me torakostomi
dhe vendosje té drenit torakal ishte metoda
kryesore e trajtimit (rreth 94% té rasteve), ndérsa
torakotomia kirurgjikale u aplikua né rreth 6% té
pacientéve. Rekomandohen masat si : forcimi i
diagnozés bedside (pérdorim i eFAST/ultrazérit),
pérdorim selektiv i CT-s&, protokolle standarde
pér vendosjen dhe menaxhimin e drenit, dhe
avancimigasjes ndaj VATS né rastet e pérséritura/
komplikacioneve. Kéto gjetje theksojné nevojén
pér protokolle emergjente té unifikuara dhe
politika parandaluese pérzvogélimin e traumave
torakale né Kosové.

Hyrje

Léndimet traumatike torakale pérbéjné pjesé
té réndésishme té politraumave dhe jané
shkaktar kryesor i vdekjeve tek grupmoshat
nén 45 vjec.(1) Ato shogérohen me njé spektér
té gjeré démtimesh - nga pneumotoraksi dhe
hemotoraksi deri tek démtimet e enéve té
médha, tamponada dhe flail chest - dhe shpesh
kérkojné ndérhyrje té menjéhershme pér té
parandaluar vdekjen e pacientit. Né kontekstin
lokal té Kosovés, studimi i pérmbledhur ofron té

dhéna klinike dhe epidemiologjike té njé serie
prej 451 pacientésh té trajtuar né QKUK, duke
ofruar vlerésime té réndésishme pér planifikim
klinik dhe politika parandaluese.

Diagnostikimi

Ekzaminimi fizik dhe anamneza e pacientit
jané themeli i diagnostikimit té problemeve
mjekésore, e kétu nuk béjné pérjashtim as
léndimet traumatike torakale. Megjithaté shkalla
dhe mekanizmi i [éndimit mund té fitohen vetém
pérmes metodave diagnostike.

Metoda mé e thjeshté e diagnostikimit té
frakturave té brinjéve éshté anamneza sé
bashku me radiografiné e thjeshté té gjoksit
CXR (Chest X-ray). Radiografia e toraksit ka
limitet e veta dhe mendohet se ajo déshton té
diagnostikoj pneumotorakset né rreth 30% té
rasteve.(2) Gjithashtu shumé autoré raportojné
pér sensitivitetin e ulét t& CXR pér detektimin
e frakturave té brinjéve, sidomos pér brinjét
e poshtme. (3) Me gjitha mangésité e saj,
radiografia native e toraksit prapé se prapé
rekomandohet nga ATLS si metoda e paré e
diagnostikimit té frakturave té brinjéve.

Ultrazéri paraget njé metodé tjetér mjafté té
dobishme pér diagnostikimin e Iéndimeve
traumatike torakale. Né fakt ajo éshté shumé
mé sensitive né diagnostikimin e frakturave
té brinjéve sesa radiografia e thjeshté CXR. (4)
Pérparésia e ultrazérit géndron né faktin qé
pajisja mund té sjellet tek shtrati i pacientit (bed
side) dhe &shté proceduré pa rrezatim. Eshté
metodé mjafté e shpejté gé mund té shpétoj jeté
né gjendje emergjente. Pérvec qé éshté vértetuar
réndésia e tij e madhe né diagnostikimin e
frakturave té brinjéve, ultrazéri preferohet pér
tu pérdorur né rast se pneumotoraksi apo edhe
hemotoraksi jané né diagnozé diferenciale. (5)
Praktikat e fundit sipas udhézuesve té Eastern
Association of Trauma rekomandojné qé
FAST (Focused Assessment with Sonography
for Trauma) té konsiderohet si modaliteti
fillestar diagnostikues pér té pérjashtuar
hemoperitoneumin. Kjo hap rrugét dhe qon
né drejtim té pérdorimit té eFAST(extended
FAST) si zgjedhje té paré né diagnostikimin e
pneumotorakseve dhe efuzioneve pleurale.
Klinicistét duhet té ekzaminojné toraksin me

Grade PaQ JFiO, Rib fracture Contusion Pleural involvement Age Paints
0 =400 0 Nane Meone <30 0
I 300400 1-3 | lebe, undlateral PT 3041 1
I 200-300 3-6 I Iobe, bilateral or HTHPT unilateral 42-54 1
1 lobes unilateral
I 150-200 =3 bilateral <2 labes bilateral HTHPT hilageral 55-70 3
I <150 Flail chest =2 lobes bilateral TPT =70 5

Maotes: For calculation of the et score, ol categeries are summid. A minenam valis of 0 peirts and a masdimum valiss ef 15 points can ba achéed,
Abbreviations: PT, preumatharax; HT, hemethorag HPT, hemopneumatharax TPT, tenslen prcamathorax; TTSS, Thorax Trauma Severiy Score.

Figura 1. Thoracic Trauma Severity Score according to Pape et al.[22]

33



Revista

MJEKU

Véllimi 5

LENDIMET TRAUMATIKE TORAKALE NE KOSOVE: STUDIM RETROSPEKTIV
PESEVJECAR

Astrit Hamza

Profesor Asistent

Specialist i Kirurgjise se
Pergjithshme

Korrespodenca:
astrit.hamza@uni-pr.edu

34

ultrazé pas traumés. Kjo nuk do té thoté qé
eFAST detekton té gjithé pneumotorakset, por
éshté mé sensitiv se CXR. Né fakt ultrazéri dhe
CXR duhet pérdorur né ményré komplementare,
ndérsa CT prapé sé prapé mbetet gold standard
pér detektimin e té gjithé pneumotorakseve. (6)

Pérdorimi i tomografisé sé kompjuterizuar
(Computed tomography- CT) né evaluimin
e traumave torakale éshté rritur ndjeshém
né vitet e fundit. Skanimi me CT paraget njé
metodé superiore ndaj CXR né identifikimin
dhe vizualizimin e kontuzioneve pulmonare,
pneumotoraksit, hemotoraksit, |éndimeve
vaskulare si dhe frakturave. (7)(8) Edhe kjo
metodé si gjitha té tjerat nuk kalon pa mangésité
e veta. Transporti jashté hapésirés reanimuese,
ekspozimi ndaj radiacionit, reaksionii mundshém
ndaj kontrastit mund té qojné né zgjatjen e
hospitalizimit dhe rritjen e kostos sé trajtimit.
Kéto e béjné metodé jo té pérshtatshme rutinore
por t& domosdoshme né raste selektive. Ky
konstatim bazohet sidomos né faktin se shumé
Iéndime torakale mund té trajtohen thjesht me
observim. Klinicistét duhet té marrin parasysh té
gjitha shenjat klinike dhe rezultatet nga metodat
tjera diagnostike pér pérdorimin e CT-sé. Kjo
sidomos vjen né shprehje né situata ku dyshohet
pér démtime té zemrés apo aortés, démtime té
cilat mund té mos i japin shenjat e identifikuara
mé paré. (8) Né kété seri, rekomandohet
pérdorimi i eFAST si komponent i triazhimit
emergjent dhe pérdorimi i CT-sé selektivisht kur
pacienti éshté i stabilizuar dhe rezultatet do té
ndikojné né vendimmarrjen terapeutike.

Klasifikimi

Trauma torakale mund té rezultojé né

Pneumothorax

6

Cardiopulmonary

Hemodynamically or
abnormal

shuméllojshméri démtimesh dhe pasojash,
prandaj éshté mé sé e nevojshme diagnoza e
sakté dhe e shpejté. Eréndésishme éshté té béhet
edhe poentimi dhe klasifikimi sipas sistemeve
ndérkombétare té ndryshém té poentimit,
kjo pasi qé shumé pacienté jané pacienté me
politrauma, dhe trauma torakale paraget vetém
njé aspekt té Iéndimit.

Sistemi mé i famshém i poentimit pér traumat
torakale éshté TTSS apo Thoracic Trauma
Severity Score. Ky sistem poentimi duket gé
éshté shumé i pérshtatshém sepse kombinon
ndryshimet e parametrave anatomik dhe
fiziologjik. Kjo mundéson identifikimin e rrezikut
pér komplikime t& mévonshme pulmonare, gjé
gé éshté edhe qéllimi i saj kryesor. Studimet
kané treguar qé njé TTSS i larté éshté asocuar me
mortalitet té larté dhe anasjelltas. (9)

Ky sistem bazohet né 5 parametra anatomik dhe
fiziologjik: démtimet e murit torakal, lezionet
intratorakale, démtimet e pleurés, PaO2/FIO2
ratio dhe mosha. Secilit parametér i jepet njé
noté nga 0-5. Késhtu rezultati TTSS mund té jeté
nga 0 deri né 25.(10)

Njé vleré > 7.5 pikéve me kété sistem poentimi
ka sensitivitet mbi 90% e specificitet mbi 90%
poashtu gé pacienti té keté morbiditet té shtuar
dhe komplikime, kjo kur nga piktura largohen
Iéndimet ekstratorakale. Gjithashtu njé vleré
TTSS prej 20 pikéve tregon 100% pér ventilim
mekanik té prolonguar dhe fatalitet. (9,11)

Pra, kjo metodé poentimi ka njé korrelacion té
larté me komplikimet dhe mortalitetin gqé kané
té ngjaré té ndodhin tek pacientét me trauma
torakale, gé e béné njé mjet tejet t& miré gé
mund té pérdoret né situata emergjente sic

Normal

attributed to Ptx status

Chest
Drainage with
1 dose of
pre-procedural
antibotics

Finger
thoracostomy or needle
decompression may be
performed if awaiting placement
of drain. If open technique used
small bore 20-28Fr tubes are
acceptable. May also use
14Fr percutaneous
chest tube

regardless if patient is

Evaluate size of Ptx by
'CTscan or CXR: Measurement’
of Ptx on CTscan: Radial line
drawn perpendicular to chest
wall in largest air pocket on
axial imaging: see text

<35mm on
CTscan or < 20%
on CXR

>35mm on
CTscan or > 20%
on CXR

Chest drainage
with 1 dose of
pre-procedural
antibiotics: 28 Fr
tube with open
technique or 8-14
percutaneous
catheter if isolated
Ptx

Observe with repeat
imaging in 6 hours

on positive pressure
or not

Figura 2. Western Trauma Association guidelines on management of pneumothorax (J Trauma Acute

Care Surg, Volume 92, Number 1)
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jané kéto lloj Iéndimesh. Njé vleré prej 8
pikéve né TTSS mund té ndihmojé shumé
né klasifikimin e pacientéve gé kané nevojé
pér mbikéqyrje té shtuar. (12)

Menaxhimi akut dhe definitiv

Parimet fillestare t& menaxhimit mbeten
ABC, mbéshtetje me oksigjen dhe
trajtim i démtimeve jetékércénuese
(p.sh., pneumotoraksi tensiv, tamponadé
kardiake). Dekompresioni i menjéhershém
me gjilpéré pér pneumotoraksin tensiv
duhet té béhet pa hezitim, mé pas béhet
vendosje e drenit torakal (torakostomi)
si trajtim i domosdoshém. Torakostomia
me vendosje té drenit né hapésirén
interkostale té pesté para vijés aksillare
éshté metoda e rekomanduar dhe ishte
metoda gé u pérdor mé shpesh né seriné
toné (rreth 94% e pacientéve u trajtuan
me dren). Né rastet e hemotoraksit
masiv (drenim >1500 ml fillimisht ose
>200 mi/h pér >4 oré) indikacioni pér
torakotomi eksploruese éshté i qarté; né
hulumtimin toné, vetém 27 pacienté (=6%)
iu nénshtruan torakotomive. Pérdorimi
i VATS rekomandohet pér drenim kur

ofron ulje té ditéve té hospitalizimit dhe
komplikimeve. (13)

Qéllimi

Qéllimi i kétij punimi éshté analizimi i
pacientéve me léndime traumatike torakale
té trajtuar né Qendrén Klinike Universitare
té Kosovés, né repartin e Kirurgjisé Torakale
gjaté periudhés pesévjecare Janar 2020
-Néntor 2024. Me ané té kétij hulumtimi
synohet qgé té analizohen pacientét
e traumatizuar sipas moshés, gjinisg,
vendbanimit, llojit té Iéndimit, shkaktarit
dhe sipas ményrés sé mjekimit pérgjaté
késaj periudhe. Nga té dhénat e fituara
synohet gé té arrihet né pérfundim pér
numrin e pacientéve sipas kritereve té
lartpérmendura si dhe té identifikohen
korrelacioni dhe dallimet me statistikat
botérore.

Metodologjia

Ky é&shté njé hulumtim retrospektiv
pérshkrues, i bazuar né té dhénat e
pacientéve dhe dokumentacionin
kirurgjik té Klinikés sé Kirurgjisé Torakale,
QKUK (Janar 2020 - Néntor 2024). Té

pas torakostomisé shfaget efuzion i dhénat u organizuan dhe pérpunuan né
vazhdueshém ose empyemé — VATS Microsoft Excel dhe u paraqitén pérmes
Figure 15.1 The 6 immediatety life-threatening types of chest injury (ATOMFC).  Source: seo metssnce secton.
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tabelave dhe grafikoneve pérkatése.
Parametrat e analizuar  pérfshinin:
moshén, gjining, vendbanimin, llojin e
léndimit  (pneumotoraks, hemotoraks,
hemopneumotoraks, fraktura brinjésh,
etj.), shkaktarét e traumés dhe ményrén
e trajtimit (dren, torakotomi). Studimi u
realizua me lejen administrative t& QKUK-
sé dhe me mbledhjen e té dhénave nga
protokollet ekzistuese.

Rezultatet - epidemiologji dhe shpérndarje

Nga 451 pacienté té analizuar, 382 (84.7%)
ishin meshkuj dhe 60 (13.3%) femra; pér 9
pacienté mungonte e dhéna pér gjininé.
Mosha mesatare ishte 44.78 vjet, me
interval nga neonatal deri né 86 vjet. Numri
vjetor i rasteve ishte i géndrueshém: 91
raste (2020), 82 (2021), 88 (2022), 94 (2023)
dhe 96 raste deri né Néntor 2024. Sipas
vendbanimit, Prishtina raportoi numrin mé
té madh té rasteve (54 raste), e ndjekur nga
Ferizaj (31), Gjilani dhe Peja (30 secili) dhe
Gjakova (27).

Shkaktarét: Njé pjesé e konsiderueshme
e protokolleve (321 raste) nuk pasqgyronin
shkaktarin, por nga té dhénat e
disponueshme, aksidentet automobilistike
dhe pérplasjet me pjesémarrésishin shkaku
dominues, me rreth 67% té rasteve té
dokumentuara; politraumat nga aksidentet
pérbénin 61 raste. Léndimet penetruese
(armé/me mjete té mprehta) pérbénin rreth
14% té totalit dhe kéto ishin mé shpesh tek
grupmosha nén 25 vjec (66.66% té rasteve
penetruese).

Tipologjia e démtimeve: Pneumotoraksi
traumatik ishte léndimi mé i shpeshté
(239 raste), pasuar nga hemotoraksi (110),
hemopneumotoraksi  (96), fraktura e
brinjéve (86) dhe kontuzione torakale (17).
Pneumotoraksi tensiv u evidentua rrallé (4
raste), ndérsa flail chest dhe arresti kardiak
ishin té rralla né kété seri, respektivisht 2
raste dhe 1 rast.

Rezultatet (pikat kryesore)

«Numri total: 451 pacienté (Janar 2020 -
Néntor 2024).

«Gjinia: 382 meshkuj (84.7%), 60 femra
(13.3%), 9 N/A.

-Mosha mesatare: 44.78 vjet (neonatal - 86
vjet).

«Léndimet: Pneumotoraksi 239 raste;
Hemotoraksi 110; Hemopneumotoraksi 96;
Fraktura brinjésh 86.

«Trajtimi: Vendosja e drenit torakal né
~94% té rasteve; Torakotomi né ~6% (27
ndérhyrje kirurgjikale).

-Shkaktarét:
politraumat

Aksidentet
dominuan;

rrugore  dhe
[éndimet
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penetruese 14% (mé shpesh tek té rinjté <25
vjeg).

Diskutim

Gjetjet tona korrespondojné me literaturén
ndérkombétare pér disa aspekte: dominimi i
meshkujve, shpérndarja e moshés dhe dominimi
i traumave jo-penetruese (topitése) si shkaktar
kryesor. Rritia e numrit té rasteve deri né
2024 (gjithsej 96 raste deri né Néntor) tregon
vazhdimési té barrés klinike. Shkalla e larté e
pérdorimit té drenave (94%) tregon se shumica
e démtimeve trajtohen me metoda urgjente
minimale invazive, né pérputhje me protokollet
ATLS. Pjesa relativisht e vogél e torakotomive
(6%) pérputhet me literaturén qé sugjeron se mé
pak se 10% e traumave torakale kérkojné kirurgji
eksploruese. Megjithaté, mungesa e té dhénave
pér shkaktarét né shumé protokolle (321 raste pa
shkaktar té dokumentuar) kufizon pérfundimet
epidemiologjike dhe thekson nevojén pér
pérmirésim né dokumentim dhe digjitalizim té
historikut té pacientit.

Kufizimet: karakteri retrospektiv i studimit,
mungesa e disa té dhénave (shkaktaré,
komorbiditete, rezultatet afatgjata), dhe fakti
gé té dhénat pérfshijné vetém pacientét gé
arritén né Klinikén e Kirurgjisé Torakale (nuk
pérfshihen té vdekurit para arritjes ose pacientét
e dérguar né klinikén e Ortopedisé€) reduktojné
gjeneralizueshmériné. Megjithaté, seria ofron njé
pasqyré té vlefshme té praktikave té& menaxhimit
dhe nevojave lokale.

Konkluzione

1.Léndimet traumatike torakale mbeten

Grafiku 1. Numri i rasteve sipas léndimeve specifike

problem klinik me impakt té konsiderueshém —
pneumotoraksi éshté léndimi mé i shpeshté né
seriné toné.

2.Torakostomia me dren éshté metoda kryesore e
trajtimit dhe duhet té mbetet komponent bazé i
trajtimit emergjent; trajnimi praktik pér vendosje
té drenit éshté i rekomandueshém.

3.Pérdorimi i eFAST si pjesé e protokollit
emergjent duhet té forcohet pér diagnostikim té
shpejté; CT duhet té pérdoret selektivisht kur do
té ndryshojé trajtimin.

4.Pérdorimi i VATS duhet té zgjerohet si opsion
pér trajtimin e efuzioneve té pérséritura ose
empiemave pér té reduktuar ditét e hospitalizimit
dhe komplikimet.

5.Nevojitet digjitalizim i protokolleve dhe
pérmirésim i mbledhjes sé té dhénave (p.sh.,
shkaktari i traumés) pér planifikim mé té miré
dhe parandalim.

Rekomandime
«Forcimi i masave té sigurisé né trafik

«Edukimi dhe trajnimi i popullatés sé gjeré né
ndihmén e paré dhe CPR

«Pérdorimi i mjeteve mbrojtése né aktivitete me
rrezik té larté
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Grafiku 2. Numri i pacientéve sipas qyteteve né rend descendues
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ATEROSKLEROZA E KAROTIDEVE DHE STROKU ISKEMIK: NJE QASJE RRETH
PARANDALIMIT DHE SKRININGUT

Erisa Selmani', Muharrem Sadiku?, Endrit Muji’

'Doktor i Mjekésisé, ? Specialist i Radiologjisé

Abstrakti

Hyrje: Stroku akut cerebral mbetet njé
nga sfidat kryesore té mjekésisé moderne,
duke kontribuar né rreth 7 milioné vdekje
dhe duke shkaktuar pasoja té médha
neurologjike e sociale ¢do vit né nivel
global. Né rreth 85% té rasteve té strokut,
etiologjia éshté iskemike dhe rreth 20%
té tyre lidhen me pllakat aterosklerotike
té artrieve karotide. Gjetjet klinike shpesh
mungojné né kéto raste prandaj imazheria
rutiné tek pacientét me risk té larté ka rol
kyc né parandalim dhe trajtim.

Qéllimi: Ky punim synon té parages njé
pérmbledhje té njohurive té fundit mbirolin
e imazherisg, si dhe té rekomandimeve té
fundit pér skriningun e grupeve té vecanta
té pacientéve pér identifikimin e stenozés
karotide dhe né vlerésimin e riskut pér
strok iskemik.

Metodologjia: Punimi éshté rishikim i
literaturés. Pér realizimin e kétij punimi
jané shqyrtuar dhe analizuar artikuj té
pérzgjedhur nga literatura shkencore
bashkékohore, duke pérfshiré udhézimet
klinike  ndérkombétare, studime té
ndryshme (kohore, rast-kontroll dhe meta-
analiza) si dhe kapituj librash té ndryshém.

Rezultatet: MRI-ja me rezolucion té
larté zbulon praniné e hemorragjisé
intrapllakare, e cila lidhet me njé rrezik mé
té madh périncidentet cerebrovaskulare né
krahasim me pllakat pa kéto karakteristika.
Ultrazéri me kontrast ndihmon né zbulimin
e neovaskularizimit dhe ulceracionit
sipérfagésor, duke pérmirésuar stratifikimin
e rrezikut. CTA-ja ofron njé mjet té shpejté
dhe té lehté té qasshém pér vlerésimin e

morfologjisé sé pllakés, ndérsa nuk duhet
harruar DSA-né qé paraget standard té
arté té vlerésimit té stenozés e qé tani
kryhet vetém né rastet e intervenimit
endovaskular. Integrimi i kétyre metodave
dhe gjetjeve ndihmon né triazhim,
né pércaktimin e kohés sé ndérhyrjes
karotide dhe né kujdesin intensiv,
megjithése mungojné ende protokolle té
standardizuara dhe prova té forta.

Diskutimi: Imazheria multimodale
e kombinuar me vendimmarrje
multidisiplinare optimizon trajtimin

e individualizuar, ndérsa kérkimet e
ardhshme duhet té testojné strategjité e
bazuara né karakteristikat e pllakés.

Hyrje

Stroku akut iskemik cerebral paraget njé
nga problemet mé sfiduese dhe serioze né
mjekési dhe poashtu edhe né shéndetin
publik global. Pasojat e Strokut akut
iskemik jané me rreth 7 milioné vdekje
né vit dhe me pasoja serioze neurologjike
dhe sociale ané e mbané botés (1). Stroku
apo aksidenti cerebrovaskular definohet
si fillimi i papritur i deficiteve neurologjike
gé i atribuohet njé shkaktari fokal vaskular.
Eshté shkaktari i dyté mé i shpeshté i
vdekshmérisé né boté. Diagnoza e strokut
éshté diagnozé klinike, e cila mbéshtetet
nga gjetjet né imazheriné e trurit, e gé ka
rol kyc tek kjo patologji (CT, Rezonanca
Magnetike) (2). Rreth 85% e rasteve jané
insult cerebraliskemik, nga té cilét té paktén
20% shkaktohen nga patologjité e arterive
karotide, ndér to edhe ateroskleroza e
karotideve (1,3). Identifikimi i hershém
i patologjive, me theks stenozés sé

INTERNAL CAROTID ARTERY

INVERT AC 60_

Figura 1. Imazh kolor-doppler i karotides sé majté té bllokuar nga pllaka aterosklerotike. PSV
tregon pér vlerén 432.3 cm/s e qé jep pérshtypjen e njé stenozé 70-79% té shkallés sé larté
apo 80-99% té shkallés sé ulét (Case courtesy of Brendan Cullinane, Radiopaedia.org, rID:

21860).

arterieve karotide éshté i réndésishém pér
parandalimin e insultit iskemik, sidomos te
pacientét me faktoré risku ose simptoma
neurologjike paraprake. Gjetjet klinike té
insultit iskemik (deficitet motorike dhe
amaurosis fugax) shpesh mungojné né
rastin e stenozés sé arterieve karotide,
prandaj imazheria rutiné tek pacientét me
risk té larté ka rol kyc né diagnostikimin,
skriningun dhe vendimmarrjen pér trajtim
si dhe né parandalimin e Strokut akut
iskemik.

Patofiziologjia

Sémundja aterosklerotike éshté proces
inflamator, kronik, degjenerativ té cilit trupi
mund té i adaptohet pér té funksionuar
pa pengesa qarkullimi arterial. Edhe
pse me natyré sistemike, ateroskleroza
ka tendencé té zhvillohet né lokacione
specifike anatomike pérgjaté pemés
arteriale (ndérrime fokale). Pérgjigjet
adaptive ndaj kétij procesi pérfshijné
ndryshimet né kompleksin intimomedial
té enés sé gjakut, né trashésiné e murit dhe
diametrin e lumenit té enés sé gjakut pér
té iu pérshtatur kérkesave té organizmit.
Ky proces ka tendencé té ndodhé mé
shpesh né arteriet koronare, karotide
dhe femorale sipérfagésore si dhe né
aorté. Rritja kompensatore shérben pér
prevenimin e stenozés limituese té pllakés
deri né momentin kur sipérfagja e pllakés
e arrin 40% té sipérfaqges cirkumferenciale
té lumenit té enés sé gjakut (4), mé
pas formohet stenozé hemodinamike.
Ateroskleroza nuk éshté thjesht njé
depozitim i kolesterolit né murin e enés
sé gjakut, ajo pérfshin démtim edhe
ndryshime mikroskopike né nivet té
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endotelit t& enés sé gjakut si dhe disa
reagime imunologjike dhe inflamatore. Né
aspektin molekular vérehet njé reduktim
i sasisé sé oksidit nitrik (NO). Ky ndryshim
shkakton disfunksion té endotelit, lehtéson
kalimin e LDL-sé né murin arterial dhe
formimin e qgelizave foam (foam cells).
Mé pas zhvillohet njé pllaké lipidike me
bérthamé té pasur me yndyrna apo lipid
core dhe e kufizuar me njé kapsulé fibrotike
(5). Pllaka aterosklerotike mund té jeté
stabile (e dendur dhe me shumé kalcium)
ose jostabile (me bérthamé lipidike té
madhe, kapsulé té hollé fibrotike, infiltrate
inflamatore dhe hemorragjike brenda
pllakés) e cila ka potencial té larté pér
trombozé dhe shképutje té embolueseve
(6).Faktoréteriskut(si:mosha, hipertensioni,
diabeti, duhanpirja, dislipidemia, faktorét
hereditar) kontribuojné né formimin e
kétyre pllakave, por aspekte si inflamacioni
sistemik (nivelet e larta té CRP-s€) dhe
trashésia totale e pllakave (TPA) rrisin mé
tej rrezikun pér zhvillimin e sémundjes
(3,7).

Metodat imazherike diagnostikuese

Pér vlerésimin e stenozés sé arterieve
karotide pérdoren metoda té ndryshme
imazherike, secila me avantazhe dhe
kufizime. Metodat kryesore pérfshijné
echoduplexin e arterieve karotidey,
angiotomografiné e kompjuterizuar (CTA),
MRI-angiografiné (MRA), ultrazérin me
kontrast (CEUS) dhe angiografiné digjitale
(DSA).

«Echo Doppleri i arterieve karotide — Eshté
metoda mé e thjeshté, pa rrezatim jonizues
dhe me koston mé té ulét pér ekzaminimin
e arterive karotide. Kombinon imazhet nga
B - mode, echo doppler dhe triplex pér
analizé spektrale. Pérmes echo dopplerit
fitojmé kéto gjetje: matet trashésia e
intima-media (IMT) dhe shpejtésia e
rrjedhjes, qé korrelojné me shkallén e
stenozés. Parametri mé i pérdorur pér
vlerésimin e stenozés éshté peak systolic
velocity (PSV). Studimet meta-analitike

tregojné sé pér stenozé K50% parametri
PSV>130 cm/s éshté 98% senzitiv dhe 88%
specifik; Pér stenozé K70%, PSV>200 cm/s
jep 90% sensitivitet dhe 94% specificitet
(8). Avantazhi kryesor éshté se mund té
kryhet shpejt, duke vizualizuar formén
dhe ekogjenitetin e pllakés aterosklerotike
(llojin e pllakés, lokalizimin, pérgindjen
e stenozés, rrjedhjen e gjakut né nivel té
stenozés dhe post stenotike). Rezultatet
respektivisht saktésia e gjetjeve echo
dopplerike té arterieve karotide éshté
i varur nga aftésité e mjekut dhe nga
vecorité e pacientit (si obeziteti, gafa e
shkurtér, prezenca e madhe e kalciumit
gé e ndérpret sinjalin) (9). Tani ekzistojné
edhe Softueré té vecanté né echo doppler
pér vlerésimin e pérgindjes sé stenozés,
pérgindjen e pérbérjes sé pllakés psh 70%
dominon komponenta fibrokalcifikuese,
25% fibrolipide etj) dhe varésisht nga
komponenta e pllakés vlerésohet risku i
strokut akut iskemik.

-Angiografia me tomografi kompjuterike
(CTA) - Ofron vizualizim 3D té lumenit dhe
mureve té arteries nga harku i aortés deri
tek garkullimi intrakranial. Ka rezolucion
té larté dhe mund té zbuloj me saktési
prani té kalcifikimeve dhe pengesat né
garkullim. Meta-analizat e fundit tregojné
njé senzitivitet té larté rreth 93% dhe
specificitet 99% pér diagnozén e stenozés
kritike té karotideve (10). Avantazhi i CTA-
sé éshté gartésia e imazhit dhe mundésia
e rikonstruksionit multiplanar. Sidoqofté,
ekspozimi ndaj rrezeve X dhe kontrastit me
jod (i démshém pér veshkat) e béjné gé té
rekomandohet me kujdes té vecanté tek
pacientét me insuficiencé renale ose me
reagime alergjike ndaj kontrastit. Poashtu,
kalcifikimet e dendura né pllaka mund
té krijojné artefakte gé e véshtirésojné
matjen.

-Angiografia me rezonancé magnetike
(MRA) - Ofron imazh té pasur pa
ekspozim ndaj rrezatimit. MRA-ja me
kontrast ka saktési t& miré né vlerésimin
e stenozés, vecanérisht né pacientét pa

Figura 2. Stenozé sinjifikante bulbare nga pllaka aterosklerotike dhe dukje né CT angjiografi.

Raste té realizuara né QKUK.
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kundérindikacione. Me MRI-né me kontrast
dhe pa kontrast mund té vizualizohen
lumeni i arterieve, por rezolucioni i saj
éshté mé i ulét se CTA. Avantazhi kryesor
éshté mungesa e rrezatimit, prandaj éshté
e pérshtatshme pér pacientét e rinj dhe
ata qé kané kundérindikacione pér CTA.
Gjithashtu éshté shumé senzitive ndaj
ndryshimeve té parenkimés sé trurit dhe
mund té detektoj iskeminé hiperakute me
numér té ulét té rasteve false-negative.
Avantazh ndaj CTA-sé éshté se MRA
nuk &shté senzitive ndaj depozitave té
kalciumit prandaj depozitimi i tepért
i kalciumit nuk e pengon evaluimin e
stenozés. Disavantazhet jané kosto e
larté, kohézgjatja e procesit té marrjes sé
imazheve dhe nuk mund té pérdoret tek
pacientét me pajisje metalike si pacemaker.
Hulumtimet tregojné se MRA-ja me
kontrast éshté mé e sakté se MRI-ja dhe
poashtu i afrohet shumé saktésisé sé CTA-
sé (9).

<Ultrazéri me kontrast (CEUS) - Metodé
diagnostike relativisht e re. Aplikohet
kontrasti  intravaskular  (microbubble-
based contrast) pér rritien e sinjalit
té rrjedhjes sé gjakut. Kjo pérmiréson
vizualizimin e mikrovaskulaturés sé pllakés
aterosklerotike dhe karakteristikave té
sipérfages duke mundésuar evaluim mé
té suksesshém té stabilitetit té pllakés.
Pérparésia e CEUS éshté fakti qé éshté
joinvazive dhe mund té béhet tek shtrati
i pacientit (9). Disa studime potencojné
faktin se CEUS mund té identifikojé pllakat
né rrezik pér rupturé dhe té diferencojé
pllakat jostabile (11).

-Angiografia digjitale e substraksionit
(DSA) - Paraget standardin e arté té
vlerésimit té stenozés, sidomos kur kryhet
pér arsye té stentimit té arterieve karotides.
DSA siguron imazhe shumé precize
té lumenit me kontrast intra-arterial.
Sidoqofté, disavantazhet jané se éshté
invazive (nevojitet kateterizim arterial -
gasje radiale ose femorale), ka rrezatim
dhe gjithashtu nevojitet kontrasti jodik.
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Sot pérdoret kryesisht pér trajtim endovaskular,
ndérsa pér skrining ose diagnostiké pérdoren
metodat e tjera joinvazive (9).

Faktorét e rrezikut té pllakave jostabile

Tradicionalisht, rreziku pér aksidente
cerebrovaskulare ka gené i vlerésuar sipas gradés
sé stenozés sé lumenit. Sidoqofté, studimet e
fundit nénvizojné réndésiné e karakteristikave
té pllakave aterosklerotike: pllaka me
pérmbajtje té pasur lipide, kapsula fibrotike té
hollé, hemorragjia brenda pllakave (IPH) dhe
neovaskularizimi i dendur e rrisin rrezikun e
dislokimit té trombit apo rupturés sé kapsulés.
Pllakat me pérgindje té njéjté té stenozés mund
té jené mé pak ose mé shumé fragjile varésisht
nga pérmbajtja e tyre. Pér shembull, zbulimi
i IPH me MRI éshté tregues i fugishém i pllakés
jostabile dhe parashikon insultin cerebral me
mé shumé saktési sesa faktorét konvencional
(12). Pérvec IPH edhe prania e kapsulés sé
hollé ose té rupturuar né MRI si dhe prania e
sinjaleve mikroembolike e detektuar me doppler
transkranial jané té asocuar me rritje té rrezikut
pér insult cerebral (13). Né disa studime totali
i sipérfages sé pllakave apo TPA ka rezultuar
té jeté parashikues mé i miré edhe se IMT (14).
Ekogjeniteti i ultrazérit tregon shumé pér
pllakén, ku njé pllaké hipoehogjene pérmban mé
shumé yndyré dhe hemorragji, ndérsa pllakat e
forta apo hiperehogjene jané té dendura me
kolesterol té oksiduar dhe me kalcium. Ekziston
edhe metoda e ultrazérit elastografik, qé éshté
metodé e re e gé tenton té maté fortésiné e
pllakés si indikator té qgéndrueshmérisé. Si
pérmbledhje, pllaka jostabile apo vulnerable
plaque pérfshin koncept mé té gjeré se stenoza e
enés, ajo pérfshin karakteristika té réndésishme si
pérmbajtja e bérthamés apo lipid core, influenca
inflamatore, kapaku apo kapsula fibroze, IPH, TPA
dhe neovaskularizimi. Té gjitha kéto jané tregues
shtesé té rrezikut gé mund té pércaktohen
pérmes imazherisé (15).

Rekomandimet e skriningut pér stenozén e
karotideve

Sa i pérket skriningut, udhézimet nga U.S.
Preventive Services Task Force (USPSTF) nuk
rekomandojné skrining té gjeré tek té rriturit
asimptomatiké pér shkak té mungesés sé
pérfitimit té qarté dhe rrezikut nga trajtime
té panevojshme. Raporti i fundit i USPSTF-sé
(2021) jep gradén D pér kété praktiké (16). Kjo
do té thoté se pértej pacientéve simptomatiké
(me TIA, amaursosis apo stroke paraprak) nuk
rekomandohet  skriningu rutinor.  Shkaget
kryesore jané rastet fals pozitivé dhe procedurat
e panevojshme kirurgjikale (pérfitimet jo té garta
té intervenimit krahasuar me terapiné intensive).
Né praktike, megjithaté, mjekét shpesh kryejné
skriningun me ultrazé tek pacientét me faktoré té
shumté té rrezikut si ata mé sémundje koronare,
PAD, diabet dhe hipertension arterial. Né Kosové
dhe rajon mungojné udhérréfyesit klinik specifik,
prandaj zgjedhja mbetet subjekt i vlerésimit
klinik. Megjithaté, té gjithé autorét bien dakord
qé pérmirésimi i faktoréve té rrezikut paraget
bazén e reduktimit té prevalencés sé strokut.

Rezultate dhe pérfundime

Stenoza e karotideve identifikohet si faktor ky¢ né
patogjenezén e strokut iskemik dhe pacientét me
stenozé mbi 50% kané rrezik té shtuar pér evente
iskemike. Echo-Doppleri del té jeté metoda mé e
miré pér skrining dhe vlerésim bazé té stenozés.
Stroku iskemik cerebral éshté problem i madh pér
shéndetésiné publike né mbaré botén. Skriningu
i popullatés asimptomatike nuk rekomandohet,
megjithaté skriningu né grupe me risk té larté
mund té ofrojé avantazhe né parandalimin
dhe trajtimin e hershém. Ményra mé e miré e
zbutjes sé impaktit té késaj sfide globale éshté
pérmirésimi i faktoréve té modifikueshém té
rrezikut.

Gjendje pas stentimit t& ACI-sé.

Figura 3. Dukja imzherike e njé DSA té artereive karotide. Stenozé sinjifikante bulbare, figura 3 tregon
gjendje pas stentimit. Rast i realizuar gjaté trajnimit né Aydin University Istanbul, viti 2023.

Véllimi 5

Referencat:

I | A A

\ Bachir K Hinrer W/
Bashir AZ, Bashir K, Hunter WJ

management.

C . Q)19
5@‘0,?}\»5;,“//

| A C

8. Jahromi AS,

FQ, Peng XF,
v and

w anda me -

39



Revista

MJEKU

Véllimi 5

MENAXHIMI | FRAKTURAVE TE HAPURA: RISHIKIM | LITERATURES
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Abstrakt

Frakturat e hapura pérbéjné njé
urgjencé té réndésishme ortopedike dhe
traumatologjike, té karakterizuara nga
ndérprerja e kontinuitetit sé Iékurés dhe
komunikimi direkt i kockés me ambientin
e jashtém. Kéto démtime paragesin rrezik
té larté pér kontaminim mikrobiologjik,
infeksion té thellé, humbje té substancés
kockore, humbje té funksionit dhe, né
rastet mé té rénda, kércénim pér jetén ose
nevojé pér amputim. Menaxhimi adekuat
i frakturave té hapura kérkon njé qasje
multidisiplinore, gé fillon me stabilizimin
e gjendjes sé pérgjithshme té pacientit,
vijon me trajtim urgjent kirurgjikal dhe
kérkon respektim rigoroz té protokolleve
bashkékohore gé synojné parandalimin
e infeksionit dhe ruajtjen e vitalitetit té
indeve.

Qéllimi i punimit:

Ky punim synon té paragesé njé rishikim té
literaturés sé fundit né lidhje meklasifikimin,
menaxhimin emergjent dhe kirurgjikal,
pérdorimin e antibiotikéve, stabilizimin e

frakturave, si dhe komplikimet klinike té
frakturave té hapura.

Metodologjia:

Ky punim éshté bazuar kryesisht
né té dhénat dhe rekomandimet e
pérditésuara nga OrthoBullets (2024), si
dhe né literaturén shkencore té publikuar
ndérmjet viteve 2010-2025 né PubMed
dhe AO Foundation. Jané pérfshiré artikuj
rishikues dhe udhézime klinike qé trajtojné
klasifikimin, trajtimin  kirurgjikal dhe
profilaksén antibiotike té frakturave té
hapura.

Hyrja:

Epidemiologjia:

Incidenca éshté 30.7 né 100.000 persona
né vit. Mosha mesatare éshté 45 vjet. Zona

anatomike mé e prekur éshté tibia dhe
falangjet e gishtave.

Etiologjia:

Mekanizmi i Iéndimit éshté trauma me
forcé té larté dhe té ashtuquajturat “inside-
out” fraktura.

Shpesh shogérohen me démtime shtesé
(30%). Né disa raste mund té shogérohet
edhe me shfagjen e Sindromés sé
Kompartmentit né gjymtyrén e démtuar.

Klasifikimi:

- Klasifikimi Gustilo &shté padyshim metoda
mé e pérdorur gjerésisht pér karakterizimin
e frakturave té hapura.

Trajtimi i frakturave té hapura:

Qéllimi i trajtimit éshté parandalimi i
infeksionit, ruajtja e indeve, stabilizimi
mekanik dhe rikthimi funksional sa mé
shpejt i gjymtyrés.

1.Menaxhimifillestar dhe kujdesi emergjent

Trajtimi duhet té nisé menjéheré pas
vlerésimit té pérgjithshém té pacientit
(parimi“life-limb-function”):

-Antibiotikét intravenozé fillohen sa mé
shpejt (ideal brenda 1-3 oréve).

-Profilaksa ndaj tetanusit.

<Imobilizim dhe mbulim steril i plagés me
garzé sterile té lagur né solucion fiziologjik.

Figura 1. Frakturé e hapur multifragmentare e kércirit
jssmedia/surgery/00/00_open_fractures_18a.png?w=620).
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(https://media.aofoundation.org/-/

«Evitimi i manipulimeve té panevojshme
pér té mos démtuar mé tej indet e buta.

2. Debridimi kirurgjik dhe irrigimi

Ky éshté hapi themelor né menaxhimin e
frakturave té hapura.

‘Koha e debridimit: idealja brenda 6-12
oréve nga démtimi.

-Debridimi: pérfshin hegjen e té gjitha
fragmenteve kockore pa lidhje me inde
vitale dhe prerjen e kufijve té plagés deri
né inde té shéndetshme gé gjakosin.

«Irrigimi pérfshin: Tretje fiziologjike (NaCl
0.9%) 3-9 litra varésisht nga shkalla e
frakturés (me presion té moderuar pasi
presioni i larté mund té démtojé indet;
Pérdorimi i sapunit kirugjikal ka treguar
efikasitet té krahasueshém me antibiotikét
lokal.

3. Stabilizimi i frakturés

Qéllimi: té ruhet gjatésia, drejtimi dhe
rotacioni i gjymtyrés, si dhe té mbrohen
indet e buta.

«Fiksimi i pérkohshém: Fiksator i jashtém
(eksternal)

«Fiksimi pérfundimtar: reponim i hapur ose
i mbyllur dhe fiksim i brendshém (ORIF/
CRIF)

4 Mbulesa e
rekonstruksioni

indeve té buta dhe

«Mbulesa e hershme (brenda 5-7 ditéve)
éshté e réndésishme pér té ulur incidencén
e infeksioneve.
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«Opsionet  kirurgjikale: mbyllje e thjeshté
kirurgjike ose pérdorimi i flap pér mbyllje té
plagés.

«Mbyllja e asistuar me vakum (VAC) mund té
pérdoret pér menaxhim té pérkohshém té
plagés deri né mbulesé definitive.

5. Profilaksa me antibiotik dhe kujdesi i
vazhdueshém

Komplikimet:

1.Infeksionet

2.0steomieliti

3.Depresioni

4.Sindroma e kompartmentit
5.Démtimet neurovaskulare
Prognoza:

Pér té minimizuar rrezikun e infeksionit,
debridimi kirurgjikal rekomandohet té kryhet
brenda 24 oréve pér té gjitha frakturat e tipit
Ill, dhe brenda 12 oréve pér frakturat e hapura

Tabela 1. Klasifikimi sipas Gustilo

D&Emtirmi | indeve
t& buta

Bl -
Frakturé
multifragmentare

DEmtEirmi i Jo Jo
periostit

Mbulimi i Iékurés N bolirm N bodirm
ose indeve té lokal lokal
buta
DEmtirmi MNormal MNormal

neurovaskular

I an
Intensiteti et Moderuar
Madhé&sia e =1 cm 1-10cm
plagés

Minimalisht Moderuar

Moderuar

Minimalisht Moderuar

té tibisé tip IlIB. Kontaminimi me mbetje apo
materiale té huaja, si dhe devitalizimi i indeve
té buta, rrisin ndjeshém rrezikun e infeksionit
dhe té komplikimeve té tjera pasuese. Né rastet
me kontaminim té réndé (gross contamination),
nevoja pér debridim kirurgjikal urgjent éshté
edhe mé e madhe dhe zakonisht duhet té kryhet
brenda 6-12 oréve. Shkalla e infeksioneve éshté
mé e larté né frakturat e hapura té shkaktuara
nga trauma me energji té larté (blunt trauma),
né krahasim me ato té shkaktuara nga trauma
penetrante (penetrating trauma).

Pérfundimi:

Menaxhimi i frakturave té hapura kérkon
ndérhyrje té shpejté, té koordinuar dhe té bazuar
né protokolle té standardizuara. Evidenca e fundit
mbéshtet pérdorimin e antibiotikéve té hershém,
debridimin agresiv kirurgjikal dhe mbylljen
sa mé té hershme té plagés. Implementimi
korrekt i kétyre masave ul ndjeshém incidencén
e komplikimeve dhe pérmiréson rezultatet
funksionale afatgjata te pacientét.

A e wmc

Larté Larté Larté

=10crm =10crm =10crm
D&Emtim § D&Emtim § D&Emtim §
qgjeré qgjeré qgjeré

Kontaminim Kontaminim Kontaminim

i gjeré i gjeré i gjeré
Shpesh Shpesh Shpesh
Po Po Po
Mbulinm Mbulirm me Zakonisht
lokal “free tissue kérkon
flap”™ ose mbulim flap
rotational
flap™
Normal Normal Frakturé me
démtim
arterial gé&
kérkon
traitim

Tabela 2. Pérdorimi i antibiotikéve sipas tipit té frakturés

frakturés {Gustilo)

Regjimi i rekomanduar antibiotik

Tipil - i

Tipi Il

Cefazolin pér 24-48 oré

Cefazolin + Aminoglikozid pér 72 oré

Kontaminim fekal/ fusha e hapur = Peniciliné ose Metronidazol pér anaerobé

Alergji ndaj beta-laktameve

Clindamycin ose Vancomycin

Tab. 2: Pérdorimi i antibiotikéve sipas tipit té frakturés

Temat e numrit
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Abstrakti

Sindroma e embolisé yndyrore (FES) paraget njé
komplikacion potencialisht fatal qé shfaget mé
sé shpeshti pas frakturave té kockave té gjata dhe
traumave té rénda, ndérsa mé rrallé lidhet me
gjendje jotraumatike si pankreatiti, sémundjet
hepatike dhe ¢rregullimet hematologjike.
Patofiziologjia pérfshin hyrjen e pikave té
yndyrés nga palca kockore né qarkullim,
bllokimin e kapilaréve pulmonaré dhe sistemiké,
si dhe démtimin inflamator nga acidet yndyrore
té lira. Klinikisht, FES karakterizohet nga triada
klasike: insuficiencé respiratore, manifestime
neurologjike dhe petekie, zakonisht brenda 12—
72 oréve pas traumés. Spektri klinik varion nga
forma subklinike deri te prezantimet fulminante
me déshtim respirator akut dhe ¢rregullime té
rénda neurologjike. Diagnoza mbetet klinike,
pasi nuk ekziston njé test specifik laboratorik ose
radiologjik; kriteret e Gurd dhe Wilson, si dhe ato
té Schonfeld-it, pérdoren pér vlerésim diagnostik.
Trajtimi éshté kryesisht suportiv, duke pérfshiré
oksigjenoterapi, stabilizin hemodinamik dhe,
kur éshté e nevojshme, ventilim mekanik.
Fiksimi i hershém kirurgjikal i frakturave pérbén
strategji thelbésore parandaluese. Megjithése
kortikosteroidet jané studiuar pér profilaksé
dhe trajtim, pérfitimet e tyre né reduktimin
e mortalitetit mbeten té pagarta. Njohja e
hershme e shenjave klinike dhe menaxhimi
adekuat suportiv luajné rol ky¢ né pérmirésimin
e prognozés sé pacientéve me FES.

ARTIKULLI NE TERESI

Prezenca e globulave yndyroré né mikrogarkullim
definohet si emboli yndyrore té cilat mund té

.

Gy

zbulohen né gjak dhe urinén e pothuajse té
gjithé pacienteve me fraktura té kockave té
gjata, ndérsa manifestimi klinik i diseminimit
té molekulave yndyrore ose globulave njihet
si Sindromé e embolisé yndyrore (FES). [1]
[2]. Sindroma e embolisé yndyrore pér here
té paré u pérshkrua né vitin 1861 nga Zenker
té njé punétoré hekurudhor pas njé léndimi
torakolumbal. Ernst Von Bergmann né vitin
1873 ishte i pari qé béri njé diagnozé klinike té
embolisé yndyrore té njé pacient mé frakturé
komunitive té femurit distal té pésuar pas rénies
nga catia [3].Zakonisht ndodh pas frakturave té
kockave té gjata, té pelvikut, pas liposuksionit
ndérsa nga shkaget jotraumatike mé shpesh
shfaget pas djegieve té médha, proceduarve né
palcén kockore, pankreatitit [4].

Etiologjia:
Shkaget traumatike:

Jané mété zakonshmesesashkaqetjotraumatike,
nga traumat mé sé shumti pérmenden fraktura
e femurit, tibisé dhe pelvikut. Operacionet si
arthroplastika e gjurit dhe fiksimi i shifteve
intramedullaré mundé té shkaktojné FES. Nga
shkaqet traumatike tjera mé té rralla jané djegiet
e rénda, reanimimi i zgjatur kardiopulmunar,
transplantimi i palcés kockore, sternotomia,
démtimi masiv i indeve te buta[1, 5,6,7,8,].

Shkaget jotrumatike:

Jané mé té rralla se shkaget jotrumatike, mé té
shpeshta jané sémundja e mélcisé yndyrore,
pankreatiti, anemia drepanocitare, diabeti
mellitus, osteomieliti.[9].

Faktorét e rrezikut:

I ‘%o ® o o
a ¢ u=D
© o

SR\

¢* o mm I ax =20

Figura 1. Manifestimet klinike t&¢ Sindromés sé embolisé yndyrore :(1) Fraktura e kockés sé gjaté ose
instrumentimi intramedular shkakton (2) hyrjen e yndyrés sé palcés kockore né garkullimin venoz. (3)
Yndyra embolizohet drejt shtratit kapilar pulmonar duke shkaktuar démtim dhe disfunksion alveolar.
(4) Yndyra mund té hyjé né garkullimin sistemik pérmes foramen ovale té hapur, shunteve arteriove-
noze, shtratit kapilar pulmonar, ose té trija sé bashku. (5) Yndyra mé pas embolizohet dhe démton or-
gane té tjera, pérfshiré sistemin neurologjik, dermatologjik, renal, hepatik, oftalmik, kardiovaskular dhe
hematologjik. [9]. Burimi (Luff D, Hewson DW. Fat embolism syndrome. BJA Educ. 2021;21(9):322-8.

doi:10.1016/j.bjae.2021.04.003.)
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Frakturat e hapura, fraktura multifragmentare,
mosha e re, menaxhimi i zgjatur konservativ i
frakturave té kockave té gjata. [1].

Patofiziologjia: [5,6,7,8,]
Embolia dhjamore traumatike:

Qelizat dhjamore nga palca kockore hyjné né
garkullimin sistemik dhe bllokojné arteriolat
pulmonare, duke cuar né insuficiencé té zemrés
sé djathté dhe edem pulmonare.

Embolia dhjamore jotraumatike:

Rritja e niveleve té citokinave (p.sh., CRP, TNF)
shkakton aglutinimin e kilomikroneve né
garkullim, duke rezultuar né formimin e embolive
dhjamore.

Lipazat metabolizojné qelizat dhjamore té
bllokuara né arteriolat pulmonare, duke cliruar
acide yndyrore té lira, té cilat démtojné endotelit
e arteriolave pulmonare dhe shkaktojné démtim
akut té mushkérive/distres respirator [5,6,7,8,1.

Manifestimet klinike [10]

Sindroma e embolisé dhjamore paragitet me
spektér té gjeré simptomash dhe shkallé té
ndryshme ashpérsie. Zakonisht shfaget 12-72 oré
pas ngjarjes traumatike, dhe triada karakteristike
pérfshin komprometim respirator, ¢rregullime
neurologjike dhe petekie. Né disa raste kalon pa
u vérejtur klinikisht, ndérsa né té tjera mund té
¢0jé né pérkeqgésim té menjéhershém dhe fatal
brenda pak orésh.

Forma subklinike e FES

Kjo formé shfaget pothuajse te shumica e
frakturave té kockave té gjata. Karakterizohet nga
ulje e PaO dhe ndryshime té vogla hematologjike,
pa shenja té dukshme klinike té déshtimit
respirator. Shpesh mund té ngatérrohet me

Véllimi 5
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simptomat postoperative si dhimbja, shqetésimi
dhe reagimi inflamator pas ndérhyrjes. Mund
té jené té pranishme takipnea, takikardia dhe
temperatura.

Forma jo-fulminante (subakute)

Né kété formé, simptomat respiratore dhe
neurologjike jané té dukshme, sé bashku me
paragitjen e petekieve. Petekiet zakonisht
vérehen né pjesén e pérparme té toraksit, prané
sqetullave, né shpatulla, mukozé dhe né zgavrén
e gojés. Mund té shfagen ndryshime radiologjike
né mushkéri dhe anomali laboratorike. Deri né
86% té pacientéve mund té kené crregullime
neurologjike si konfuzion, stupor ose koma, té
cilat zakonisht jané kalimtare dhe pa lateralizim.
Simptomat pulmonare zakonisht fillojné té
pérmirésohen rreth dités sé treté, por mund té
variojné nga takipnea e lehté deri te ARDS. Mund
té shfagen edhe ndryshime oftalmologjike té
ngjashme me retinopatiné e Purtscher-it.

Forma fulminante e FES

Kjo éshté forma mé e rrallg, qé shfaget brenda
pak orésh nga trauma dhe shkakton insuficiencé
té réndé respiratore dhe alterim té statusit
mendor. Kur ndodh vdekja, zakonisht éshté
rezultat i déshtimit akut t& zemrés sé djathté.

Respiratore

Shenjat e para zakonisht pérfshijné hipoksemi,
takipne dhe dispne. Né raste té rénda mund
té kérkohet ventilim mekanik. Né mungesé té
embolizimit té vazhdueshém ose infeksionit,
funksioni pulmonar zakonisht pérmirésohet
brenda tre ditéve.

Neurologjike

Simptomat mund té shfagen nga 10 deri né
120 oré pas démtimit. Ato mund té shkojné

'l" = T —. -
Tt B

o

Figura 2. Hemorragjité petekiale té |[éndés sé bardhé té korteksit cerebral, si pasojé e embolisé yndyrore
[14]. Burimi (Cantu CA, Pavlisko EN. Liposuction-induced fat embolism syndrome. BMJ Case Rep. 2017
Apr 18;2017:bcr2017219835. doi:10.1136/bcr-2017-219835)
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nga c¢rregullimet e lehta té& humorit
dhe orientimit deri te krizat epileptike.
Mendohet se shkaktohen mé shumé
nga hipoksia sesa nga embolizimi i
drejtpérdrejté  cerebral.  Manifestimet
pérfshijné irritabilitet, ankth, agjitacion,
konfuzion, delirum, apo koma, té cilat
zakonisht jané té kthyeshme dhe jo-
lateralizuese. Gjithsesi jané raportuar edhe
raste me shenja lokalizuese neurologjike, té
cilat kérkojné CT té trurit pér té pérjashtuar
hematoma, edhe pse rezultatet shpesh
dalin normale né FES.

Kutane

Rash-i petekial, gé konsiderohet shenjé
tipike e FES, zakonisht shfaget brenda 36
oréve. Zakonisht zhduket brenda njé jave
dhe mund té mos vérehet lehté . Observimi
duhet béré né pjesén e sipérme té toraksit,
sgetulla, shpatulla, konjuktiva dhe mukozé.
Petekiet besohet té jené rezultat i carjes
sé kapilaréve nga rritja e presionit dhe
ekstravazimi i eritrociteve. Lokalizimi i
tyre lidhet me shpérndarjen e embolive
yndyrore pérmes harkut aortik.

Manifestime té tjera

Temperatura dhe takikardia jané té
zakonshme, por jo specifike. Kapilarét
retinale mund té bllokohen duke shkaktuar
edemé makulare, cotton-wool spots dhe
hemorragji, té cilat zakonisht jané té
kthyeshme. Prekja renale paragitet me
lipiduri; megjithése jané raportuar raste té
oligurisé dhe anurisé. Pérfshirja hepatike
mund té manifestohet me verdhéz.

Diagnoza

Embolia yndyrore pérfagéson njé proces
patologjik né té cilin gelizat yndyrore

Tabela 1. Kriteret e Grud dhe Wilson pér Sindromén e embolisé yndyrore. [12]. Burimi (Bulger
EM, Smith DG, Maier RV, Jurkovich GJ. Fat embolism syndrome: a 10-year review. Arch Surg.

1997;132:435-9. PubMed ID: 9108767)

hyjné né garkullimin e gjakut; pér kété
arsye, prania e saj mund té vértetohet
plotésisht vetém pérmes ekzaminimit
autoptik. Sindroma e embolisé yndyrore
(FES) paraget manifestimin klinik té kétij
procesi. Deri mé sot nuk ekziston njé test
laboratorik ose radiologjik specifik qé té
mund té vendosé né ményré definitive
diagnozén e FES.

Pér identifikimin e késaj gjendjeje jané
hartuar disa kritere diagnostikuese. Ndér
mé té pérdorurat jané kriteret e Gurd dhe
Wilson, té cilat pérbéjné metodén mé
té pérhapur ndér tri grupet kryesore té
kritereve té propozuara pér diagnostikimin
e FES. Gurd i paraqiti kriteret fillestare
né vitin 1970 dhe mé voné i modifikoi
bashké me Wilson né vitin 1974. Njé
vérejtje e shpeshté ndaj kritereve té Gurd
éshté fakti se prania e makroglobulinave
yndyrore né gjak mund té gjendet edhe te
persona té shéndetshém ose te pacienté
me trauma, pa shenja té tjera klinike té
FES, duke kufizuar késhtu specifikén e tyre
diagnostike .[11]

Kriteret e Grud dhe Wilson pér Sindromén e
embolisé yndyrore [12]

Si diagnostifikues konsiderohet 1 shenjé e
madhe dhe 3 shenja té vogla ose 2 shenja
té vogla dhe 2 shenja té médha:

Ekzistojné edhe kritere tjera si ato té
Schonfeld -it té cilat shpjegohen né
tabelén 2, shih tabelén. [13].

Trajtimi

Né sindromén e embolisé yndyrore (FES)
nuk ekziston njé terapi specifike e provuar,
dhe trajtimi mbetet kryesisht suportiv
me fokus né stabilizimin respirator dhe

Shénja té médha

Shénja t€ vogla

Hipoksi (Pa02 <60 mmHg dhe F102 =40%)

Takikardi { =120 rrahje né minuté)

Depresioni 1 SNQ-s&

(Temperaturé >39 grads C)

Petekie

Trombocitoper (Numér trombocitesh <150

mijé)

Globula yndyrore né uring ose péshtymé

Emboli retinale

Rénie e hemotokritit jo pér shkak t& humbjes
s& gjakut ose hidratimit TV

a4
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hemodinamik. Qéllimi  kryesor é&shté
sigurimi i oksigjenimit adekuat dhe

parandalimi i insuficiencés multisistemike.
Oksigjeni suplementar éshté shpesh i
domosdoshém, ndérsa né raste té rénda me
zhvillim té sindromés sé distresit respirator
akut (ARDS), kérkohet intubim dhe ventilim
mekanik pér té ruajtur oksigjenimin dhe
funksionin respirator [1,2].

Stabiliteti hemodinamik sigurohet
népérmjet terapisé sé Iéngjeve dhe,
kur éshté e nevojshme, pérdorimit té
medikamenteve inotrope si dobutamina
pér insuficiencén e ventrikulit té djathté [9].
Transfuzionet mund té jené té nevojshme
pér té rritur kapacitetin transportues té
oksigjenit tek pacientét me anemi té réndé
[5]. Albumina éshté sugjeruar si zgjedhje
e favorshme pér resuscitim volumik, pasi
pérvec rritjes sé volumit qarkullues, lidhet
me acidet yndyrore té lira duke zvogéluar
démin e tyre sistemik [7].

Fiksimi i hershém kirurgjikal i frakturave
té eshtrave té gjata konsiderohet masé
kyce pér reduktimin e rrezikut té FES dhe
pérmirésimin e prognozés, pasi trajtimi
konservativ shogérohet me incidencé
mé té larté té késaj sindrome [9]. Gjaté
ndérhyrjeve ortopedike, rekomandohet
minimizimi i presionit intramedular pér té
kufizuar clirimin e materialit yndyror né
garkullim [3].

Kortikosteroidet jané studiuar si pér
trajtim ashtu edhe pér profilaksg, duke u
bazuar né efektet e tyre anti-inflamatore
dhe inhibuese té agregimit leukocitar.
Megjithaté, ndonése disa studime kané
sugjeruar ulje té incidencés sé FES né
pacienté me fraktura té eshtrave té gjata,
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nuk éshté déshmuar pérmirésim né mortalitet
apo komplikacione afatgjata, ndaj pérdorimi i
tyre mbetet i diskutueshém [1,4]. Pavarésisht
studimeve  eksperimentale té  hershme,
heparina dhe etanoli nuk rekomandohen né
trajtimin klinik té FES pér shkak t& mungesés sé
efikasitetit té provuar dhe potencialit pér efekte
té padéshirueshme [2,6].

Né raste té rénda me edem cerebrale mund té
kérkohet pérdorimi i manitolit ose solucioneve
hipertonike, si dhe monitorim i presionit
intrakranial pér té parandaluar démtimin
neurologjik [9].

Metodologjia

Punimi i pérket llojit t& hulumtimeve “rishikimi
i literaturés ekzistuese’, gé bazohet né punime
shkencore té publikuara né éeb-fage mjekésore
e shkencore si: PubMed, Scopus, Medline dhe né
libra universitaré. Punimi bazohet né literaturén
mé té pérditésuar né momentin e hulumtimit,
burimet e té cilave i gjeni tek referencat.

Qéllimi

Qéllimii kétij hulumtimi éshté té ofrojé njé analizé
té thelluar dhe té pérditésuar mbi sindromén
e embolisé yndyrore, duke u fokusuar né sfidat
diagnostike, mekanizmat patofiziologjiké dhe
menaxhimin klinik. Synohet té pérmbledhen
té dhénat nga literatura mé e fundit lidhur me
prezantimin klinik, kriteret diagnostike dhe
modalitetet e imazherisé. Gjithashtu, qéllim
i kétij rishikimi éshté té krahasojé strategjité
aktuale té trajtimit dhe qasjet mbéshtetése, me
géllim rritjen e efikasitetit né gasjen klinike. Né
fund, hulumtimi synon té identifikojé boshlléqget
ekzistuese né praktiké dhe literatura shkencore,
duke sugjeruar drejtime té mundshme pér
studime té ardhshme.

Referencat:
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Tabela 2 . Kriteret Schonfeld-it pér Sindromén e embolisé yndyrore [13]. Burimi (Koul PA, Ahmad F,
Gurcoo SA, Khan UH, Nagash IA, Sidig S, et al. Fat embolism syndrome in long bone trauma following ve-
hicular accidents: experience from a tertiary care hospital in north India. Lung India. 2013;30(2):97-102.

doi:10.4103/0970-2113.110413.)

Petekie 3 pik&

Ndryshime né radiografing e kraharorit 4 pike

(infiltrate alveolare difuze)

Hipoksemi (PaO2<70mmHg) 3 pik&

Ethe (=38°C) 1 pike

Takikardi (120 rrahje/min) 1 pike

Takipnea (>30 frymémarrje/min) 1 pik&
Mg shum se 3 piké konsiderohet
diagnostifikuese.
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Véllimi 5

INTUBIMI TRAKEAL ME SEKUENCE TE SHPEJTE: QASJE E STANDARDIZUAR PER
MENAXHIMIN EMERGJENT TE RRUGEVE TE FRYMEMARRJES

Fatlire Gashi-Hoxha', Gresé Sinani ',

"Doktor i Mekesise,

Abstrakt

Hyrje: Intubimi trakeal me sekuencé té
shpejté RSI éshté njé proceduré thelbésore
pér menaxhimin emergjent té rrugéve té
frymémarrjes, qé synon sigurimin e shpejté
dhe té sigurt té ventilimit.

Qéllimi: Té paraqgitet réndésia e
standartizimit té protokolleve té RSI dhe
ndikimiityre né reduktimin e komplikimeve
gjaté intubimit emergjent.

Metoda: U analizuan metodat dhe praktikat
bashkékohore té RSI, duke u perfshiré
pérdorimi i videolaringoskopisé, bougie-sé
dhe teknikave té preoksigjenimit.

Pérfundim: Pérmirésimi i sigurisé dhe
suksesi i intubimit trakeal né situata
emergjente duke zbatuar protokolle
té unifikuara, dhe duke trajnuar stafin
mjekésor né pérdorimin e protokolleve té
RSI.

Fjalét kyce: Intubimi trakeal, emergjencé,
rrugét e frymémarrjes, sekuencé e shpejté,
protokolle.

Hyrje

Menaxhimi  efektiv. i rrugéve té
frymémarrjes éshté njé komponent kritik
i kujdesit emergjent, vecanérisht né
pacientét me insuficiencé respiratore ose
gjendje té alteruar té vetédijes.

Menaxhimi i rrugéve té frymémarrjes éshté
njé nga pérgjegjésité mé té réndésishme
té mjekut té urgjencés. Déshtimi pér
t'i siguruar kéto rrugé mund té cojé né
hipoksemi, arrest kardiak dhe vdekje
brenda pak minutash [1,2].

Adnan Cocaj?

. Specialist i Mjekesise Familjare

Intubimi trakeal me sekuencé té shpejté
(RSI) pérfagéson metodén standarde pér
sigurimin e rrugéve té frymémarrjes kur
kérkohet kontroll i menjéhershém dhe
minimizim i rrezikut pér aspirim pulmonar

[3].

Ai kombinon induksionin e shpejté té
anestezisé me paralizén neuromuskulore,
duke mundésuar intubimin pa ndérprerje
té ventilimit [4].

Teknikat moderne si videolaringoskopia,
oksigjenimi apneik dhe pérdorimi rutiné i
bougie-sé kané déshmuar se rrisin shkallén
e suksesit dhe siguriné e procedurés [5-7].

Zbatimi i protokolleve té standardizuara
pér RSI né departamentet e urgjencés
éshté i lidhur me ulje té ndjeshme té
komplikimeve periintubatore dhe me rritje
té suksesit né pérpjekjen e paré [8,9].

Né nivel global, intubimi trakeal emergjent
mbetet njé ndér procedurat mé té
réndésishme qé ndikojné drejtpérdrejt né
mbijetesén e pacientéve kritik. Sipas té
dhénave té NAP4 (National Audit Project
4) né Mbretériné e Bashkuar, komplikimet
serioze nga menaxhimi i rrugéve té
frymémarrjes ndodhin né 1 nga ¢do 20,000
anestezi, por rreziku rritet shuméfish
né ambientet e urgjencés dhe kujdesit
intensiv [10].

Né mungesé té njé protokolli té unifikuar,
variacionet né praktiké dhe trajnimi i
stafit mund té cojné né vonesa, trauma
té rrugéve ajrore dhe desaturim té réndé.
Prandaj, standardizimi i gasjes dhe trajnimi
ndérdisiplinor jané thelbésor pér té arritur
rezultate té sigurta dhe té géndrueshme
[11].

Sniffing Position

Extension of
atlanto-cocipital
joint

AN

Flexion of

cervical spine

—_—————

Figura 1: Pozicioni “sniffing the morning air” gjaté intubimit trakeal - fleksion i qafés dhe ek-
stension i kokés pér reshtimin e boshtit oral, faringeal dhe laringeal, duke lehtésuar vizual-
izimin e glotisit. (https://www.researchgate.net/figure/Figure-demonstrating-the-ideal-la-
ryngoscopy-positionSniffing-the-morning-air_fig5_309960813) (15)
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Amatomia dhe fiziologjia

Rrugét e frymémarrjes pérfshijné strukturat
nga hunda deri te trakea. Pikat kyce pér
intubim jané orofaringu, epiglotisi, glotisi
dhe kordet vokale.

Pozicioni optimal pér vizualizim &shté
pozicioni “sniffing’, qé siguron njé drejtim
mé té miré té aksit oral, faringeal dhe
laringeal.

Gjaté induksionit, relaksimi i muskujve dhe
humbja e tonusit té gjuhés rrisin rrezikun e
obstruksionit; prandaj, ventilimi paraprak
dhe preoksigjenimi jané thelbésor pér
ruajtjen e rezervés oksigjenuese.

Materiale dhe metoda
Qasja standarde pér RSI pérfshin kéto faza:

Vlerésimiparaprakirrugévetéfrymémarrjes
- duke pérdorur sistemin L.E.M.O.N. (Look,
Evaluate 3-3-2, Mallampati, Obstruction/
Obesity, Neck mobility).

Pérgatitja e pajisjeve - tub endotrakeal me
baloné, laringoskop ose videolaringoskop,
aspirator, bougie, BVM, oksimetér, ETCO,
monitor, medikamente pér induksion dhe
paralizé.

Preoksigjenimi - pér 3-5 minuta me oksigjen
100%, pér té parandaluar hipokseminé
gjaté periudhés apneike.

Vendosja e tubit - nén videolaringoskopi;
pérdorimi i bougie-sé né pérpjekjen e paré
rrit ndjeshém suksesin [3].

Konfirmimi i pozicionit - me ETCO,,
auskultim bilateral dhe rreze X pas
stabilizimit.
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Menaxhimi pas intubimit - sigurimi
i ventilimit mekanik, monitorimi i

oksigjenimit dhe presionit arterial.

Figura 1. Pozicioni “sniffing” gjaté intubimit
trakeal.

Komplikimet dhe menaxhimi i tyre

Edhe pse intubimi me sekuencé té shpejté
éshté projektuar pér té€ minimizuar
komplikimet, asnjé proceduré e tillé
nuk éshté plotésisht e liré nga rreziget.
Komplikimet mund té ndahen né peri-
procedurale dhe post-procedurale.

Komplikimet peri-procedurale.
Mé té zakonshmet jané:

-Hipoksemia dhe desaturimi i shpejté,
sidomos te pacientét me insuficiencé
respiratore ose obezitet.

-Parandalimi: preoksigjenim i ploté dhe
oksigjenim apneik gjaté procedurés.

-Hipotensioni, si pasojé e sedacionit dhe
humbjes sé tonusit simpatik.

-Parandalimi:  pérgatitia ~ paraprakisht

me |éngje IV dhe pérdorimi i dozave té

CRITICALLY ILL AIRWAY ALGORITHM

kujdesshme té barnave.

«Intubimi ezofageal - ndodh né rreth 1-3%
té rasteve, sidomos né ambientet jashté
anestezisé.

-Detektohet pérmes mungesés sé ETCO,
dhe auskultimit.

‘Trauma e rrugéve té sipérme, pérfshiré
démtimet e dhémbéve, gjuhés apo kordave
vokale.

Komplikimet post-procedurale

<Aspirimi pulmonar, sidomos né rastet kur
pacienti ka pasur stomak té ploté.

:Edema e laringut ose ngushtimi post-
intubim né rast intubimi té gjaté.

«Ventilim jo i barabarté ose pozicion i thellé
i tubit gé mund té ¢ojé né hiperinflacion té
njé mushkeérie.

Menaxhimi i hershém i komplikimeve
kérkon njohje té shenjave té hershme,
ekografi t¢ menjéhershme té pozicionit
té tubit, dhe bashképunim té ekipit
ndérdisiplinor.

Qasja e "Vortex” éshté njé ndihmé vizuale

[

IF FALLING SPO., RE-OXYGENATE BETWEEN ATTEMPTS

MAXIMUM THREE ATTEMPTS
CALL CONSULTANT IF AVAILABLE +/- ANAESTHESIA

&

[

FAILURE OF VENTILATION WITH LMA ]

IF FALLING SPO; GO TO PLAN C AND RE-OXYGENATE

A 4

IF SPO; <75% GO TO PLAN D

h 4

[ MAXIMUM THREE ATTEMPTS ]
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e re gé ndihmon klinicistét té vendosin
shpejt pér kalimin nga njé metodé ventilimi
né tjetrén pa humbur oksigjenimin [12].

Diskutim

Né praktikén moderne té urgjencés, RSI
konsiderohet standardi i arté pér kontrollin
emergjent té rrugéve té frymémarrjes.

Studime té fundit kané vértetuar se
protokollet e standardizuara rrisin suksesin
dhe reduktojné ndjeshém komplikimet.

Né njé studim gjerman me 527 pacienté,
shkalla e suksesit né tentativén e paré arriti
97.4%, ndérsa komplikimet serioze ishin
vetém 0.9% [2].

Pérdorimiivideolaringoskopisé pérmiréson
vizualizimin e kordave vokale dhe redukton
numrin e pérpjekjeve té pasuksesshme,
vecanérisht te mjekét e rinj [1].

Bougie éshté njé ndihmés i thjeshté, por
shumé efektiv pér udhézimin e tubit gjaté
intubimit té véshtiré [3].

Oksigjenimi apneik dhe preoksigjenimi
joinvaziv jané masa té domosdoshme pér
té shmangur desaturimin gjaté manipulimit
té rrugéve ajrore [5,7].

Nga ana tjetér, trajnimi i vazhdueshém
dhe puna ekipore ndérprofesionale
jané thelbésore pér siguri maksimale.
Mjeku duhet té udhéheqé procedurén,
infermierja té pérgatisé dhe administrojé
medikamentet, ndérsa asistenti klinik
té mbikéqyré pajisjet e ventilimit dhe
monitorimit [5].

Né rajonin toné, pérfshiré Kosovén
dhe vendet fqinje, intubimi emergjent
shpesh kryhet né kushte té kufizuara
infrastrukturore dhe pa mbéshtetje té
vazhdueshme té videolaringoskopisé.
Kjo e bén edhe mé té réndésishém rolin e
trajnimeve té simuluara dhe protokolleve
té unifikuara pér mjekét e urgjencés dhe té
kujdesit intensiv.

Pérvojat ndérkombétare kané treguar se
implementimi i “checklisteve té rrugéve
ajrore” dhe trajnimeve té pérséritura dy
heré né vit mund té rrisé ndjeshém suksesin
né tentativén e paré dhe té zvogélojé
incidencén e komplikimeve serioze [10,11].

Né rastet“nukintubohet, nuk oksigjenohet”,
duhet té jeté gati rruga kirurgjikale
(cricothyrotomia) si masé shpétuese.

Né praktikén klinike vendore, implementimi
i protokolleve té RSI mbetet sfidues

pér shkak té& mungesés sé trajnimeve
té strukturuara dhe pajisjeve moderne,
por trendi éshté drejt standardizimit né
departamentet e urgjencés.

= SURGICAL AIRWAY: SCAPEL-FINGER-BOUGIE-TUBE
= LARGE BORE CRICOTHYROIDOTOMY

o MELKER

> QUICKTRACH I
= RAVUSSIN/VBM CANNULA AND MANUJET

PLAN D

CRICOTHYROIDOTOMY

Figura 2. Algoritmi i menaxhimit té rrugéve té frymémarrjes te pacientét kritik. Ai pérfshin
katér plane veprimi:Plani A - tentativa fillestare pér intubim trakeal;Plani B - ventilimi me
maskeé laringeale né rast déshtimi;Plani C - ruajtja e oksigjenimit me maské fytyre dhe rrugé
ndihmése;Plani D - ndérhyrja kirurgjikale (krikotiroidotomi) né rast déshtimi té ploté té ven-
tilimit dhe intubimit.Ky algoritém udhézon mjekun pér veprim té shpejté dhe té sigurt né
situatat emergjente (pérshtatur nga DAS Guidelines, 2018). (https://www.researchgate.net/
figure/Critically-ill-traffic-light-airway-algorithm-MILS-manual-in-line-stabilisation-SpO_
figd_265558094 ) (14).
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Pérfundime

Intubimi trakeal me sekuencé té shpejté
éshté njé proceduré bazé, por e ndérlikuar, gé
kérkon pérgatitje té ploté, standardizim dhe
bashképunim té ekipit.

Pérdorimi i videolaringoskopisé, bougie-sé
dhe teknikave moderne té oksigjenimit apneik
pérmiréson ndjeshém rezultatet klinike.

Zbatimiitrajnimeve té rregullta dhe protokolleve
té unifikuara éshté kyc pér sukses té larté dhe
siguri té pacientit né ¢do departament urgjence.

Trajnimi periodik i personelit dhe simulimet
praktike té intubimit jané thelbésore pér
ruajtjen e aftésive dhe pérmirésimin e sigurisé sé
pacientéve né ¢do situaté emergjente.

Standardizimi i trajnimit dhe pérdorimi i pajisjeve
moderne duhet té jené prioritet edhe né sistemin
shéndetésor vendor. Zbatimi i algoritmeve té
garta pér RSI, integrimi i videolaringoskopisé né
¢do repart emergjent dhe zhvillimi i programeve
té certifikuara pér mjekét e rinj do té kontribuojné
ndjeshém né pérmirésimin e cilésisé sé kujdesit
dhe siguriné e pacientit.

Tracheal intubation

£ \ — Luff irflation tubes

Erdotracheal tubs —— Laryngoscope

Figura 3. Tracheal Intubation - Intubimi trakeal, kjo figuré paraget pozicionin dhe ményrén e vendosjes
sé tubit endotrakeal gjaté procedurés sé intubimit.Me ndihmén e laringoskopit, mjeku udhézon tubin
endotrakeal (Endotracheal tube) pérmes gojés, duke kaluar midis kordave vokale dhe duke e pozicio-
nuar até né trake.Tubi pérmban njé baloné (cuff) qé fryhet pér té siguruar hermetizimin e rrugéve té
frymémarrjes dhe pér té parandaluar aspirimin.Gjithashtu, tubi i fryrjes sé balonés (cuff inflation tube)
pérdoret pér kontrollin e presionit té saj.Ky ilustrim ndihmon né kuptimin anatomik té rrugés sé fry-
mémarrjes dhe tregon orientimin e sakté té instrumenteve gjaté intubimit trakeal. (https://hayekmedi-
cal.com/2025/01/06/endotracheal-intubation-complications-and-risks/) (13).
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INFEKSIONET AKUTE SEPTIKE TE NYJEVE: RENDESIA E NDERHYRJES SE
MENJEHERSHME DHE PROTOKOLLET E REJA TE TRAJTIMIT

Jehoné Luzha-Begiraj

Doktor i Mjekesise

Korrespodenca:
j.luzha@hotmail.com

Abstrakt

Artriti septik éshté inflamacioni i nyjeve si pasojé
e njé etiologjie infektive, g¢ mé sé shpeshti
prek gjurin, kérdhokullén dhe shpatullén.
Diagnoza béhet me aspirimin e léngut té nyjés,
ku numri i leukociteve éshté mbi 50,000 qé
konsiderohet diagnostikues pér artritin septik.
Numri mé i ulét i leukociteve gjithashtu mund
té i ndikoj né infeksion nése ka rezultat pozitiv té
ngjyrosjes sipas Gramit ose té kulturés pozitive
né patogjen. Trajtimi zakonisht &shté irrigimi
kirurgjikal urgjent dhe debridment i cili pasohet
nga antibiotiké intravenozé specifik varésisht
nga kultura bakteriale e izoluar. Aktualisht po
béhen kérkime pér trajtime alternative prej
antibiotikéve pér shkak té shfagjes sé rezistencés
sé disa organizmave patogjen si dhe uljes sé
komplikimeve né nyje si pasojé e inflamacionit
kronik. Té tilla inovacione jané terapia me
bakteriofagé, peptidet antimikrobike dhe
imunomodulatorét. Né rast té diagnostikimit ose
trajtimit t€ vonshém ose rezistencés né terapiné e
pérdorur, mund té shfagen komplikime né nyjén
e afektuar, si¢c jané: démtim ireversibil i kércit
artikular dhe kockés, funksion i kufizuar i nyjés,
deformime dhe osteoartrit sekondar ndérsa né
rastet mé té rénda komplikime sistemike, sepsé
dhe rritje e shkallés sé mortalitetit. Duhet rritur
vetédijesimin e prindérve pér té identifikuar
shenjat klinike té késaj gjendje, pérfshiré
prezantimin atipik qé shpesh mund té haset tek
infantét dhe fémijét né ményré qé diagnostikimi
dhe trajtimi i tyre té fillojé sa mé paré.

Figura 1.1lustrim i kérdhokullés né pozicionin FABER.
(Fleksion, abduksion, rrotullim i jashtém). Pacienti
me artrit septik té kérdhokullés do té ishte né kété
pozicion pér té fituar véllim maksimal té nyjes pér
té ulur presionin. (https://www.orthobullets.com/
trauma/1058/septic-arthritis--adult?section=bul-
lets#popup/image/3476)

Fjalét kyce: septic arthritis, treatment, guidelines,
joint, infection

Hyrja:

Artriti septik akut &shté njé urgjencé ortopedike,
pasi mund té shkatérrojé shpejt kércin artikular,
té shkaktojé sepsé sistemike dhe ka njé shkallé té
larté vdekshmérie (rreth 10%) nése nuk trajtohet
menjéheré. Protokollet aktuale udhézojné
veprim té menjéhershém: aspirimin urgjent
té léngut sinovial té artikulacionit pér kulturé,
dhe fillimin e terapisé empirike me antibiotiké
menjéheré pasi té jené marré mostrat.[1] Lavazhi
artroskopik (me sinovektomi, varésisht nga
faza klinike) rekomandohet pér infeksion akut
septik té& nyjés, vecanérisht né nyjet e médha,
megjithése revizioni i hapur mund té merret né
konsideraté né rastet me adezione t& membranés
sinoviale ose né rast té& démtimit té kércit ose
kockave. Trajtimi empirik me antibiotiké duhet
té zgjidhet duke marré parasysh patogjenét
mé té mundshém, pastaj terapia bazohet né
rezultatet e antibiogramit. Mobilizimi i nyjeve
pér té shmangur kontrakturén duhet té fillojé
sa mé shpejt té jeté e mundur kur infeksioni
éshté nén kontroll dhe pasi té jené hequr drenat.
Vlerésimi i kujdesshém postoperativ duhet té
identifikoj shenjat e hershme né rast té déshtimit
té trajtimit, gjé qé kérkon revizion té pérséritur
kirurgjikal.[2]

Metodologjia:

Pér kété studim, éshté béré njé rishikim
gjithépérfshirés i literaturés duke pérdorur
databazat elektronike té té dhénave si PubMed,
Embase, Google Scholar, Scopus dhe webfaqe té
njohura pér literaturé né ortopedi si Orthobullets.
Kérkimi éshté fokusuar né mbledhjen e té
dhénave pér diagnostikimin, menaxhimin dhe
komplikimet e mundshme té infeksioneve
akute septike té nyjeve. Burimet e informatave,
figurave dhe tabelave jané té cekura né pjesén
e referencave.

Rezultatet:
Diagnostikimi

Né ményré qé trajtimi i infeksionit akut septik
té nyjés té fillojé sa mé paré, duhet té dimé
t'i identifikojmé shenjat klinike té cilat mund
té jené nga té lehta deri né shumé té rénda,
vecanérisht tek té porsalindurit dhe fémijét,
shpesh paraqgiten né ményré atipike. Simptomat
kryesore pérfshijné fillim té papritur me té
dridhura, temperaturé té larté, konvulsione e né
disa raste delirium dhe komé. Artriti septik éshté
mé i zakonshém tek fémijét, dhe né disa raste
té rénda mund té paraqitet si sepsé ose shok
septik. Shenjat lokale té artikulacionit pérfshijné
ngrohtési, dhimbje, disfunksion, kufizim té
lévizshmérisé dhe posturés. Nyjet sipérfagésore,
si gjuri dhe bérryli, mund té tregojné skugje dhe
edem té dukshme, dhe testi i fluktuimit té patelés
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mund té rezultojé pozitiv. Né té kundért, nyjet e
thella si kérdhokulla dhe nyja sakroiliake mund
té mos shfaqin énjtje apo ethe té dukshme, por
pacienti shpesh refuzon té lévizé pér shkak té
dhimbjes dhe ekzaminimi fizik i nyjés sé prekur
mund té jeté i pamundur.[3]

Pér nyjet si gjuri, bérryli, shpatulla, kérdhokulla,
etj, nése dyshohet pér artrit septik, mjeku
duhet té kryejé punksionin e artikulacionit dhe
aspirimin e Iéngut sinovial. Léngu sinovial duhet
té dérgohet pér ngjyrosje sipas Gramit dhe
kulturé bakteriale. Gjithashtu rekomandohet
testimi gjenetik i mikroorganizmave patogjené
pérmes PCR (polymerase chain reaction), me
géllim té identifikimit mé té shpejté té bakterit
shkaktar né léngun sinovial ose né gjak. Nése
numri i leukociteve éshté e barabarté apo mbi
50,000/ml né Iéngun sinovial ka vleré diagnostike
signifikante pér artritin septik. Megjithaté, rreth
5% e pacientéve me artrit septik mund té kené
pak se 50,000 leukocite/ml, prandaj vlerésimi
klinik dhe laboratorik duhet té interpretohen né
ményré té kombinuar.[4]

Trajtimi
Ményra klasike e trajtimit té infeksionit akut

septik té nyjeve mund té jeté kirurgjikal (operativ)
ose jo kirurgjikal (konservativ).

Trajtimi kirurgjikal duhet té mbéshtetet nga
pérdorimi i antibiotikéve intravenoz, irrigimi
dhe drenazhi kirurgjikal i artikulacionit nése
gjendja éshté e réndé, ndérsa né raste tjera mé
té lehta mjafton vetém terapia me antibiotiké
intravenoz. Terapia duhet té fillojé né ményré
empirike, pérpara marrjes sé rezultatit té
kulturés, duke u bazuar né moshén dhe faktorét
e rrezikut té pacientit. Tek té rriturit zakonisht
shkaktaré jané Staphylococcus aureus dhe
Neisseria gonorrhoeae, ndérsa te pacientét
e imunokomprometuar jané Staphylococcus

4) Phage mediate

immune-regulation via :
S. aureus or

pro-inflammatory

[ cytokines (TNF-q, IL-1,
IL-8, MIP-1

[ TLR expression

I Inhibition of NF-kB
activation

[ ROS species production

T IL-10 induction

(MRSA) invading
the joint cavityes

aureus dhe Pseudomonas aeruginosa. Pas
marrjes sé rezultateve té kulturave, bazuar né
sensitivitetin bakterial, trajtimi duhet té kalojé né
terapi specifike pér mikroorganizmin pérkatés.
Ecuria e trajtimit ndiget pérmes parametrave
laboratoriké si: leukocitet, shpejtésia e
sedimentimit té eritrociteve, proteina C-reaktive.

Trajtimi jo kirurgjikal béhet né rast té artritit
septik prej gonokokut, gé mund té trajtohet me
antibiotiké dhe aspirim té artikulacionit. Terapia
tipike pérfshin ceftriakson ose fluorokinolone.
Duhet pasur parasysh se ekziston rezistencé e
larté ndaj penicilinés dhe tetraciklinave, prandaj
kéto nuk rekomandohen mé si zgjedhje e paré.
(5]

Kérkimet e reja po eksplorojné teknika té reja
drenazhi dhe terapi shtesé ndihmése. Drenazhi
minimalisht invaziv, si artroskopia me gjilpéré
mundéson larjen e nyjés te shtrati i pacientit nén
anestezi lokale, duke shmangur ndérhyrjet mé
té médha kirurgjikale. Sipas njé studimi té béré
ne vitin 2021, procedura e lavazhit artroskopik
me gjilpéré tek té rriturit trajtoi me sukses nyjén
e infektuar né té gjitha rastet, pa pasur nevojé
pér kirurgji standarde. Kjo tekniké mundéson
drenazh té shpejté té artikulacionit pa pasur
nevojé pér pérgatitien dhe pajisjet e sallés
operative.[6]

Pérve¢ drenazhit mekanik, po studiohen edhe
terapi té reja ndihmése. Shumé prej kétyre
synojné bakteret ose sistemin imunitar té
organizmit, pérfshiré: terapiné me bakteriofagé
(igura  2), peptidet antimikrobike, dhe
imunomodulatorét té cilat mund té pérdoren si
shtesé e trajtimit me antibiotiké, me géllim té
rritjes sé efektivitetit dhe uljes sé komplikimeve.
Kjo nevojé vije sipasojé erritjes sé rezistencés ndaj
antibiotikéve. Artikujt shkencoré té publikuar sé
fundmi kané raportuar njé rritje té rasteve me

1) Receptor mediated killing of
A host bactieria by lytic phages
7

Biofilm like agglomerates/clumps
of 8. aureus (MRSA) seenin
ial fluid

2) Anti-biofilm potential of
Phages and phage derived
enzymes

T

3) Phage kill the small colony
variants (SCV's) of S.aureus
showing intracellular persistence

Local injection/administration of phage
cocktails in suitable delivery systems
(Hydrogels) or Intravenous administration
along with antibiotics

Figura 2. Pérshkrim i detajuar i mekanizmave té ndryshém pérmes té ciléve fagu mund té ndihmojé
né rezolucionin e infeksionit te artritit septik. (https://bmcmusculoskeletdisord.biomedcentral.com/arti-

cles/10.1186/512891-021-04383-6/figures/3)
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mikroorganizma rezistenté ndaj barnave dhe mé
agresivé né rastet e artritit septik, duke theksuar
nevojén pér strategji antimikrobike inovative.
Njékohésisht nevoja pér zhvillimin e opsioneve
té reja terapeutike shfaget me kuptimin gjithnjé
e mé té thellé té patofiziologjisé sé artritit septik,
dhe rritjen e interesit pér terapité gé synojné té
reduktojné démtimin e artikulacionit qé vjen si
pasojé e reagimit té tepruar té sistemit imunitar.
(7]

Komplikimetkryesore té vonesés né diagnostikim
ose trajtim

1. Démtim ireversibil i kércit artikular dhe kockés:
Vonesa né trajtim éshté e lidhur ngushté me
shkatérrimin e nyjés. Inflamacioni sinovial dhe
démtimi i kércit artikular si pasojé e enzimave
proteolitike té cliruara nga qgelizat sinoviale dhe
bakteriet fillon shpejt, ndaj edhe vonimi prej disa
ditésh mund té pérkeqésojé ndjeshém démtimin
strukturor. Kjo tregon se ndérhyrja e hershme
éshté thelbésore pér té parandaluar démtimin
e pérhershém té artikulacionit dhe pér té ruajtur
funksionin e nyjés.[8]

2. Funksion i kufizuar i nyjés, deformim dhe
osteoartrit sekondar: Me kalimin e kohés, démtimi
strukturor i nyjés grumbullohet, duke ¢uar né ulje
té lévizshmérisé, deformim té artikulacionit dhe
né ndryshim té gjatésisé sé gjymtyréve (sidomos
tek fémijét). Pasojat afatgjata pérfshijné gjithashtu
osteortrit té€ hershém sekondar dhe véshtirési
funksionale té pérhershme. Njé studim pediatrik
té nyjés sé kérdhokullés raportoi se rreth 28% e
pacientéve zhvilluan pasoja klinike (dhimbje, calim,
kufizim té |évizjes) dhe rreth 45% kishin deformime
radiologjike kur prezantimi i sémundjes ishte i
vonuar. Gjithashtu u theksua se vonesa né nisjen
e trajtimit rrit rrezikun pér: nekrozé avaskulare
dhe ndérprerje ose ngadalésim té rritjes sé kockés
(growth arrest). Kéto té dhéna tregojné réndésiné
e diagnostikimit dhe trajtimit t& menjéhershém,
vecanérisht tek fémijét dhe adoleshentét, pér té
parandaluar invaliditetin afatgjaté.[9]

3. Komplikime sistemike, sepsé dhe rritje e shkallés
sé mortalitetit: Edhe pse infeksioni fillon lokalisht
né nyje, vonesa né trajtim mund té lejojé pérhapjen
sistemike té baktereve, duke cuar né bakteriemi,
shok septik, nevojé pér trajtim né kujdes intensiv
e né raste té rénda edhe vdekje. Njé rishikim
retrospektiv raportoi njé shkallé vdekshmérie prej
aférsisht 11% tek pacientét me artrit septik, duke
theksuar réndésiné jetike té diagnostikimit dhe
ndérhyrjes sé hershme. Kéto gjetje tregojné se
artriti septik éshté njé urgjencé ortopedike, dhe
¢do vonesé, edhe prej pak ditésh,

Tabela 1. Frekuenca e pérfshirjes sé nyjeve [8]

Nyja Njéanshme  Dyanshme
Kérdhokull 53 20
Gju 18 3
Shpatull 6 0
Bérryl 4 0

Pérfshirje e shumé nyjeve

rrit ndjeshém rrezikun pér komplikime sistemike
dhe ka prognozé té pafavorshme.[10]

Diskutimi dhe pérfundimet:

Artriti septik éshté njé urgjencé e rrallé ortopedike,
me njé incidencé vjetore rreth 5-10 raste pér
100,000 banoré. [1] Edhe pse MRI mbetet metoda
e preferuar e imazherisé pér diagnostikimin e
infeksioneve té shpatullés, ultrazéri paraget njé
alternativé té shpejté dhe té lire pér vlerésimin e
grumbullimit té& Iéngut né hapésirén artikulare
dhe erozionit té indeve, pérve¢ pérdorimit pér
pércjellien e gjilpérés gjaté artrocentezés.[10]
Procedura mé e pérshtatshme pértrajtimin e artritit
septik mbetet né diskutim. Studimet e méparshme
kané krahasuar intervenimin artroskopik me
kirurgjiné e hapur, duke argumentuar se procedura
artroskopike éshté mé e efektshme se kirurgjia e
hapur. [1] Anestezioni lokal me lidokainé rezultoi
i mjaftueshém pér kryerjen e artrocentezés
dhe artroskopisé.[5] Megjithése protokollet e
trajtimit jané béré pér té lehtésuar marrjen e
vendimeve, dhe vazhdimisht pérditésohen bazuar
né kérkimet shkencore aktuale, duhet pasur
parasysh se mund té keté pérjashtime/ndryshime
individuale midis pacientéve, késhtu protokollet
nuk zévendésojné gjykimin klinik té mjekut né
rastet e vecanta apo né situatat specifike klinike.[2]
Staphylococcus aureus pérbén njé nga patogjenét
mé problematiké gé izolohet shpesh né rastet e
artritit septik dhe éshté i lidhur me shkallé té larté
té déshtimit té trajtimit. Situata pérkeqésohet
me rritien e rasteve té infektuara me MRSA,
té cilat shogérohen me mortalitet mé té larté
krahasuar me rastet me MSSA. Edhe pas kryerjes
sé ndérhyrjeve kirurgjikale agresive dhe terapisé
afatgjaté me antibiotiké, mund té mos arrijmé tek
eliminimi i patogjenit, duke pérkeqésuar gjendjen
pér shkak té inflamacionit kronik dhe démtimit
té pakthyeshém té strukturave té artikulacionit.
[6] Né njé rishikim sistematik, u zbulua se 75%
e pacientéve me artrit septik kishin rezultat té
favorshém kur simptomat ishin shfaqur né mé pak
se katér dité, ndérsa kjo pérgindje ulej né vetém
15% kur simptomat ishin shfaqur katér dité para
fillimit té trajtimit. [9]

Pérfundime

Té gjitha studimet theksojné se trajtimi i hershém
i infeksionit akut septik té nyjés ka rol kryesor
né ruajtjen e strukturés dhe funksionit té nyjés.
Mobilizimi i nyjés gjaté dhe pas trajtimit nuk duhet
té anashkalohet né ményré qé té parandalohet
ankiloza. Vémendje e vecanté duhet kushtuar
grupmoshés  pediatrike dhe personave te
imunokomprometuar pér shkak té fshehjes sé
shenjave klinike tipike te kjo gjendje, gjé gé mund
té keté pasojé diagnostikim té vonshém.

Pérfshirje e té gjitha nyjeve

6 99
4 28
2 8
0 4
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Abstrakti

Inteligjenca Artificiale (IA) po gjen zbatim né
mjekésiné emergjente pér parashikimin e
komplikimeve kritike si arresti kardiak, sepsa,
traumat e rénda, nevoja pér ventilim mekanik,
transferimi urgjent né kujdes intensiv dhe
vdekshméria spitalore. Ky rishikim narrativ
shqgyrton hulumtimet mé té fundit (2020-2025)
nga vendet e zhvilluara mbi pérdorimin e IA
né kété kontekst. Eshté kryer njé kérkim i gjeré
i literaturés né bazat e té dhénave PubMed,
Scopus, Web of Science dhe Cochrane Library pér
periudhén janar 2020 deri tetor 2025. Pérdorimi
i algoritmeve té ML(machine learning) ka
treguar saktési té larté né parashikimin e arrestit
kardiak brenda spitalor, sepsés dhe rezultateve
pas traumés sé réndé. Teknologjité e IA ofrojné
potencial premtues pér pérmirésimin e kujdesit
emergjent pérmes parashikimit mé té sakté té
pérkeqgésimit klinik. Megjithaté, heterogjeniteti
né modelet studimore, mungesa e validimit
té jashtém né disa modele dhe nevoja pér
integrim té suksesshém klinik mbeten sfida kyce.
IA po shfaget si njé mjet i fugishém ndihmés
né mjekésiné emergjente pér parashikimin
e komplikimeve kritike. Hulumtimet me
dizajn rigoroz (p.sh. RCT multicentrike) dhe
standardizimi i metodologjisé do té jené
vendimtare pér té konfirmuar pérfitimet dhe pér
té mundésuar zbatimin e sigurt né praktikén e
pérditshme klinike.

Hyrje

Komplikimet akute dhe kritike né mjekésiné
emergjente si arresti kardiak, sepsa, traumat e
rénda, nevoja pér ventilim mekanik emergjent,
transferimii papritur né njésiné e kujdesit intensiv
(ICU) dhe vdekshméria spitalore, pérbéjné sfida
madhore pér sistemet shéndetésore né vendet
e zhvilluara. Identifikimi i hershém i pacientéve
me rrezik pér t'u pérkegésuar né ményré

kritike éshté thelbésor pér té iniciuar ndérhyrje
té menjéhershme dhe pér té pérmirésuar
prognozén.[1] Tradicionalisht, mjekét jané
mbéshtetur te skemat e triazhit dhe shkallét e
vlerésimit (si p.sh. Early Warning Scores) pér té
parashikuar pérkegésimin klinik. Megjithaté,
kéto metoda manuale kané kufizime né saktési
dhe mund té mos kapin né ményré optimale
kompleksitetin e té& dhénave té pacientit né kohé
reale.[2] Né vitet e fundit, inteligjenca artificiale
dhe vecanérisht algoritmet e machine learning
(ML), jané shfaqur si mjete premtuese pér
analizimin e té dhénave voluminoze mjekésore
dhe pér parashikimin automatik té ngjarjeve
kritike klinike. Né gendrat e avancuara spitalore
me infrastrukturé digjitale, modelet e IA-sé mund
té shfrytézojné té dhéna nga regjistrat elektronik
(Electronic Health Records, HER), monitorét e
shenjave vitale dhe rezultatet laboratorike né
kohé reale, duke sinjalizuar stafin mjekésor pér
rrezikun e afért té njé komplikimi té réndé.[3]
Pérdorimi i |A-sé né mjekésiné emergjente ka
potencial té rrisé objektivitetin dhe shpejtésiné
e vendimmarrjes, duke plotésuar vlerésimin
klinik tradicional. Deri tani, njé numér né rritje
studimesh kané testuar algoritmet e |A pér
parashikimin e komplikimeve té ndryshme:
algoritme pér parashikimin e arrestit kardiak
brenda spitalit, modele pér zbulimin e hershém
té sepsés né repartet e emergjencés (ED) ose
njésité e kujdesit intensiv (ICU), sisteme pér
parashikimin e nevojés pér intubim ose ventilim
mekanik, modele pér stratifikimin e rrezikut
né traumé, si dhe algoritme pér parashikimin
e vdekshmérisé spitalore. Ky rishikim synon
té pérmbledhé gjetjet kryesore nga literatura
mé cilésore e viteve té fundit, pér té kuptuar
se sa efektive éshté IA né parashikimin e kétyre
komplikimeve kritike né fushén e mjekésisé
emergjente né vendet e zhvilluara.

Metodat

Sensitiviteti dhe Specificiteti Mesatar i Modeleve té IA

I Sensitiviteti
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Figura 1. Grafiku pérfagéson mesataret e sensitivitetit dhe specificitetit t¢ modeleve IA sipas komplik-

imit klinik.
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Ky punim é&shté njé rishikim narrativ i
literaturés relevante mé cilésore e pesé
viteve té fundit, né lidhje me pérdorimin
e inteligjencés artificiale pér parashikimin
e komplikimeve kritike né mjekésiné
emergjente. Eshté kryer njé kérkim i gjeré
i literaturés né bazat e té dhénave PubMed,
Scopus, Web of Science dhe Cochrane
Library pér periudhén janar 2020 deri tetor
2025. Strategjia e kérkimit kombinoi fjalé

o

kyce si “artificial intelligence’, “machine
learning’, “deep learning” me terma qé
lidhen me mjekésiné emergjente dhe
komplikimet kritike (p.sh. “cardiac arrest

",

prediction’, “sepsis early detection”, “trauma
outcomes machine learning’, “mechanical
ventilation prediction”, “ICU transfer risk”,
“hospital mortality Al”). Jané aplikuar filtra
pér té pérfshiré vetém artikuj né gjuhén
angleze té publikuar né revista shkencore

me peer-review.
Rezultatet dhe diskutimi

Parashikimi i arrestit kardiak (In-hospital
Cardiac Arrest): modelet e inteligjencés
artificiale jané aplikuar me sukses pér té
parashikuar arrestin kardiak si brenda
spitalit ashtu edhe jashté tij. Njé meta-
analizé e vitit 2025 nga Wei et al. analizoi
vlerén parashikuese té modeleve ML pér
pacientét me arrest kardiak dhe raportoi
performancé té larté. Sipas késaj meta-
analize, algoritmetelAarritén C-index (AUC)
mesatar rreth 0.85-0.86 pér parashikimin
e arrestit kardiak, me sensitivitet ~72%
dhe specificitet ~79%.[4] Po ashtu, pér
parashikimin e vdekshmérisé tek pacientét
pas arrestit kardiak, modelet ML treguan
AUC té ngjashém (~0.85) me sensitivitet
deri né 83%.[4] Kéto rezultate sugjerojné
se algoritmet e machine learning(ML)
mund té parashikojné me saktési episodet
e arrestit kardiak dhe rezultatet pas tij,
shpesh duke tejkaluar mjetet tradicionale
prognostike. Vlen té theksohet se faktorét

kryesoré prognostiké té identifikuar nga
modelet ML pér arrestin kardiak pérfshinin
shenja vitale (si frekuenca respiratore,
presioni arterial, temperatura) dhe faktoré
si mosha e pacientit, lloji i ritmit kardiak
(pér arrestet) apo prania e ROSC (Return
of Spontaneous Circulation) né fazat pas
arrestit.[4] Kjo tregon se modelet e IA
jané né gjendje t& mésojné réndésiné e
faktoréve kyc kliniké pér parashikimin e
arrestit kardiak, ngjashém me njohurité
klinike, por né ményré mé té automatizuar
dhe potencialisht mé té hershme.

Parashikimi i sepsés dhe shokut septik:
zbulimiihershémisepsés mbetet kritik pasi
ndérhyrja e shpejté lidhet ngushté me uljen
e mortalitetit. IA shté pérdorur gjerésisht
pér krijimin e “Sistemeve té hershme té
paralajmérimit”apo “Early Warning Systems
(EWS)" té sepsés. Njé zhvillim vecanérisht i
réndésishém éshté implementimi i kétyre
modeleve né praktiké. Njé hulumtim klinik
i randomizuar (RCT) i vitit 2024 né Suedi
testoi algoritmin NAVOY® Sepsis né njé
ICU, ku pacientét u randomizuan né grup
me alarm aktiv vs. grup kontroll me alarm
“silent”[3]. Algoritmi pérdorte 4 oré té
dhéna fiziologjike dhe laboratorike pér té
parashikuar sepsén sipas kritereve Sepsis-3.
Rezultatet: NAVOY arriti sensitivitet ~80%
dhe specificitet ~78% né parashikimin e
sepsés 3 oré pérpara fillimit, me saktési
totale 79%.[3] Kjo konfirmoi se algoritmi
ishte i vlefshém né mjedis real klinik, duke
pérfshiré edhe pacienté me COVID-19, dhe
mund té paralajméronte stafin disa oré mé
herét se metodat konvencionale.[3]

Parashikimi i traumave té rénda dhe
prognozés pas traumés: né kujdesin e
traumeés, stratifikimiisaktéirrezikutmundté
udhéheqé vendime jetike (p.sh. pérnevojén
e ndérhyrjeve kirurgjikale emergjente
ose transfuzioneve masive). Modelet e 1A
jané aplikuar pér té parashikuar njé séré

Krahasimi i Performancés sé& Modeleve té |IA (AUC)
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rezultatesh tek pacientét me trauma té
rénda, pérfshiré mortalitetin, komplikimet
e menjéhershme dhe rehabilitimin
afatgjaté.  Njé  rishikim  sistematik
gjithépérfshirés nga Zhang et al. (2022)
identifikoi 67 studime mbi pérdorimin e ML
né parashikimin e prognozés sé traumés.[3]
Studimet kishin qasje heterogjene: disa u
fokusuan né trauma specifike (p.sh. trauma
kraniocerebrale), ndérsa té tjera né indekse
té pérgjithshme té ashpérsisé sé traumés.
Rishikimi evidentoi disa problematika:
shumé modele nuk kishin validim té
jashtém té performancés, kishte mungesé
té unifikimit né metrikat e raportuara
dhe shpesh mungonte kalibrimi formal
i modeleve.[3] Kéto variacione e béjné
té véshtiré krahasimin e drejtpérdrejté
té modeleve apo zgjedhjen e njé “‘mé té
miri”. Gjithsesi, né pérgjithési, |A tregoi
potencial premtues né tejkalimin e mjeteve
tradicionale. Po ashtu, IA éshté pérdorur
pér analizé té imazheve diagnostikuese
né traumé (p.sh. skanimet CT pér démtime
kraniale), duke nxjerré vecori gé lidhen me
prognozén e pacientit mé miré se vlerésimi
vizual i radiologut.[5]

Parashikimi i nevojés pér ventilim mekanik:
pércaktimi i hershém i pacientéve gé do
té kérkojné intubim ose ventilim mekanik
invaziv mund té pérmirésojé menaxhimin
e frymémarrjes né emergjencé (p.sh. né
sindromén e distresit respirator akut apo
gjendjet e shokut). Algoritmet e IA jané
trajnuar si pér té parashikuar déshtimin
respirator emergjent (dhe nevojén pér
ventilim), ashtu edhe suksesin e shképutjes
nga ventilimi mekanik (weaning) pas
ventilimit té zgjatur. Njé rishikim sistematik
i vitit 2025 (Ahmed et al.) analizoi studimet
gé pérdorin ML pér té parashikuar suksesin
e shképutjes nga ventilimi mekanik.[6]
Ky rishikim gjeti se algoritmet Random
Forest (RF) dhe Extreme Gradient Boosting

Figura 2. Tregon krahasimin e vlerés AUC té algoritmeve té inteligjencés artificiale pér komplikime

té ndryshme kritike.
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(XGBoost) ishin ndér mé té pérdorurit
dhe mé té suksesshmit pér parashikimin
e shképutjes sé suksesshme nga aparati
i ventilimit.[6] Modelet e IA shfrytézojné
njé gamé té gjeré parametrash, pérfshiré
karakteristikat e mekanikés respiratore
(si Driving pressure, Compliance), shenjat
vitale, gazrat e gjakut dhe parametra
laboratoriké, pér té identifikuar pacientét
qé mund té tolerojné ekstubimin pa rrezik
té reintubimit. Sipas studimit, né disa raste
u raportuan saktési té larté (mbi 90%) né
parashikimin e shképutjes nga ventilatori
kur pérdoren algoritme té avancuara si
XGBoost, duke tejkaluar né performancé
kriteret tradicionale si indekset RSBI (Rapid
Shallow Breathing Index).[6] Megjithaté,
studimi nénvizon se ka variacione né
pérkufizimin e “suksesit” té shképutjes nga
ventilatori dhe né cilésiné e té dhénave,
prandaj nevojiten prova mé solide pérpara
se |A té integrohet rutiné né kété fushé.

Parashikimi i transferimit né ICU dhe
pérkeqésimit klinik: njé aspekt kritik
i kujdesit emergjent spitalor éshté
identifikimi i pacientéve &, pavarésisht
se fillimisht  shtrihen né reparte
standarde, do té kérkojné mé voné
transferim emergjent né ICU pér shkak té
pérkeqésimit. Parashikimi i transferimeve
té paparashikuara né ICU (ose ri-shtrimeve

I Persson er al

nga ICU) éshté adresuar nga disa modele
IA, shpesh si pjesé e sistemeve té
detektimeve té pérkeqésimit (deterioration
detection). Rishikimi sistematik i Chen et
al. (2023) pérgendruar né pérdorimin e ML
gjaté triazhit né urgjencé pér parashikimin
e nevojés pér ICU, ofron njé pasqyré té
performancés sé modeleve.[8] Performanca
e raportuar varionte: p.sh. modelet e
gradient boosting arrinin sensitivitet nga
30% deri 96% dhe specificitet 60-99%, me
AUC midis 0.68-0.93; po ashtu regresioni
logjistik (i trajnuar me gasje ML) pati AUC
deri 0.97 né disa studime.[8] Ké&to rezultate
tregojné performancé té miré t& ML né
identifikimin e pacientéve kritiké qysh né
ED, potencialisht mé miré se algoritmet
tradicionale té triazhit. Studimi pérfundon
se modelet ML demonstrojné aftési
premtuese pér kété qéllim (identifikimin
e pacientéve gqé do té kené nevojé pér
kujdes intensiv), por numri i studimeve pér
secilin algoritém ende éshté i kufizuar dhe
nevojiten hulumtime prospektive me cilési
té larté pér té konfirmuar gjetjet.[8]

Parashikimi i vdekshmérisé spitalore:
vdekshméria  brenda  spitalit  éshté
njé tregues pérfundimtar i efikasitetit
té kujdesit, por edhe i ashpérsisé sé
sémundjes sé pacientit. Shumé nga
modelet e lartpérmendura (p.sh. pér sepsé,

Area Under the Curve = 0.7962
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arrest kardiak, traumé) né ményré indirekte
synojné reduktimin e vdekshmérisé
népérmjet parandalimit té ngjarjeve kritike.
Sidoqofté, disa studime kané provuar
drejtpérdrejt modele ML pér parashikimin
e vdekshmérisé spitalore bazuar né té
dhénat e pranimit té pacientit. Kéto
modele kombinojné faktoré demografiké,
diagnozat fillestare, shenjat vitale té
pranimit dhe parametra laboratoriké
pér té prodhuar njé probabilitet vdekje.
Meta-analizat e pérgjithshme tregojné
se algoritmet komplekse nuk kané
gjithmoné epérsi absolute ndaj modeleve
statistikore tradicionale né terma té AUC
kur parashikojné mortalitetin né grupe
heterogjene pacientésh.[8] Studimet e
reja prospektive tregojné se pérdorimi i IA
pér té udhéhequr vendimet klinike mund
té ¢cojé realisht né ulje té vdekshmérisé.
[1] Kéto gjetje jané prova mé e miré deri
tani qé IA nuk éshté thjesht teorikisht e
sakté, por edhe klinikisht e dobishme né
reduktimin e fataliteteve.

Pérfundimet

Inteligjenca artificiale po luan njé
rol gjithnjé e mé té réndésishém
né parashikimin dhe menaxhimin e
komplikimeve  kritike né mjekésiné
emergjente, vecanérisht né vendet e

dhe té cilét parashikohen saktésisht nga algoritmi NAVOY® Sepsis tre oré para shfagjes sé sepsés,
ndérsa rastet e rrejshme pozitive (1-specificiteti) jané pacientét té cilét nuk manifestojn sepsén dhe
té cilét parashikohen gabimisht nga algoritmi. (I. Persson et al., Early prediction of sepsis in inten-

sive care patients using the machine learning algorithm NAVOY® Sepsis, a prospective randomized

clinical validation study - ScienceDirect)
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zhvilluara ku infrastruktura digjitale mundéson
zbatimin e kétyre teknologjive. Studimet nga
vitet e fundit tregojné qarté se algoritmet e IA
arrijné performancé té larté parashikuese pér
ngjarje si arresti kardiak, sepsa, dekompensimi
i traumés, nevoja pér ventilim dhe vdekshméria
spitalore.[3] Megjithaté, pér té pérfituar
plotésisht nga IA, duhet té adresohen sfidat
e mbetura: nevoja pér validime mé té gjera
dhe multicentrike, integrimi i IA né ményré té
padukshme dhe efikase né flukset ekzistuese té
punés pa krijuar ngarkesé shtesé, si dhe sigurimi
i transparencés sé algoritmeve. Kérkimet e
ardhshme duhet té fokusohen né hulumtime
té reja multicentrike pér té vlerésuar ndikimin e
sistemeve té IA né njé gamé té gjeré (p.sh. edhe
né spitale komunitare, jo vetém akademike) dhe

né popullata pacientésh té ndryshme, né ményré
qé té sigurohemi qé pérfitimet klinike jané
reale, té géndrueshme dhe pa efekte anésore té
paparashikuara.

Tabela 1. Performanca e modeleve té inteligjencés artificiale sipas komplikimit klinik

Komplikimi
Klinik

Burimi/Studimi

Algoritmi
Kryesor

Pérfundimi
Kryesor

Performanca
(AUC/Sens/Spec)

Arresti Kardiak  Wei et al., 2025 Machine AUC 0.85-0.86, IA parashikon
Learning Sens 72%, Spec me saktési
(diverse 79% episodet e
modele) arrestit kardiak
Sepsa Persson et al., Deep Learning  Sens 80%, Spec Zbulon sepsén
2024 (NAVOY® 78% 3 oré mé herét
Sepsis) se sistemet
tradicionale
Trauma e Zhangetal,, Random AUC 0.80-0.90 IA ofron
Réndé 2022 Forest, (heterogjene) stratifikim mé
XGBoost té miré té
rrezikut se
shkallét
tradicionale
Ventilimi Ahmed et al,, XGBoost, Saktési >90% IA parashikon
Mekanik 2025 Random Forest suksesin e
weaning mé
miré se RSBI
Transferimi né  Chen etal,, 2023 Gradient AUC 0.68-0.97 ML parashikon
ICU Boosting, nevojén pér
Logistic ICU me saktési
Regression té miré

Referencat:
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Abstrakti

Statusi epileptik éshté njé sulmi(kriza) epileptik
gé zgjat > 5 minuta ose njé seri krizave
epileptike pa rikuperim té ploté neurologjik né
periudhén interiktale (periudha mes dy krizave),
pérkatésisht pa rikthim té vetédijes, gjé gé rrit
rrezikun e pasojave afatgjata si démtimi neuronal
dhe deficitet neurologjike funksionale. [1]

Pragu kohor pas té cilit njé krizé epileptike
konsiderohet status epileptik ndryshon sipas
llojit té sulmit epileptik: [2]

- Sulmi epileptik toniko-klonike: > 5 minuta

- Sulmi epileptik fokal me alternim té vetédijes:
> 10 minuta

- Absansi: 10-15 minuta

Cdo sulm epileptik ka potencial pér démtimin
neuronal, por tek statusi epileptik gjasat pér
démtime jané mé té médha, mé té shpeshta
dhe klinikisht té dukshme né formé té deficiteve
psiko-motorike [3]

Pérgjithésisht statusi epileptik mbetet njé
nga gjendjet mé sfiduese dhe dramatike né
mjekési, qé kérkon menaxhimin urgjent, sepse
¢do sekondé ka peshén e njé jete dhe si e tillé e
paraget njé betejé mes getésisé dhe kaosit.

ETIOLOGJIA

Incidenca e Statusit epileptik éshté bimodale,
ku né njérén ané prek moshat pediatrike (prej
neonatéve deri tek adoleshentét) e né anén
tjetér té moshuarit, sidomos ata mbi 80 vjec.
Incidenca e Statusit epileptik éshté mé e larté

né vitet e para té jetés dhe bie progresivisht
me moshén, ndodh né rreth 20-50 raste pér
100,000 fémijé né vit, me incidencé mé té larté
né periudhén neonatale me statistiké 57.5/1,000
tek foshnjat me peshé lindjeje <1,500 g dhe
2.8/1,000 tek foshnjat qé peshojné midis 2,500
dhe 3,999 g kané sulme epileptike. [3][4][6]. Te
neonatét sulmet epileptike jané njé indikator i
réndésishém i disfunksionit neurologjik.

Shkaktarét dhe shpeshtésia e shkaktaréve né
moshat pediatrike dallon dhe varen nga mosha.
Pérgjithésisht shkaktaret jané: [4][5]

- Encefalopatia hipoksiko-iskemike, Asfiksite
perinatale,

- Crregullimet metabolike si: hiponatremia,
hipokalcemia, hipoglikemia, hipomagnezemia,
Fenilketonuria, deficiti i vitaminés B6 -
Piridoksinés (ndihmon sintezén e GABA),
Sémundjet mitokondriale si MELAS sindroma,
Leukoencefalopatite mitokondriale nga
deficienca e SURF1

- Infeksionet e Sistemit Nervor Qendror si:
Meningjiti, Encefaliti, Meningo-Encefaliti. TORCH
infeksionet.

- Statusi epileptik febril nga konvulsionet febrile,
sidomos né periudhén 6 muaj - 5 vjeg, me njé
incidencé té rritur né vitin e 2-té té jetés dhe
sidomos né ata fémijé qé kané predispozité
gjenetike pér Epilepsi

- Ndérprerja e pérnjéhershme e terapisé
antiepileptike  ose mosmarrja  adekuate.
Né fémijét me Epilepsi, qofté ndérprerja e
pérnjéhershme, qofté mosmarrja adekuate e

Mekanizmat patofiziologjik t&
krizave epileptike

@ Crregullimi i ekuilibrit

Nndérmjet eksitimit
dhe inhibimit

Rritet aktiviteti
glutamatergjik

i *Tﬂ_\‘:O\ i @ f A 'J//’ \f\ e

Rritet aktiviteti
GABAerggiik v

() Ndryshimet
Nné rrietet
neuronale

P -_’4_/ = P T~
- =
_‘\\\f = s

Talajur s NyunNnapse

Selidonanpre |

Disruption of tne blance

[ Status epilepticus ]

(B) Ndryshimet
jonike

(D Disfunksioni
mitokondrial dhe
energjetik

Hipoksi

Acidozs

g T

Neurotoxicity
and perrmanent
damage

Figura 1. Paraqitja skematike e mekanizmave patofiziologjik



Revista

MJEKU

Véllimi 5

MENAXHIMI EMERGJENT | STATUSIT EPILEPTIK NE MOSHEN PEDIATRIKE:
UDHEZIMET BASHKEKOHORE DHE QASJA TERAPEUTIKE

Sncictie

nual M

[Imije Morina

Specialist i Neonatologjisé

Korrespodenca:
ilmijemorina30@gmail.com

terapisé i provokon sulmet epileptike, té cilat
né kéto raste shpesh pérfundojné me status
epileptik

- Encefaliti autoimun, vecanérisht antitrupat anti-
NMDA dhe anti-GABA

- Statusi epileptik nga encefalopatite progresive
si sindromat neurokutane, sémundjet
neurodegjenerative, intoksikimet me barna

- Démtimet strukturale te trurit si: Traumat
kraniocerebrale, Tumoret pediatrike té sistemit
nervor gendror, Malformacionet kongjenitale
kortikale

*Konvulsionet febrile té prolonguara né
moshat deri né 5 vje¢, mund té asocojné me
HHE Sindromén (Hemiplegic, Hemiconvulsion,
Epilepsi Syndrome) shkaku encefalitit akut fokal
atrofik.

Sulmi epileptik ne esencé paraget aktivitet
abnormalelektrik transitor ose i hipersinkronizuar
né njé grup neuronesh kortikale gé mund
té rezultojé né manifestime neurologjike,
pérkatésisht manifestime konvulsive (motorike),
alternim té vetédijes deri né humbjen e vetédijes.
[81[9]

Kuptimi i mekanizmave patofiziologjik hapi
rrugén pér zhvillimin e barnave antiepileptike
moderne, jo vetém pér té ndalur sulmin, por
pér té mbrojtur trurin nga démtimi e pér té
prevenuar démtimet neurologjike

Mekanizmat patofiziologjik pérfshijné: [8][9]

1. Disbalancen mes ekscitimit dhe inhibimit
neuronal:Rritetaktiviteti ekscitues glutamatergjik
pérmes NMDA receptoréve dhe AMPA (up
regulation) dhe anén tjetér ka njé frenim té
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inhibimit GABAergjik pérmes uljes sé aktivitetit
té receptoréve GABAA (down regulation)

2. Ndryshimet jonike neuronale: vijné nga
ndryshimet e aktiviteti té receptoréve té
lartcekur, ku kemi njé influx té joneve te Na+ dhe
Ca2+ brenda neuronit dhe anén tjetér njé efluks
té joneve té K+ nga gelizat, rrjedhimisht zgjatet
depolarizimi dhe destabilizohet potenciali
membranor,

3. Plasticiteti patologjik neuronal: pér arsye se
sinapsat ekscituese rriten e inhibuese humbin
pérkohésisht funksionin. Gjithashtu fijet nervore
talamo-kortikale aktivizohen dhe e pérforcojné
aktivitetin epileptik.

4. Disfunksion mitokondrial: sulmet epileptike
e rrit metabolizmin neuronal dhe rrjedhimisht
kérkesén pér ATP. Hipoksia e anén tjetér
metabolizmi anaerob e acidoza metabolike
démtojné neuronet dhe pérkeqésojné aktivitetin
abnormal elektrik.

Te statusi epileptik ndodhin ndryshime
progresive gé kalon né dy faza dhe si rezultat
aktiviteti inhibitor neuronal déshton, aktiviteti
ekscitues neuronal progredon dhe késhtu sulmi-
kriza vazhdon duke rezultuar né status epileptik

Né fazén e hershme deri né 5 minuta - perfuzioni
cerebral rritet si rezultat i hiperaktiviteti elektrik
dhe me géllim pér té balancuar raportin kérkesé-
furnizim, né keté fazé receptorét GABAA jané
ende té ndjeshém né farmakoterapiné me
benzodiazepine. [10][11]

Ne fazén e vonshme, nga minuta 5 deri 30, ka
njé pérforcim dhe up regulation té theksuar té
receptoréve NMDA dhe aktivitetin glutamatergjik
duke rezultuar me ekscitotoksicitet neuronal,
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Figura 2. Paraqitja e Statusit epileptik né EEG fillon me maja fokale, valé té mprehta dhe komplekse me
valé té ngadalta Spike, té cilat pérgjithésohen né shkarkime ritmike gé rriten né amplitudé dhe artefak-

te.(Burimi: eeg in status epilepticus - Search Images)
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me ¢rregullime jonike si influks i theksuar
intraneuronal i Ca2+ , né kété fazé
ndjeshméria e GABA receptoréve né
farmakoterapi éshté pothuajse rezistente.
Késhtu né kété fazé ndodhé hipoperfuzioni,
edema cerebrale, hipoksia (démtohet
barriera hemato-encefalike) dhe zhvillohet
acidoza laktike, e gjithé kjo rezulton né
démtime neuronale e deficite sensoro-
psiko-motorike.[10][11]

Te neonatét tregojné njé vonesé né
maturimin e aktivitetit t& NaX/KX-
ATPazés, si dhe njé dendési té shtuar
té receptoréve NMDA dhe AMPA duke
rrité  eksitueshmériné neuronale. Kjo
eksitueshméri e shtuar kontribuon né
pasojat e sulmeve, vecanérisht pas
hipoksisé perinatale. [14]

KLASIFIKIMI | STATUSIT EPILEPTIK

Ekzistojné disa forma té klasifikimit té
statusit epileptik, té cilat ndahen né
aspektin klinik, kohor, etiologjik dhe sipas
kohés sé pérgjigjes terapeutike.

Klasifikimi klinik i Statusit Epileptik[12]:

ABCD
Start stopwatch (+ neurclogical
examination!)

1.Statusi  epileptik  konvulsiv  (me
manifestime prominente motorike)

- Toniko-klonik (klasik)

- Mioklonike (me ose pa humbje té
vetédijes)

- Tonik
- Hiperkinetik
- Fokal motorik

2.Statusi epileptik jokonsulsiv [12] (pa
manifestime motorike - NSCE)

- Komatoz

- Jokomatoz, i cili pérfshin Absansin (petit
mal) dhe Fokal, i cili mund té shogérohet
me afazi, manifestime sensorike dhe
manifestime autonome

KlasifikimiKlinik gé &shté pérdorur mé herét
ka gené e klasifikuar né katér kategori[3]:

- Status epileptik i gjeneralizuar: tonik,
klonik, toniko-klonik, mioklonik

- Status epileptik fokal: status motoric
parcial, unilateral, parcial sensorik, parcial

Convulsive
solzure

v

Initial assessment
i infection? Known diabedes? Alcohol 7 Oplates?
I I

Monitoring + Oy
(e.g., vitals, pulse
oximetry)

History of apilepsy? Possitie stioke or camtial in

Insert 2+ IV
catheters

l

‘‘‘‘‘
antiegileptic levels

40-60 min

pharmacological therapy
(e.g., glucose, thiamine, naloxone,
depending on suspected causa)

Reclal diazepam, buccal or
intranasal lorazepam/midazolam

Second t phase
Non-benzodiazepine antiseizure drugs

Third treatment phase
‘Continuous administration, anesthetic doses

v

Initiate supportive

eizure stop:

|
Seizure continues

Status epilepticus
(5-min seizure)

3

Initial treatment phase
Benzodiazepines

First-line treatment
= IV lorazepam OR
= IV diazepam OR
s IM midazolam
No IV available

I ure stop
Seizure continues

v

One of the following:
= IV fosphenytoin OR
= IV valproic acid OR
« IV levetiracetam OR
= IV phenobarbital
(if no others are available)
| S——
Seizure continuos

Refractory status
epilepticus.

+

One of the following:
= Thiopental OR

- Propolfol OR

« Midazolam OR

« Pentobarbital

. v

ICU admission
+ Monitoring

« Intubation

« Continous EEG

Further diagnostics
Seizure stops—= 10 Identify cause
(8.9 EEG, CT, LP}

Figura 3. Algoritmi i menaxhimit nga sulmet epileptike konvulsive deri tek statusi epileptik
refraktar(Burimi: algorithm menagment of epileptic status - Search Images)
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me simptoma vegjetative autonome
- Statusi epileptik psikomotorik
- Statusi epileptik i paklasifikuar,

Klasifikimi etiologjik i Statusit Epileptik[3]
[12]:

1.Akut: nga shkaktaret

lartpérmendur

etiologjik té

2. Kronik: te pacientét e diagnostikuar me
Epilepsi

3. Kriptogjen/idiopatik: pa shkaktaré té
identifikuar

Klasifikimi sipas kohés sé pérgjigjes
terapeutike[13]  nénkupton  ményrén
se si Statusi epileptik i pérgjigjet

farmakoterapisé:

1. Statusi epileptik i hershém: paraget
sulmin epileptik gé zgjat >5minuta dhe
nuk ndalet. Kjo paraget fazén e paré ku
administrohen Benzodiazepinat si linja e
paré farmakoterapisé.

2. Statusi epileptik persistens (established
ES): ku sulmi epileptik nuk ndalet pérkundér
administrimit té Benzodiazepinave dhe
kérkon administrimin e barnave té linjés sé
dyté

3. Statusi epileptik refraktar: ku sulmi
epileptik zgjat edhe pas administrimit té
dy grupeve té barnave me mekanizém té
ndryshém veprimi, kjo fazé kérkon intubim
e ventilim mekanik si dhe pérdorimin e
anestetikéve intravenoz, ndonjéheré edhe
ata inhalatoré.

4. Statusi epileptik super-refrakatar: kur
sulmi epileptik vazhdon edhe pér 24 oré
nén anestezion ose rikthehet menjéheré
pas anestezisé. Né kété fazé kérkohet
mjekim intensive, dieta ketogjenike, terapi
eksperimentale duke pérfshi terapité
imunomodulatore.

MANIFESTIMET KLINIKE

Né fazén e paré kompensatore me
géllim té sigurimit té perfuzion adekuat
cerebral paragitet rritja e debitit kardiak
(CO), tahikardia, hipertensioni arterial,
hipersalivacioni, djersitje, hiperglikemia,
inkontinenca urinaro-fekale [3]

Né fazén e dyté dekompensatore, pér shkak
té disbalancés mes kérkesave dhe furnizimi
nga rritjia e aktivitet metabolik cerebral
vjen deri te encefalopatia hipoksiko-
iskemike e indit trunor, miokardit dhe
muskujve. Manifestohet me ulje té debitit
kardiak, hypotension arterial, dispne-
apne, hiperpireksi, acidozé metabolike,
hipoglikemia, hiponatremi e koagulopati
konsumuese. [3]
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TRAJTIMI | STATUSIT EPILEPTIK

Hapat e menaxhimit akut pércaktohen
nga koha nga fillimit té sulmit epileptik
dhe pérfshijné stabilizimin e pacientit,
identifikimin dhe trajtimin e shkageve akute
reversibile té sulmit dhe farmakoterapiné
pér té ndérpreré sulmin. Rekomandimet e
trajtimit jané né pérputhje me udhézimet e
Shoqgatés Amerikane té Epilepsisé (AES) té
vitit 2016 mbi trajtimin e statusit epileptik
konvulsiv tek fémijét.[15]

Te fémijét pér dallim nga té rriturit, duhet
pasur parasysh me kujdes me dozimet
e barnave anticonvulsive, sepse i dallon
farmakokinetika e  farmakodinamika.
Te fémijét metabolizmi hepatik e renal
éshté mé i shpejté dhe kjo e pérshpejton
eliminimin e barnave duke e ulur
efikasitetin terapeutik. Gjithashtu moshat
pediatrike jané mé té predisponuar pér
hipoglikemi, hipoksi e hiponatremi gjaté
sulmeve epileptike.

1. Menaxhimi inicial pér trajtimin e Statusit
epileptik

Statusi epileptik éshté njé urgjencé
mjekésore qé kérkon vémendje fillestare
dhe té vazhdueshme. Sé pari béhet
gasja ABCDE (A-Airway, B-Breathing,
C-Ciruclation, D-Disability dhe E-Exposure)
duke vlerésuar kalueshmérine rrugéve
té frymémarrjes ku aplikohen manovrat
bazike té rrugéve té ajrit, fillohet me
Oksigjen terapi apo ndonjéheré edhe me
Metoda joinvazive té ventilmit me presion
pozitiv - NIPPV me raste deri né Intubim
endotrakeal; vendoset pacienti né pozitén

Excitatory
LRGN

Voltage-gated
Ma* Channel blockade ¢ E,:ehanne|

Carbamazeping -
Lamotrigine o e
Omcarbazepine
Phemytoin

w2-§ Agonist on

Ca®* Channels 4
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a2 Voltage-gated
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decubitus lateral (anash) me qéllim pér
té prevenu aspirimin dhe pérmirésuar
oksigjeninim.

Vazhdohet me kontrollimin e garkullimit
té gjakut gé pérfshin monitorim té
vazhdueshém té shenjave vitale si
Sp02, Frekuenca kardiake e respiratore,
Temperatura trupore e presioni arterial.
Kontrollohet  menjéheré pér nivelin
e Glikemisé (POC Glucose) sepse
hipoglikemia éshté edhe faktoré nxités
edhe mundet té vlerésohet disfunksion
neurologjik tek pacientét me Status
Epileptik.[16]

Vendoset vija venoze dhe mostrat e
gjakut pér vlerésim té métutjeshém,
si:  Hemogramin, Panelin metabolik
(Kreatininén, BUN, ALT e AST,Glukozén,
Albuminén e Proteinat totale, Elektrolitét
pérfshiré Magnezin e Kalciumin) Analizén
gazore té gjakut (nga mostra venoze - VBG).
Né konsideraté vjen edhe Hemokultura,
me theks té vecanté niveli i Antiepileptikut
(AED) né gjak né pacientét e diagnostikuar
me Sindromé Epileptike. Studimet
laboratorike jané abnormale né rreth 6%
e pacientéve[14][16]. Béhet ekzaminimi
neurologjik duke vlerésuar léndimet
traumatike cerebrale (TBi), hemorragjiné e
shenjat e meningjitit. Né moshat pediatrike
shpesh béhen analiza pér crregullimet e
lindura té metabolizmit.

EEG éshté shpesh i dobishém né
pérjashtimin e statusit pseudoepileptik
dhe né identifikimin e llojit té statusit
epileptik, i cili mund té udhézojé testime té

Inhibitory
neuron Potentiation of GABA
activity
Benzodiazepines
Felbamate
Phencbarbital
Topiramate
Valproate

GABA
reuptake
transporier

GABA transaminase
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métejshme pér etiologjiné themelore dhe
terapiné.

2. Korrigjimi i shkaktaréve reversibil

potencial té Statusit Epileptik

Shpesh jepet Piridoksina .V né dozé 100 mg
te fémijét nén 2 vjeg, kur dyshohet pér njé
etiologji metabolike ose té lindur. Gjitashtu
duhet té mbahet evidencé e sakté e
rehidrimit dhe diurezés, qé té parandalohet
hiperhidrimi e edema trurit. Pér kété arsye
shpesh jepet terapi antiedematoze si tretje
hipertonike 20% e Manitolit 0.5-1 g/kg
intravenoz né kohézgjatje 30 minuta dhe
mund té pérséritet pas 12 oréve. Mund té
jepen edhe diuretiké e kortikosteroide si
Prednison 2 mg/kg. [3]

3. Farmakoterapia pér ndérprerjen e
Statusit epileptik

Ekzistojné llojet e ndryshme té barnave me
mekanizém té ndryshém farmakologjik qé
pérdoren né trajtimin e statusit epileptik,
gé pér géllim e kané ndérprerjen e statusit
epileptik. Pérdorimi i tyre kryesisht varet
nga kohézgjatja e statusit epileptik.[3][19]

A. Statusi i hershém epileptik (5-20 minuta)

Linja e paré farmakoterapisé pér
trajtimin e hershém té Statusit epileptik
(5-20minuta) jané Benzodiazepinat, rruga
IV preferohet. Nése gasja intravenoze éshté
e disponueshme atéheré administrohet:

- Lorezapami IV, doza 0.1 mg/kg té masés
trupore (me maksimumin 4 mg). Pér dallim,
ku tek té rriturit jepet 4 mg L.V dozé e vetme.
Aktiviteti antikonvulsiv zgjat 12-48 oré.

Figura 4. Mekanizmat e veprimit té barnave antikonvulsive (burimi: Anticonvulsants in Anesthesia |

Anesthesia Key)
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- Diazepami LV, doza 0.15-0.2 mg/kg IV
dozé e vetme (me maksimumin 10mg).
Tek té rriturit jepet 10 mg .V dozé e vetme.
Veprimi fillon menjéheré dhe ndérpritet
pas gjysmé deri né njé oré.

Nése qasja intravenozé é&shté e
padisponueshme atéheré administrohet:

- Midazolami I.M, né fémijét 13-40 kg jepet
5 mg |.M dozé e vetme, ndérsa né fémijét
mbi > 40kg jepet 10 mg |.M dozé e vetme.

- Alternativat pérfshijné: Midazolamin
intranasal 0.2 mg/kg, Midazolamin buccal
0.5mg né mukozén bukale dhe Diazepami
PR (rrugé rektale) me dozé 0.2 mg/kg rektal
dozé e vetme né fémijét mbi 12 vjet, 0.3
mg/kg né fémijét 6-11 vje¢ dhe 0.5mg/kg
né fémijét 2-5 vjec.

Kérkohet monitorimi i vazhdueshém
i hipotensionit té induktuar dhe
supresionit  respirator té& induktuara
nga Benzodiazepinat. Gjithashtu é&shté
mé réndési se nésé nuk ka pérgjigje
ndaj dozés fillestare pérséritet doza IV e
Benzodiazepinave pas 5 minutave, ndérsa
né rrugét tjera té administrimit pérséritet
pas 10 minutave. [20]

B. Statusi epileptik persistens (20-40minuta)

Nése linja e paré e farmakoterapisé
déshton, sulmet(krizat) epileptike
persistojne, vazhdohet me linjén e dyté
farmakoterapisé. Por né rast se pacienti
paraprakisht ka gené duke pérdoré njé nga
barnat e linjés dyté té statusit epileptik pér
trajtimin e Epilepsisé, atéheré preferohet té
fillohet me ato barna pér ta ndalur sulmin
epileptik. Linja e dyté pérfshin:

- Fosfofenitoina 1.V 20 mg PE (Phenytoin
equivalent)/kg infusion (doza maksimale
1500mg), nése sulmi epileptik vazhdon
atéheré shtohet edhe 5 mg PE/kg
10minuta pas dozés sé paré. Kjo terapi
kontraindikohet né rast se pacienti ka Bllok
AV dhe ose Hipotension sistemik.

- Acidi Valproik .V 20-40mg/kg infusion
(doza maksimale 3000mg), por maksimumi
i rrjedhés éshté 1.5-3mg/kg/minuté. Nése
vazhdon sulmi, mund té shtohet doza prej
20 mg/kg pas 10 minutave. Ky bari duhet
té evitohet né pacientét me sémundje
hepatike.

- Levetiracetami L.V (Keppra) 20-60 mg/kg
IV, me shpejtésiné maksimale té rrjedhés
2-5mg/kg/minute

- Alternativé éshté Fenobarbitali .V 15-20
mg/kg IV infuzion

Né kété fazé duhet shikuar me kujdes
pér efektet anésore té kétyre barnave
si Hipotensioni. Aritmite, Depresionin
respirator dhe Agjitimin posiktal (kryesisht
ndodhé me Levetiracetamin)

Gjithashtu nése linja e dyté e trajtimit
ka sukses né ndaljen e statusit epileptik,
duhet konsultuar me neurologun tutje pér
terapiné mbajtése.

C. Statusi epileptik refraktar (40-60 minuta)

Nése déshtojné dy linjat e trajtimit me
dy grupe té ndryshme té barnave me
mekanizma té ndryshém veprimi atéheré
kemi té b&jmé me Status epileptik refraktar.
Né kété fazé pérséritet doza e barnave
té linjés dyté dhe induktohet anestezia
e gjeneralizuar (koma) me Propofol LV,
Thiopental, Pentobarbital.[21]

Ky mjekim duhet realizohet né gendrat e
specializuara té mjekimit intensiv (ICU),
ku mund té realizohet EEG, monitorimi
elektroliteve, monitorimi i  kreatino
kinazés, monitorimi kardiorespirator nga
rreziku i insuficiencés multiorganore,
neuroimazheria. Edhe pas ndérprerjes
sé statusit epileptik éshté e nevojshme
monitorimi edhe pér 24 oré shkaku i
rekurrencave.

Zgjedhja midis opsioneve pér té trajtuar
statusin epileptik refraktar shpesh varet nga

Tabela 1. Shkaktarét mé té shpeshté sipas grupmoshés

Grupmosha

Asfiksia perinatale, hemorragji intrakraniale, encefalopati hipoksike-

Shkaktarét mé té zakonshém

Véllimi 5

pérvoja e gendrés specifike. Midazolami
ndoshta ka mé pak efekte anésore, por
éshté mé pak efektiv, dhe koma me
barbituratet éshté mé efektive, por mbart
njé rrezik mé té larté té efekteve anésore.
Me propofol, disa pacienté zhvillojné njé
sindromé té infuzionit té propofolit me
acidozé laktike, i instabilitet hemodinamik
dhe rhabdomiolizé me shpejtési mé té larta
infuzioni (>67 ug/kg/min).

Né rast té njé sulmi epileptik té pérséritur
pas rikthimit té ploté neurologjik
nga njé sulm i méparshém duhet té
menaxhohet si njé episod i vecanté.
Pérséritet farmakoterapia e linjés sé paré
me benzodiazepina, duke monitoruar me
kujdes depresionin respirator.

Vémendje té vecanté duhet t'i jepet se
né momentin kur dyshohet né status
epileptik, terapia farmakologjike duhet
té fillohet menjéheré pa prité vlerésimin
dhe menaxhimin e shkaktaréve potencial
reverisibil. ~Ndérsa shkaktarét mund
té vlerésohen paralelisht me shkakun
potencial.

QELLIMI

Ky punim ka pér géllim té shtjellojé
ne ményré té strukturuar menaxhimin
emergjent, qasjen bashkékohore té statusit
epileptik né moshat pediatrike, me theks té
vecanté linjat e farmakoterapisé sé bashku
me dozimet pediatrike dhe investigimin
paralel té shkaktaréve potencial reverisibil.
Punimi synon té analizojé udhérréfyesit
ndérkombétaré mé té fundit lidhur me
klasifikimet dhe ményrat e klasifikimit
té Statusit Epileptik bazuar ne kriteret
klinike, etiologjike dhe kohén e pérgjigjes
terapuetike; algoritmet pér vlerésimin e
strategjive terapuetike né fazat e ndryshme
té gjendjes me géllim pérmirésimin klinik,
uljen e morbiditeti dhe mortalitet pediatrik
né kété gjendje emergjente neurologjike.

METODOLOGIJIA

Neonaté (< Imuaj) ishemike, infeksione (meningjit, TORCH), ¢rregullime metabolike, deficiti

i piridoksinés, malformimet kongjenitale si mikrocefali e megalocefalia

Foshnja (1 muaj — Infeksione (meningjit, encefalit), ¢crregullime metabolike (hipoglikemi,

1 vit) hiponatremi), konvulsionet febrile te prolonguara*

Fémijé (1-5 vjec)

Fémijé (6-12 vjec)

Adoleshenté (13-18 Mosmarrja adekuate e terapise antiepileptike, trauma, tumore cerebrale,

Ndéprerja e menjéhershme e terapisé antiepileptike, infeksione t& SNQ,
crregullime elektrolitike, traumat kraniocerebrale (TB1)

vjec) substanca toksike, encefalit autoimun.

60

Konvulsionet febrile te prolonguara, encefalit viral, sindroma epileptike e
re, traumat kraniocerebrale, hipoglikemia.
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Punimi i pérket llojit t&¢ hulumtimeve ‘rishikim Referencat:
literature, gé bazohet ne punime shkencore té
botuara né ueb-fage mjekésore e shkencore
kredibile si Scopus, PubMed, Web of Science,
Medline, MedScape, si dhe né librat universitaré
e ndérkombétaré si libri Pediatrisé sé Nelsonit.
Punimi bazohet né literaturén mé té pérditésuar
deri né momentin e vlerésimit.

Tabela 2. Shkaktarét potencial reversibil té Statusit epileptik dhe menaxhimi

Shkaktari Menaxhimi

1. Dekstroza 1.V:

- Fémijét < 2 vjec: dextrose 12.5% 4 mL/kg I'V once.

- Femijét >2 vjec dextrose 25% 2 mL/kg IV ;

2. Alternativé éshté Glukagoni IM/SC, kur nuk ka qasje IV

- Fémijet > 20 kg: Glukagon 1 mg IM/SC; fémijet < 20 kg: Glukagon 0.5 mg IM
3. Tiamina IV/IM, kur dyshohet pér statusin e dobé&t nutricional

- Fémijé: 10-50 mg IM/IV

Hipoglikemia

Hiponatremia NaCl 3% hipertonik

- Fémijét: 3% NaCl 2—3 mL/kg IV bolus pér 20 minuta

Hipokalcemia Kalcium glukonat IV

- Fémijet: Doza fillestare (IV): 29—60 mg/kg kalcium gluconat, njé heré gjaté 10
minutave (shpejtésia maksimale 100 mg/minut€). Infuzion i 8—13 mg/kg/oré.

Hipomagnezemia | Sulfat Magnezi IV

- Fémijet: Infuzion intravenoz me magnesium sulfate: 20—200 mg/kg (doza mak:
2 g, shpejtésia maksimale 125 mg/kg/oré). Mund t€ pérséritet sipas nevojés ¢do «
oré.

Hiperpireksia Acetaminophen PO/IV/PR

- Fémijét: 10—-15 mg/kg ¢do 4—6 oré sipas nevojés. Maksimumi 60 mg/kg n& 24

61



Revista

MJEKU

Véllimi 5

EDEMA PULMONARE AKUTE: SHKAQET ETIOLOGJIKE, VLERESIMI DIAGNOSTIK
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Abstrakti

Edema pulmonare (EP), e njohur gjithashtu si
kongjestion pulmonar, éshté akumulimi i tepért
i léngjeve né alveolat dhe indet intersticiale
té mushkérive, duke c¢uar né démtim té
shkémbimit té gazrave.Ky mekanizém é&shté
thelbésor né kuptimin e patogjenezés. Shkaku
i saj mund té rezultojé nga insuficienca e
zemrés sé majté, ekspozimi né altitudé té
larté, sindroma e distresit akut respirator
(ARDS) ose pamjaftueshméria  renale. EP
klasifikohet tradicionalisht si kardiogjene ose jo
kardiogjene, né varési té mekanizmave té rritjes
sé presionit hidrostatik ose pérshkueshmérisé
mikrovaskulare. Klinika pérfshin dispne, ndjenjé
mbytjeje, kollé me sputum té shkumézuar,
ankth dhe takikardi. Diagnostikimi pérfshin
ekzaminime laboratorike, radiografi torakale,
ekokardiografi dhe ultratingull t& mushkérive.
Menaxhimi fillestar pérgendrohet né sigurimin
e oksigjenimit adekuat, ventilim jo invaziv,
diuretiké, vazodilatatoré dhe monitorimin e
Iéngjeve. Njohja e hershme dhe trajtimi adekuat
jané themelor pér reduktimin e morbiditetit dhe
mortalitetit [1-5].

Hyrje

Edema pulmonare apo kongjestioni pulmonar
shkakton ndérprerje té shkémbimit té gazrave né
nivel alveolar, shpesh e manifestuar me gulgim
(dispne), gé mund té pérparojé né hipoksemidhe
insuficiencé respiratore [6,7]. Shkaku i saj mund
té lidhet me déshtimin e funksionit té zemrés sé
majté, ekspozimin né altitudé té larté, sindromén

e distresit akut respirator ose pamjaftueshmériné
renale [6,8]. Edema pulmonare tradicionalisht
klasifikohet né dy lloje: kardiogjene dhe jo
kardiogjene. Né formén jo kardiogjene, rritja
e presionit onkotik dhe démtimi i barrierave
mikrovaskulare t& mushkérive shkaktojné rritje té
pérshkueshmérisé vaskulare [7,9]. Manifestimet
klinike dhe shenjat ndryshojné né varési té
shpejtésisé sé fillimit (akute apo kronike) dhe
ashpérsisé sé shkakut themelor [6,7].

Simptomat e edemés pulmonare akute

- Véshtirési né frymémarrje (dispne) gé zakonisht
pérkeqésohet gjaté aktivitetit fizik.

- Ndjenja e mbytjes ose gulcim i papritur.

- Djersitje e tepért (hiperhidrozé).

- Kollé me péshtymé té shkumézuar, gé mund té
pérmbajé gjak.

- Ankth, shgetésim ose ndjenjé frike.

- Palpitacione dhe rrahje té shpeshta té zemrés
(takikardi).

Ekzaminimi klinik

Gjendja e pérgjithshme: Pacienti shpesh
paragitet me dispne té réndé ankth dhe
ndjenjé mbytjeje (“gulcim”), qé pérkeqgésohet
né pozicionin e shtriré (ortopne) ose né formén
paroksizmale gjaté natés [1-5]

Takipne dhe takikardi: Shpesh evidentohet
frekuencé e larté respiratore dhe frekuencé
zemre e rritur. Presioni i gjakut mund té jeté
i larté né fillim, ndérsa hipotensioni mund té

| a

Figura 1. Fiziologjia e shkémbimit té Iéngjeve mikrovaskulare né nivel alveolar (https://www.nejm.org/

doi/full/10.1056/NEJMcp052699)
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tregojé déshtim té réndé kardiak [1,4,5].

Perfuzioni periferik: Lékura mund té jeté e ftohté,
e djersitur, me zbehje né rast té debitit té ulét
kardiak; tek edemat pulmonare jokardiogjene,
gjymtyrét zakonisht jané té ngrohta [6,7].

Auskultimi i mushkérive: Rale bazale gé mund
té pérhapen né lobet e sipérme né pérparim té
sémundjes; mund té dégjohen fishkéllima nga
Iéngu alveolar [4,7,9].

Auskultimi i zemrés: Mund té dégjohen shenja té
kongjestionit kardiak si S3 ose S4, ritém gallop,
dhe furnizim venozirénduar (JVPingritur) [1,2,5].

Sputumi:  Shpesh me shkumézim, mund
té pérmbajé gjak pér shkak té démtimit té
kapilaréve pulmonaré nga presioni hidrostatik té
larté [1,4,6].

Statusi neurologjik: Konfuzion, agjitacion ose
deliriumi mund té jené shenja té hipoksisé dhe
hiperkapnisé, vecanérisht tek pacientét me
COPD [6,7].

Shenja té déshtimit té zemrés sé djathté:
Hepatomegali, reflek—si hepato-jugular, edemé
periferike, efuzion pleural; té gjitha tregojné
mbingarkesé véllimore [1,4,5,8].

Shenja karakteristike té déshtimit t&€ majté
té zemrés: Gjymtyré té ftohta, puls i dobét,
zmadhim i atriumit t& majté qé mund té ¢ojé né
Ortner’s syndrome pér shkak té kompresionit té
nervit laringeal rekurent [1,4,5].

Vlerésim shtesé: Kapaciteti i rikthimit venoz,
karakteri i pulsit, shpérndarja e edemés kufitare,

Oxygen-rich
blood
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dhe prezenca e efuzionit pleural ose ascitit jané
té réndésishém pér vlerésimin e perfuzionit dhe
mbingarkesés véllimore [1,4,5,8].

Llojet e edemés pulmonare akute
1.Kardiogjene

Njé rritie e shpejté e presionit hidrostatik
né kapilarét pulmonargé, gé con né rritjen e
filtrimit transvaskular té léngjeve, éshté njé
shenjé dalluese e edemés akute kardiogjene
ose edemés nga mbingarkesa e véllimit [8].
Rritia e presionit hidrostatik né kapilarét
pulmonaré zakonisht ndodh pér shkak té
presionit té larté venoz pulmonar, si pasojé e
rritjes sé presionit fund diastolik té ventrikulit
té majté dhe té presionit té atriumit té majté.
Né edemén pulmonare kardiogjene, kjo rritje e
presionit hidrostatik shkaktohet mé shpesh nga
insuficienca e ventrikulit té majté, duke cuar né
transudim té Iéngut né intersticium dhe alveola.
Ndérsa presionet né atriumin e majté dhe venat
pulmonare rriten, sistemi limfatik fillimisht
kompenson duke pérmirésuar pastrimin e
léngut. Megjithaté, kur ngarkesa tejkalon
kapacitetin limfatik, Iéngu fillon té akumulohet,
duke kompromentuar integritetin alveolar
dhe difuzionin e oksigjenit. Rritjet e lehta té
presionit né atriumin e majté (18-25 mmHg)
shkaktojné edemé né hapésirat intersticiale
perimikrovaskulare dhe peribronkovaskulare.
Kur presioni tejkalon 25 mmHg, |éngu depérton
né epitelin alveolar, duke i pérmbysur alveolat
me léng té varfér né proteina.

2. Jo kardiogjene

MNormal air sacs

Mormal oxygenation takes place
in air sacs (alveoli) in the lungs

High altitude pulmonary edema (HAPE)

It is theorized that blood
vessaels constrict, causing
increased blood
pressure in the lungs

@ MAY O CLINIC

As a result, fluid
leaks from vessels
into air sacs (alveoli)

Figura 2. Ndryshimet né mushkéri gjaté edemes pulmonare jo-kardiogjene (High altitude pulmonary
edema-HAPE) krahasuar me ajrosjen normale té alveolave.( https://www.mayoclinic.org/diseases-con-
ditions/pulmonary-edema/multimedia/img-20097483).
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Né té kundért, edemé pulmonare jo
kardiogjene shkaktohet kryesisht nga
rritja e pérshkueshmérisé sé membranés
alveolare kapilare, zakonisht pér shkak té
démtimit té drejtpérdrejté ose té térthorté.
Gjendje té tilla si ARDS, sepsis, ekspozimi
ndaj substancave toksike ose trauma
mund té shkaktojné kaskada inflamatore
gé démtojné barrierat endoteliale dhe
epiteliale. Kjo con né rrjedhje té Iéngjeve té
pasura me proteina né alveola, inflamacion
dhe funksion té démtuar té surfaktantit,
duke pérkegésuar hipokseminé dhe duke
ulur  kompliancén pulmonare[7,9]. Té
dyja format e edemés pulmonare prishin
ekuilibrin e ventilimit perfuzionit dhe
zvogélojné oksigjenimin arterial.

Metodat diagnostikuese

Analizat laboratorike dhe imazheria jané
thelbésore pér vlerésimin e pacientéve me
dyshim pér edemé pulmonare.

-Vlerésimi  radiografik: Ndihmon né
diferencimin e edemés kardiogjene nga
shkaget pulmonare té dispnesé. Edema
pulmonare kardiogjene karakterizohet
nga prania e edemés gendrore, efuzion
pleural, vijave septale Kerley B dhe
kardiomegalisé [8,10].

- Ekokardiografia: Eshté e dobishme pér
diagnostikimin e mosfunksionimit sistolik
té ventrikulit t& majté dhe ¢rregullimeve
valvulare. Pérdorimii modaliteteve Doppler
dhe imazherisé sé indeve té unazés mitrale
lejon vlerésimin e pranishmérisé dhe
shkallés sé mosfunksionimit diastolik.

- Ultratingulli i mushkérive: Njé metodé jo
invazive e pérdorur gjerésisht né njésité e

kujdesit intensiv, emergjencé dhe sallat
e operacionit. Ai ndihmon né zbulimin
e akumulimit té likidit ekstravaskular né
mushkéri para shfagjes sé simptomave
klinike.

-Biomarkerét:  BNP-peptidi  natriuretik
dhe NT proBNP jané té dobishém pér té
sugjeruar etiologjiné kardiake té edemés.
Ekzaminime shtesé si EKG, urea, kreatinina,
troponina dhe hemograma jané pjesé e
vlerésimit té ploté. Diagnoza e hershme dhe
e sakté éshté thelbésore pér udhéhegjen
e strategjive adekuate té menaxhimit
dhe pér reduktimin e morbiditetit dhe
vdekshmérisé té lidhura me edemén
pulmonare [9,10].

Menaxhimi dhe masat fillestare

- Oksigjeno—terapia: Synohet mbajtja e
SpO2 > 90%, ndérsa shumica e udhézimeve
rekomandojné 90-92%. Tek pacientét
me COPD ose ata né rrezik pér déshtim
respirator hiperkapnik, duhet té shmanget
oksigjeni me pérgendrim té larté, me target
88-92% [10].

- Ventilim jo invaziv (NIV): CPAP ose
BiPAP pérdoret né fazat e hershme pér té
shmangur intubimin, me PEEP prej 5-7.5
c¢mH,0, dhe titrohet deri né 10 cmH,0 sipas
nevojés. CPAP me oksigjen té pérfshiré
rekomandohet pér pacientét gé nuk i
pérgjigjen trajtimit standard. NIV shkakton
pérmirésim mé té shpejté té shqgetésimit
respirator dhe c¢rregullimeve metabolike
sesa terapia standarde e oksigjenit. [9,10].

-Diuretikét: Furosemidi i administruar
venoz si terapi e linjés sé paré (40 mg IV
e dhéné ngadalé gjaté 1-2 minutave). Pas

| Clinlcal symptoms and slans of acute pulmonary cedama ]
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bolusit, mund té merret né konsideraté
njé infuzion i vazhdueshém intravenoz,
duke filluar me njé shpejtési prej 5-10 mg
né oré. Pér pacientét gé tashmé jané né
terapi kronike me diuretik, pérdoret dozé
ekuivalente me dozén orale [1,2,5,8].

- Vazodilatatorét: Nitroglicerina IV pérdoret
tek pacientét me presion sistolik >110
mmHg, duke filluar me 10-20 ug/min dhe
duke titruar 5-10 pg/min ¢do 3-5 minuta.
Nitroprusidi i natriumit pérdoret pér raste
mé té rénda [10].

-Opioidet: Marrja né konsideraté e
morfinés IV (2.5-5 mg) pér lehtésimin e
dispnesé, ankthit dhe pérmirésimin e
bashképunimit me NIV. Pérdorimi rutinor
nuk rekomandohet pér shkak té rritjes
sé incidencés sé& nevojés pér ventilim
mekanik, shtrimit né kujdes intensiv dhe
vdekshmérisé [1].

-Menaxhimi i Iéngjeve: Monitorohet
ekuilibri i 1éngjeve, diureza dhe elektrolitet
tek pacientét me kongjestion pulmonar.
Duhet shmangur administrim té tepért
té léngjeve, i cili mund té pérkegésojé
oksigjenimin, té&  pérshpejtojé  cor
pulmonale dhe té démtojé debitin kardiak,
presionin e gjakut dhe funksionin e
ventrikulit té djathté [8].

Metodologjia

Ky artikull pérfagéson njé rishikim té
literaturés, i bazuar né té dhénat dhe
informacion shkencor nga burime té
ndryshme. Té gjitha burimet e pérdorura
jané té dokumentuara dhe té cituara né
listén e referencave, duke siguruar mundési
verifikimi té té dhénave.

Figura 3. Algoritmi i trajtimit t& edemés pulmonare akute (https://www.google.com/search?q=Aus-
tralian+Prescriber.Managing+acute+pulmonary+oedemad&sca_esv=7a941e0d451f7f12&ei=DyYJafS-
6FYKVxc8P3eOJuAY&ved=0ahUKEwiO_v7H_daQAxWCSvVEDHd1xAmcQ4dUDCBA&uact=5&oq=Austra-

lian+Prescriber).
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Rezultate dhe konkluzione

Insuficienca akute e zemrés zakonisht
manifestohet  si  “Insuficiencé akute e
dekompensuar e zemrés” Komplikacionet mé
té rénda té déshtimit akut té zemrés jané edema
akute pulmonare dhe shoku kardiogjen. Sipas
EuroHeart Failure Survey Il, 37% e pacientéve
té shtruar né spital me insuficiencé té zemrés
paraqgitén déshtim akut té zemrés de novo,
dhe 16% kishin edemé akute pulmonare [11].
Edema akute pulmonare ka njé shkallé té larté
vdekshmérie, qé kérkon kujdes urgjent dhe
shpesh shtrim né spital. Shkalla e vdekshmérisé
njévjecare pér pacientét e shtruar né spital me
edemé akute pulmonare éshté deri né 40% [12].

Studimi  3CPO (Three Interventions in
Cardiogenic Pulmonary Oedema)

Ky ishte studimi mé i madh i kryer ndonjéheré
né pacienté me edemé pulmonare kardiogjene,
duke pérfshiré 1069 pacienté né 26 spitale té
Mbretérisé sé Bashkuar [13].

Pacientét u randomizuan né tre grupe: oksigjen
standard, CPAP dhe NIPPV(Ventilim me presion
pozitiv jo invaziv). Rezultatet treguan pérmirésim
té shpejté té dispnesé dhe acidozés me CPAP/
NIPPV, por pa ndryshim té réndésishém né
mortalitetin 7-ditor (9.5 % vs. 9.8 % kontroll).
Konkluzioni: ventilimi jo-invasiv éshté i sigurt,
pérmiréson simptomat, por nuk ul vdekshmériné
afatshkurtér.

Meta-analiza sistematike pér ventilimin jo-
invasiv né EPA

Njé meta-analizé e pérfshiré né JAMA (2008)
pérfshiu 15 studime me mbi 800 pacienté [14].
Pérdorimi i CPAP/NIPPV uli rrezikun relativ té
vdekshmérisé me rreth 45 % (RR = 0.55; 95 % ClI
0.36-0.84) dhe uli dukshém nevojén pér intubim.
Autorét theksuan se heterogjeniteti mes
studimeve dhe madhésia e vogél e tyre kufizon
fuginé pérfundimtare statistikore. Konkluzioni:
evidencé e moderuar pér pérfitim né simptomat
dhe rezultatet afatshkurtra.

Analiza sekondare e 3CPO pér terapiné
medikamentoze (diuretiké, nitrate, opiaté)

Nga té dhénat e té njéjtit grup pacientésh, u
analizua pérdorimi i barnave kryesore né trajtim
[151.>90% e pacientéve morén diuretiké dhe
nitrate, ndérsa ~25 % morén morfiné. Nuk pati
dallim té réndésishém né mortalitet apo acidozé
sipas pérdorimit té nitrateve/diuretikéve, ndérsa
morfina lidhej me pérkeqésim té acidozés.

Konkluzioni: Pérdorimi rutiné i morfinés
nuk rekomandohet; efektet e nitrateve dhe
diuretikéve mbeten simptomatike, jo provuese
pér pérfitim né mbijetesé.

Studimi SCAPE - Nitratet me dozé té larté
kundrejt dozés sé ulét

Njé studim i kontrolluar i rastésishém (n = 54)
krahasoi nitroglicerinén me dozé té larté kundrejt
dozés standarde tek pacientét me Sympathetic
Crashing Acute Pulmonary Edema (SCAPE) [16].

Rezultatet: Pérmirésim mé i shpejté i presionit
arterial dhe dispnesé me dozat e larta, pa efekte
anésore serioze. Megjithaté, madhésia e vogél
e kampionit nuk lejon pérfundime té forta mbi
mortalitetin.

Konkluzioni: Terapia me nitrate me dozé té larté
mund té jeté strategji efektive dhe e sigurt né
SCAPE, por nevojiten studime mé té médha.

Analiza e kohéve té fundit pér CPAP/NIPPV né
EPA

Njé rishikim i kohéve té fundit i literaturés
ndérkombétare (2021) [17] konfirmoi se
ventilimi jo-invasiv: Pérmiréson oksigjenimin
dhe simptomat, ulet nevoja pér intubim me 30%.
nuk ndryshon né ményré té qgéndrueshme
mortalitetin né 30 dité.

Konkluzioni: Mbetet ndérhyrja e preferuar
fillestare pér stabilizim, por jo prové pér pérfitim
afatgjaté né mbijetesé.

Pérfundimi

Trajtimi i edemés pulmonare fokusohet né
lehtésimin e simptomave, pérmirésimin e
oksigjenimit dhe adresimin e shkakut themelor té
akumulimit té léngjeve né mushkéri. Strategjité
e menaxhimit ndryshojné né varési té natyrés
sé edemés: kardiogjene ose jo kardiogjene.
Menaxhimi fillestar pérfshin  sigurimin e
oksigjenimit adekuat, dhe né rastet e rénduara
ventilim joinvazivose mekanik [1,10]. Né edemén
pulmonare kardiogjene, diuretikét, si furosemidi,
jané baza e trajtimit pér zvogélimin e véllimit
intravaskular dhe lehtésimin e mbingarkesés me
Iéngje [1]. Trajtimi i gjendjes themelore kardiake
si menaxhimi i aritmive, infarktit t& miokardit
ose sémundjeve valvulare éshté thelbésor pér
kontrollin afatgjaté. Né edemén pulmonare jo
kardiogjene, trajtimi &shté kryesisht mbéshtetés.
Menaxhimi i faktoréve precipitues, si infeksioni,
trauma ose ekspozimi ndaj toksinave, éshté po
aq i réndésishém pér pérmirésimin e gjendjes
klinike dhe reduktimin e komplikacioneve.

Referencat:
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Blerta Melenica

Doktor i Mjekesise

Hyrje:

Embolia pulmonare (EP) éshté njé emergjencé
mjekésore serioze dhe pérfagéson njé nga
shkaget mé té shpeshta té vdekshmérisé
kardiovaskulare, menjéheré pas infarktit té
miokardit dhe insultit cerebral. Manifestimet
klinike jané shpesh jospecifike, cka e véshtiréson
diagnostikimin e hershém dhe kérkon njé qasje
té standardizuar pér té ulur rrezikun e letalitetit
dhe komplikimeve.

Qéllimi:

Ky rishikim literature synon té vlerésojé réndésiné
dhe vlefshmériné e skemave té vlerésimit té
probabilitetit klinik (Wells dhe Geneva), si dhe
rolin e testit t&€ D-dimerit né diagnostikimin
fillestar t& embolisé pulmonare, né pérputhje

me udhézimet mé té fundit ndérkombétare (ESC
dhe ERS 2019).

Metodologjia:

Punimi éshté bazuar né rishikimin e literaturés
bashkékohore, studime klinike dhe meta-analiza
relevante, duke u mbéshtetur né udhézuesit
evropian té kardiologjisé dhe pneumologjisé.
Té dhénat jané pérzgjedhur dhe analizuar né
funksion té efikasitetit té vlerésimit klinik dhe
rolit té& D-dimerit né procesin diagnostik.

Rezultatet:

Kombinimi i vlerésimit té probabilitetit klinik
me testin e D-dimerit pérmiréson ndjeshém
saktésiné diagnostike dhe redukton nevojén pér
imazheri té panevojshme. Testi i D-dimerit me
metodén ELISA ka sensitivitet mbi 95% dhe vleré
parashikuese negative té larté. Sipas studimit
ADJUST-PE (Righini et al., 2014), pérdorimi i
kufirit té D-dimerit té rregulluar sipas moshés

Tabela 1. Faktorét e rrezikut pér EP

(mosha x 10 pg/L) rriti pérjashtimin e sigurt té
EP tek pacientét >75 vje¢ nga 6.4% né 29.7%, me
shkallé déshtimi vetém 0.3%.

Pérfundime:

Embolia pulmonare mbetet njé urgjencé
mjekésore me potencial té larté letaliteti, ndaj
vendosja e shpejté dhe e sakté e diagnozés éshté
thelbésore. Kombinimi i skemave té vlerésimit
té probabilitetit klinik (Wells dhe Geneva) me
pérdorimin e testit t& D-dimerit té rregulluar
sipas moshés pérfagéson njé strategji té bazuar
né evidencé, qé rrit saktésiné diagnostike, ul
ekspozimin ndaj imazherisé sé panevojshme dhe
pérmiréson menaxhimin racional té pacientéve
me dyshim pér emboli pulmonare.

1. Hyrje

Embolia pulmonare (EP) éshté njé urgjencé
mjekésore e réndésishme dhe pérfagéson
shkakun e treté mé té shpeshté té vdekshmérisé
nga sémundjet kardiovaskulare, pas infarktit té
miokardit dhe insultit cerebral. [1]

Embolia pulmonare pérkufizohet si bllokim akut
i garkullimit pulmonar si rezultat i depértimit té
njé emboli venoze né njé ose mé shumé arterie
pulmonare. Shumica dérrmuese e rasteve (mbi
90%) burojné nga tromboza e venave té thella
té kémbéve ose té pelvisit, me kalimin e trombit
pérmes qarkullimit té V. cava inferior né zemrén
e djathté, prej nga migron né arteriet pulmonare.
Embolité nga zemra e djathté (te pacientét me
pacemaker) ose nga V. cava superior (pér shkak
té vendosjes sé katetrit venoz) jané mé té rralla.
[2]

Incidenca e EP éshté 39-115 né 100,000/vit
popullaté, ndérsa ajo e EP fulminante éshté 1 né
100,000/ vit. [3]

Faktorét gjenetik t& rrezikut

Faktorét e fituar t& rrezikut

1. Trombofiha:

Mutaciom 1 Faktorit V Lerden

Imobilizimi pér periudha té gjata kohore
+ Pushimi né shirat =3 dité

» Udh&timet e gjata >4 oré
+ Hospitalizimet e gjata

Mutaciom 1 Protrombings G202 104
Operacionet ortopedike apo fraktura
Deficienca e Protemnés C
Malinjiteti dhe kemoterapia
Deficienca e Protemnés S
Obezitet1
Deficienca e Antitrombings

. Shtatzania dhe periudha postpartum
2. Hyperhomocisteinenia

Duhanpina dhe pérdonm 1 tabletave kontraceptive
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blertemelenica@gmail.com
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Duke gené se shumica e EP-ve kané origjiné
nga tromboza e venave té thella (TVT), faktorét
e rrezikut pér EP jané té njéjté me ata té TVT-sé.
Faktorét mund té jené gjenetik ose té fituar. [4]

Vlerésimi i rrezikut té letalitetit éshté thelbésor
né planifikimin dhe pércaktimin e qasjes
terapeutike. Ai kategorizohet si rrezik i larté
(>15%), rrezik i ndérmjetshém (mesatarisht i larté
dhe mesatarisht i ulét), si dhe rrezik i ulét (<1%),
duke u bazuar né stabilitetin hemodinamik,
disfunksionin e ventrikulit té djathté, PESI ose
sPESI, si dhe vlerat e troponinés. [3]

Manifestimi klinik i EP-sé éshté jospecifik, cka
e bén mé té véshtiré vendosjen e diagnozés.
Simptomat gé ngjallin dyshim pér EP jané
dispnea, tahipnea dhe tahikardia, hemoptizia,
kolli, presinkopa dhe sinkopa, si dhe dhimbja
pleuritike e gjoksit (si pasojé e irritimit pleural
nga njé emboli distale, e cila ka shkaktuar infarkt
pulmonar). [5-8] Te pacientét me insuficiencé
preekzistuese té zemrés ose sémundje
pulmonare, dispnea e pérkegésuar mund té jeté
simptomé e vetme. [8]

Mbi 70% e embolive pulmonare vdekjeprurése
ndodhin né episode akute té pérséritura. Tipike
pér kéto rezidiva jané marramendja, sinkopat
afatshkurtra, temperatura me gjenezé té
panjohur dhe tahikardia. [2]

EP kategorizohet né EP hemodinamikisht
stabile dhe hemodinamikisht instabile. Prania e
jostabilitetit hemodinamik éshté jetékércénues
dhe kérkon njé metodé diagnostike emergjente,

Véllimi 5

ROLI | D-DIMERIT DHE | VLERESIMIT TE PROBABILITETIT KLINIK PARA-TEST NE
DIAGNOSTIKIMIN E HERSHEM TE EMBOLISE PULMONARE: RISHIKIM SISTEMATIK
| LITERATURES

si dhe njé trajtim emergjent pas konfirmimit. [3,4]

Vlerésimi i probabilitetit klinik (para-test) pér
EP bazohet né interpretimin e simptomave
dhe shenjave klinike, si dhe né identifikimin e
faktoréve predispozues pér trombozé té venave
té thella. Pér té lehtésuar vlerésimin né praktikén
klinike, duke marré parasysh urgjencén gé EP
paraget dhe rrezikun jetékércénues, jané krijuar
skema té standardizuara pér llogaritjen e rrezikut,
ndér té cilat Wells Rules dhe Geneva Rules jané
mé té pranuarat gjerésisht. [3]

Diagnoza vendoset me ndihmén e anamnezés,
pasqyrés  klinike,  prezencés/mospresencés
sé stabilitetit hemodinamik, vlerésimit té
probabilitetit klinik, si dhe analizés sé gazrave né
gjak (pO,, pCO,), EKG-s€, Echos me Color Doppler,
rentgenit, CTPA - angiografisé pulmonare me
tomografi kompjuterike (metoda diagnostike e
zgjedhjes sé paré), scintigrafisé sé perfuzionit/
ventilimit, si dhe provés pér praniné e TVT-sé me
ndihmén e ekografisé kompresive me Doppler
me ngjyra té venave té poshtme. [2,3]

Nivelet e D-dimerit né plazmé rriten né
prani té trombozés akute. Vlera e D-dimerit
merret né konsideraté krahas probabilitetit
klinik. Udhézimet e fundit, si ato té ESC
2019, rekomandojné pérdorimin e vlerave té
pérshtatura té D-dimerit, né varési t& moshés
apo nivelit té probabilitetit klinik. [3] Né té njéjtén
kohé, vlerat e troponinés T/I me sensitivitet
té larté dhe BNP shérbejné si parametra
prognostiké. [2]

Dyshon PE2

dispne, tahipne dhe tahikardi,
hemoptizé, kollé, presinkopé dhe
sinkopé, dhembije pleuritike e gjoksit

Stabilitet Hemodinamik?

Vleréso probabilitetin
| ulet/ Klinlk
intermediar

|

I larté

Negativ Pozitiv

l—

-

Nuk ka Negative Pozitive
nevojé pér | < S'kaEP Ka EP

trajtim

Trajtim | EP

Figura 1. Algoritmi Diagnostik i EP

té shokut ose
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TTE

Disfunksion t& Ventrikulit
t& djathtéz
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<—— Negative Trajtim | EP me
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Qéllimet e terapisé jané: parandalimi i
rezidivimit té EP-sé dhe ulja e vdekshmérisé
pérmes trajtimit té pérshtatur sipas nivelit
té rrezikut. [2,3]

2. Qéllimi

Ky rishikim literature synon té vlerésojé
réndésiné dhe vlefshmériné e skemave té
vlerésimitté probabilitetit klinik dhe té testit
té D-dimerit né diagnostikimin fillestar
té embolisé pulmonare, né pérputhje me
udhézimet mé té fundit ndérkombétare, si
dhe té pajisé me algoritmet diagnostike.

3. Rishikim literature

3.1. Algoritmi diagnostik sipas Udhézuesit
ESC dhe ERS 2019

Algoritmi diagnostik sipas udhézuesit
ESC 2019 sugjeron gé te pacientét me
probabilitet klinik té& ulét/té ndérmjetém
pér EP dhe pa prani té jostabilitetit
hemodinamik, té béhet testi i D-dimerit.
Ndérsa, te pacientét me probabilitet klinik
té larté, si linjé e paré diagnostike pérdoret
CTPA.

Né rastet emergjente, te pacientét me
probabilitet té larté pér EP dhe instabilitet
hemodinamik, nése gjendja e pacientit
éshté e réndé dhe kérkon njé metodé
diagnostike  prané shtratit, atéheré
prania e njé disfunksioni té ventrikulit té
djathté me ndihmén e ekokardiografisé
transesofageale e konfirmon diagnozén
dhe duhet té fillohet menjéheré me terapi
stabilizuese. Pas stabilizimit té gjendjes,

Tabela 2. Geneva-Rule

duhet kérkuar konfirmimi i diagnozés me
CTPA.[9-12]

3.2. Diagnostika imazherike
Shenjat e TTE té embolisé pulmonare akute:

-Dilatim i barkushes sé djathté (RV) me
raport bazal RV/LV > 1.0 dhe shenja e
McConnell (hipokinezi e murit t&¢ mesém
lateral me ruajtje té kontraktilitetit né
majé).

-Shtypje (rrafshim) e septumit
ndérventrikular (formé “D” e barkushes sé
majté).

-Dilatim i venés kava inferiore (IVC) me ulje
té kolapsit gjaté frymémarrjes.

Shenja “60/60": Bashkéekzistenca e kohés
sé pérshpejtimit té ejeksionit pulmonar
(AcT) < 60 ms dhe prania e njé “gropéze”
mes-sistolike, me gradient sistolik maksimal
né valvulén trikuspide < 60 mmHg.

-Prani e njé trombi lévizés né zemrén e
djathté (RiHTh) - e zbuluar né kavitetet té
zemrés sé djathté.

Radiografia

Ndryshimet né radiografi pér EP jané
jospecifike dhe kjo imazheri pérdoret
kryesisht pér té eliminuar shkage té
tjera té sémundjeve torakale gé mund
té manifestohen me dhimbje gjoksi dhe
dispne. [2,3]

Ekokardiografia (EKG)

Ndryshimet né EKG vijné si rezultat i

Piket
Geneva Rule
Wersioni ongjnal “ersioni i thjeshiSsuvar
Embol pulmonare ose fromboz& venore e thelle a3 1
e meparshme
Ritrmi i zermrés
7594 bopom 3 1
295 k. 5 2
Operacion ose frakturg gjaté muajt t& fundit 2 1
Hemoptizi 2 1
Fancer aktiv 2 1
Dhimbje nganéshe e gjymiyrés s& poshime 3 1
Dhimikje _g]cl‘fé palpimit & venave & thella dhe 4 1
edemée njéanéshe
Mosha 85 vieg 1 1
Probabiliteti kinik
Tre nivels
lulet -3 0-1
| nd&rmijetsh&m 4-10 2-4
I laris =11 =5
D nivels
FE-gjasa t& wvoglafs pamundur o-5 0-2
FPE-ka gjasa t& jet& EP =6 =3
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sforcimit té ventrikulit té djathté, ndonése
shpesh ato mund té jené jospecifike edhe
pér njé emboli masive. Karakteristik éshté
tipi SI-Qlll ose S,5,S;. Pasqyrimi i EP-sé né
EKG mund té shfaget si ¢crregullim i pércimit
té ritmit (bllok komplet ose inkomplet
i ventrikulit té djathté) ose si ¢rregullim
i repolarizimit (ulje e segmentit ST dhe
rrafshim i valés T). Né EP akute mund té
hasim tahikardi sinusale (rreth 90%) dhe
njé valé P-dextroatriale. [13]

CTPA

CTPA paraget standardin e arté né
diagnostikimin e EP-sé. Sipas studimit
PIOPED Il (The Prospective Investigation on
Pulmonary Embolism Diagnosis), specifiteti
i CTPA éshté 96% dhe sensitiviteti 83%. [14]

3.3. Roli i probabilitetit klinik para
diagnostikés imazherike - Wells Rule &
Geneva Rule

Duke gené se simptomat pér njé EP jané
jospecifike, kérkimi pér njé EP te c¢do
pacient me dispne dhe dhimbje gjoksi
do té krijonte kosto shumé té larta,
efekte anésore té testeve diagnostike
dhe vonesé né vendosjen e diagnozés
né ményré efektive. Pér té shmangur
kété problematiké, si dhe pérdorimin e
metodave diagnostike imazherike si CTPA,
bashké me efektet anésore dhe rreziget
pérkatése, jané béré pérpjekje pér té arritur
njé vlerésim klinik té probabilitetit pér njé
EP pérpara se té pérdoren testet e tjera
diagnostike.
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Pér kété qgéllim pérdoret vlerésimi i
probabilitetit klinik. Ky vlerésim mund
té béhet me gjykim klinik, zakonisht
me ndihmén e EKG-sé dhe radiografisé,
ose mund té shfrytézohen vlerésimet e
standardizuara té probabilitetit klinik para-
test. Mé té pranuarat gjerésisht jané Geneva
Score dhe Wells Score, té cilat pérdorin njé
kombinim té simptomave dhe shenjave
klinike, faktoréve predispozues, moshés, si
dhe historisé paraprake.

Kéto teste kategorizojné rastet me dyshim
pér EP né dy ményra:

-Probabiliteti me tri nivele - pacient me
probabilitet té ulét, mesatar dhe té larté
pér EP.

-Probabiliteti me dy nivele - pacient me
gjasé pér EP dhe pacient pa gjasé pér EP.

Ky lloj vlerésimi, né shumé studime, ka
treguar rezultate mjaft té mira. Sipas
algoritmit diagnostik, te pacientét me
probabilitet té ulét dhe té& mesém, né vijim
pércaktohet niveli i D-dimerit si linjé e paré
diagnostike, ndérsa CTPA éshté linjé e dyté.
[3,16]

Pavarésisht se cila metodé vlerésuese
e probabilitetit éshté pérdorur, éshté e
pritshme qé rreth 10% e pacientéve nga
kategoria me probabilitet té ulét, 30% nga
kategoria me probabilitet mesatar dhe 65%
nga kategoria me probabilitet té larté té
konfirmohen me EP. [15]

D-dimeri dhe vlerésimi i probabilitetit

Tabela 3. Wells Rule

klinik funksionojné krahas njéri-tjetrit pér
njé gasje mé efektive diagnostike, dhe
rrjedhimisht edhe terapeutike. Né bazé té
Wells dhe Geneva Scores, njé probabilitet i
ulét me njé D-dimer <1000 ng/mL, ose njé
probabilitet i ndérmjetém me njé D-dimer
<500 ng/mL, tregon pér njé PE pak té
mundshme; né té kundértén, tregon pér
njé PE té mundshme. [3,16]

Né njé meta-analizé té fundit qé vlerésoi
strategjité diagnostike gé kombinonin
vlerésimin klinik té probabilitetit me
testimin e D-dimerit, sensitiviteti i Wells
Score né kombinim me D-dimerin e
rregulluar sipas probabilitetit para-test
(PTP) varionte nga 93.25% deri né 97.11%,
ndérsa specifiteti varionte nga 39.50% deri
né 67.40%. Geneva Score né kombinim me
D-dimerin kishte njé sensitivitet prej 94.2%
deri né 95.7% dhe specifitet prej 37.3% deri
né 54.5%. [16]

3.4. Relevanca e D-dimerit

D-dimeri éshté nénprodukt i fibrinés, i
cili formohet pas shpérbérjes sé fibrinés
nga plazmina dhe paraget njé marker té
koagulimit dhe fibrinolizés. Kur ndodh
njé démtim i enés sé gjakut, trombina e
shndérron fibrinogjenin né fibriné. Fibrina
krijon rrjetén e saj, e cila e stabilizon
mpiksjen. Kur njé mpiksje nuk éshté
mé e nevojshme, plazmina e shpérbén
rrjetén e fibrinés, duke krijuar fragmente
té shpérbérjes sé fibrinés, té cilat quhen
D-dimer.

Véllimi 5

Né kushte normale, trupi ruan ekuilibrin
mes formimit dhe shpérbérjes sé
mpiksjeve, cka e mbron nga gjakderdhja
e tepért. D-dimeri ka njé gjysmé jete prej
6-8 orésh dhe eliminohet nga veshkat dhe
sistemi retikuloendotelial. [17]

Testi i D-dimerit ka sensitivitet té larté, por
specifitet té ulét, duke rezultuar né vleré
parashikuese negative té larté. Prandaj,
vlerat normale té D-dimerit né plazmé
shérbejné pér té pérjashtuar njé EP ose
TVT si t& mundshme. Né anén tjetér, vlera
parashikuese pozitive é&shté e ulét, prandaj
rritja e nivelit té tij né plazmé nuk pérdoret
pér konfirmimin e diagnozés sé EP apo
TVT. [17] Sipas disa studimeve, te pacientét
me D-dimer negativ, té cilét nuk jané
trajtuar, pas 3 muajsh rreziku pér emboli ka
rezultuar <1%. [18]

Vleranormale e D-dimerit éshté nén 500 ng/
mL ose 0.50 pg/mL. D-dimeri pozitiv éshté
500 ng/mL ose mbi kété vleré dhe kérkon té
vazhdohet me diagnostikim imazherik me
CTPA ose skanimin e ventilimit/perfuzionit
(V/Q scan). Te pacientét me probabilitet té
larté klinik, nuk rekomandohet pércaktimi i
D-dimerit; né€ kéto raste duhet té vazhdohet
drejtpérdrejt me imazheri diagnostike. [17]

Testi imunosorbent sasior i lidhur me
enzimé (ELISA) ka njé sensitivitet diagnostik
mbi 95% dhe, sé bashku me probabilitetin
klinik, mund té pérjashtojé EP pa kryer teste
té tjera diagnostike né 30% té pacientéve.
(3]

Piket
Wells Ruls
Versioni ongjinal Versioni i thjeshi&suar

Emibol pulmonare ose frombozé venoze e 1.5 1
thellg & mé&parshme
Ritri izenwss 100 bopom. 1.5 1
Operacion ose imobilzim gjate muajt t& fundit 1.5 1
Hoemoptzi 1 1
Kancer akiiv 1 1
Shenja kinike pér TVT 3 1
Muk ka gjasa pér nj& diagnozs alternatfive 3 1
Probabiliteti kinik

Tre nivels -1 A
| ulet -6 A
| nd&rmijetshem =7 A
| larts

Oy nivele
PE-gjasa t& voglafe pamundur O-4 -1
FE-ka gjosa 1& jet& EF =5 =2
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Specifiteti i testit té D-dimerit ulet me mbi 10%
te pacientét mbi 80 vjec, duke cuar né rezultate
pozitive jo té sakta. [3]

Sipas Righini et al. (2014), pérdorimi i kufijve té
D-dimerit té rregulluar sipas moshés (i llogaritur
si mosha x 10 pg/L pér pacientét mbi 50 vjeg)
pérmiréson saktésiné diagnostike dhe rrit numrin
e pacientéve te té cilét EP mund té pérjashtohet
pa nevojé pér imazheri diagnostike, krahasuar
me vlerén fikse prej 500 pg/L.

Né grupin e pacientéve >75 vjeg, pérgindja e
atyre te té cilét EP u pérjashtua vetém me testin
e D-dimerit u rrit nga 6.4% né 29.7%, ndérkohé
gé shkalla e déshtimit mbeti shumé e ulét (0.3%)
gjaté ndjekjes tremujore. [19]

Limitet e D-dimerit jané specifiteti i ulét dhe
vlerat pozitive shpesh jo té sakta. Né rritjen
e vlerave té D-dimerit ndér té tjera ndikojné
shtatzénia, infeksionet, mosha e shtyré,
hospitalizimet e gjata, malinjitetet, ndérhyrjet
kirurgjikale, sémundjet e mélcisé€, kontraceptivét
oralé dhe sémundjet autoimune. [17]

4. Metodologjia

Ky punim éshté njé rishikim literature. Té dhénat
jané marré nga literatura mé e fundit dhe
bashkékohore, duke u bazuar né udhézuesit
ESC dhe ERS, si dhe né studime e metaanaliza té
réndésishme. Burimet jané listuar né kapitullin e
referencave dhe jané cituar né tekst.

5. Rezultate dhe diskutimi

Kombinimi i vlerésimit té probabilitetit klinik
para-test me testin e D-dimerit pérmiréson
ndjeshém saktésiné diagnostike, si dhe ul
nevojén pér imazheri té panevojshme né
diagnostikimin e embolisé pulmonare.

Testi i D-dimerit i bazuar né metodén ELISA ka
sensitivitet mbi 95% dhe vleré parashikuese
negative té larté, duke mundésuar pérjashtimin
e sigurt té& EP né rreth 30% té pacientéve me
probabilitet té ulét klinik.

Né studimin ADJUST-PE (Righini et al., 2014),
pérdorimi i kufirit té D-dimerit té rregulluar sipas
moshés (mosha x 10 pg/L) rriti pérjashtimin e
sigurt té EP te pacientét =75 vjec nga 6.4% né
29.7%, me shkallé déshtimi vetém 0.3%.

Kéto té dhéna konfirmojné se kombinimi i
vlerésimit klinik me D-dimerin té pérshtatur sipas
moshés pérmiréson ndjeshém diagnostikimin
fillestar dhe zvogélon pérdorimin e panevojshém
té imazherisé.

6. Pérfundimi

Embolia pulmonare mbetet njé urgjencé
mjekésore me potencial té larté letaliteti, ndaj
vendosja e shpejté dhe e sakté e diagnozés
éshté thelbésore pér uljen e vdekshmérisé dhe
komplikimeve.

Kombinimi i vlerésimit té probabilitetit klinik
para-test (sipas skemave té Wells dhe Geneva), sé
bashku me testin e D-dimerit, pérbén njé qasje
thelbésore pér optimizimin e diagnostikimit
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fillestar. Testi i D-dimerit kryhet te pacientét me
probabilitet klinik té ulét dhe té ndérmjetém,
ndérsa te pacientét me probabilitet té larté
nuk rekomandohet. Né kéto raste duhet
té procedohet drejtpérdrejt me imazheri
diagnostike si CTPA ose V/Q scan.

Integrimi i vlerésimit té probabilitetit klinik
me pérdorimin e D-dimerit té rregulluar sipas
moshés pérfagéson njé strategji té bazuar
né evidencé, gé rrit saktésiné diagnostike, ul
ekspozimin ndaj imazherisé sé panevojshme dhe
pérmiréson menaxhimin racional té pacientéve
me dyshim pér emboli pulmonare.

Referencat:
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KUJDESI EMERGJENT NE SEPSE DHE SHOK SEPTIK - NGA PROTOKOLLET TE
STRATEGIJITE AFATGJATA
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Abstrakti

Sepsa éshté njé shqgetésim global shéndetésor
dhe njé urgjencé mjekésore, e pércaktuar si
pérgjigje sistemike imunologjike e trupit ndaj njé
infeksioni i cili mund té ¢ojé né mosfunksionim
té réndé té organeve dhe vdekje. Ky kuptim ka
evoluar pjesérisht pér shkak té pérparimeve
né njohurité tona pér patofiziologjiné e saj.
Qéllimi i kétij rishikimi éshté té shqyrtojé
pérparimet e fundit né trajtimin e sepsés dhe
shokut septik. Prandaj, rishikuam literaturén
aktuale mbi sepsén, duke analizuar pérparimet
né pérkufizimet e saj, udhézimet e trajtimit dhe
strategjité e menaxhimit. Udhézimet aktuale
té Fushatés sé& Mbijetesés sé Sepsés (SSC)
rekomandojné trajtimin e hershém me Iéngje,
terapi té menjéhershme me antibiotik dhe
monitorimin e klirensit té laktatit.

Si pérfundim, inicimi i trajtimit fillestar éshté
njé komponent kritik i menaxhimit té sepsés
dhe shokut septik, duke ndikuar ndjeshém né
rezultatet e pacientéve. Ndérsa kuptimi yné
pér sepsén vazhdon té evoluojé, hulumtimet
dhe diskutimet e vazhdueshme rreth
kétyre udhézimeve mbeten thelbésore pér
pérmirésimin e protokolleve té trajtimit dhe
rritjen e kujdesit ndaj pacientit. Duke pasur
parasysh rolin vendimtar té pérgjigjes imune
né patofiziologjiné e sepsés, hulumtimet e
ardhshme mbi menaxhimin e sepsés ka té
ngjaré té pérgendrohen né mekanizmat anti-
inflamatoré.

Fjalét kyce: shoku septik, vazopresoré, sepsé,
terapi me antibiotik, vdekshméri.

Hyrje

Sepsa éshté njé sindromé kércénuese pér jetén
e karakterizuar nga njé pérgjigje jonormale
ndaj infeksionit, gé ¢con né mosfunksionim té

SIRS for SEPSIS

A body temperature > 38 "Cor < 36°C KA |
<A heart rate = 90 beats per minute

organeve. Edhe pse patofiziologjia themelore
e késaj gjendjeje klinike éshté kuptuar mé miré
me kalimin e viteve dhe jané béré pérparime
né monitorimin hemodinamik dhe masat e
ringjalljes, sepsa éshté ende njé nga shkaget
kryesore té vdekshmérisé dhe morbiditetit mes
pacientéve né gjendje kritike. (6)

Pérkufizimi formal i sepsés i referohet njé
procesi kompleks patofiziologjik né té cilin njé
patogjen shkakton njé pérgjigje fillestare té
ekzagjeruar imuno-inflamatore. Kjo pérgjigje
e shtuar con né aktivizimin ose supresionin e
shumé rrugéve biokimike, duke rezultuar né
¢rregullim té funksionit cirkulator dhe metabolik.
Klinikisht, sepsa zakonisht pércaktohet si prania
e infeksionit sé bashku me té paktén dy nga katér
kriteret e Sindromés sé Pérgjigjes Inflamatore
Sistemike (SIRS). Kur sepsa con né mosfunksionim
té organeve, ajo klasifikohet si sepsé e réndé.
Si rezultat i késaj pérgjigjeje té& vazhdueshme
té c¢rregulluar  éshté  pagéndrueshméria
hemodinamike pavarésisht trajtimit, e klasifikuar
né fund si “shoku septik’, i karakterizuar nga
kolaps i réndé cirkulator dhe oksigjenim i
démtuar i indeve. Prandaj, shoku septik mbetet
njé nga shkaget kryesore té vdekshmérisé né
mbaré botén. (2,8)

Studimi EPIC II i vitit 2009 mbi prevalencén e
infeksioneve né kujdesin intensiv né Evropé,
pércaktoi se infeksionet bakteriale gram-
negative jané shkaku mé i zakonshém i
sindromave té sepsés, me njé frekuencé prej
62%, té ndjekura nga infeksionet gram-pozitive
me 47%. Mikroorganizmat mé té shpeshté té
izoluar tek pacientét pérfshijné Staphylococcus
aureus (20%), Pseudomonas (20%) dhe
Escherichia coli (16%). Vendet mbizotéruese
té infeksionit pérfshijné rrugét e frymémarrjes
(42%), qarkullimin e gjakut (21%) dhe sistemin

Tachypnea, manifested by a respiratory | 3 2 or more SIRS criteria SEVE RE SEPS|S

rate greater than 20 breaths per minute, O

or hyperventilation, as indicated by a o

PaC02 of less than 32 mm Hg f;:i;:ﬁﬁf:]rce of 3epsis with SE PTI C SHOCK

An alteration in the white blood cell End Organ Damage [NLP]

count, e.g. > 12,000/cu mm or <4,000/cu ~Hypotension (58P <90) | Severe Sepsis with persistent ‘

mm, or > 10 percent immature Slactate > 4 | 4

neutrophils within a certain time window cate 24 mmo > Hypotension(5BP >90)

~2Documentation of End Organ Damage

CONTROL GROUP l CASE GROUP

[NLP]: Data extracted using natural language processing applied to provider notes (unstructured sources)

Figura 1. Evulimi nga SIRS tek shoku septik. (Burimi: Mdpi.com. [cited 2025 Oct 30]. Available from:

https://www.mdpi.com/2077-0383/10/2/301).
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gjenitourinar (10%). Megjithaté, bakteremia
gram-pozitive me Acinetobacter ose pneumonia
me Staphylococcus bart njé vdekshméri prej
40%, ndérsa pneumonia pseudomonale bart
vdekshmériné mé té larté me 70%. (9)

Rreziku i shokut septik rritet te pacientét me
sistem imunitar té dobésuar, té porsalindurit,
personat mbi moshén 65 vjeg, graté qé
jané shtatzéna, kané lindur ose kané pasur
ndérprerje té shtatzénisé ose abort spontan né
6 javét e fundit si dhe pérdoruesit e substancave
narkotike. (5)

Né njé studim qgé krahasoi pacientét e
diagnostikuar me sepsé té réndé ose shok septik
né grupet e té moshuarve dhe jo té moshuarve,
u zbulua se faktorét e rrezikut si pirja e duhanit,
pérdorimi i medikamenteve, hiperglikemia
dhe déshtimi i shuméfishté i organeve rritén
ndjeshém rrezikun e sepsés tek pacientét e
moshuar. Né té kundért, déshtimi kronik i
veshkave, tumoret hematologjike malinje dhe
leukopenia u identifikuan si faktor rreziku mé té
spikatur tek pacientét jo té moshuar. (6)

Shenjat klinike dhe mjetet e indetifikimit té
hershém té sepsés

Shenjat dhe simptomat e sepsés jané shumé
té ndryshueshme dhe njé diagnozé klinike
shpesh béhet para se té jené té disponueshme
rezultatet e kulturés. Historia e pacientit duhet
té pérgendrohet né simptomat, ndérhyrjet
kirurgjikale té kohéve té fundit, sémundjet
themelore, historiné e pérdorimit té antibiotikéve
té kohéve té fundit dhe udhétimet. (10)

Komponentét kryesor té ekzaminimit fizik
pérfshijné shenjat jetésore (p.sh., ethe, hipoksi,
hipotension), [ékurén (p.sh., furunkula ose

karbunkula, ulcera, celuliti, vendet intravenoze,
ekimoza ose petekie), sistemin pulmonar (p.sh.,
takipnea, hiperventilimi, kolla, hemoptizia, ronki
ose rale, egofoni), sistemin gastrointestinal
(p.sh., dhimbje barku, hipomotilitet i zorréve,
diarre), sistemin gjenitourinar (p.sh., ndjeshméri
suprapubike, ndjeshméri  kostovertebrale),
sistemin kardiovaskular (p.sh., takikardi, zhurmé)
dhe sistemin neurologjik (p.sh., gjendje mendore
e ndryshuar). (10)

Ethet jané manifestimi mé i zakonshém i sepsés.
Mungesa e etheve dhe hipotermisé sé shkaktuar
nga sepsa éshté mé e mundshme tek pacientét
né moshé ekstreme, pacientét e dobésuar,
pacientét me abuzim kronik me alkoolin dhe
pacientét me uremi. Hipotensioni éshté anomalia
kryesore né aférsisht 40% té pacientéve me
sepsé. Pacientét me imunitet té kompromentuar
dhe ata me neutropeni shpesh nuk kané njé
burim té dukshém infeksioni. (10)

Né Departamentin e Emergjencés jané zhvilluar
dhe testuar disa mjete shqyrtimi pér té& ndihmuar
né identifikimin e hershém té sepsés, duke
pérfshiré: Vlerésimin e Shpejté té Déshtimit
Sekuencial té Organeve (qSOFA), kriteret SIRS,
Rezultati Kombétar i Paralajmérimit t& Hershém
(NEWS) dhe Rezultatii ModifikuariParalajmérimit
té Hershém (MEWS).

Pér té diagnostikuar sepsén, duhet té
pérmbushen té paktén dy nga katér kriteret
SIRS. Megjithaté, pér shkak se SIRS mund té
shkaktohet nga njé séré shkaqgesh infektive
dhe jo-infektive, ai nuk éshté mjaftueshém i
ndjeshém dhe sigurisht jo specifik pér sepsén.
Prandaj, disa pacienté gé plotésojné kriteret SIRS
mund té mos kené sepsé dhe anasjelltas. Midis
kétyre, pérkufizimi Sepsis-3 prezantoi qSOFA

A patient with suspicious infection

SIRS
(=2 criteria)

f/ Temperature =X
(>38°C or <36°C)

Heart rate
(>90 beats/min)

WBC
(<4x10°/L or >12x10°/L or 210%)

Respiratory rate
Q:-Z‘D breaths/min, PaC0,<32 mm Hg},

$

“Sepsis”

qSOFA
(22 criteria)

Systolic blood pressure
(<100 mm Hg)

Respiration rate
(=222 breaths/min)

Altered mentation
(GCS<15)

¥

"Being likely to be septic”

¥

"Assess organ failure (SOFA score)”

Figura 2. Pérkufizimi i SIRS dhe gSOFA. SIRS-Sindroma e Pérgjigjes Inflamatore Sistemike; qSOFA - Vleré-
simi i Shpejté i Déshtimit Sekuencial té Organeve; WBC-qelizat e bardha té gjakut. (Burimi: Kim HI, Park S.
Sepsis: Early recognition and optimized treatment. Tuberc Respir Dis (Seoul) [Internet]. 2019;82(1):6-14.
Available from: http://dx.doi.org/10.4046/trd.2018.0041).
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si mjetin e preferuar té& shqyrtimit pér
zbulimin e hershém té sepsés. qSOFA éshté
njé version i thjeshtuar i rezultatit SOFA qé
pérfshin vetém tre variabla, dhe pacientét
me njé rezultat qSOFA prej =2 duhet té
merren né konsideraté pér mundésiné
e sepsés. Megjithaté, pérdorimi i qSOFA
éshté debatuar me udhézimet e SSC pér
vitin 2021 qé sugjerojné kundér pérdorimit
té tij ekskluziv dhe pérdorimin e SIRS, NEWS
ose MEWS. (2,11)

Provat klinike tregojné se pacientét me
pérkeqésim akut ose sepsé shfaqgin shenja
ose simptoma klinike disa oré para se
gjendja té pérkeqgésohet. Rezultatet e
paralajmérimit té hershém, té tilla si:
Rezultati i Modifikuar i Paralajmérimit té
Hershém (MEWS) ose Rezultati Kombétar
i Paralajmérimit té Hershém (NEWS), u
zhvilluan pér té shqgyrtuar pacientét me
rrezik té larté pérkeqésimi. (11)

Kujdesi emergjent dhe protokollet aktuale

Menaxhimi i hershém i sepsés dhe shokut
septik éshté thelbésor pér prognozén e
pacientéve. Meqgenése Departamenti i
Emergjencés éshté vendi ku ka té ngjaré
té ndodhé kontakti i paré mjekésor pér
pacientét me sepsé, mjekét e emergjencés
luajné njé rol thelbésor né fazat e hershme
té menaxhimit té pacientit. (1)

Prioriteti i paré né menaxhimin e hershém
té sepsés éshté stabilizmi i frymémarjes
dhe oksigjenimi i pacientit. Oksigjenimi
plotésues duhet té administrohet né
té gjithé pacientét me sepsé dhe shok
septik, me qéllim té ruajtjes sé saturimit
adekuat té oksigjenit né gjak. Ventilimi
mekanik rekomandohet né ato situata ku
oksigjeni plotésues nuk mund té sigurojé
oksigjenim té mjaftueshém, né rastet
kur déshtimi repsirator éshté afér ose
kur mbrojtja e rrugéve té frymémarjes
éshté e pamundur. Pas stabilizimit fillestar
té frymémarrjes, trajtimi pérbéhet nga
administrimi i |éngjeve intravenoze,

Supplemental oxygen = endotracheal
intubation and mechanical ventilation

v

Central venous and
arterial catheterization

& sedation, paralysis (if intubated), or both

Central venous pressure

8 to 12 mm Hg

Crystalloid or colloid
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Mean arterial pressure

< 65 mm Hg or
> 90 mm Hg
Vasoactive agents™
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Central venous oxygen saturation
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v

Transfusion of red blood
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*—J/f mean arterial pressure is < 65 mm Hg, give vasopressors to maintain pressure at
= 65 mm Hg, if mean arterial pressure is > 90 mm Hg, give vasodilators until pressure
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Figura 3. Nése presioni mesatar arterial éshté < 65 mmHg, jepni vazopresoré pér té mbajtur pre-
sionin mbi 65 mmHg. Nése presioni mesatar arterial éshté >90 mmHg, jepni vazodilatatoré deri-
sa presioni té bie nén 90 mmHg. (Burimi: Gauer RL. Early recognition and management of sepsis
in adults: the first six hours. Am Fam Physician [Internet]. 2013 [cited 2025 Oct 30];88(1):44-53.
Available from: https://www.aafp.org/pubs/afp/issues/2013/0701/p44.html).
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terapia me vazopresoré, identifikimi
dhe kontrolli i infeksionit, administrimi
i shpejté i antibiotikéve dhe terapia me
kortikosteroide. (10)

EGDT (Early goal-directed therapy), e
prezantuar fillimisht nga Rivers et al.
né njé prové historike té vitit 2001,
revolucionarizoi gasjen ndaj menaxhimit
té sepsés duke mbrojtur optimizimin
e hershém dhe agresiv hemodinamik.
Kjo gasje u pérgendrua né arritien e
objektivave specifike fiziologjike, duke
pérfshiré presionin mesatar arterial (MAP),
saturimin e oksigjenit venoz qendror
(ScvO2) dhe presionin venoz gendror
(CVP), brenda gjashté oréve té para té
ringjalljes. Nguyen et al.18 theksuan se
fillimi i hershém i EGDT coi né pérmirésimin
e normave té mbijetesés, njé koncept qé
formoi bazén e udhézimeve pasuese, té
tilla si ato té Fushatés sé Mbijetesés sé
Sepsés (SSC). (3,6)

Fushatae Mbijeteséssé Sepsés (SSC) kagené
instrument né standardizimin e kujdesit
ndaj sepsés né mbaré botén. Pérditésimi
i vitit 2018, i prezantuar nga Levy et al.,
theksoi nevojén pér ndérhyrje né kohé dhe
té orientuar drejt géllimit brenda oréve té
para té diagnozés sé sepsés. Kéto ndérhyrje
pérfshijné monitorimin e niveleve té
laktatit né serum, marrjen e kulturave té
gjakut, administrimin e antibiotikéve me
spektér té gjeré dhe sigurimin intravenoz
té kristaloideve pér té siguruar perfuzion
té pérshtatshém té indeve tek pacientét
hipotensivé. Kéto ndérhyrje, té referuara
kolektivisht si paketat 3-oréshe dhe
6-oréshe, kané treguar se pérmirésojné
rezultatet e pacientéve duke minimizuar
kohén deri né trajtimin pérfundimtar tek
pacientét me sepsé. (6)

Trajtimi me léngje intravenoze &shté
njé gurthemel i trajtimit fillestar pér
sepsén. Udhézimet e SSC rekomandojné
administrimin e 30 mlL/kg kristaloideve
intravenoze brenda tre oréve té para pér
pacientét me hipotension ose njé nivel
laktat >4 mmol/L. Objektivi éshté té
rivendoset perfuzioni adekuat i indeve dhe
shpérndarja e oksigjenit, duke parandaluar
késhtu mosfunksionimin e métejshém té
organeve. Megjithése studimet theksojné
réndésiné e ringjallies me |éngje, duke
treguar se administrimi i hershém dhe

adekuat i léngjeve shogérohet me
mbijetesé té pérmirésuar, udhézimet
gjithashtu paralajmérojné kundér

pérdorimit té tepért té Iéngjeve, i cili mund
té ¢ojé né mbingarkesé me |éngje dhe rritje
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té morbiditetit, vecanérisht tek pacientét
me gjendje t& méparshme kardiake ose
renale. Si tretésirat kristaloide ashtu edhe
ato koloide luajné njé rol gendror né
menaxhimin e sepsés dhe shokut septik.
6,7)

Terapia empirike me antibiotik me spektér
té gjeré ka rol ky¢ né menaxhimin e sepsés
sé réndé dhe shokut septik. Udhézimet
e SSC rekomandojné administrimin
antimikrobik bazuar né faktoré té tillé si:
vlerésimi klinik i procesit t¢ mundshém
infektiv, dyshimi pér stafilokokun aureus
rezistent ndaj meticilinés (MRSA) ose
organizmat rezistent ndaj shumé barnave
(MDR), dhe burimet e mundshme virale
ose kérpudhore. Mbulimi me spektér té
gjeré duhet té fillojé brenda njé ore nga
njohja e shokut septik, ose brenda tre
oréve nése sepsa éshté e pranishme pa
shok. Hulumtimi nga Ferrer et al. zbuloi
se ¢do oré vonesé né administrimin e
antibiotikéve gjaté sepsés sé réndé dhe
shokut septik shogérohej me njé rritje té
konsiderueshme té vdekshmérisé. (2)

Sipas pérkufizimeve té Sepsis-3, pacientét
me shok septik mund té identifikohen
klinikisht nga nevoja pér medikamente
vazoaktive. Né kété drejtim, si udhézimet e
SSC té vitit 2016 ashtu edhe paketa e SSC
e vitit 2018 rekomandojné administrimin
e hershém té vazopresoréve tek pacientét
me septiké hipotensiv pér té rikthyer tonin
arterial té démtuar réndé. Norepinefrina
(NE) rekomandohet si agjenti vazoaktiv i
linjés sé paré né menaxhimin e pacientéve
me shok septik.Veprimiisajvazokonstriktor
ushtrohet  népérmjet  stimulimit  té
receptoréve al-adrenergjik, me pak ndikim
né ritmin e zemrés. (1,4)

Epinefrina éshté njé tjetér vazopresor i
linjés sé dyté i rekomanduar nga SSC e vitit
2016, pérdorimi i té cilit duhet té merret
né konsideraté né rast t& mosfunksionimit
té njékohshém kardiak. Dopamina, e
cila ishte rekomanduar nga udhézimet
e méparshme, nuk duhet té pérdoret
né menaxhimin e pacientéve septiké as
si vazopresor dhe as né doza té uléta, si
agjent mbrojtés i veshkave. Eshté treguar
se pérdorimi i saj shogérohet me njé
rrezik né rritje té aritmive kardiake dhe
vdekshmérisé, krahasuar me NE. Aktualisht,
pérdorimi i saj rekomandohet vetém né
rast té bradikardisé. (1)

Njé tjetér fushé polemike né menaxhimin e
sepsés éshté pérdorimi i kortikosteroideve,
vecanérisht tek pacientét gé kérkojné
mbéshtetje me vazopresoré. Njé regjim i
pérdorur zakonisht éshté hidrokortizoni,
me njé dozé tipike prej 200 mg/dité, i
administruar ose si 50 mg ¢do 6 oré ose
népérmjet infuzionit t& vazhdueshém. Ky
regjim éshté pérgjithésisht i rezervuar pér
pacientét tek té cilét vazopresorét mbeten
té nevojshém pavarésisht ringjalljes
adekuate té véllimit. (2)

Metodologjia

Ky punim éshté béré pérmes grumbullimit
dhe rishikimit té literaturés ekzistuese
shkencore mbi sepsén dhe shokun septik.
Jané analizuar njé numér i gjeré i artikujve
kérkimoré, pérmbledhje sistematike dhe
udhézime klinike té publikuara né databaza
ndérkombétare si: ScienceDirect, Google
Scholar dhe PubMed.

Kéto materiale jané zgjedhur me kujdes
maksimal né bazé té besueshmérisé dhe
aktualitetit té€ tyre né diagnostikimin,

Chain for Sepsis Resuscitation

Reassessment of objectives

Detection Norepinephrine
[lﬂmg,{SG(cJ
Source 02 and and
Organ Failure /' Source Control Crystalloids Monitoring ICU requirement
Lactate .
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Culture (30 mi/kg MAP > 65
Antibiotic < 1h if MAP < 65 or Normovolemia
Drainage < 12h shock index >1) Urine output
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Figura 4. Zinxhir pér ringjalljen e sepsés, i cili pérmbledhé algoritmin klinik pér menaxhimin
fillestar té pacientéve septiké. ICU - Njésia e Kujdesit Intensiv; MAP - Presioni Mesatar Arte-
rial. (Burimi: Mdpi.com. [cited 2025 Oct 30]. Available from: https://www.mdpi.com/2076-

3271/6/4/91).
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trajtimin dhe menaxhimin adekatuat té
sepsés dhe shokut septik.

Rezultatet dhe pérfundimet

Si  pérfundim, diagnoza e hershme,
kontrolli i burimit, terapia e pérshtatshme
antimikrobike dhe ringjallja fillestare jané
komponentét thelbésor té menaxhimit té
sepsés dhe shokut septik, duke ndikuar
ndjeshém né rezultatet e pacientéve.
Trajtimi i shpejté me Iéngje, kryesisht me
kristaloide, éshté thelbésor pér rivendosjen
e perfuzionit adekuat té indeve dhe
parandalimin e  mosfunksionimit  té
organeve. Ndérsa vazopresorét luajné njé
rol kyc né menaxhimin e hipotensionit té
vazhdueshém, pérdorimi i tyre duhet té
udhéhiget nga monitorimi i kujdesshém
hemodinamik.Filliminé kohéiantibiotikéve
me spektér té gjeré éshté po aq kritik né
pérmirésimin e shkallés sé mbijetesés dhe
nénvizon réndésiné e adresimit té burimit
té infeksionit.

Pér mé tepér, udhézimet e fundit té
propozuara nga IDSA30 kané ngjallur debat
brenda komunitetit mjekésor, vecanérisht
né lidhje me rekomandimet pér pérdorimin
e antibiotikéve dhe kohézgjatjen e trajtimit.
Kundérshtimet e IDSA theksojné nevojén
pér njé qasje té ekuilibruar ndaj terapisé
antimikrobike dhe trajtimit me Iéngje,
duke synuar optimizimin e rezultateve
té pacientéve. Ndérsa kuptimi yné i
sepsés vazhdon té evoluojé, hulumtimet
dhe diskutimet e vazhdueshme rreth
kétyre udhézimeve jané thelbésore pér
pérmirésimin e protokolleve té trajtimit dhe
rritjen e kujdesit ndaj pacientit. Né fund té
fundit, vendosja e udhézimeve bazuar né
prova me cilési té larté dhe miratimi i njé
gasjeje shuméplanéshe ndaj ringjalljes do
té pérmirésojé shanset e mbijetesés pér
pacientét qé pérballen me kété gjendje
komplekse dhe kércénuese pér jetén.

Shoku septik éshté njé sémundje serioze
dhe, pavarésisht té gjitha pérparimeve né
mjekési, ai ende bart vdekshméri té larté,
e cila mund té kalojé 40%. Vdekshméria
varet nga shumé faktor, duke pérfshiré
llojin e organizmit, ndjeshmériné ndaj
antibiotikéve, numrin e organeve té prekura
dhe moshén e pacientit. Sa mé shumé
faktor qé pérputhen me SIRS, ag mé e larté
éshté vdekshméria. Té dhénat sugjerojné se
takipnea dhe gjendja e ndryshuar mendore
jané predikues té rezultateve té dobéta. Sé
fundmi, pérdorimi i zgjatur i inotropeve pér
té ruajtur presionin e gjakut shogérohet
gjithashtu me rezultate té pafavorshme.
Edhe ata gé mbijetojné mbeten me deficite
té réndésishme funksionale dhe njohése.
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Qé nga léshimi i udhézimeve té fundit té SSC,
njé numér studimesh kané ofruar informacione
té reja mbi patofiziologjiné dhe trajtimin e
shokut septik. Pavarésisht késaj njohurie né rritje,
menaxhimi i shokut septik mbetet njé detyré
sfiduese pér mjekét e emergjencés, té cilét duhet
té merren me zbulimin fillestar té gjendjes dhe
fazat e hershme té trajtimit. Prandaj, éshté me
réndési té madhe qé mjekét e emergjencés té
jené té vetédijshém pér pérparimet e fundit né

menaxhimin e pacientéve me sepsé.

Né pérgjithési, ne besojmé se njé qasje
sistematike qé pérbéhet nga zbulimiikoordinuar
i pacientéve me sepsé dhe trajtimi i hershém
mund té zvogélojé ndjeshém vdekshmériné e
pacientéve me sepsé. Pér té optimizuar mé tej
menaxhimin e sémundjes, mjeku i emergjencés
duhet té administrojé trajtimin duke marré
parasysh karakteristikat e pacientéve.

Tabela 1. Rekomandimet e trajtimit 3-orésh dhe 6-orésh i prezentuar nga Levy et al. (Burimi: Demir O.
Sepsis: An overview of current therapies and future research. J Clin Pract Res [Internet]. 2025;47(2):99-
110. Available from: https://jcpres.com/storage/upload/pdfs/1742817107-en.pdf).

3-hour resuscitation bundle

6-hour septic shock bundle

1. Measure initial serum lactate levels

2. Obtain blood cultures before administering antibiotics.
3. Administer broad-spectrum antibiotics.

4. Administer 30 mlkg of crystalloids for hypotension or

lactate 24 mmal/L.

1. Administer vasopressors to maintain mean arterial
pressure (MAP) 265 mmHg in patients with hypatension
unresponsive to initialfluid resuscitation.

1. If persistent hypatensian despite flid resuscitation (septic
shock) or lactate 24 mmol/L, measure central venous

pressure (CVP) and central venous oxygen saturation (Scv0).

MAP: Mean arterial pressure; v Venous axygen saturation, CVP. Centra venous pressure

Tabela 2. Rekomandimet mbi terapiné empirike antimikrobiale pér pacientét me sepsé. (Burimi: Gauer
RL. Early recognition and management of sepsis in adults: the first six hours. Am Fam Physician [Internet].
2013 [cited 2025 Oct 30];88(1):44-53. Available from: https://www.aafp.org/pubs/afp/issues/2013/0701/

p44.html).

Sepsis source

Recommended regimen

Comments

Community-acquired
preumaonia

Intra-abdominal or
pelvic infection

Meningitis

Skin and soft tissue
infection or
necrotizing infection

Urinary tract infection

Unknown infection

Vancomycin,* 1 g every 12 hours;
levofloxacin (Levaquin),f 750 mg
every 24 hours; and ceftriaxone
{Rocephin), 2 g every 24 hours

Piperacillin/tazobactam {Zosyn),1 459
every eight hours, and gentamicin &
7 mg per kg every 24 hours

Vancornycin, 1 g every 12 hours, and
ceftriaxone, 2 g every 12 hours {and
ampicillin, 2 g every four hours, if
immunocompromised or older than
50 years), after intravenous
dexamethasane, 10 mg every six hours

Vancomycin,|| 1 g every 12 hours;
piperacillindtazobactam, i 4.5 g every
eight hours; and clindamycin,|
900 mig every eight hours

Piperacillin/tazobactam, 4.5 g every
gight hours, and gentamicin, 7 mg
per kg every 24 hours

Vancomycin,* 1 g every 12 hours,
levofloxacin,§ 750 mg every 24 hours;
and ceftriaxone,§ 2 g every 24 hours

Evaluate pleural fluid and drain empyema if present;
echocardingraphy is needed if endocarditis with septic emboali is
suspected (i.e., in intravenous drug users)

Obtain consultation for surgical exploration or, if indicated,
imaging to identify infection source and potential for
percutaneous or open drainage

Administer acyclovir (Zovirax; 10 mg per kg every eight hours) if
herpes encephalitis is suspected (e.g., altered mental status, focal
neurologic abnormalities)

For suspected necrotizing infections, obtain surgical consultation
for tissue debridement as soon as possible

Complicated infections may be caused by Enterococcus species,
Pspudomonas aerugingsa, or Staphylococcus aureus (non-
nitrite praducers), far which piperacillin/tazobactam and
aminaglycoside are preferred

If nitrite praduction or Gram stain suggest Enterobacteriaceae
infection, can substitute fluoroquinclones or advanced-generation
cephalosporins for gentamicin

Perform imaging to rule out obstruction as soon as possible

Search for a source of infection with physical examination, chest
radiography, bedside ultrasonography, and urinalysis; consider
abdominal or pelvic computed tomography if no source is found

Referencat:

Véllimi 5
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Abstrakt

Atrofia Muskulore Spinale (SMA) éshté njé
sémundje gjenetike progresive e shkaktuar nga
mutacionet ose delecionet né gjenin SMNT,
gé ¢ojné né mungesén e proteinés SMN dhe
démtimin progresiv té neuroneve motorike.
Trajtimi inovativ. me Evrysdi (risdiplam) ka
treguar pérfitime klinike té géndrueshme né té
gjitha format e SMA-sé&, vecanérisht kur terapia
fillohet né fazat e hershme té sémundjes.
Evrysdi, si njé terapi orale gé rrit prodhimin
e proteinés SMN dhe mund té administrohet
né shtépi, ka demonstruar efekte afatgjata
pozitive né pacientét nga té gjitha grupmoshat.
Diagnostikimi i hershém, vecanérisht né
fazén presimptomatike, éshté thelbésor pér
maksimizimin e pérfitimeve terapeutike. Pér
té adresuar sfidat e vonesave né diagnostikim
dhe pér t& mundésuar ndérhyrje té shpejta,
éshté e domosdoshme rritja e ndérgjegjésimit
pér shenjat dhe simptomat klinike t& SMA-sé,
si dhe futja e skriningut neonatal. Kjo gasje do
té lehtésojé zbulimin e hershém té pacientéve
dhe fillimin e menjéhershém té trajtimit,
duke maksimizuar benefitin e terapisé dhe
pérmirésuar ndjeshém cilésiné e jetés dhe
prognozén e pacientéve.

Hyrje

Atrofia Muskulore Spinale (SMA) é&shté njé
sémundje gjenetike autosomale recesive dhe
progresive qé prek sistemin nervor motorik
(1). Ajo shkaktohet nga mutacione bi-allelike
né gjenin SMN1, té cilat ¢cojné né mungesén e
proteinés SMN (eng. survival motor neuron),
e domosdoshme pér mbijetesén e neuroneve
motorike né palcén kurrizore dhe trungun
trunor (2) (3). Mungesa e késaj proteine shkakton
degjenerim té neuroneve motorike, i cili
manifestohet klinikisht me dobési progresive
muskulore, atrofi dhe, né format mé té rénda, me
paralizé, véshtirési né gélltitie dhe frymémarrje,
skoliozé dhe mund té cojé deri né vdekje (3) (4).

Simptomat dhe shenjat klinike té SMA-sé
ndryshojné né varési té ashpérsisé sé sémundjes

dhe moshés sé fillimit, por zakonisht pérfshijné
dobési té muskujve té qgafés, kémbéve dhe
trupit, humbje té tonusit muskulor, reflekse té
dobésuara ose mungesé refleksi, probleme me
kontrollin e kokés, ¢rregullime té frymémarrjes
dhe né disa raste kontraktura (ngurtésim i nyjeve)
(2). Né forma mé té avancuara, pacientét mund
té pérjetojné edhe véshtirési né gélltitie dhe té
zhvillojné deformime té shtyllés kurrizore. (1) (2)

Prevalenca globale e SMA-sé vlerésohet té jeté
rreth 1-2 raste pér 100,000 persona, me njé
incidencé prej rreth 1 né 11,000 lindje té gjalla
(5), ku tipi | pérbén rreth 60% té rasteve (6). Né
Kosové, incidenca éshté 1-2 raste né vit (7) (8),
megjithaté té dhénat epidemiologjike botérore
shpesh jané té vjetruara dhe té kufizuara, gjé gé
e véshtiréson vlerésimin e sakté té pérhapjes sé
sémundjes dhe planifikimin afatgjaté té kujdesit
(4).

Klinikisht, SMA ndahet né disa néntipe né
varési té moshés sé fillimit dhe ashpérsisé sé
simptomave. Tipi 0 éshté forma mé e réndé
dhe manifestohet para lindjes me Iévizshméri
té kufizuar dhe nevojé pér ventilim mekanik gé
né lindje. Tipi |, i njohur si Werdnig-Hoffmann,
shfaget né muajt e paré té jetés dhe éshté
zakonisht fatal pér pacientét e pa trajtuar, duke
u shogéruar me dobési té réndé muskulore,
paaftési pér té mbajtur kokén, si dhe probleme
serioze me frymémarrjen dhe gélltitjen (5). Tipi Il
shfaget mé voné né fémijéri, pas 6 muajsh, dhe
karakterizohet nga dobési gqé kufizon ecjen (5).
Tipi Ill, i njohur si Kugelberg-Welander, ka njé
fillim mé té vonshém dhe pérfshin individé gé
mund té ecin, por dobésia motorike pérparon
me kalimin e kohés. Nga ana tjetér, Tipi IV éshté
forma mé e lehté, me fillim né moshé madhore
dhe jetégjatési normale (5).

Pérve¢  dobésisé  muskulore,  pacientét
pérballen shpesh me komplikime ortopedike, si
deformime té shtyllés kurrizore dhe kontraktura,
probleme respiratore pér shkak té dobésisé sé
muskujve té frymémarrjes, si dhe komplikime
gastrointestinale gé ndikojné né gjendjen

* Fillimi: Prenatal’

()

w « Fillimi: 0-6 muaj'-? <18 muaj? >18 muaj'2 « Fillimi: 10-30 vjet®
w é * Pritshméri e shkurtér * Ata qé nuk mund t& (mundtju  * Ata qé ecin’
: - Jetese (zakonisht <1 ulen’ nevojitet asistence)’ _ Aftésia pér & ecur
22 mua) + Pritshméri e ulét Mund t& humbin mund t& ndikohet mé
g:g jetese(<2 viet)2 (prognoza aftésiné e ecjen gjaté voné
o % varet nga pérfshirja kohést * Pritshméri normale t&
5 respiratore)? jetesés!
I

Figura 1. Tipet e SMA-sg, shenjat dhe simptomat (Burimi: https://doi.org/10.1016/j.ncl.2015.07.004)
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nutricionale. Kéto komplikime sé bashku
kontribuojné né reduktimin e jetégjatésisé sé
pacientéve, sidomos né format mé té rénda té
sémundjes (2).

Suksesi dhe pérfitimi maksimal i trajtimit varet
kryesisht nga fillimi i hershém i tij, pérpara
se té ndodhé humbja e pakthyeshme e
neuroneve motorike (6). Kjo éshté vecanérisht
e réndésishme te foshnjat me tipi | dhe II, ku
humbja e neuroneve ndodh shumé shpejt, duke
béré gé ndérhyrja e hershme té jeté kritike pér
pérmirésimin e rezultateve klinike.

Té dhénat klinike nga Kosova
Té dhénat pediatrike

Momentalisht né Kosové jané identifikuar
gjithsej 11 pacienté pediatrik me SMA, me moshé
té diagnostikimit gé varion nga 2 muaj deri né
12 vjeg. Gjinia éshté e shpérndaré né ményré
té barabarté, me 5 meshkuj dhe 6 femra.(7) Té
gjithé pacientét jané homozigoté pér delecionin
e gjenit SMN1. Sa i pérket numrit té kopjeve té
gjenit SMN2, té cilat ndikojné né ashpérsiné e
sémundjes, 9 pacienté kané 3 deri né 4 kopje té
SMN2, ndérsa dy pacienté kané nga 2 kopje. (7)
Tipet mé té shpeshta té diagnostikuara né kété
grup éshté SMA tipi Il dhe Ill. Né té kaluarén
ka pasur mé shumé raste me SMA tipi | mirépo,
né mungesé té terapisé, pacientét ose kané
ndérruar jeté, ose familjet e tyre kané migruar
pér té siguruar trajtimin (7)

Té dhénat pér té rriturit

Momentalisht né grupin e pacientéve té rritur
jané diagnostikuar 5 individé, té gjithé meshkuj,
me moshé nga 33 deri né 52 vjec (8). Edhe kéta
pacienté jané homozigoté pér delecionin e
SMNT1, ku 4 prej tyre kané nga 3 kopje t& SMN2,
ndérsa njé pacient ka 4 kopje t& SMN2 (8). Né
shumicén e rasteve, diagnoza éshté vendosur
né moshé té rritur, madje né disa raste deri né
moshén 50 vjeg, duke sugjeruar se kéta persona
kané forma mé té lehta té sémundjes qé nuk jané

Trajektor|a natyrale e historles sé sémundjes

Grupi kontrolli
shéndetshém

Funksioni motorik

Tipi 1

Infantiliteti Fémijéria Adoleshenca Mosha e rritur

identifikuar né kohé (8).

Evrysdi (Risdiplam): Trajtimi i vetém i regjistruar
pér SMA né Kosové me efikasitet dhe siguri té
déshmuar, i cili administrohet né ményré orale
né shtépi

Evrysdi éshté njé modifikues i bashkimit té pre-
MARN-sé sé gjenit pér mbijetesén e neuronit
motorik 2 (SMN2), i dizajnuar pér trajtimin e
atrofisé muskulore spinale (SMA) gé shkaktohet
nga mutacionet né gjenin SMN1 né kromozomin
5q, té cilat cojné né mungesén e proteinés SMN.
Mungesa e proteinés funksionale SMN lidhet
drejtpérdrejt me patofiziologjiné e SMA-sé, gé
pérfshin humbjen progresive té neuroneve
motorike dhe dobésiné muskulore (9).

Evrysdi vepron duke korrigjuar bashkimin e
SMN2, duke ndryshuar ekuilibrin nga pérjashtimi
i ekzonit 7 né pérfshirjen e tij né transkriptin
e mRNA-sé. Kjo con né rritjen e prodhimit té
proteinés funksionale dhe té géndrueshme SMN.
Né kété ményré, Evrysdi trajton SMA-né duke
rritur dhe ruajtur nivelet e proteinés funksionale
SMN né organizém (9).

Njé nga avantazhet kryesore té Evrysdi éshté se
éshté njé molekulé e vogél qé kalon barrierén
gjak-tru, duke lejuar rritjen e nivelit té proteinés
SMN me mé shumé se dyfish brenda 4 javéve
nga fillimi i trajtimit. Ky efekt ruhet deri né
ményré té vazhdueshme, pa shenja té zbehjes
sé tij me kalimin e kohés. Rritja e proteinés SMN
éshté matur né gjak dhe pérfagéson njé tregues
té drejtpérdrejté té pérgjigjes biologjike ndaj
trajtimit (9) (10).

Efikasiteti afatgjaté i Evrysdi dhe siguria e tij éshté
dokumentuar né studime klinike ndérkombétare
dhe studime nga praktika klinike duke u béré i
aplikueshém pér té gjitha grupmoshat, duke
pérfshiré infantét, fémijét, adoleshentét dhe té
rriturit (9) (10) (11) (12) (13). Deri mé sot, mbi
21,000 pacienté né mbaré botén jané trajtuar
me Evrysdi, pérfshiré 12 pacienté né Kosové, dhe
rezultatet kané treguar pérfitime afatgjata dhe té

Trajektor]a hipotetike e sémundjes né varési t&é kohés sé fillimit
té trajtimit’

Grupi kentrolli
shendetsheém

Pérgjigja terapeutike varet nga koha e

administrimit 18 medkamentit dhe nga

shkalla e degjenerimit t& neurcneve
motorike qé ekziston mé paré

Funksieni metorik

SMA

Infantiliteti Fémijéria Adoleshenca Mosha e rritur

Figura 2. Trajektorja e sémundjes sé SMA pérmirésohet me fillimin né kohé té trajtimit. Nése trajtimi fil-
lohet herét dhe degjenerimi i neuroneve motorike nuk éshté i gjerg, trajtimet e disponueshme mund té
ndryshojné rrjedhén natyrale té SMA-sé. (Burimi: https://doi.org/10.1038/s41431-019-0415-4)
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géndrueshme né spektrin e gjeré té formave té
SMA-sé (7) (8) (14).

Né studimin klinik RAINBOWFISH, té gjithé
infantét asimptomatiké me 2 kopje té SMN2 té
trajtuar me Evrysdi arritén té uleshin pa ndihmé,
ndérsa 60% e tyre mundén té ngriteshin dhe té
ecnin (10). Ndérsa 100% e infantéve me tri apo
mé shumé kopje t&€ SMN2 arritén té ngriteshin
dhe 92% prej tyre té ecnin(10).

Né studimin FIREFISH, 62% e fémijéve me tipi
1 SMA arritén té uleshin pa ndihmé gjaté njé
periudhe vézhgimi prej mbi 5 vjetésh (11). Duke
pasur parasysh natyrén e réndé té tipit 1, 91% e
kétyre fémijéve ishin gjallé pas 5 viteve trajtim
(11).

Né studimin SUNFISH, fémijét, adoleshentét
dhe té rriturit me SMA (typi Il dhe Ill) me fillim té
vonuar gé morén Evrysdi pér mé shumé se 5 vjet
shfagén pérmirésim dhe stabilitet té funksioneve
motorike, duke i ndihmuar ata té pérmirésojné
dhe té mbajné pavarésiné (12).

Po ashtu, tek infantét presimptomatiké me SMA,
trajtimi me Evrysdi pér dy vjet ka rezultuar né
aftési normale pér té gélltitur dhe ushqyer, si
dhe zhvillim normal té té folurit (13). Né studimin
FIREFISH, 96% e fémijéve me tipi 1 té trajtuar me
Evrysdi pér mé shumé se 5 vjet patén aftési té
gélltitjes pa pengesa(11) .

Pérmirésime té dukshme né funksionin bulbar
jané vérejtur gjithashtu te personat me SMA té
trajtuar me Evrysdi edhe né studime reale nga
praktika klinike (10) (11) (12) (13). Né aspektin
e sigurisé, Evrysdi éshté treguar miré i toleruar
né té gjitha grupmoshat, pa raporte pér efekte
anésore té rénda gé do té kérkonin ndérprerje
té trajtimit (9) (10) (11) (12) (13). Pé&r mé tepér
solucioni oral Evrysdi éshté njé trajtim fleksibil i
cili merret njéheré né dité sipas peshés trupore
dhe moshés dhe nuk ka aplikim invaziv duke e
béré té pérshtatshém dhe té lehté procesin e
marrjes sé kétij preparati né shtépi (9).

Né pérmbledhje, Evrysdi pérfagéson njé
inovacion té réndésishém né trajtimin e atrofisé
muskulore spinale, duke ofruar njé ményré té
efektshme dhe miré té toleruar pér té rritur
nivelet e proteinés SMN dhe pér té pérmirésuar
funksionin motorike dhe bulbar te pacientét e
té gjitha moshave. Studimet klinike dhe ato nga
praktika klinike reale tregojné pérfitime afatgjata
dhe té géndrueshme, duke rritur cilésiné e jetés
dhe shanset pér pavarési mé té madhe, duke e
béré Evrysdi njé opsion thelbésor né menaxhimin
e késaj sémundjeje komplekse dhe progresive.
Pérvoja joné klinike me Evrysdi éshté pozitive
pasi kemi véné re qé pacientét jo vetém jané
stabilizuar, por kané shfaqur edhe pérmirésime
né funksionet motorike. Gjithashtu, kemi
Vérejtur njé zvogélim té nevojés pér ventilim dhe
ndérhyrje kirurgjikale ortopedike. Kéto té dhéna,
si njé déshmi lokale nga Kosova, nénvizojné
suksesin e trajtimit né rritjen e kualitetit té jetés si
pér pacientét, ashtu edhe pér kujdestarét e tyre.
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Réndésia e diagnostikimit té hershém

Né atrofiné muskulore spinale (SMA), degjenerimi
i neuroneve motorike ndodh para shfagjes
sé simptomave. Njé sasi e konsiderueshme e
vdekjes sé neuroneve motorike ndodh para dhe
pas lindjes né fazat e hershme, vecanérisht tek
foshnjat gé kané vetém dy kopje té gjenit SMN2
(14).

Pérmirésimi i rezultateve klinike né SMA varet
né ményré kritike nga vendosja e hershme e
diagnozés, idealisht pérmes skriningut neonatal
ose testimit gjenetik t& hershém. Eshté provuar
tashmé gé pacientét presimptomatiké, té cilét
trajtohen para se té shfaqgin simptomat e para
té dobésisé muskulore, pérfitojné mé shumé
se ¢do grup tjetér, duke arritur shpesh zhvillim
motorik afér normales me terapiné inovatore té
sémundjes Evrysdi (15).

Tani qé opsionet terapeutike jané né dispozicion
pér njerézit qé jetojné me SMA, éshté e
réndésishme dhe kritike té sigurohet gé individét
e prekur té identifikohen dhe trajtohen sa mé
herét gé té jeté e mundur pavarésisht moshés.
Suksesi i terapive pér SMA do té varet shumé
nga fillimi i trajtimit para se t& ndodhé humbja
e pakthyeshme e neuroneve, duke zvogéluar
komplikimet e lidhura qé pérparojné me kalimin
e kohés. Vecanérisht né llojet mé té rénda té
SMA-sé, dritarja pér ndérhyrje terapeutike té
dobishme éshté shumé e ngushté dhe do té
jeté e nevojshme njé ndérhyrje e hershme pér té
maksimizuar pérfitimet e trajtimit (16).

Pérfundim

Atrofia Muskulare Spinale (SMA) éshté njé
sémundje neuromuskulare gjenetike serioze
dhe progresive gé prek neuronet motorike
dhe shkakton dobési dhe atrofi muskulore
me pasoja té réndésishme funksionale dhe
jetésore. Diagnostikimi i hershém dhe fillimi i
menjéhershém i trajtimit jané thelbésoré pér
té parandaluar humbjen e pakthyeshme té
neuroneve dhe pér té pérmirésuar ndjeshém
cilésiné e jetés dhe jetégjatésiné e pacientéve.
Terapité inovatore si Evrysdi, i cili rrit prodhimin
e proteinés SMN, ka treguar efikasitet té
géndrueshém dhe pérfitime klinike afatgjate té
dukshme né té gjitha grup moshat dhe format
e SMA-sé, duke pérmirésuar funksionin motorik
dhe bulbar, dhe duke zvogéluar komplikimet
serioze qé vijné nga kjo sémundje. Megjithaté,
né Kosové, sfidat kryesore mbeten vonesat
né diagnostikimin me kohé dhe mungesa e
njé skriningu neonatal qé do té lehtésonte
identifikimin e hershém té pacientéve. Pér kété
arsye, éshté e nevojshme njé pérpjekje mé e
madhe pér ndérgjegjésimin dhe organizimin e
programeve té diagnostikimit té hershém, né
ményré gé trajtimet efektive t& mund té fillojné
sa mé shpejt, duke siguruar késhtu pérfitimet
maksimale pér pacientét qé jetojné me SMA né
Kosové pavarésisht fenotipit té sémundjes apo
moshés.
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EMERGJENCA DHE URGJENCA- Shpjegim ligjor

Emergjenca - kur ¢do sekondé ka réndési

Sipas Ligjit Nr. 05/L-024 pér Shérbimin Mjekésor
Emergjent, emergjenca pérkufizohet - “ndry-
shimi i pérnjéhershém i gjendjes shéndetésore,
gé né rast té mungesés sé ofrimit té shérbimit té
shpejté shéndetésor rrezikon jetén ose démton
seriozisht shéndetin e gytetarit ose banorit”

Urgjenca - trajtim i shpejté, por jo i menjéher-
shém

Urgjenca, ndérkaq éshté njé gjendje gqé kérkon
trajtim té shpejté, por nuk rrezikon drejtpérdrejt
jetén. Kétu pérfshihen dhimbjet e forta, infek-
sionet akute, temperaturat e larta dhe Iéndimet
qé kérkojné trajtim té shpejté, pa rrezik té men-
jéhershém pér jetén.

Besim Ajeti

Dallimi kryesor

Zyrtar Ligjor, Emergjenca kérkon ndérhyrje té menjéhershme
Revista Mjeku dhe shpesh pérfshin strukturat e shérbimit
mjekésor emergjent.

-Urgjenca kérkon trajtim brenda njé kohe té ar-
syeshme, zakonisht né nivel primar ose spitalor,
pa nevojé pér ndérhyrje emergjente.

Baza ligjore:

Ligji Nr. 05/L-024 pér Shérbimin Mjekésor Emerg-
jent pércakton organizimin, funksionimin dhe
financimin e Shérbimit Mjekésor Emergjent né
Kosové. Qéllimi éshté té sigurohet kujdesi mjeké-
sor i pandérpreré pér qytetarét, kur jeta ose pjesé
té trupit jané né rrezik pér shkak té sémundjes
ose léndimit.

Korrespodenca:
revistamjeku@omk-rks.org
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Ass. Dr. Shpétim Robaj

Ass. Dr. Shpetim Robaj u lind né Prizren mé 15 tetor te vitit 1957. Arsimin fillor dhe té mesem e
perfundoi me sukses te shkelgyer ne Prishtine.

Perfundoi studimet ne Fakultetin e Mjekesise ne Prishtine ne vitin 1982. Pas perfundimit te
studimeve punoi né Shtepine e Shéndetit né Drenas ku me deshire mbulonte punktet shendetésore.
Né ateé kohe, Dr. Shpétimin e gjejmé né punktet mjekesore né Dritan (ish-Dobroshevci) Arrlat,
Terpeze dhe ne fshatrat e tjera té Drenasit.

Dr. Shpetimi perfundon specializimin ne Anesteziologji me reanimim ne Universitetin e Zagrebit,

Rijekes dhe Shkupit (1988).

Emeérohet asistent per lenden e Kirurgjisé né Fakultetin e Mjekesise né Prishtine. Né vitin 1991 per
shkage politike dhe etnike pérjashtohet nga puna (Klinika e Kirurgjise me Ortopedi), gjegjesisht
nga Fakulteti i Mjekesise ne Prishtine.

Pas perjashtimit fillon punen ne polikliniken private “Galaksia” per t'u mos u shkeputur nga
puna me studenté né Fakultetin e Mjekesise, asokohe né sistem paralel. Me fillimin e luftes ne
Kosove, krahas celulave té Ushtrise Clirimtare té Kosoves lind nevoja té formohen edhe ekipet
shendetésore, fillimisht né menyre modeste e me vone edhe spitalet ushtarake. Dr. Shpetimi u nis
pa hezitim drejt zonave te luftes aty ku therriste atdheu, por nuk ishte vetem, sepse kishte edhe
mjek, mjeke, teknik e motra ge i kishte rritur dhe shkolluar Kosova.

Dr. Shpétimi eshte nder vullnetaret e pare te mjekeve specialist dhe ¢mohet si organizator kryesor
i angazhimit dhe i formimit te ekipeve te specialisteve nga Prishtina, ge shkojne ne Drenice dhe ne
zona teé tjera te luftés né gastet mé vendimtare.

Doktor Shpetim Robaj ra deshmor né fushen e nderit, ne rrugen mes Abrise dhe Likocit, me 30
shtator 1998.
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Editorial Note

“The Medical Doctor” ~ The First Supplement of “Revista Mjeku” (The Doctor

Journal)

After five volumes and a continuous journey of 25 published issues since its
establishment, “Revista Mjeku” now opens a new chapter in its scientific and
professional development by launching its first supplement, “The Medical Doctor.”

With this step, we aim to further enrich the academic content of the journal and
to provide an additional space for scientific publications of a study, research, and
practical nature.

“The Medical Doctor” is conceived as a dedicated platform for the presentation of
clinical case reports, original research, literature revies, and selected topics from
both clinical medicine and public health, with the purpose of fostering professional
exchange and enhancing medical practice in our country.

In this way, the supplement will serve as a bridge between clinical practice, science,
and health policy—reflecting the ongoing efforts of our medical community to
advance knowledge, share experience, and promote continuous professional learning.

The publication of this supplement represents a natural step in the evolution of “Revista
Mjeku”: a commitment to raising academic standards, expanding content, and
creating new opportunities for publication for young professionals and researchers.

In this first issue, readers will find a carefully selected collection of articles addressing
important topics in clinical practice, epidemiological research, and public health.
Each contribution reflects the dedication of our authors and collaborators to bringing
new insights and valuable reflections to the medical community.

The Editorial Board of “Revista Mjeku” extends its sincere appreciation to all authors,
reviewers, and contributors who made the publication of this first supplement possible.

With “The Medical Doctor,” we open a new page in our journey toward deeper
scientific content and broader professional contribution.

Editorial Board of “Revista Mjeku”
Prishtina, November 2025
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Abstract

This case report provides a comprehensive
overview of multiple sclerosis ( MS ), focusing
on the latest understanding and management
strategies for the condition. MS is a complex,
disabling disorder that has significant social and
economic consequences. It can affect any part
of the central nervous system, which results in
a highly variable clinical presentation, making
diagnosis and treatment challenging. Although
the underlying aetiology of MS is still not
known, we summarise those with most evidence
of association. This review highlights that
progressive MS is an area where there is currently
a paucity of available disease - modifying
treatments and this will be a major focus for
future development. The brain and spinal cord
imaging during diagnostics in the Department
of Neurology at the University Clinical Center of
Kosova for Supratentorial lesions, Infratentorial
lesions, T1 lesions, Gadolinium detected more
than 50 present lesions, bile lesions spread
widely in the two hemispheres. Central Pons left.
Ped. cereb. dex. Bilateral cerb. Many lesions in T1.
GL is not given. Cases like this one predominantly
affect young adults, with a higher prevalence in
women. Recent advances in the understanding
of MS pathophysiology, including insights into
immune system dysregulation, neuroinflamation,
and the role of the blood - brain barrier, have
significantly shaped the evolution of therapeutic
approaches.

Keywords: multiple sclerosis, autoimmune
condition, progressive multiple sclerosis,
diagnostic criteria, case report.
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Introduction

Multiple sclerosis (MS)isa chronic, unpredictable
neurological condition that affects the central
nervous system ( CNS ), causing wide range of
symptoms and disabilities. Characterized by
the immune system attacking the protective
covering of nerve fibers ( myelin ), MS disrupts
normal nerve signal transmission, leading to
both physical and cognitive challenges. The
disease manifests in different forms, with patients
experiencing periods of relapse and remission, or
in some cases, a gradual progression of disability.
While the exact cause of MS remains unclear, it
is thought to involve a combination of genetic,
environmental, and immune system factors. MS
predominantly affects young adults, and impact
on individuals can be profound, influencing
quality of life and posing significant social
and economic burdens. Despite considerable
advances in understanding its pathophysiology,
there is still no cure for MS, but ongoing research
and the development of disease — modifying
therapies offer hope for better management
and improved outcomes for those living with the
condition.

Case Report

A 16-year-old female presented with right-sided
diplopia and difficulty with eye movements,
starting 7 days prior. She had no prior
neurological symptoms, and her medical history
was unremarkable. She denied smoking, alcohol,
or substance use, and there was no family history
of autoimmune or neurological diseases.

Clinical Examination

Figure 1. Axial T2-weighted MRI of the brain. The image reveals prominent hyperintense lesions in the
periventricular region and corpus callosum, indicative of demyelination. ( University Clinical Center of

Kosovo - Clinic of Neurology )
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Neurological examination revealed right
internuclear ophthalmoplegia (INO),
characterized by horizontal nystagmus in
the left eye and impaired adduction of the
right eye on horizontal gaze. Mild right-sided
weakness and persistent nystagmus, despite
initial corticosteroid therapy, indicated ongoing
neuroinflammation.

Imaging Findings

MRI of the brain and cervical spine showed over
50 hyperintense lesions on T2-weighted images,
involving both supratentorial and infratentorial
brain regions, as well as multiple cervical spinal
cord levels (C2, C4-5, C6-7, T1-T3). Gadolinium
enhancement indicated active inflammation and
blood-brain barrier disruption, suggestive of an
aggressive course of multiple sclerosis (MS).

Cerebrospinal Fluid (CSF) and Laboratory
Findings

CSF analysis revealed oligoclonal bands (OCBs)
with two bands, indicating intrathecal antibody
synthesis, and a slightly elevated IgG index,
consistent with MS. Negative aquaporin-4
(AQP4) and myelin oligodendrocyte glycoprotein
(MOG) antibody tests (AQP4 0.576) ruled out
neuromyelitis optica spectrum disorder (NMOSD)
and MOG-associated disease.

Treatment and Management

The patient was treated with intravenous
methylprednisolone (IVMP) for 5 days, leading to
partial improvement in diplopia and right-sided
strength. Following IVMP, oral corticosteroids
were prescribed for tapering. Given the

Volume 5

significant lesion burden and intrathecal
inflammation, disease-modifying therapy (DMT)
was initiated to reduce relapse risk and prevent
neurodegeneration, which is crucial in pediatric
MS to mitigate early disability.

Differential Diagnosis

The main conditions to consider in this case
were multiple sclerosis (MS), neuromyelitis
optica spectrum disorder (NMOSD), and MOG
antibody-associated disease. MS was the most
likely diagnosis based on the patient’s clinical
presentation, MRI findings, and cerebrospinal
fluid (CSF) profile. The presence of numerous
gadolinium-enhancing  lesions,  oligoclonal
bands, and an elevated IgG index strongly
supports MS. The patient’s improvement with
corticosteroids also aligns with typical MS
relapses. NMOSD was ruled out due to the
absence of AQP4 antibodies and the lack of
characteristic MRI findings. MOG antibody-
associated disease was excluded based on
negative MOG antibodies and MRI features,
further supporting MS.

Imaging and CSF Findings

MRI revealed numerous lesions throughout
the brain and spinal cord, with gadolinium
enhancement indicating active inflammation
and blood-brain barrier disruption, common
in relapsing-remitting MS. Pediatric MS often
presents with a higher lesion burden than adult-
onset MS, possibly due to a more pronounced
inflammatory response in younger patients. CSF
analysis showed oligoclonal bands and a mildly
elevated IgG index, typical of MS, suggesting

Figure 2. Axial T1-weighted MRI with gadolinium contrast enhancement. The image shows an enhancing
lesion (indicated by the yellow arrow) located in the right frontal lobe, adjacent to the central sulcus.
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chronic CNS inflammation. Oligoclonal
bands are present in up to 95% of MS
cases and, when observed with compatible
clinical and imaging findings, are a strong
indicator of MS.

Implications for Management

The high lesion burden in this patient
suggests an aggressive form of MS,
requiring more intensive treatment and
closer monitoring than in adult-onset
cases. Early initiation of disease-modifying
therapy (DMT) is crucial in pediatric MS
to reduce relapses and prevent long-term
disability. While the patient showed partial
improvement with corticosteroids, the
high lesion load indicates that long-term
DMT is essential to prevent future relapses
and further CNS damage. The patient will
continue to be monitored with follow-up
MRIs and neurological assessments to track
disease activity and therapy effectiveness,
as pediatric MS often results in a higher
cumulative disability over time, warranting
aggressive management.

Discussion

This case represents an aggressive
presentation of pediatric-onset multiple
sclerosis (POMS), characterized by a
very high lesion burden, multifocal CNS
involvement, and evidence of ongoing
inflammatory activity. Although MS is
classically considered a disease of young
adults, pediatric cases account for up
to 10% of all MS diagnoses, with a small
subset presenting before adolescence.
These younger patients often display a
more inflammatory disease phenotype,
with frequent relapses and rapid lesion
accumulation on MR, as seen in this case.

The radiologic findings in this patient

cr—“;

are striking. More than 50 hyperintense
lesions on T2-weighted images involving
both supratentorial and infratentorial
regions, in addition to extensive spinal
cord involvement, indicate widespread
demyelination. The presence of multiple
gadolinium-enhancing lesions  points
to active inflammation and blood-brain
barrier disruption. In children, such
extensive dissemination of lesions is less
common but is associated with a more
aggressive course and a higher risk of
early disability if not treated promptly.
Involvement of both the brainstem and
cervical spinal cord also correlates with
more severe initial neurological symptoms,
including diplopia and limb weakness, as
seen in this patient.

The cerebrospinal fluid (CSF) findings
further support the diagnosis of MS. The
detection of oligoclonal bands and an
elevated IgG index reflect intrathecal
synthesis of immunoglobulins, which
is a well-established hallmark of MS.
Importantly, the negative aquaporin-4
(AQP4) and myelin oligodendrocyte
glycoprotein  (MOG) antibody results
helped to exclude neuromyelitis optica
spectrum disorder (NMOSD) and MOG
antibody-associated disease (MOGAD).
These disorders can mimic MS, particularly
in pediatric patients, but they differ in
their immunopathology, prognosis, and
treatment response. NMOSD typically
shows longitudinally extensive spinal
cord lesions and optic neuritis without
disseminated  brain  lesions,  while
MOGAD often presents with large, poorly
demarcated brain lesions that resolve more
completely between attacks. The pattern
of multifocal brain and spinal lesions with
persistent OCB positivity is much more

Figure 3. Magnetic resonance imaging done shows lesions in the Cervical part ( C spine 3 - pl
loc).
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consistent with MS.

Pathophysiologically, pediatric MS involves
immune-mediated demyelination driven
by autoreactive T and B lymphocytes,
leading to inflammation, myelin loss, and
axonal injury. The disease appears to have
a stronger inflammatory component in
children than in adults, which may explain
the extensive MRI findings. Although
children often recover better from relapses
due to greater neuroplasticity, the frequent
inflammatory  attacks contribute to
cumulative neuronal loss and may result in
earlier cognitive decline or disability if the
disease is not adequately controlled.

The therapeutic response observed
after intravenous methylprednisolone
(IVMP) supports the diagnosis of MS, as
relapses in MS typically show good short-
term improvement with corticosteroids.
However, the partial rather than complete
recovery also highlights the need for early
initiation of disease-modifying therapy
(DMT). In pediatric MS, early and effective
immunomodulation is crucial—not only
to reduce relapse frequency but also to
protect neurodevelopment and cognitive
function. Increasing evidence favors the
early use of high-efficacy agents such as
fingolimod, natalizumab, or ocrelizumab
in children with aggressive disease courses
similar to this one. These therapies have
demonstrated significant reductions in
relapse rates and MRI activity, translating
into better long-term outcomes.

The long-term prognosis in pediatric MS
is influenced by early disease activity
and treatment response. Although
children often experience a relapsing—
remitting course initially, the interval
between relapses may shorten over
time, and conversion to a secondary
progressive phase can occur earlier than
in adults. Cognitive impairment, fatigue,
and psychosocial challenges are also
common and can significantly impact
quality of life and academic performance.
Therefore, management should extend
beyond pharmacologic therapy to include
multidisciplinary care—neurological
follow-up, neuropsychological evaluation,
physical rehabilitation, and educational
support.

From a diagnostic standpoint, this
case emphasizes the importance of a
comprehensive evaluation in pediatric
demyelinating  diseases.  Overlapping
features among MS, NMOSD, and MOGAD
can lead to diagnostic uncertainty,
especially early in the disease course.
The combination of typical MRI findings,
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positive OCBs, and the exclusion of other
demyelinating antibody-mediated conditions
was essential in establishing a definitive
diagnosis of MS. Continued monitoring with
serial MRl and clinical assessments remains
important to track disease activity and guide
therapeutic adjustments.

In summary, this case highlights the challenges
of diagnosing and managing pediatric-onset
MS, particularly when it presents with such an
extensive lesion burden and active inflammation.
Early recognition and timely initiation of effective
DMTs are critical to minimizing irreversible
neurological damage and preserving long-term
function. This case reinforces the concept that
pediatric MS is not simply an early form of adult
MS but rather a distinct, highly inflammatory
disease that requires vigilant follow-up and an
aggressive, individualized treatment approach.

Conclusion

This report describes a 16-year-old female
presenting with suspected pediatric-onset
multiple sclerosis (MS), characterized by a high
lesion burden and significant neurological

symptoms, including right-sided internuclear
ophthalmoplegia and weakness. The diagnosis
of MS was supported by MRI findings showing
multiple gadolinium-enhancing lesions
throughout the CNS, the presence of oligoclonal
bands in the cerebrospinal fluid (CSF), and an
elevated IgG index. The negative results for
AQP4 and MOG antibodies effectively excluded
neuromyelitis optica spectrum disorder (NMOSD)
and MOG antibody-associated disease.

This case emphasizes the critical importance
of early and accurate diagnosis in pediatric
MS cases. Pediatric-onset MS often progresses
more aggressively than adult-onset MS, with a
higher frequency of relapses and an increased
risk of early disability. Early initiation of
disease-modifying therapy is crucial to reduce
inflammation, prevent further relapses, and
slow disease progression. This case underscores
the necessity for increased clinical awareness
and a thorough, multidisciplinary approach to
managing pediatric MS, as it can significantly
affect a patient’s quality of life and long-term
outlook.

Figure 4. Magnetic resonance imaging ( MRI') done shows lesions in the Cervical part ( Sag

T2 frFSE).

Figure 5. Magnetic resonance imaging ( MRI') done shows lesions in the Cervival part ( Sag

T1).
10

Volume 5

Referencat:




The topics of the issue

DOCTOR Volume 5

Table 1. Data from the neurological examination.

INO dex The dex eye does not go to the right and

nystagmus appears, at the same time the
eye does not go medially

Table 2. Data from the ophthalmological visit.

Opthalmological Visit 0.7 0.7
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Paragangliomas are rare, neuroendocrine
tumors that arise from paraganglia, which
are clusters of neural tissue associated with
the autonomic nervous system. These tumors
often secrete catecholamines, presenting a
significant diagnostic challenge due to their
nonspecific clinical presentation and the wide
variety of anatomical locations in which they
can develop. Common symptoms, such as
hypertension, headaches, and palpitations, are
often mistaken for more prevalent conditions,
leading to delayed diagnoses and treatment.
Traditional imaging techniques, including CT
and MR, are frequently insufficient for detecting
small or anatomically complex paragangliomas.
This review aims to evaluate current diagnostic
approaches for paragangliomas, with a particular
focus on advances in imaging modalities, genetic
testing, and biomarkers that can aid in earlier
and more accurate diagnosis. Additionally, the
review explores the role of multidisciplinary
approaches and emerging technologies, such
as functional imaging and next-generation
sequencing, in improving diagnostic accuracy.
The clinical implications of delayed diagnosis,
including the potential for disease progression
and metastasis, are also discussed, highlighting
the importance of early detection and timely
management. In conclusion, while significant
advances have been made in understanding
and diagnosing paragangliomas, there remains a
need for improved diagnostic protocols, greater
awareness among healthcare providers, and the
implementation of more effective strategies to
ensure accurate and timely diagnoses.

Introduction

Paragangliomas (PGLs) are rare neuroendocrine
tumors [1], arising from paraganglia — clusters
of neuroendocrine cells closely associated
with components of the sympathetic and
parasympathetic nervous systems [2,3,4,5].

Sympathetic paragangliomas can develop

Sup Cevical Ganglion

Sympathetic trunk

R

organs of
Zuccerkand!

Bladder

Figure 1. Places of Paraganglia in Human Body [2]

anywhere along the sympathetic chain, from
the skull base to the bladder and prostate. In
contrast, paragangliomas of parasympathetic
origin are usually asymptomatic and
nonfunctional, typically located in the neck and
skull base along the distribution of the vagal and
glossopharyngeal nerves. e jugulotympanic and
vagal paraganglia. Rarely, they may arise from
the laryngeal paraganglia [6].

Paragangliomas are generally benign tumors
[7], and malignancy or metastasis is rare.
Early detection followed by complete surgical
resection is often curative and associated with a
favorable prognosis [8].

One of the key challenges in diagnosing
paragangliomas is that many are either
asymptomatic or present with nonspecific
symptoms, such as headaches, episodic or
sustained hypertension, sweating, palpitations,
anxiety, tremor. These symptoms can easily be
confused with more common conditions, such
as essential hypertension or other endocrine
disorders [9,10,11,12].

To improve the accuracy and timeliness of
diagnosis, advanced techniques such as
positron emission tomography (PET) scanning
with specific radioisotopes for neuroendocrine
tumors, as well as gene sequencing and
molecular analyses to detect specific mutations,
are being developed. These methods show great
promise for more accurate and earlier diagnosis
of paragangliomas [3,4,5].

This review aims to provide an in-depth
examination of the complexities involved in the
diagnosis of paragangliomas, with a particular
focus on the clinical, imaging, and molecular
aspects of diagnosis. Through a comprehensive
review of the current literature, we will discuss the
existing diagnostic methods and the challenges
that clinicians face in daily practice. Additionally,
we will explore recent advances in molecular
diagnostics and imaging techniques that may
improve the accuracy and speed of diagnosis, as
well as opportunities for better management of
these rare and difficult-to-identify tumors.

Methods

This review was conducted through a systematic
analysis of the available literature concerning
paragangliomas (PGLs) and their diagnostic
challenges. The following steps outline the
methodology used to gather and evaluate
relevant studies:

Literature Search:

A comprehensive search was conducted across
several electronic databases, including PubMed,
Scopus, and Google Scholar, to identify peer-
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reviewed articles published in English.
Selection Criteria:

Inclusion Criteria: Only studies that focused on
the diagnosis, imaging, clinical management,
and molecular characteristics of paragangliomas
were included. Both original research and
review articles were considered, as long as they
provided relevant information on the diagnostic
challenges of PGLs.

Exclusion Criteria: Studies that did not address
diagnostic issues related to paragangliomas, or
that were unavailable in full-text format, were
excluded. Additionally, studies involving non-
human subjects or with insufficient data were
omitted from the review.

Data Extraction:

From the selected articles, relevant data were
extracted regarding the clinical presentation,
diagnostic imaging modalities, molecular/
genetic markers, and advancements in
diagnostic techniques for paragangliomas.
Information on the prevalence, risk factors, and
diagnostic challenges of PGLs was also reviewed
and summarized.

Analysis and Synthesis:

The extracted data were organized into key
thematic categories: Clinical presentation
and symptoms, imaging techniques and
advancements, molecular and genetic aspects,
diagnostic  challenges and management
strategies. A narrative synthesis approach was
employed to summarize and interpret the
findings, highlighting key diagnostic difficulties
and recent developments in the field.

Quality Assessment:

The methodological quality of the included

studies was assessed based on study design (e.g.,
randomized controlled trials, cohort studies,
case reports), sample size, and the rigor of
the diagnostic methods used. The strength of
the evidence was evaluated according to the
findings of high-quality studies.

Limitations:

This review is based primarily on studies
published in English, and articles that were not
available in full-text or those with limited sample
sizes or poor methodological quality were
critically evaluated. Some relevant studies may
have been excluded due to access restrictions
or publication bias. Therefore, the conclusions
of this review should be interpreted with these
limitations in mind.

Results

The review of the available literature reveals
several key findings regarding the diagnostic
challenges and advances in the management
of paragangliomas (PGLs). The results of the
included studies were categorized into four
main themes: clinical presentation, diagnostic
imaging, molecular and genetic markers, and
challenges in diagnosis.

Clinical presentation and symptoms: Due to
release catecholamine excess is hypertension,
with episodes that can be continuous or
intermittent and often paroxysmal. These
episodes commonly present with the classic
associated symptoms of headache, palpitations,
and profuse sweating, known as “the classic
triad”[13]. If all 3 elements of the “classic triad”
are present simultaneously, a healthcare
professional can diagnose a catecholamine-
secreting tumor with 90% specificity. However,
the likelihood of all 3 symptoms presenting
simultaneously is approximately 40% and highly

Table 1. Biochemical tests for paraganglioma, significance and method

Method
LC-MS/MS, HPLC

Test Significance
Plazma Free Metanephrines High senszitivity for functional
sympathetic tumors

Detects catecholamine secretion | HPLC, LC-MS/MS

({e.g., VMA, metanephrines)

Utrinary catecholamines

Plazma Chromogranin A General marker for | Immunoazsay
neurcendocrine tumors

Urinary VA Used in diagnosing functional | HPLC, GC-MS
paragangliomas

Urinary HVA Deetects dopamine secretion in | HPLC, GC-MS
rare cases of paragangliomas

Urinary 5 HIAA Farely wsed for serotonin- | HPLC

secreting paragangliomas
Correspondence: g paragang

eurtadida@gmail.com
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unlikely if the tumor originates in the
skull base or neck which contributes to
diagnostic challenges[14].

Biochemical tests:

Biochemical tests for paragangliomas are
crucial for identifying functional tumors
and providing insights into their biological
activity.

Diagnostic Imaging: Chest, abdominal, and
pelvic multiphasic computed tomography
(CT) or magnetic resonance imaging
(MRI) scans are considered standard
diagnostic procedures. Functional imaging
is more specific and can be used for
predicting radionuclide therapy. Several
radiopharmaceuticals for single-photon
emission computed tomography (SPECT),
MIBG (Figure 2) and positron emission
tomography (PET) are available for the
diagnosis, staging, and follow-up of PCCs/
PGLs [15, 16]. The diagnostic performance
of imaging with single-photon agents
(123I-MIBG, 111In-pentetreotide or 99mTc-
hydrazinonicotinyl-Tyr3-octreotide)  has
been shown to be inferior to imaging
with PET radiopharmaceuticals [17,18].
The PET imaging can be performed with a
somatostatin analog (68Ga-DOTA-SSA), a
dopamine and catecholamines precursor
(18F-FDOPA), a glucose analog (18F-FDG),
or with a norepinephrine analog (11C-HED)
[19]. 68Ga-DOTA-SSA has shown excellent
results among patients with PCCs/
PGLs. 68Ga-DOTA-SSA PET/CT showed a
significantly higher detection rate (93%)
than 18F-FDOPA PET/CT (80%), 18F-FDG
PET/CT (74%), or 123/1311-MIBG scan
(38%). At present, 68Ga-DOTA-SSA PET/
CT is the preferred imaging modality for
extra-adrenal nonmetastatic PGLs and is
becoming the imaging modality of choice
for metastatic PCCs/PGLs regardless of
genetic background. 18F-FDOPA PET/CT
is more effective than 68Ga-DOTA-SSA

PET/CT in the detection of PCCs. So, for
confirmation and diagnosis of sporadic
PCCs, 18F-FDOPA PET/CT, or 123I-MIBG
may be used. 18F-FDOPA can also be
used as a second choice alternative to
68Ga-DOTA for sporadic head and neck
PGLs. In tumors with mutations in the
genes encoding succinate dehydrogenase
(SDHx—denoting any one of SDHA, SDHB,
SDHC, or SDHD), 18F-FDOPA together with
18F-FDG PET/CT may be used as a second
choice alternative to 68Ga-DOTA-SSA PET/
CT. 18F-FDG PET/CT has a low specificity
but shows a strong diagnostic potential for
metastatic PCCs/PGLs, particularly those
associated with SDHB mutations[15,19].

Molecular and Genetic Markers: Advances
in genetic research have identified several
important mutations associated with
paragangliomas, most notably mutations
in the SDH (succinate dehydrogenase)
gene family. PGLs or pheochromocytomas
that are linked to a pseudohypoxic
pathway (e.g., SDHx, VHL, HIF2a,FH, MDH2,
PHD1/EGLN2, PHD2/EGLN1) are referred
to as Cluster 1 disease, whereas tumors
that are linked to a cluster rich in kinase
receptor signaling pathways (e.g., RET,
TMEM127, MAX, NF1, KIF1Bp) are referred
to as Cluster 2 disease. Studies have shown
that genetic testing can provide valuable
diagnostic insights, particularly in cases
where imaging and clinical symptoms are
inconclusive. Furthermore, genetic analysis
may help identify individuals at higher risk
for developing paragangliomas, leading to
early screening and intervention [19,20,21].

Challenges in Diagnosis: One of the most
significant challenges in the diagnosis of
paragangliomas is their asymptomatic
nature or the nonspecific symptoms
that overlap with other more common
diseases. Misdiagnosis is common, with
PGLs often being mistaken for conditions

Figure 2. MIBG (metaiodobenzilganidin) procedure of diagnostic for Paraganglioma
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such as pheochromocytomas, primary
hypertension, or anxiety disorders.
Delayed diagnosis can lead to more severe
complications, including metastasis and
organ dysfunction. Another key challenge
highlighted by the reviewed studies is the
heterogeneity of paragangliomas in terms
of location, histology, and clinical behavior.

Advances in Diagnostic Technologies: New
diagnostic technologies, such as next-
generation sequencing (NGS) and whole-
exome sequencing, have shown great
promise in identifying novel mutations and
improving diagnostic accuracy. Molecular
profiling may not only assist in diagnosing
PGLs but also provide insights into their
biological behavior, guiding treatment
decisions.

Discussion
1.Diagnostic Challenges of Paragangliomas:

Paragangliomas are rare tumors that
often present as asymptomatic or with
nonspecific symptoms that can be mistaken
for more common conditions, such as
essential hypertension or chronic fatigue
syndrome. More than 30% of patients
with paragangliomas are asymptomatic,
and many others may present with
general symptoms like fatigue, headaches,
and abdominal pain.  Furthermore,
symptoms of paragangliomas that
secrete catecholamines, such as episodic
hypertension and palpitations, are often
similar to those of pheochromocytomas,
complicating the diagnostic process.

A recent study demonstrated that
diagnosing paragangliomas in patients
with essential hypertension can be delayed
by up to 7 years due to misdiagnosis as
more common diseases. This delay can
result in the identification of tumors at
more advanced stages, potentially with
metastatic spread[14,15].

2. Advances in Diagnostic Methods

Fortunately, advances in  imaging
techniques and genetic testing have
significantly improved the ability to
diagnose paragangliomas. N68Ga-
DOTATATE PET scanning, which uses
a radiolabeled peptide to target
neuroendocrine tumors, has proven to
be a reliable method for detecting both
primary tumors and metastases, even
those with low metabolic activity that
might not be visible on CT or MRI scans.
Another advancement is the use of free
metanephrine plasma testing, which
has high sensitivity for catecholamine-
secreting tumors. Recent studies have
shown that plasma metanephrines
can identify over 95% of patients with
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catecholamine-secreting paragangliomas,
marking a significant improvement compared
to traditional tests such as 24-hour urine
catecholamines and VMA[15]. However, despite
these advances, diagnosing non-secretory
paragangliomas remains challenging molecular
biomarkers such as chromogranin A and SDH
mutations may provide additional insight for
patients with asymptomatic or low-secretory
tumors.

3.Treatment and Management Challenges

Even with accurate diagnosis, treatment of
paragangliomas remains a challenge. While
surgical resection remains the gold standard
for primary paragangliomas, some patients may
develop metastases, necessitating additional
treatments such as radiotherapy, targeted
therapy, and radiation therapy for metastases.
Treatment of malignant or metastatic
paragangliomas is still uncertain, and the
possibilities for adjuvant therapy remain in the
experimental stages. This indicates that there
may be new therapeutic options for treating
these rare and aggressive tumors.

4.The Importance of Genetic Testing

Another important development is genetic
testing, which helps identify familial forms
of paragangliomas. Mutations in SDH genes,
particularly SDHB, are associated with an
increased risk of developing malignant tumors.
In this context, genetic testing can assist in
identifying at-risk individuals and enable early
screening for tumors, thus improving treatment
outcomes. Additionally, other inherited forms,

Figure 3. Multiple organ damage for long time high levels of catecholamine presence in the body?1).

such as von Hippel-Lindau syndrome and MEN2,
require early testing to prevent the development
of multiple tumors.

5. Conclusion

In conclusion, paragangliomas are rare and
complex tumors that present significant
diagnostic and therapeutic challenges. Failure to
identify these tumors early can lead to delayed
diagnosis and inadequate management, which
negatively impacts patient prognosis. However,
recent advances in imaging techniques,
such as PET/CT scanning and metanephrine
testing, have significantly improved the
accuracy of diagnosis, especially for functional
paragangliomas that secrete catecholamines.
Genetic testing has also enhanced the ability
to identify individuals at high risk and may
allow for personalized screening strategies for
patients with familial forms of paragangliomas.
Despite these improvements, challenges remain,
particularly for asymptomatic paragangliomas
or those with unclear secretory activity, for
which the development of new biomarkers and
enhanced imaging technologies is essential.
Targeted therapies and radiation therapies show
promise for metastatic paragangliomas, but
more research is needed to optimize their use in
these patients.

In the future, it is crucial for research to focus
on early diagnosis, novel biomarkers, and
personalized treatment strategies, which can
improve the management and outcomes for
patients with these rare and difficult-to-diagnose
tumors.
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Abstract

Palliative care is a specialized approach aimed
at improving the quality of life for patients with
life-limiting illnesses by managing symptoms,
relieving pain, and providing psychosocial
support. This article examines the impact of key
components of palliative care—interdisciplinary
teamwork, symptom management,
psychological support, communication, and
early integration—on patient outcomes.
Evidence shows that early involvement in
palliative care improves quality of life, reduces
symptom severity, lowers depression, and may
even extend survival. Early integration and
effective communication also enhance decision-
making and provide crucial support to patients
and caregivers, improving the overall experience
of serious illness.

Introduction

Palliative care represents a distinct medical
subspecialty that has developed notably
over the past 15 years, dedicated to offering
comprehensive support to patients struggling
with severe illnesses. It emphasizes symptom
alleviation, pain management, and the reduction
of psychosocial distress, irrespective of diagnosis
or prognosis [1].

This form of care employs a team of specialized
professionals to assist individuals affected by
progressive diseases and their caregivers. The
World Health Organization defines palliative
care as care that “improves the quality of life
of patients and their families who are facing
challenges associated with life-threatening
iliness, whether physical, psychological, social, or
spiritual” [2].

The most common conditions requiring adult
palliative care include cardiovascular diseases
(38.5%), cancer (34%), chronic respiratory
diseases (10.3%), AIDS (5.7%), and diabetes
(4.6%). Other conditions include kidney failure,
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chronic liver disease, autoimmune diseases,
neurological disorders, dementia, and congenital
anomalies [2].

The fundamental elements of an effective and
comprehensive palliative care program include
several key components that collectively
enhance the quality of life for patients facing
serious illnesses while providing essential
support and resources to their families.

A well-rounded palliative care program is vital for
improving outcomes, especially for patients with
serious illnesses. It should include a coordinated
team of professionals, effective symptom
management, early involvement in care, and
strong psychological and social support. Effective
communication is also essential. When these
elements come together, they can significantly
enhance the quality of life for patients and their
families.

1. Interdisciplinary Team Approach

Best practice in palliative care involves
an interdisciplinary team that includes a
doctor, nurse, social worker, and chaplain.
Physical therapists, occupational therapists,
psychologists, dieticians, acupuncturists, music
therapists, and massage therapists may also
participate or work closely with the core team.

Palliative care addresses all aspects of the
patient’s and caregiver’s well-being, including
physical, emotional, practical, and spiritual
needs. Oncologists often believe that they
adequately provide palliative care to their
patients; however, while many can manage
medical symptoms effectively, palliative care
as a discipline focuses on pain and discomfort
that are not purely somatic. It is delivered by an
interdisciplinary team using diverse approaches
to relieve suffering [1].

Palliative care teams prioritize  building
therapeutic relationships and maintaining
rapport with patients and families over time,
addressing symptoms, emotional needs, and
functional abilities. Team members also provide
education to patients and families about
the nature of the illness and prognosis while
clarifying care goals [4,5].

Integrative palliative care is best achieved
through specialized interdisciplinary teams that
maintain structured communication practices
and routinely share relevant information.
This framework ensures timely and adequate
interventions to meet patients’ diverse needs [6].

2. Symptom Management

The most common symptoms encountered in
palliative care are pain and difficulty breathing.

Figure 1. The dose and ripple effect of palliative care. (Milazzo S, Hansen E, Carozza D, Case AA. How
Effective Is Palliative Care in Improving Patient Outcomes? Curr Treat Options Oncol. 2020 Feb 5;21(2):12.
doi: 10.1007/511864-020-0702-x. PMID: 32025964.)

drfjollaasllanaj@gmail.com
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Opioids are essential for managing these
symptoms. Palliative care focuses on improving
quality of life, acknowledging that dying is a
natural process and should neither be hastened
nor delayed [3].

A Cochrane review of seven studies comparing
early palliative care with conventional cancer
treatment examined health-related quality of
life, depressive symptoms, symptom relief, and
survival outcomes. Five studies were randomized
controlled trials, and two were cluster-
randomized [7].

Temel et al. conducted a randomized controlled
trial showing that early integration of palliative
care alongside standard oncologic care for
patients with non-small-cell lung cancer resulted
in a survival increase of approximately two
months and a clinically significant improvement
in quality of life and mood [8].

Otis-Green et al. studied patients at various
stages of non-small-cell lung cancer and found
greater quality-of-life improvements among
those receiving early rather than late-stage
palliative care [9].

The ENABLE Ill trial by Bakitas et al. examined an
outpatient nurse-led intervention among cancer
patients and found improved patient education
and empowerment. However, delayed initiation
of palliative care (three months after diagnosis)
resulted in minimal improvements in quality of
life and symptom severity [10].

Maltoni et al. conducted a prospective
randomized study in patients with metastatic
or locally advanced pancreatic cancer and
demonstrated reduced symptom intensity
and improved overall quality of life in the early
palliative care group [11].

Overall, these studies provide moderate
evidence supporting improved survival, advance
care planning, and resource use associated with
early palliative care integration [7].

3. Psychological and Social Support

Psychological support is crucial in palliative
care for improving the quality of life of patients
and their families. It includes interventions
addressing emotional distress, facilitating
decision-making, and promoting coping
strategies. Integrating psychological services
into palliative care provides a holistic approach
that enhances emotional and spiritual well-
being while reducing anxiety, depression, and
fear [1,12].

Palliative care also supports advance care
planning and promotes patient autonomy,
helping patients and caregivers manage the
mental health challenges associated with
chronic or terminal conditions.

While oncologists often focus on disease
management, palliative care emphasizes quality
of life—enabling patients to spend time with
loved ones and engage in meaningful activities
[13].

Greer et al. observed that early integration
of palliative care provides higher levels of
psychosocial support [14]. Temel et al. found that
initiating palliative care early in advanced lung
cancer treatment improved quality of life and
reduced depressive symptoms [8].

In a 2018 study, Greer et al. reported that early
palliative care fosters adaptive coping strategies,
improving emotional well-being and reducing
depressive symptoms [15].

Bakitas et al. also showed that nurse-led
psychoeducational interventions via telephone

Multidisciplinary Team of Experts
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Figure 2. Multidisciplinary Team of Experts (Hospice And Palliative Medicine Palliative Care Health Care
Nursing Care. Available from: https://favpng.com/png_view/hospice-and-palliative-medicine-pallia-
tive-care-health-care-nursing-care-png/PA3BZGSJ)
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enhanced quality of life and mood compared to
usual oncology care [16].

4, Effective Communication

Communication is a key component of palliative
care. Patients with chronic illnesses want to
discuss treatment options and care goals with
their oncologists. Given the complexity of these
conditions, effective communication helps
patients understand their diagnosis and the
implications for future care [3].

Palliative care facilitates open discussions that
allow patients and families to ask questions,
express concerns, and share treatment
preferences. Collaboration between palliative
and oncology teams ensures clarity about
prognosis and care goals, enabling informed
decisions [14].

Research also shows that patients who accept
their prognosis are less likely to experience
depression, anxiety, or hopelessness [17].

5. Early Integration into Care

Early integration of palliative care into treatment
plans—especially in oncology—has been shown
to improve outcomes [1].

The American Society of Clinical Oncology
(ASCO) recommends that patients with advanced
cancer begin palliative care within the first eight
weeks of diagnosis, integrated alongside active
treatment [4].

This model promotes timely interventions, better
symptom control, and improved satisfaction [6].
It also enhances quality of life while reducing
dependence on hospital and emergency services
[31.

Several studies demonstrate the benefits of
early integration. Temel et al. showed reduced
depression, improved quality of life, fewer
hospital visits, and longer survival among
metastatic NSCLC patients receiving early
palliative care [8]. Bakitas et al. found that one-
year survival was significantly higher among
patients who received early palliative care [10].
Vanbutsele et al. reported improved quality of
life among those receiving early integrated care
compared with standard oncologic care [13].

Palliative care may improve survival indirectly
by enhancing symptom control, alleviating
depression, strengthening social support, and
improving decision-making. While its primary
goal is quality of life rather than longevity,
evidence of survival benefit supports early
integration [18].

Methods

A comprehensive literature review was
conducted to examine the impact of palliative
care and its components on patient outcomes
among individuals with life-limiting and chronic
ilinesses, including cancer.

Relevant studies were identified through

systematic searches of PubMed, Scopus,
Cochrane Library, Google Scholar, EMBASE, and
ResearchGate using the following key terms:
palliative care, early integration, quality of life,
symptom management, psychosocial support,
and multidisciplinary care.

Inclusion criteria: peer-reviewed studies focusing
on palliative care interventions, quality of life,
and related outcomes.

Exclusion criteria: studies limited to end-of-life
care or lacking outcome data.

Results

1.Quiality of life and symptom control significantly
improved in patients receiving early palliative
care.

2.Depressive  symptoms and psychological
distress were reduced, with better emotional
well-being.

3.Survival rates improved modestly, especially in
advanced cancer patients.

4.Hospitalizations and  emergency  Vvisits
decreased, indicating better care coordination.

5.Effective  communication promoted patient
autonomy and satisfaction.

6.Healthcare resources were used more
efficiently, with fewer aggressive interventions.

Discussion and Conclusion

The literature review demonstrates that a
comprehensive palliative care program—
characterized by interdisciplinary teamwork,
effective symptom management, psychological
support, strong communication, and early
integration—substantially enhances quality
of life and clinical outcomes for patients with
serious illnesses.

These findings underscore the importance
of implementing structured palliative care
strategies in clinical practice. Future research
should focus on the optimal timing of
palliative care integration and the influence of
cultural, social, and economic factors on care
effectiveness.

Healthcare professionals engaged in palliative
care are dedicated to providing compassionate,
holistic management that ensures quality of
life, comfort, and dignity for individuals facing
terminal illnesses.
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Abstract

Introduction: Alzheimer’s disease (AD) is a
neurodegenerative disorder characterized by a
progressive decline in cognitive function and has
become one of the greatest socioeconomic and
health burdens worldwide. Although significant
advances have been made in understanding the
pathology of AD, effective treatments remain
limited.

Purpose of this thesis: This study aims to explore
how a theranostic approach—combining
diagnostic imaging with selective, targeted
therapeutic interventions—creates new
opportunities for the early detection, monitoring,
and management of Alzheimer’s disease, based
on the latest published literature.

Method of work: A comprehensive review of
existing literature on theranostics in Alzheimer’s
disease was conducted, with particular emphasis
on recent developments in diagnostic imaging
and therapeutic approaches. Data sources
included PubMed, ResearchGate, and Google
Scholar.

Results and Discussion: The application of
theranostic agents in Alzheimer’s disease has
shown considerable promise, particularly
in improving early diagnosis and enabling
personalized treatment. Various PET imaging
studies using amyloid and tau tracers have
demonstrated that these radiopharmaceuticals
can specifically detect abnormal protein
accumulations in the brain, which are considered
key pathological hallmarks of AD.

Conclusion: Theranostics offers a novel strategy
for addressing Alzheimer’s disease by integrating
therapeutic methods that deliver individualized
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and effective treatments. With the expanding
use of advanced imaging technologies and
progress in targeted therapies, theranostics
has the potential to revolutionize Alzheimer’s
disease management—shifting from symptom
control toward proactive, personalized care.

Keywords: Alzheimer’s disease, theranostics
INTRODUCTION

Alzheimer’s disease (AD) is among the most
common neurological disorders. Clinically,
it is classified as a syndrome of progressive
dementia, where early symptoms may be subtle
or inconspicuous [1]. This pathology primarily
affects older populations and is more prevalent
among women [2,3].

A positive family history, head trauma with
concussion, birth order, and maternal age at birth
have been identified as potential risk factors for
the development of AD. Memory loss, especially
of recent events, is often the first symptom to
manifest, gradually progressing to dementia and
spreading to other cognitive domains, including
language and visuospatial abilities. Additional
symptoms may include disorientation, impaired
judgment, poor concentration, aphasia, and
apraxia [4].

In the final stages of the disease, patients often
become rigid, mute, incontinent, and bedridden.
These symptoms necessitate assistance with
basic activities such as eating, dressing, and
toileting, which can lead to complications such
as malnutrition, secondary infections, pulmonary
embolism, or heart disease [5].

AD is a major global public health concern,
currently affecting nearly 50 million people

Tau neuwrofibrillary langles
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Figure 1.The physiological structure of the brain and neurons in (a) a healthy brain and (b) an Alzheimer’s
disease (AD) brain (e-Paula VJ, Radanovic M, Diniz BS, Forlenza OV. Alzheimer’s disease. Subcell Biochem.

2012;65:329-352.)
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worldwide—a figure projected to rise to 150
million by 2050 [6]. Although the pathological
mechanisms of AD are multifactorial,
B-amyloidopathy and tauopathy are considered
its primary hallmarks. The prevailing hypothesis
in AD research, though still debated, posits that
the disease results from the self-aggregation of
amyloid-B (AB) peptides—mainly AB1-40 and
AB1-42—forming soluble misfolded structures
that eventually evolve into insoluble fibrils with
B-sheet-rich configurations, known as senile
plaques [7,8].

1.2. Role of Molecular Imaging in Alzheimer’s
Disease

Molecularimaging has emerged as a noninvasive
and highly specific tool for diagnosing
neurological syndromes, offering significant
advantages over previous imaging modalities
[10]. It enables the detection of molecular and
cellular changes that occur before clinical or
pathological manifestations, thereby facilitating
early diagnosis and allowing for the timely
implementation of appropriate therapeutic
strategies [11].

Positron Emission Tomography (PET):

PET imaging, in particular, utilizes radiotracers
specific to amyloid and tau proteins, enabling
the in vivo visualization of these pathological
markers.

-Amyloid Imaging: Radiotracers such as [°F]
florbetapir and ["'C]PiB have been developed to
detect AB plaques. Amyloid PET imaging is of
great importance for early diagnosis, as amyloid
accumulation often precedes the onset of clinical
symptomes.

Tau Imaging: Tau PET tracers, such as [®F]
flortaucipir, allow the visualization of tau

tangles, which correlate with the degree of
neurodegeneration and cognitive decline. Tau
imaging is increasingly used as a biomarker in
clinical trials to monitor the effects of anti-tau
therapies [12].

Magnetic Resonance Imaging (MRI):

MRI-based measurements of brainand ventricular
volumes, as well as the assessment of atrophy in
specific regions, provide valuable insights into
neurodegenerative progression. In particular,
medial temporal lobe atrophy is strongly
associated with AD-related neurodegeneration
and is routinely evaluated using MRI [13].

["*FIFDG-PET:

There is strong evidence that hypometabolism
in the posterior cingulate and temporoparietal
regions is an early sign of neurodegeneration
in AD. This can be evaluated using the [®F]-
labelled glucose analog in FDG-PET imaging [13].
Although this technique offers high specificity
and sensitivity for predicting AD risk and disease
progression—based on characteristic metabolic
patterns observed in the more advanced
stages—its clinical use remains limited [14].

1.3. Theranostic Agents in Alzheimer’s Disease

Theranostic agents in Alzheimer’s disease
(AD) are bifunctional compounds that enable
both imaging and targeted treatment. These
agents typically consist of a diagnostic moiety
(e.g., radiotracer) conjugated to a therapeutic
molecule that specifically targets AD pathology
[16].

1.3.1. Nanoparticle-Based Theranostics

Nanotechnology holds significant promise in
advancing theranostic strategies for Alzheimer’s
disease. Among the most extensively studied

Figure 2. Neuroimages of the healthy versus the Alzheimer’s disease (AD) brain. Neuroimaging with (a)
structural MRI, (b) FDG-PET, (c) amyloid-PET with PiB, and (d) tau-PET with "®F-AV1451 in both healthy
and AD brains (Jack CR, Dickson DW, Parisi JE, Xu YC, Cha RH, O’Brien PC, Edland SD, Smith GE, Boeve
BF, Tangalos EG, et al. Antemortem MRI findings correlate with hippocampal neuropathology in typical

aging and dementia. Neurology. 2000).
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compounds in this context is curcumin,
a polyphenolic compound known for its
neuroprotective properties. However, poor
bioavailability has been a major limitation
in translating curcumin into clinical use.
Nanoparticle-based delivery systems can
enhance the transport of curcumin across
the blood-brain barrier (BBB), thereby
increasing its therapeutic potential.

Curcumin has demonstrated efficacy
in inhibiting pathological processes
associated with AD, including the reduction
of amyloid plaques and oxidative stress.
To improve its bioavailability, curcumin
has been encapsulated in nanocarriers
such as liposomes and dendrimers.
These nanocarriers not only enhance the
pharmacokinetic profile of curcumin but
also serve as potential diagnostic imaging
agents, embodying a dual diagnostic and
therapeutic function—the defining feature
of theranostic agents.

Recent studies indicate that nanoparticle-
based formulations of curcumin can
effectively cross the BBB and selectively
target amyloid plaques within the brain,
underscoring their potential as both
diagnostic and therapeutic tools in
Alzheimer’s disease [17-18].

1.3.1. (continued) Other
Based Theranostics

Nanoparticle-

Besides curcumin,  various other
nanoparticles have been engineered
- some loaded with neuroprotective

agents - to target specific biomarkers
associated with Alzheimer’s disease (AD).
These nanoparticles can be designed to
bind selectively to amyloid- (AB) or tau
proteins, providing both therapeutic and
diagnostic imaging capabilities. The use
of such multifunctional formulations has
the potential to revolutionize AD diagnosis
and treatment by enabling a personalized

* Afle and Affe
| Destabilize APP |

and highly effective approach to disease
management [16].

Special emphasis should be given
to near-infrared fluorescence  (NIRF)
theranostics. These compounds possess
unique properties, including the ability to
modify fluorescence upon binding to AD
biomarkers, the capacity to absorb and
emit light in the far-red to near-infrared
spectrum (approximately 600-800 nm),
and the potential to modulate protein
aggregation processes [28].

1.3.2. Therapeutic Efficacy Monitoring and
Personalized Treatment

In  essence, theranostics provides a
feedback-driven approach, enabling real-
time monitoring of therapeutic responses
and allowing dynamic adjustments to
treatment protocols. For instance, positron
emission tomography (PET) imaging can
be utilized to quantify the levels of amyloid
or tau before and after therapy to assess
treatment efficacy.

This approach allows clinicians to tailor
interventions individually, based on
patient-specific responses—something
thatis not achievable through conventional
treatment methods. Periodic imaging
further provides valuable insight into
disease progression. By visualizing A(
accumulation and tau tangles over time,
clinicians can monitor biomarker dynamics,
predict patient outcomes more accurately,

and modify  therapeutic  strategies
accordingly [20].

PURPOSE OF THIS THESIS

This study, entitled “Theranostics in

Alzheimer’s Disease: A Paradigm Shift in
Diagnosis and Treatment,” delineates the
evolvingrole oftheranosticsin transforming
the management and treatment of
Alzheimer’s disease. Specifically, this study

* Promote disaggregation of A
* Reduce Aff levels in APP mice

Inhibit AP aggregation

Inhibit APF metabolism —ge— Curcumin

e Enhance Af uptake by macrophages

| Anti-oxidation ‘

* Reduces oxidized protems and [LIB
+ Protect from AP induced oxidative stress

Figure 3. Anti-amyloid properties of curcumin. Cu

Block A self assembly
= Inlubat fibnllary AP fonmation

rcumin regulates A metabolism and inhib-

its AB aggregation in several ways (Fiala M, Liu PT, Espinosa-Jeffrey A, Rosenthal MJ, Bernard
G, Ringman JM, Sayre J, Zhang L, Zaghi J, Dejbakhsh S. Innate immunity and transcription
of MGAT-IIl and Toll-like receptors in Alzheimer’s disease patients are improved by bisdeme-

thoxycurcumin. Proc Natl Acad Sci U S A. 2007).
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aims to:

«Analyze how this therapeutic modality
- combining diagnostic imaging
with  selective, targeted therapeutic
interventions - creates new opportunities
for early detection, monitoring, and
management of Alzheimer’s disease.

‘Review  recent advancements in
theranostic techniques and evaluate their
effectiveness in personalizing treatment
plans, enhancing patient outcomes, and
reducing disease progression.

METHOD OF WORK

A comprehensive review study was
conducted to examine the latest research
on theranostics in Alzheimer’s disease,

with particular emphasis on recent
developments in diagnostic imaging
modalities and targeted therapeutic
approaches.

Data were collected from reputable
academic databases, including PubMed,
ResearchGate, and Google Scholar. The
information was critically analyzed to assess
how theranostic strategies are redefining
current paradigms in AD management
- specifically, by integrating diagnostic
imaging with precision-targeted therapies.

The key findings were synthesized to
highlight the benefits, limitations, and
future directions of theranostics in
Alzheimer’s disease, with the ultimate
goal of establishing a comprehensive
perspective on its potential to improve
patient care and clinical outcomes.

RESULTS AND DISCUSSION

The application of theranostic agents in
Alzheimer’s disease has proven highly
promising, particularly in advancing early
diagnosis and personalized treatment.
Numerous PET imaging studies using
amyloid and tau tracers have demonstrated
that these radiopharmaceuticals can
specifically detect abnormal protein
accumulations in the brain—hallmarks of
AD pathology.

Theranostic approaches integrate
diagnostic imaging techniques with
targeted therapeutic interventions. PET
imaging with amyloid and tau tracers has
yielded significant benefits in identifying
the preclinical stages of AD, before overt
symptoms appear. Radiotracers such
as [®F]-florbetapir and ["C]-PiB have
been used to detect AR plaques that
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accumulate many years prior to symptom
onset, while ["*F]-flortaucipir enables the
visualization of tau tangles that correlate
with neurodegeneration and cognitive
decline. These imaging methods allow
non-invasive, real-time assessment of
disease pathology, greatly facilitating early
detection and therapeutic monitoring.

Following the comprehensive review by
Bolognesi et al. on fluorescent theranostics,
Chen and co-workers reported the
development of the first phenothiazine-
based theranostic agent targeting AB
aggregation—a key pathological factor in
Alzheimer’s disease [21].

These compounds were engineered
using a donor-acceptor (D-A) structure
with m-electron conjugated chains. The
researchers employed phenothiazine as
the core scaffold, enhanced by rhodanine
moieties, although the rationale behind
this combination was not fully explained
[22-24].

-Phenothiazine is known for its anti-
aggregation and antioxidant properties
and is commonly used in central nervous
system drugs such as promethazine and
chlorpromazine [25].

-Rhodanine has demonstrated anti-tau
aggregation activity. Given the interplay
between AP and tau aggregates, its
inclusion was likely intended to target both
types of protein misfolding. Moreover,
rhodanines exhibit versatile binding
properties, potentially improving their
efficacy as AB-binding theranostic agents
[26].

The emission wavelengths were found
to be =640 nm for all tested compounds,
making them suitable for near-infrared
fluorescence (NIRF) imaging applications.
Fluorescence “turn-on” upon complexation
with AB,—4, aggregates ranged from 2.3- to

C]:SD
N

H
Phenothiazine

S
S#J;;szo
H

Rhodanine

)
zZ o

13.1-fold, while no significant fluorescence
change was observed upon interaction
with AB monomers. It was hypothesized
that these compounds interact with
hydrophobic  pockets  within  AB—4,
aggregates, where restricted molecular
rotation leads to an increase in quantum
yield [21].

Derivative 1a was selected for further
investigation  despite  its moderate
fluorescence enhancement of 4.89-fold,
due to the following favorable properties:

-High binding affinity to AB;—4, aggregates
(K<sub>d</sub>=7.5+ 0.4 nM).

«Significantinhibition of AB,—4, aggregation
(ICso = 0.67 % 0.02 pM).

sLow affinity for non-specific targets such
as bovine serum albumin (BSA).

-Minimal cytotoxic effects on SH-SY5Y cells
at concentrations up to 50 uM.

In vitro fluorescence staining of brain and
eye tissue slices from double transgenic
mice (APP<sup>wtse</sup>/PSEN1, 9
months old) demonstrated the effective
targeting capability of compound 1a
toward AR plaques [21].

Discussion

Integrated therapeutic capabilities within
theranostics represent a paradigm shift in
the management of Alzheimer’s disease
(AD). Traditional AD treatments were
limited by the inability to detect the disease
in its earliest stages. The introduction of
theranostic agents now enables clinicians
to identify amyloid plaques and tau
tangles while simultaneously delivering
targeted therapies that can slow disease
progression.

Another major advantage of theranostic
agents is their capacity to provide real-
time feedback on treatment efficacy.

=1

Figure 4. Donor-acceptor design by framework combination of phenothiazine and rhodanine
(Francisco TN, Malafaia D, Melo L, Silva AM, Albuquerque HM. Recent advances in fluorescent
theranostics for Alzheimer’s disease: a comprehensive survey on design, synthesis, and proper-

ties. ACS Omega. 2024).
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Imaging can be performed before and
after therapeutic interventions to assess
changes in amyloid or tau burden, allowing
clinicians to adjust treatment protocols
based on individual patient responses. This
feedback mechanism makes it possible
to design personalized therapeutic
strategies tailored to each patient’s disease
progression.

The results demonstrate that
phenothiazine-based derivatives,
particularly compound 1a, show great
promise as near-infrared fluorescence
(NIRF) probes for detecting AB aggregates
in Alzheimer’s disease models. Their
high binding affinity, strong inhibition of
aggregation, and low cytotoxicity suggest
significant potential for in vivo diagnostic
applications.

Conclusion

The application of theranostics in
Alzheimer’s disease marks a significant
advancement toward early diagnosis
and  personalized  treatment.  This
approach integrates diagnostic imaging
with therapeutic intervention, allowing
clinicians to detect pathological markers
such as amyloid-B (AB) plaques and tau
tangles long before clinical symptoms
manifest. Early detection is critical for
managing disease progression and tailoring
treatment strategies to the individual.

Positron emission tomography (PET)
imaging using tracers such as [®F]
florbetapir, ['CIPIB, and [**Flflortaucipir
has been instrumental in visualizing AP
plaques and tau tangles in the brain,
providing a non-invasive method to
diagnose pathology in real time. These
imaging techniques not only improve early
diagnosis but also enable the continuous
monitoring of therapeutic responses
through a feedback mechanism that can
optimize treatment regimens.

Further studies on phenothiazine-based
compounds, particularly derivative 1a,
highlight the potential of theranostic
agents in AD. The phenothiazine
scaffold with appended rhodanine units
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demonstrates high binding affinity to ABi-s
aggregates, effective inhibition of aggregation,
and minimal neuronal toxicity. Owing to its “turn-
on”fluorescence upon binding to AB aggregates,
compound 1a serves as a highly promising NIRF
probe.

In  conclusion, integrating  theranostic
approaches—specifically the use of
phenothiazine-based probes—offers significant
potential for the early diagnosis and treatment of
Alzheimer’s disease. These agents enable precise
detection and real-time monitoring of disease
progression, paving the way for personalized
therapies aimed at slowing neurodegeneration
and improving patient outcomes. Future research
should focus on optimizing these compounds
for clinical application and evaluating their
therapeutic potential in in vivo models of AD.

-
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Figure 5. (A) In vitro binding profile of compound 1a. (B) In vitro fluorescent staining assays for A
plaques—fluorescent staining of compound 1a on cortical brain slice sections from a double transgenic
(Tg) mouse. (C) Inhibition of AB,—4, self-aggregation followed by fluorescence microscopy using com-
pound 1a (Dao P, Ye F, Liu Y, Du ZY, Zhang K, Dong CZ, Meunier B, Chen H. Development of phenothi-
azine-based theranostic compounds that act both as inhibitors of f-amyloid aggregation and as imag-
ing probes for amyloid plaques in Alzheimer’s disease. ACS Chem Neurosci. 2017).
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Abstract

Transverse vaginal septum (TVS) is a rare
congenital anomaly, with an estimated
incidence of approximately 1 in 70,000
females. It is typically diagnosed during
adolescence due to symptoms such
as primary amenorrhea. However,
asymptomatic cases presenting with
primary infertility are exceedingly rare.

This report describes a 34-year-old woman
diagnosed with a microperforated TVS
who presented with primary infertility.
Despite having regular menstruation
and no clinical symptoms other than
infertility, examination revealed a blind-
ending vagina. Fistulography indicated
the presence of a vaginal septum. Surgical
resection was performed to restore normal
vaginal continuity and anatomy. The
patient recovered fully, resumed sexual
activity, and conceived spontaneously
within two months, leading to a normal
pregnancy.

This case underscores the importance of
considering TVS in the differential diagnosis
of unexplained infertility. Early diagnosis
and appropriate surgical management
can optimize reproductive outcomes and
prevent complications associated with this

rare anomaly.

Keywords: Transverse vaginal septum,
Mullerian duct anomaly, unexplained
infertility, fistulography

Introduction

Transverse vaginal septum (TVS) is a rare
congenital anomaly of the female genital
tract, resulting from incomplete fusion of
the Miillerian ducts during embryogenesis.
Its estimated incidence is approximately
1 in 70,000 females, making it one of the
rarestanomalies of the female reproductive
system (1).

TVS is typically diagnosed in adolescence
due to primary amenorrhea. However,
women with microperforated septa may
remain asymptomatic until presenting with
infertility (2). We report a case of a woman
with a microperforated TVS who presented
with primary infertility, highlighting the
diagnostic challenges and management
strategies associated with this condition.

Case Presentation

A 34-year-old nulliparous woman
presented to our outpatient clinic with a
three-year history of primary infertility. Her
medical history was unremarkable, and she

Figure 1A. Blind-ending vagina with microperforation.Figure 1B. Visualization of the cervical
ostium following surgical anastomosis.
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reported regular menses since menarche at
age 12. She denied dysmenorrhea, pelvic
pain, dyspareunia, or any difficulties with
sexual intercourse.

Physical examination revealed normal
secondary sexual characteristics and
external genitalia. Speculum and digital
examination identified a blind-ending
vagina without a visible cervical ostium,
except for a possible microperforation on
the left lateral vaginal wall (Figure 1A).

Transvaginal ultrasonography revealed
normal uterine and adnexal anatomy,
without evidence of hematocolpos or
hematometra. A microperforated TVS
was suspected. To confirm the diagnosis,
hysterosalpingography and fistulography
were performed using fluoroscopy and a
water-soluble contrast medium injected
through the perforation site. Fistulography
confirmed a transverse vaginal septum
located in the mid-vaginal region (Figure
2).

The patient underwent surgical resection of
the septum. Circular excision of the septum
was performed, followed by anastomosis
of the proximal and distal vaginal mucosa.
The cervical ostium was visualized after
resection, and the remaining vaginal tissue
was sutured with a continuous locked
absorbable suture (Figure 1B).

A diagnostic laparoscopy was performed
concurrently to investigate infertility and to
prevent iatrogenic injury. The laparoscopy
revealed normal pelvic anatomy, and a
methylene blue dye test confirmed bilateral
tubal patency.

Postoperatively, the patient received
prophylactic antibiotics and vaginal
estrogen for four weeks to prevent vaginal
orcervical stenosis. Follow-up examinations
revealed no postoperative complications.
The patient resumed sexual intercourse
eight weeks after surgery and conceived
spontaneously two months later. At the
time of writing, she was 21 weeks pregnant
with an uneventful pregnancy course.

Discussion

This case highlights the need to consider
TVS asa possible cause of primary infertility,
even in the absence of classical symptoms
such as amenorrhea or dysmenorrhea. In
microperforated cases, menstrual flow may
occur through the perforation, masking the
presence of an obstructive anomaly.
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According to the 2013 European Society
of Human Reproduction and Embryology/
European Society for Gynecological Endoscopy
(ESHRE/ESGE) classification, transverse vaginal
septum is categorized as subgroup V3 among
Mullerian duct anomalies (3). Our patient’s
condition was classified as UOCOV3, indicating
normal uterine and cervical anatomy.

Magnetic resonance imaging (MRI) is a valuable
diagnostic tool for Miillerian anomalies due to its
multiplanar imaging capability and superior soft-
tissue contrast resolution. MRI allows accurate
differentiation of uterine and vaginal anomalies
and concurrent detection of endometriosis
(4,5). However, when resources are limited,
conventional ultrasound and fistulography
can be effective diagnostic alternatives. In this
case, fistulography with water-soluble contrast
provided sufficient diagnostic information at
lower cost.

The treatment objective in TVS management
is complete resection of the septum to restore
normal vaginal continuity, prevent restenosis,
and maintain functional vaginal length and
caliber (6). Minimally invasive vaginoscopic
techniques using hysteroscopic guidance have
also been introduced as alternatives (2).

Early diagnosis and surgical correction are
essential to preserving fertility. The laparoscopic-
assisted transvaginal approach, as employed in

Vaginal pouch

this case, enables precise excision and minimizes
surgical complications, ensuring favorable
reproductive outcomes.

Conclusion

This case emphasizes the importance of
maintaining a high index of suspicion for TVS
in women with unexplained primary infertility.
Early identification and surgical intervention can
restore normal vaginal anatomy, improve fertility
potential, and enhance quality of life.
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Data supporting the findings of this study are
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upon reasonable request
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Figure 2. Fistulography image demonstrating the transverse vaginal septum.
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Abstract
Introduction:

Brucellosis, also known as “Undulant Fever," is
a zoonosis primarily transmitted through the
consumption of unpasteurized milk and dairy
products, direct contact with infected animals,
and inhalation of contaminated aerosols [1,7,10].
It is also possible through interhuman and
intrauterine transmission [12]. While it has been
eradicated in most developed countries, over
500,000 new cases of brucellosis are reported
globally each year [9]. Although the incidence
of the disease has recently decreased in Kosovo,
brucellosis remains a public health and social
issue [3,6,15].

The aim of this study was to analyze the clinical
features, diagnostic possibilities, and therapeutic
approaches of brucellosis cases treated at the
Infectious Disease Clinic in the University Clinical
Center of Kosovo.

Methodology:

This paper presents a retrospective study of all
patients hospitalized in the Infectious Disease
Clinic from January 1, 2023, to April 30, 2024,
and diagnosed with brucellosis. Data on the
disease history, clinical presentations, diagnostic
methods, and therapeutic approaches were
collected from the medical histories of patients
treated at the Infectious Disease Clinic in
Prishtina.

Results:

During the period from January 2023 to April
2024, nine patients with brucellosis were treated
at the Infectious Disease Clinic. Male patients
predominated, with six cases (67%), and the
average age was 35.4 years (range 20-63). All
patients came from rural areas, most frequently
from the municipalities of Suhareka, Istog, and
Peja [3,6].

FS: 1.5
WL - TR: 4120.0 TE: 87.9

Figure 1. Brucellar spondylodiscitis in the lumbosa-

cral region of the spine.

The most frequently reported symptoms were
fatigue (100%), fever (88%), joint pain (55%),
sweating (44%), back pain (33%), abdominal
pain (33%), right testicular pain and swelling
(33%), leg pain, and vomiting (11%). The
duration of symptoms before hospitalization
ranged from 3 days to 3 months (range 3-90
days). The osteoarticular system was the most
commonly affected system (33%), followed by
orchiepididymitis (33%) [2,13,14].

The disease was confirmed by positive serology
in all cases (100%) and positive blood cultures
in 22% of cases [5,12]. In all cases, combined
therapy with doxycycline and gentamycin was
administered for the first 2-3 weeks, followed
by rifampicin and doxycycline for 6 weeks
[1,5]. Most patients, 8 (89%), experienced acute
disease progression. No pediatric cases or
disease relapses were observed.

Conclusion:

The most common complications of brucellosis
in our cases were osteoarticular involvement
and orchiepididymitis [2,13]. Initial therapy
combining  doxycycline and gentamycin,
followed by doxycycline and rifampicin, was
effective, with no relapses observed [1,5]. Early
diagnosis and appropriate treatment were
associated with favorable outcomes for patients.

Keywords:

Brucellosis, therapy, complications, doxycycline,
gentamycin.

Introduction

Brucellosis, also known as “Undulant Fever/’
“Mediterranean Fever,’ or “Malta Fever, is a
zoonotic disease affecting domestic and wild
animals [1,7,10]. This infectious disease has
significant public health implications and
presents considerable economic challenges,
particularly in regions with weak food industry
standards, hygiene practices, and veterinary care
[7,8,101.

Historically, brucellosis has been recognized in
the Mediterranean region, particularly among
sheep and goats, dating back to ancient times
[1]. In 1887, microbiologist David Bruce isolated
the gram-negative coccobacillus from the spleen
of fatal cases, later named Brucella melitensis [1].

There are six recognized Brucella species,
of which four are pathogenic to humans: B.
melitensis, B. abortus, B. suis, and B. canis [1,12].
In the majority of human cases, the causative
agent is B. melitensis [1,3].

Brucellosis can be transmitted through directand
indirect contact with animals and their products,
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and it can also be acquired in microbiology
laboratories [1,12]. Brucella bacteria utilize the
host’s immune defense mechanisms to establish
chronic infections, leading to a range of clinical
manifestations from fever, fatigue, and joint pain
to severe complications like endocarditis and
neurological disorders [1,5,12].

The objective of this study is to analyze the
clinical features and diagnostic and therapeutic
approaches for brucellosis cases treated at
the Infectious Diseases Clinic in the University
Clinical Center of Kosovo [3,6].

Results

Between January 2023 and April 2024, nine
patients with brucellosis were treated at the
Infectious Diseases Clinic. Of these, six were male
(67%) and three were female (33%). The mean
age of patients was 35 years (ranging from 20 to
63). No pediatric cases were reported [3].

The most frequently reported symptoms among
all patients included fatigue (100%), fever (88%),
joint pain (55%), sweating (44%), back pain
(33%), abdominal pain (33%), pain and swelling
of the right testicle (33%), leg pain (11%), and
vomiting (11%). The duration of symptoms
prior to hospitalization ranged from 3 days to 3
months (range 3-90 days).

All patients were hospitalized during summer,
spring, and winter, with all coming from rural
areas. The route of disease transmission was
identified for all patients except one. All except
one reported direct or indirect contact with
infected animals and consumption of raw milk or
dairy products [3,6,15].

The most frequently
manifestation among
hepatosplenomegaly,

reported  clinical
treated cases was
present in all cases
upon admission and later confirmed by
ultrasonography [3]. Additionally, 33% of
patients manifested brucellar spondylodiscitis

in the lumbosacral region [2,6]. No cases of
neurobrucellosis, respiratory, or cardiovascular
involvement were observed [3,6].

Three male patients (33%) developed
localized infection of the testis and epididymis
(orchiepididymitis), all affecting the right side
[2,13,14]. According to anamnesis data, 33% had
family members with brucellosis, indicating a
familial epidemic [3,6].

The disease was confirmed with positive
serology in all cases (100%) and with positive
blood cultures in two cases (22%). For serological
testing, a rapid slide agglutination test (RSAT),
Wright's reaction, and ELISA were performed
[1,5,12]. Wright's reaction was positive in all
patients with titers ranging from 1/160 to 1/1280.

Patients were treated with doxycycline
and gentamicin for 2-3 weeks, followed by
doxycycline and rifampicin for at least 6 weeks
[1,5]. Complicated cases with spondylodiscitis
received an additional antibiotic, ciprofloxacin,
for 3 weeks [6]. Symptomatic therapy and short-
term corticosteroids were administered in cases
of spondylodiscitis and orchiepididymitis.

The hospitalization period averaged 21 days,
and all patients were discharged in improved
condition, continuing follow-up as outpatients.
No relapses were recorded [3,6].

Discussion

Brucellosis is a zoonosis that has been virtually
eliminated in most developed countries;
however, human cases still occur, primarily
imported from endemic regions [1,4]. Recent
studies estimate the global incidence of human
brucellosis at 1.6-2.1 million new cases per
year, which is three to four times higher than
earlier estimates [9]. Although its incidence has
decreased, brucellosis remains present in Kosovo
[3,5]. Due to weak controls in the animal industry
and food safety, brucellosis continues to pose a
public health risk [7,11].

The first documented cases of brucellosis
in Kosovo were reported in 1980 [3,15].
According to data from the National Institute
of Public Health of Kosovo, the average
morbidity rate between 2000-2004 was 2.97
per 100,000 inhabitants, with the highest
incidence recorded in 2010 at 4.9 per 100,000
[3]. Brucellosis is considered an occupational
disease that primarily affects shepherds, farmers,
veterinarians, slaughterhouse workers, and
laboratory staff [7,8]. In our study, all patients
were rural residents involved in agriculture and
livestock farming, consistent with reports from
similar endemic regions [5,13].

Correspondence:
sadije.namani@ubt-uni.net

Figure 2. Grey scale ultrasound - the testis is shown
with normal echostructure and a small amount of
free fluid in the scrotum in one of the patients with
Brucellosis.
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The predominance of male patients (67%)
is also in line with findings from previous
studies, which suggest that occupational
exposure accounts for higher male
prevalence [3,8]. The mean age of 35 years
reflects an economically active population
at greater risk for exposure through
farming activities. No pediatric cases were
observed during this period. However,
in a previous study conducted in Kosovo
(2006-2011), children accounted for 34%
of all brucellosis cases, especially school-
aged groups [3].

One-third (33%) of patients in our study
reported other family members affected by
brucellosis, suggesting familial outbreaks
due to shared exposure or consumption
of contaminated dairy products [13]. This
finding aligns with several international
studies showing intrafamilial clustering in
endemic areas [5,7].

Brucellosis is known as a multisystemic
infection with awide clinical spectrum, from
mild fever to severe organ complications
[1,6,10]. The most frequently observed
symptoms in our cases—fatigue, fever, joint

pain, and sweating—are typical for acute
brucellosis  [2,4]. Hepatosplenomegaly
was present in all patients, consistent with
prior studies indicating liver and spleen
enlargement as common findings [3,6].

Spondylodiscitis was present in 33%
of cases, predominantly affecting the
lumbosacral region, in accordance with
global data reporting spinal involvement in
2-54% of cases [10,12]. In a previous study
from Kosovo (2006-2011), the hip joint was
the most commonly affected site (20%),
and meningitis occurred in 1.6% of cases
[3]. In our series, no neurobrucellosis was
observed.

Orchiepididymitis was another significant
complication, present in 33% of cases
(50% of male patients). This is higher than
the 0.8% incidence reported in earlier
Kosovo data (2006-2011) [3]. Other studies
have found orchiepididymitis in 2-14%
of cases due to hematogenous spread or
excretion of Brucella in urine [2,13,14].
Clinicians, especially infectious disease
specialists and urologists, should therefore
consider brucellar orchiepididymitis in

Figure 3. In Color-Doppler ultrasound images, increased vascularization of the testis is ob-

served in a patient with Brucellosis.

Table 1. Symptoms and clinical presentation of patients with Brucellosis
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the differential diagnosis of nonspecific
testicular inflammation in endemic regions.

No  respiratory  or  cardiovascular
involvement was observed, despite
previous studies reporting up to 11%
involvement of these systems [3,12].
Diagnosis in all patients was confirmed
serologically, and 22% had positive blood
cultures [6]. This diagnostic rate aligns
with other regional studies, where culture
positivity remains below 30% [9,12].

Regarding  treatment, all  patients
were treated according to WHO
recommendations [1,8]. The combination
of doxycycline and gentamicin for the
first 2-3 weeks, followed by doxycycline
and rifampicin for at least 6 weeks,
yielded excellent outcomes. Patients with
spondylodiscitis also received ciprofloxacin
[9]. The combination therapy effectively
prevented relapses in our cohort.

In comparison with earlier protocols used in
Kosovo (2006-2011), where streptomycin
was frequently used, gentamicin s
now preferred due to concerns about
Mycobacterium tuberculosis resistance in
areas with high tuberculosis prevalence
[3,9].

hepatosplenomegaly

Age [years) 63 years old 36 years old 20 years old 52 years old

Gender Male Female Female Male

Duration of

symptoms before 4 weeks 3 months 1 month 3 days

hospitalization

Patient referral to Back pain, difficulty in Fewer, back pain, fatigue, Fever, sweating, fatigue Fewver, temperature,

the admission rcom  standing upright, fatizue, joint pain swelling and pain in the
joint pain right testicle, fatigue, joint

pain
Physical Afebrile, hypertensive, Afebrile, normotenzive, Afebrile, normotenzive, Afebrile, eucardiac,
examination eupneic, eucardiac, eupnoic, eucardiac, eupnoic, eucardiac, normotenzive, ewpnoic,

hepatosplencmegaly

hepatosplenomegaly

swelling in the right
testicle,
hepatosplenomezaly
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Conclusion

The most common complications of brucellosis
in our cases were osteoarticular involvement
and orchiepididymitis. The therapeutic protocol
consisting of doxycycline and gentamicin,
followed by doxycycline and rifampicin, proved

highly effective and relapse-free.

Brucellosis

remains a

significant  zoonotic

infection in Kosovo, predominantly affecting the
rural population engaged in animal husbandry.
Early detection, accurate diagnosis, and timely
initiation of combination therapy are essential for
preventing chronic complications and improving

patient

outcomes
veterinary control,

[9,10,12].

Strengthening
food safety, and public

awareness remain key strategies for brucellosis

prevention.

Table 2. Symptoms and clinical presentation of patients with Brucellosis

Age [years) 26 years old 23 years old 24 years old 53 years old 22 years old
Gender hale Male Male Female Male
Duration of
Symptoms 1 month 3 months Jweeks 3 days 3 days
before
hospitalization
Patient referral Fever, sweating, er, temperature, Fever, sweating, Fatigue, fever, Fever, temperature,
to the fatigue pain in the right leg, fatigue sweating, abdominal abdominal pain,
admission pain and swelling in |pain, vomitus, joint fatigue, pain and
room the right testicle, pain swelling in the right
sweating,  fatigue, testicle
joint pain
Physical Afebrile, eupnoic, Afebrile, eupnoic, Afebrile, eupnoic, Afebrile, eupnoic, Afebrile, eupnoic,
examination eucardiac, tahicardiac, tahicardiac, tahicardiac, ewcardiac,
normotensive, normotenzive, normotenzive, normotenzive, normotenzive,
hepatosplenomegaly  hepatosplenomegaly hepatosplenomegaly  hepatosplenomegaly hepatosplenomegaly
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Abstract

An omphalocele is a herniation of abdominal
content into the base of the umbilical cord. The
gross appearance of omphalocele differs from
that of gastroschisis in two important respects: A
protective membrane encloses the malposition
of abdominal contents and Elements of umbilical
cord course individually over the sac and come
together at its apex to form a normal-appearing
umbilical cord.

This case report presents a female neonate
with a large omphalocele containing the liver
and intestinal segments, delivered via cesarean
section at the University Clinical Center of
Kosovo. Initial management focused on infection
prevention, fluid balance, and respiratory
stabilization. On the fifth day, a single-step
surgical repair was successfully performed
under general anesthesia, repositioning the
herniated organs and closing the defect without
complications.  Postoperative recovery was
stable, with gradual feeding tolerance and
full respiratory adaptation. The neonate was
discharged after 15 days in good condition.

Keywords: omphalocele, newborns, congenital.
Introduction

Omphalocele is a rare congenital malformation
of the anterior abdominal wall, characterized by
a hernial sac containing organs such as the liver
and intestines. The incidence ranges from 1 in
4,000to 1in 10,000. It develops in utero, typically
when the intestines fail to return to the abdomen
by 11 weeks of gestation. Two-thirds of cases
may involve abnormalities in the spine, heart,
digestive, urinary, or limb systems. Omphaloceles
vary in size: small ones typically contain only the
intestine, while large ones may involve the liver,
spleen, and gastrointestinal tract.[ ][ ]

Diagnosis- This anomaly is usually apparent. A

Volume 5

ruptured omphalocele may be confused with a
gastroschisis; both defects are characterized by
exposed intestine, but infants with omphalocele
do not possess an intact umbilical cord at the
level of the abdominal wall to the left of the
defect.[]

Management of omphalocele varies depending
on the size of the defect and the organs involved.
In cases of large omphaloceles, especially those
containingtheliverwithinthe herniasac,cesarean
delivery is often recommended to prevent sac
rupture. However, for smaller omphaloceles,
vaginal delivery may be considered a reduction,
even in stages over a lengthy period, which may
be very difficult to achieve.[]

There are two main therapeutic groups: ruptured
sac (requiring emergent surgery) and intact
omphalocele (less urgent, with the sac protected
until surgery). Nonoperative staged reduction
has been described, and skin coverage may be
used as a temporary measure.[ ][]

Prognosis is influenced by defect size and birth
weight, with survival rates above 90% in the
absence of additional malformations. [ ][]

This case report highlights the successful single-
step surgical treatment of omphalocele.

Case Report

A female neonate was delivered via cesarean
section at the University Clinical Center of
Kosovo- Neonatology Clinic due to a prenatal
diagnosis of omphalocele. The delivery was
scheduled to prevent rupture of the hernia sac,
given the large defect that contained portions
of abdominal organs, including the liver. At
birth, the neonate weighed 4,250 grams, had
a length of 54 cm, and a head circumference
of 37 cm. Initial Apgar scores were 7 and 8
at 1 and 5 minutes, respectively, indicating a
moderately stable condition. Following birth,

Figure 1. Omphalocele- the hernia sac and dressing (https://pmc.ncbi.nim.nih.gov/articles/

PMC1465128/pdf/annsurg01277-0124.pdf )
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a physical examination revealed a significant
abdominal wall defect consistent with a large
omphalocele. The hernia sac was intact, covering
abdominal contents without evidence of rupture
or dissection. Vital signs included a respiratory
rate of 42 breaths per minute and an oxygen
saturation (Sp02) of 92% onroomair.The neonate
displayed a regular heart rate, with no immediate
evidence of cardiovascular compromise. Due
to the size and location of the omphalocele,
initial management focused on preventing
infection and minimizing fluid and heat loss.
The omphalocele sac was carefully wrapped in
sterile saline-soaked dressings covered with a
plastic wrap to maintain moisture and provide
a barrier against pathogens. Nasogastric suction
was initiated to decompress the stomach and
reduce the risk of abdominal distension, which
could exacerbate respiratory or circulatory
compromise. Intravenous (IV) fluids were started
promptly to maintain adequate hydration and
compensate for any potential fluid loss through
the hernia sac and dressings.

The newborn had mild breathing difficulty
shortly after birth, likely due to limited diaphragm
movement from the abdominal defect. The
infant was kept in an incubator with an oxygen
hood for four days before surgery to ensure
stable temperature, humidity, and oxygen levels.
Post-surgery, one day of ventilatory support was
provided to assist breathing. Following this, the
infant was transitioned to CPAP for three hours to
support respiratory adaptation, then continued
with oxygen supplied via hood for three days,
and finally moved to breathing ambient air.

Admission laboratory values showed hematocrit
at 51%, leukocytes at 21.7 x10%/L, and platelets
at 235 x10%/L. Biochemistry results indicated a
urea level of 3.9 mmol/L and creatinine at 71.6

S
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pmol/L. Blood gas analysis demonstrated a pH of
7.22, with PCO, at 64 mmHg, PO, at 32 mmHg,
sodium at 132 mmol/L, potassium at 4.1 mmol/L,
calcium at 1.3 mmol/L, and bicarbonate at 26.2
mmol/L, pointing to mild respiratory acidosis,
likely from restricted diaphragmatic movement.
Electrolytes and renal function remained
stable within normal limits, indicating no
metabolic issues. During routine examination,
an echocardiogram revealed a restrictive ductus
arteriosus. Additionally,an abdominal ultrasound
confirmed the hernia sac’s contents, verifying no
other abdominal organ abnormalities, essential
information for the surgical team’s preparation.

On the fifth day, surgery was performed to close
the omphalocele. The hernia sac contained the
liver, cecum, ascending colon, appendix, and
ileum. Under general anesthesia, these organs
were carefully repositioned, and the defect was
closed without any complications.

Postoperatively, the neonate was monitored
in the NICU for signs of respiratory stability,
infection, and wound healing. The surgical
site remained intact, and gradual feeding was
introduced three days after the operation
progressing from nasogastric to total enteral
milk without gastrointestinal complications.
The neonate tolerated feeding well, and bowel
function normalized promptly.

The newborn baby stayed 15 daysin Neonatology
Clinic, 10 days in NICU AND 5 days near the
mother.

Discussion

In this case, the choice of cesarean delivery
was crucial to minimize trauma and protect the
exposed organs, particularly given the hernia’s
size and the involvement of the liver. Studies

Figure 2. Post-Surgical Condition of Omphalocele Repair in Neonate. ( University Clinical Center of

Kosovo - Clinic of Neonatology )
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show that cesarean delivery can reduce the
risk of sac rupture, especially when the liver is
included[]

The initial management strategy involved
covering the hernia sac with sterile saline
dressings and plastic wrap, preventing both
infection and fluid loss. This aligns with best
practices, highlighting the importance of
minimizing contamination risks. Additionally,
nasogastric decompression prevented
abdominal distention, helping to reduce
respiratory strain.

Respiratory support in this case was minimal,
with only a brief period of CPAP and oxygen
therapy, indicating adequate pulmonary
function. Respiratory challenges are common in
large omphalocele cases, often due to pulmonary
hypoplasia or diaphragmatic displacement,
yet this neonate adapted well to spontaneous
breathing.

Primary closure of the abdominal defect was
achieved successfully. When possible, this is

often preferred over staged repair, as it reduces
infection risks and accelerates recovery.

The neonate’s postoperative course was
favorable, with no significant complications,
allowing for early feeding and recovery. This case
emphasizes the benefits of early enteral nutrition,
which supports gut function and reduces the
need for parenteral nutrition, thereby avoiding
associated risks[ ]

Conclusion

€This case highlights the importance of a
multidisciplinary  approach in  managing
neonates with omphalocele. The successful
surgical intervention and careful postoperative
monitoring ensured an optimal outcome for
this neonate, with minimal respiratory support
requirements and a rapid recovery. The case
supports early surgical repair and appropriate
perioperative care as effective measures for
achieving positive outcomes for congenital
abdominal wall defects.

Figure 3. . Healed Surgical Scar Following Omphalocele Repair at Five Year Follow-Up.

Table 1. Neonatal Management of Giant Omphalocele

Surgical Techniques for Closure of Giant Omphalocele
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INVESTIGATION RADIOLOGY
““umuu 1. INTRODUCTION radiology service due to requests for radiological
examinations and to evaluate the results of the

There are several reasons why doctors request
patients to undergo various types of X-rays.
X-rays are often part of a routine check-up to
look for changes in the patient’s health. They
also help doctors establish a medical diagnosis, 3.0BJECTIVES
plan or assess treatments, and monitor diseases.
Based on radiological imaging, decisions are
made regarding the prescription of therapy or
necessary interventions. The reasons for referring
patients for X-ray procedures are diverse:

requested X-rays by comparing them to the
total number of patients referred for radiological
investigation.

-Determining the extent of requests for
radiographic imaging that confirm the guiding
diagnosis and result in positive (pathological)
findings.

«Creating a baseline overview of findings, the
results of which will serve as a comparative
value for future audits and will contribute to
[ « A high number of patients during medical visits; the improvement of the quality of radiological
diagnostic services.

-Patients’ self-requests and insistence on having
X-rays due to fear of potential illnesses;

«Referrals from other healthcare providers in

. . secondary and tertiary public and private sectors; 4.CRITERION

|zer Sinani

« Doctors may lack sufficient knowledge about 25% of patients referred for X-rays have
. .. .. the costs of X-rays, specifically the cost of the athological findings1
Family Medicine Specialist films used ys sp y P 9 9
' 5.STANDARD
’ '!'he. lack of protocols z.md 9”'de"”e? for the Up to 20% of the radiological examinations
criteria of referrals for radiological examinations. . .
requested by doctors in primary healthcare are
Should we respond to why doctors refer so many positive, meaning pathological.
patlgnts for X—ra}/s, overloadlr\g the rad‘lology 6.MATERIAL
service and equipment, causing chaos in the
X-ray department, wasting films and reagents The collection of material and data was
unnecessarily? The accumulation of patients in conducted prospectively for the  quarter of
a small space increases the risk of transmission April, May, and June 2022. The material was
and spread of infections, a situation particularly gathered from the patient protocol of those
relevant in the context of the ongoing COVID-19 who underwent radiological examinations in the
pandemic. Radiology Sector of the Family Medicine Center
. in Lipjan.
Unnecessary exposure of patients to X-rays
without indications increases the risk of damage 7.METHODOLOGY
to healthy cells or tissues. For this audit, data was prospectively utilized
The  noticeable  discrepancy  between over a three-month period from April 1, 2022,
pathological or positive X-ray results and the total to June 30, 2022, with the information sourced
number of patients examined in the radiology from the register of the Radiology Sector of the
service has prompted the Audit team to evaluate Family Medicine Center and the referral forms
the appropriateness of patient referrals for from doctors.
examination in the radiology depz.artment. ThIS 8. OVERALL RESULT
assessment aims to create a baseline overview
of the referral rates, which will be discussed with The total number of patients referred for X-rays
doctors and serve as a comparative measure for during the three-month period of April, May, and
future re-audits. June was 904.
2.PURPOSE From Table No. 1, it can be seen that for the
. th tent of th load th period of April to June 2022 in the diagnostics
+10 assess the extent of the overload on the sector, specifically in Radiology for radiological
Table 1 - Tabular overview of x-ray graphs
Description No. %
Total number of radiographs 904 100.0%
Number of graphs with normal values 836 92.5
Correspondence: The number of graphs with pathological values 68 7.5%

dr.izersinani@hotmail.com
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examinations, a total of 904 patients were
referred for X-rays. Out of the total of 904
X-rays performed, only 68 (7.5%) resulted
in positive or pathological findings,
while 836 X-rays (92.5%) were normal or
without pathological findings. A graphical
representation of these findings is
presented in Chart No. 1.

Table No. 2 presents the audit findings for
X-rays performed during the three-month
period of April to June 2022, along with a
summary of pathological findings for each
type of X-ray. Analysis of the data shows
significant variations in the pathological
rates among the different types of X-rays
performed. The lowest rate of pathological
findings is observed in hand X-rays, with
only 2% (1 pathological finding out of a
total of 60 X-rays requested), while the
highest rate of pathological findings, at
15%, is noted in X-rays requested for neck
rings, T/C joints, and R/C joints.

From Chart No. 2, it can be seen that
the largest number of X-rays performed
during the three-month period of April
to June 2022 pertains to lung X-rays,
which account for nearly one-third of the
requested X-rays. Specifically, out of 339
requested lung X-rays, only 14 resulted in
positive or pathological findings, while 325
were normal.

Pathologic
graph,
68,
7.5%

L

m Grafi normale

Among the other X-rays performed, those of
the musculoskeletal system constitute the
majority, while the fewest were performed
for the paranasal sinuses, with a total of 39
X-rays, of which 5 were pathological and
34 were normal. X-rays of the urinary tract
were also minimal, totaling 18, with only 1
pathological finding and 17 normal results.

From Chart No. 3, expressed as a
percentage, the highest rate of X-rays that
resulted in positive or pathological findings
is observed in cervical vertebra X-rays,
T/C and R/C joint X-rays at 15%, followed
by paranasal sinus and knee joint X-rays
at 13%, and elbow joint X-rays at 11%.
Meanwhile, the pathological findings for all
other types of X-rays are below 10%.

9.DISCUSSION OF THE RESULTS

Analysis of the performed X-rays indicates
a high rate of referrals for radiological
examinations of the musculoskeletal
system, accounting for nearly two-thirds
of all X-rays performed. This aligns with
the large number of patients presenting
with musculoskeletal complaints, although
the results of the X-rays for this system do
not exceed 15% for pathological findings
(cervical vertebra X-rays, T/C, and R/C joint
X-rays).

Review of X-RAY GRAPHS April-June 2022

Grafi patol ogjike

A

Chart 1 - Graphical representation of X-ray results between normal and pathological findings.
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Chart 2 - Numerical ratio between normal and pathological X-rays (April-June 2022).
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Despite the fact that many patients’
complaints are related to the
musculoskeletal system in daily practice,
the X-rays conducted in these cases
primarily serve a diagnostic purpose
and do not provide therapeutic benefits.
Therefore, it is essential to work more on
health education and raising awareness
among patients who insist on undergoing
X-rays related to this system. They should
be informed that unnecessary exposure
to X-rays increases the risk of damage to
healthy cells or tissues and does not yield
therapeutic advantages.

X-rays of the lungs were requested in
339 cases over the three-month period,
which accounts for nearly one-third of the
requested X-rays, while the pathological
findings do not exceed 4% of those referred.

The overall average of pathological
findings over the three months does not
exceed 7.5% of the X-rays requested by
doctors, thereby validating and justifying
the Audit team’s assumption of a high
rate of referrals for X-rays that result in no
positive or pathological findings.

The results of the audit support the
conducted investigation and highlight
the need for initiating a collegial review
regarding the appropriateness of requests
for radiological examinations!

10.CONCLUSIONE

The overall rate of pathological results for
13 types of X-rays requested during the
three-month period of April to June 2022,
as evaluated by this audit, is only 7.5%.
This means that out of 904 patients who
underwent radiological examinations, only
68 (7.5%) resulted in pathological findings,
while 836 (92.5%) were normal.

The results derived from the audit indicate
that the predetermined standard set by the
audit team, which aimed for up to 20% of
radiological examinations to yield positive
or pathological results, has not been met.

Based on the analyzed data, we conclude
that a significant percentage of requested
X-rays were performed routinely, without
a comprehensive medical history taken
prior to the decision to refer for X-rays. The
results show that most requested X-rays
are unnecessary and do not contribute
to improving the quality of healthcare
services; rather, they incur high costs for
the institution. Additionally, frequent
exposure to X-rays increases the risk of
damage to healthy cells or tissues and does
not provide therapeutic benefits, a fact that
should also be communicated to patients
who insist on such examinations.
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11.PROPOSED MEASURES

1.Presentation and Discussion of Audit
Results: The findings from the audit should
be presented and discussed with all
physicians at the Family Medicine Center
(QKMF) and in the field, in the form of a
collegial review.

2.Use of Health Records: During medical
consultations/visits, health records
and results from X-rays should be used
chronologically. After each consultation,
findings should be documented in the
patient’s health record.

3.Avoid Frequent X-rays: Avoid repeating
X-rays within short time intervals for
radiological parameters that have been
within normal limits, especially for chronic
conditions of the musculoskeletal system.

4.Thorough Patient Examination: Before
prescribing X-rays or referring patients
for radiological examinations, physicians
should conduct a more thorough
examination and gather comprehensive
medical history. This will enable them
to make informed decisions regarding
referrals rather than relying solely on
patient requests or desires, particularly
when X-rays are repeated in short intervals,
even when previous results were normal.

5.Use of Clinical Guidelines: Implement
clinical guidelines for family medicine to
standardize referral practice

6.Patient Education: Work more with
patients to educate them that it is the
physician who decides on the need for
X-rays based on the clinical assessment of

Table 2 - Tabular overview of graphs made by type and month
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Chart 3 - Rate of pathological findings by type of X-ray performed.
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their condition.

7.Informed Consent for Persistent Requests:
For patients who insist on X-rays, provide
explanations regarding the potential harm
of exposure to X-rays. Involve patients in
the decision-making process after offering
information about the risks associated with
unnecessary radiation.

8. Justification for Referrals: When referring
for X-rays, request additional parameters or
examinations that align with and justify the
guiding diagnosis.

9.Cost Consideration: Take into account the
cost of performing X-rays, especially if they
are repeated within short and unjustifiable
time intervals

Referencat:
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At a time when diagnosing rare diseases in
Kosovo remains a continuous challenge, cases
like this represent not only an individual success
but also an important step toward building a
more sensitive and informed healthcare system.
Dr. Rushit Ismajli, a specialist in family medicine
in Prishtina, identified the first documented
case of Hereditary Angioedema (HAE) in Kosovo
- an achievement presented internationally
at the Family Medicine Conference in Munich,
Germany (2023). This case not only set a scientific
precedent but also led to a practical result: the
inclusion of the drug C1 esterase inhibitor in
Kosovo's Essential Medicines List, thanks to
the dedication and collaboration of Dr. Shqipe
Spahiu Konjusha, a rare disease expert at the
University Clinical Center of Kosovo (UCCK).

This publication aims to raise awareness within
the medical community about the importance
of early diagnosis of rare diseases, the role of
family doctors in this process, and the necessity
of inter-institutional and regional cooperation
to ensure appropriate treatment. The reported
case demonstrates the power of knowledge,
clinical curiosity, and professional commitment
in improving the quality of life of patients in
Kosovo.

Introduction

Hereditary Angioedema (HAE) isarare, potentially
life-threatening genetic disorder affecting about
1in 10,000 to 1 in 50,000 individuals, with no
significant differences among ethnic groups. In
Kosovo, until 2023, HAE had not been officially
reported. The presented case represents the first
confirmed case of HAE in the country, marking a
key moment for the diagnosis and management
of rare diseases in family medicine practice.

Case Presentation

The patient ES. a 23-year-old male, had
experienced recurrent episodes of unexplained
swelling in the hands, feet, lips, and genital

£ »

Figure 1. A.M. 36 years old, during the face attack.

organs over several years. He twice developed
airway swelling, posing a risk of asphyxiation.
Initially, his symptoms were treated with
corticosteroids and antihistamines, under the
assumption of allergic reactions. He had also
undergone an appendectomy (now believed to
be related to HAE).

Due to the lack of local awareness about HAE,
the reporting physician sought information
from international sources and contacted
the patient’s relatives, who reported similar
symptoms among family members living in
Switzerland. After consultation with Natasha
Ageleska, Regional Patient Advocate for HAE in
Southeastern Europe, the patient was referred
to North Macedonia, where laboratory analyses
confirmed the diagnosis:

-C1g complement: 30.3 (normal range 13.0-32.0)
- C4 complement: 14.6 (normal range 12-36)
- C1 esterase inhibitor: 40 (normal range 70-130)

Final diagnosis: Hereditary Angioedema due to
C1 esterase inhibitor deficiency.

Diagnostic  Challenges and  Cross-Border
Collaboration

In the absence of disease recognition within
Kosovo, both the patient and the family doctor
faced major difficulties in securing diagnosis
and treatment. Assistance from colleagues in
North Macedonia was crucial in confirming
the laboratory results and guiding the patient
toward appropriate therapy.

Improvement of the Situation in Kosovo

Through cooperation with Dr. Shqgipe Spahiu
Konjusha, pediatric geneticist and coordinator
for rare diseases at UCCK, C1 esterase inhibitor
was added to Kosovo's Essential Medicines List,
supported by the Ministry of Health. This step
made HAE treatment accessible to patients in
Kosovo and represents a major achievement
in rare disease care. Meanwhile, several other
patients have been identified and are being
treated at the Allergology Clinic of UCCK.

Discussion

The case underscores the critical role of the family
doctor in the early identification of rare diseases
and the importance of regional and international
cooperation. Educating healthcare personnel
to distinguish HAE from allergic reactions is
essential to prevent fatal outcomes.

Conclusion

The identification of this case marks a historic
milestone for Kosovar medicine. It demonstrates
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that collaboration, clinical curiosity, and
professional dedication can lead to real
improvement in healthcare. The inclusion of
C1 esterase inhibitor in the Essential Medicines
List represents a victory for patients with rare
diseases and a model of successful synergy
between clinical practice, health policy, and the
medical community.

Figure 2. E.S. 25 years old, during the hand attack

Figure 3. E.S. 25 years old, during the foot attack.

Figure 4. E.S. 25 years old, during the scrotal attack.
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