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SUMMARY

Introduction/Objective Adhesive capsulitis (AC) is a condition characterized by pain and significant
reduction in active and passive movements in the glenohumeral joint, especially in external rotation. It
is one of the most common and challenging clinical disorders encountered by orthopedic surgeons. AC
is predominantly an idiopathic condition and has an increased prevalence in women and patients with
diabetes mellitus and hypothyroidism. The etiology and pathogenesis are not entirely clear. Treatment
options include conservative and surgical approaches, but the results remain controversial.

Methods The study included patients treated for primary (idiopathic) AC from June 2021 to June 2023 at
the Kosovska Mitrovica Clinical Hospital Center. A total of 172 patients were treated. All were managed
non-operatively with physical therapy and local intra-articular steroid injections. The patients were fol-
lowed up on an outpatient basis monthly, then at six months, one year, and two years.

Results All patients were divided into two groups. The first group (87 patients) underwent physical pro-
cedures, while the second group (85 patients) received intra-articular corticosteroid injections. Patients
that were treated with physical therapy were not administered injections of steroids, while the group of
patients treated with corticosteroids were not given physical therapy. Patients were selected through
randomization.

Conclusion Steroid injections may be beneficial in the early stages of the disease, especially in the first 6-8
weeks, but long-term results did not show any significant difference between the two groups of patients.
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INTRODUCTION

Primary adhesive capsulitis (AC) of the shoul-
der, or “frozen shoulder;” is an aseptic inflam-
mation of the joint capsule. It was first de-
scribed in the late 19th century as a condition
that is “difficult to define, difficult to treat, and
difficult to explain” [1, 2, 3]. AC is a common
cause of shoulder pain, restricted mobility, and
disability [4]. The characteristic feature of this
disease is spontaneous chronic pain with a
gradual and progressive loss of both active and
passive movements in the shoulder joint [2].
The prevalence of AC ranges 2-5% of the gen-
eral population, although estimates vary from
0.5% to as high as 10% [3, 4]. It is about three
times more common in the female population,
usually occurring between the fourth and the
seventh decade of life, but patients’ ages can
range 27-85 years [5]. It can be primary (idio-
pathic) or secondary. Primary idiopathic frozen
shoulder (FS) is often of unknown cause but is
frequently associated with other diseases and
conditions, such as diabetes mellitus, and can
be the first presentation in diabetics. According

to some data, up to 20% of patients with dia-
betes mellitus develop AC [6, 7, 8]. Secondary
AC can occur after shoulder injuries or immo-
bilization (e.g. rotator cuff tendon tear, biceps
tenosynovitis and calcific tendinitis, hemipa-
resis) [9, 10]

Despite its prevalence, FS is one of the least
understood shoulder conditions. Its defini-
tion, classification, pathophysiology, diagno-
sis, natural course, treatment, and prognosis
remain controversial [9]. Optimal treatment
for AC has been the subject of significant de-
bates, especially because the condition tends to
resolve spontaneously months after the onset
of symptoms [6]. The primary goal of the study
was to compare the therapeutic effectiveness
of local corticosteroid application and physical
therapy in the treatment of AC.

METHODS

A prospective study included 172 patients
who were randomly divided into two groups
through randomization. Randomization was
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performed after obtaining written consent from study
participants. Each patient completed a questionnaire that
included the Oxford Shoulder Score. The patients were
followed up on an outpatient basis over a two-year pe-
riod from June 2021 to June 2023. The study extracted
the following data: demographics (sex, age), duration of
symptoms before treatment, comorbidities (diabetes mel-
litus, hypothyroidism), interventions (location and number
of injections, doses and volume of corticosteroids, types
of corticosteroids), assessment periods, and outcomes.
Patients under 18 years of age, those with contraindica-
tions for corticosteroid therapy, patients with secondary
AC (inflammatory, degenerative, metabolic), individuals
in whom AC developed as a result of shoulder fractures,
were not included in the research.

For all patients, a detailed medical history was taken
upon admission, a complete clinical examination of the
shoulder was performed, routine radiography and ul-
trasound examination were conducted. Inclusion cri-
teria for the study were pain and limited range of mo-
tion. Symptoms were required to be present for at least
five months before the start of the study. Shoulder pain
should have been present at least 50% of the time during
the day, with pain occurring on acute shoulder elevation,
night pain, and pain during passive movements in at least
two directions (abduction, flexion, external and internal
rotation). Passive movements in the shoulder should have
been reduced by more than 30%.

The following physical procedures were used: transcu-
taneous electrical nerve stimulation, mobilization tech-
niques, active range of motion exercises, and cryotherapy
(application of ice).

We first anesthetized the skin of patients receiving corti-
costeroids with 2% lidocaine. Then, using ultrasound guid-
ance, with 21-gauge needles, 2%2-3“ in length, we applied
previously prepared solutions of betamethasone (7 mg/ml)
into the intra-articular space of the shoulder joint. The
injections were administered in outpatient conditions with
the complete application of all antiseptic methods. The
patient was positioned on their back with the arm by their
side and in a sitting position with the arm straight in a
neutral position. The first injection was given at the begin-
ning of the treatment, the second after a month and a half,
and the third three months after the first examination. We
continued the follow-up of the patients on an outpatient
basis in the sixth month, then in the

Decision No. 1814/11). Written consent to publish all
shown material was obtained from the patients.

RESULTS

Depending on the type of variables and the normality of
their distribution, data description is presented as n (%),
mean * sd, or median (min-max). Statistical hypothesis
testing methods used included t-test, Mann—-Whitney test,
x> test, and Fisher’s exact test. Logistic regression with
mixed effects was employed for modeling the relationships
between dependent variables in repeated measurements
and potential predictors. In multivariate regression models,
predictors from univariate analyses that were statistically
significant at a significance level of 0.05 were included.
Statistical hypotheses were tested at a significance level
(alpha level) of 0.05. All data were processed using IBM
SPSS Statistics for Windows, Version 22.0 (IBM Corp.,
Armonk, NY, USA) or the R programming environment
(R Core Team, 2018).

During the study, we analyzed demographic data (sex
and age). There were a total of 113 female participants
(65.7%), while there were 59 males (34.3%). The youngest
patient was 38 years old, and the oldest one was 69 years
old, with a mean age of 53.76 years (Table 1).

The time from the onset of the first symptoms to the
first examination lasted from five to 12 months with an
average value of around eight months (Table 2).

The majority of patients with AC had diabetes mellitus
(35 of them, 20.3%), 16 patients (9.3%) had issues with re-
duced thyroid function along with AC, while a total of 100
patients (58.1%) had no accompanying diseases. Glycated
hemoglobin (HbAlc) was determined for all patients. If
HbA1c was above 6.5%, the patient was classified as hav-
ing diabetes mellitus, following international guidelines
(Table 3).

Table 1. Sex distribution of patients

first and second years.

We confirm that we have read the
journal’s position on issues involving |,

ethical publication and affirm that this
work is consistent with those guide-

lines. All procedures performed in

studies involving human participants

were in accordance with the ethical

standards of the institutional and na-

tional research committee and with

Sex Frequency | Percentage Ll QUi
percentage | percentage
female 113 65.7 65.7 65.7
Valid | male 59 343 343 100
total 172 100 100 /
Table 2. Statistical indicator of pain-free period in adhesive capsulitis
X tests
Asymptotic . . .
Value | df sig)r,ﬁfirc)a nce I(E;a:l;:'dg) I(E;( asclctjzldg) P;)II?)FI'
(2-sided) probability
Pearson x? 0.003* | 1 0.960 1.000 0.544 /
Continuity correction | 0.000 | 1 1.000 / / /
Likelihood ratio 0.003 1 0.960 1.000 0.544 /
Fisher's exact test / / 1.000 0.544 /
;'S’;gi i:?i’gr']'”ear 0.003¢ | 1 0.960 1.000 0.544 0.127
N of valid cases 172 / / / / /

the 1964 Helsinki Declaration and
its later amendments or comparable
ethical standards (Ethics Committee
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20 cells (0%) have expected count less than 5; the minimum expected count is 29.16;
bcomputed only for a 2 x 2 table;
‘standardized statistic is 0.050
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Table 3. The relationship of comorbidities with adhesive capsulitis

Petrovi¢ D. et al.

(B =4.232; p = 0.009) and younger partici-

Group pants (B =-0.270; p = 0.031) (Table 6).
Comorbidities Corticosteroids | Physical Total In the multivariate mixed-effect regres-
therapy sion model with pain improvement as the
Diabetes mellitus -2t 18 17 35 dependent variable, variables that were sta-
% within group 21.2% 19.5% 20.3% tistically significant in univariate models at
Hyperthyroidism count 6 10 16 the significance level of 0.05 were included.
% within group 7.1% 11.5% 9-3% Statistically significant predictors of pain im-
Rest count L 10 21 provement were the use of corticosteroids
% within group 129% 11.5% 12:2% compared to physical therapy (B = 8.481;
No comorbidities Z/Our?t - 500 500 10?) p < 0.001) and the absence of internal rota-
o within group 58.8% 57.5% 58.1% tion (B = -2.917; p= 0.022) (Table 7).
Total count 85 87 172
% within group 100% 100% 100%
Table 4. Statistical indicator of limited mobility in adhesive capsulitis DISCUSSION
X tests
Asymptotic | o | Exactsig.|  Point Despite its prevalence, FS is one of the least
/ Value | df S'?zn'f.';ag)ce (2-sided) | (1-sided) | probability understood shoulder conditions. It is a con-
Pearson x* 1053 OSI782 0.803 / / dition frequently encountered by rheuma-
Likelihood ratio 1.064 0.786 0.803 / y tologists, rehabilitation professionals, and
Fisher's exact test | 1.071 / 0.807 / / orthopedic surgeons. The term “frozen
Linear-by-linear oo1e | 1 0593 0501 01 0045 shouldef” is often used loosely ar.ld .mls'tak—
association : . : : . enly attributed to other shoulder limitations,
N of valid cases 172 / / / / / such as rotator cuff tears or osteoarthritis.
°0 cells (0%) have expected count less than 5; the minimum expected count is 7.91; Subacromial pathOIOgY (eg rotator cuff
*standardized statistic is -0.135 tendinopathy, subacromial bursitis, and
Table 5. The relationship between age and type of therapy impingement syndrome) can also closely
Case summaries resemble AC in its early stages [4]. AC is
Group N Mean Std. deviation Median | Minimum | Maximum known to be a benign and self—limiting dis-
Corticosteroids | 85 | 54.14 6.842 54 38 69 ease that spontaneously resolves in about
Physical therapy | 87 | 53.38 7.071 54 37 68 two years, but some patients remain symp-
Total 172 | 5376 6.949 54 37 69 tomatic, with significant movement restric-

All patients who participated in the study had shoulder
pain, often pain that was present even at night during the
resting phase. Restricted movement, primarily in terms
of external rotation, was present in 141 patients (82%),
followed by abduction in 82 patients, or 47.7%, internal
rotation in 47 patients (27.3%), and flexion in 53 patients
(30.8%) (Table 4).

The total number of patients receiving corticosteroids
was 85 (49.4%). Physical therapy was applied to 87 patients
(50.6%) (Table 5).

During the observed period, there was an increase in
the frequency of pain improvement (b = 1.423; p < 0.001),
especially in the corticosteroid group (b = 9.515; p < 0.001).
Overall, during the observed period, there was a signifi-
cant increase in the frequency of movement improvement
(b =1.736; p < 0.001), with the corticosteroid group hav-
ing a significantly higher frequency of pain improvement
(b =3.545; p = 0.001).

In the multivariate mixed-effect regression model with
movement improvement as the dependent variable, vari-
ables that were statistically significant in univariate models
at the significance level of 0.05 were included. Statistically
significant predictors of movement improvement were
the use of corticosteroids compared to physical therapy

‘ DOI: https://doi.org/10.2298/SARH240119035P

tions in the shoulder, even years after the
onset of the disease [11, 12]. Only 59% of
patients regain normal function after four
years [13]. The American Shoulder and Elbow Surgeons
define AC as a “condition of uncertain etiology character-
ized by significant restriction of both active and passive
shoulder motion in the absence of a known intrinsic shoul-
der disorder” [3]. AC is characterized by pain, typically
worsening at night, a poorly localized dull ache that can
radiate to the biceps [14]. Impaired range of motion with
forward flexion, abduction, external rotation, and internal
rotation is a cardinal clinical finding for AC. In advanced
disease, observing the patient’s gait may reveal a loss of the
natural swing of the arm during walking.

Diagnosis, pathophysiology, course, treatment, and
prognosis remain unclear [9]. Diagnosis is primarily clini-
cal, based on a well-taken history and a comprehensive
clinical examination, requiring a comparative examination
of both shoulders [15]. Ultrasonography has shown high
accuracy for diagnosing AC of the shoulder. Therefore,
it has the potential to be adopted as a desirable modality
in diagnosing FS [16]. The method is fast, inexpensive,
and offers dynamic possibilities for examining the subject
in multiple planes. The sonographic parameters studied
include the thickness of the coracohumeral ligament, in-
creased soft tissue in the rotator interval (static param-
eters), and restriction of abduction and external rotation

Srp Arh Celok Lek. 2024 May-Jun;152(5-6):264-269
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Table 6. Mixed-effect regression models with movement improvement
as the dependent variable

X Univariant Multivariant

Variables

B P B p
Groups (Corticosteroids/PT) 3.545 | 0.001 | 4.232 | 0.009
Sex (female/male) -1.127 | 0.386 / /
Age -0.211 | 0.041 | -0.270 | 0.031
Time, symptoms, first diagnosis | -0.421 | 0.291 / /
Comorbidities
Without ggtfgg*;"rty /
Diabetes mellitus -1.586 | 0.328 / /
Hyperthyroidism -1.830 | 0.397 / /
Rest 0.436 | 0.821 / /
Pain before treatment 21.183 | 0.995 / /
Limited movement -20.465 | 0.997 / /
Outer rotation -0.836 | 0.609 / /
Inner rotation 1.595 | 0.251 / /
Abduction -2.581 | 0.051 / /
Flexion -0.981 | 0.461 / /

PT - physical therapy

Table 7. Mixed-effect regression models with pain reduction as the
dependent variable

. Univariant Multivariant

Variables

B P B p
Groups (Corticosteroids/PT) 9.515 | <0.001 | 8.481 | <0.001
Gender (female/male) -1.035 | 0.361 / /
Age -0.044 | 0.573 / /
g'ig"geﬁzir?ptoms' first 0.187 | 0588 | / /
Comorbidities/
Without referent category
Diabetes mellitus -1.328 | 0.337 / /
Hyperthyroidism -0.567 | 0.762 / /
Rest 0.043 0.980 / /
Pain before treatment 2428 | 0.653 / /
Limited movement - - / /
Outer rotation 1.795 0.196 / /
Inner rotation -3.103 | 0.021 |-2917| 0.022
Abduction 0.289 0.789 / /
Flexion -2.730 | 0.036 |-2.193| 0.055

PT - physical therapy

during dynamic scanning. AC diagnosis is clinical, and
the use of MRI should be reserved for evaluating other
sources of shoulder pathology rather than confirming AC
diagnosis [11, 14].

The pathophysiology of idiopathic AC is poorly un-
derstood [6]. For this reason, the treatment of this disease
remains controversial. Thus, determining the biological
pathophysiology of ES is a key milestone in developing new
treatments for patients with FS [12]. The pathophysiology
of this disease supports the theory that AC results from a
complex chain of events starting with inflammation lead-
ing to fibrosis and contraction of the shoulder capsule,
the so-called “inflammatory-fibrinous cascade” [3, 8, 14].
Collagen fibers adhere to the glenohumeral ligaments, ten-
dons, and joint surfaces, causing contracture and stiffness
of the joint. Therefore, even after inflammation subsides,

Srp Arh Celok Lek. 2024 May-Jun;152(5-6):264-269

adhesions persist, significantly restricting movements in
the shoulder [10]. It remains to be discovered what triggers
this cascade and leads to the acute onset of AC. Changes
also occur in the surrounding periarticular tissue involv-
ing ligaments, tendons, and muscles. As a result, we get
the FS. Patients cannot lift their arm above the shoulder,
throw a ball, perform a movement behind the back, make
a quick movement in the shoulder, and cannot sleep on the
painful side. The shoulder joint capsule in AC contracts
and significantly thickens, resulting in pain and stiffness
of the shoulder capsule, leading to a reduction in the range
of motion in the shoulder. Women with diabetes have a
25% chance of developing AC at least once in their lifetime.
Patients with diabetes are often described as having a wors-
ened disease course [5, 7, 10], explained by the theory that
diabetes mellitus is a chronically inflammatory condition
[11, 17], with an excessive concentration of glucose caus-
ing increased cross-linking of collagen and stabilization of
connective tissue [12].

Treatment goals include pain relief, restoring movement,
and regaining shoulder function [3]. Any treatment that
reduces the duration of the disease to less than 24 months
is considered a success in treatment, reflecting the severity
and complexity of treating FS, which hinders normal daily
activities for an extended period. Initial conservative treat-
ment can be successful in up to 90% of patients. Most cases
of AC can be treated within primary health care. Clinicians
are encouraged to initiate treatment with patient education.
In the initial inflammatory phase, it is crucial not to trig-
ger a more significant inflammatory response by treatment
procedures. The primary focus is to control pain and in-
flammation with analgesics and anti-inflammatory medica-
tions. In the second phase, when pain subsides, treatment
includes ultrasound, pulsed magnetic field therapy, shock-
wave therapy, transcutaneous electrical nerve stimulation,
laser, and interferential currents. Intensive stretching should
still be avoided at this stage. Only in the third phase of the
disease, an intensive physiotherapy protocol is implement-
ed to achieve the maximum range of motion, strengthen
muscles, and restore shoulder joint function [4, 12, 14].

When patients experience the most pain, steroid injec-
tions can be beneficial in the early stages of the disease (es-
pecially in the first six weeks). However, long-term results
show no significant difference between patients treated
with steroids and control groups treated with other non-
operative methods. Most studies used only a single corti-
costeroid injection, while two studies used multiple corti-
costeroid injections [5, 7]. Intra-articular corticosteroid is
widely used as a conservative treatment for AC due to its
cost-effectiveness and patient acceptance [8, 12]. As AC is
assumed to be an inflammatory and fibrotic disease, early
treatment with intra-articular corticosteroid injections may
reduce synovitis, limit the development of capsular fibrosis,
and alter the natural history of the disease [5, 8, 9]. Our
results confirm those reported by Van der Windt et al. [7],
showing that the beneficial effects of corticosteroid injec-
tion are superior to supervised physiotherapy programs.

Based on the pathophysiology of AC, it could be as-
sumed that corticosteroid injections would be most

www.srpskiarhiv.rs ‘
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effective in the earlier inflammatory stages of the disease,
rather than in the later stages when fibrotic contracture is
more evident. In a study by Kim et al. [17], a significant
improvement in pain outcomes was observed after four
weeks in diabetic patients receiving intra-articular steroid
injections compared to those who did not receive any in-
jection (p = 0.020).

CONCLUSION

The AC commonly encountered in general orthopedic
practice is a condition of pain and stiffness with resultant
functional impairment. Appropriate decisions regarding
the treatment of AC require a comprehensive understand-
ing of pathophysiology, the patient’s overall health con-
dition, functional requirements, symptom severity, and
response to non-operative treatment. Most patients will
experience complete resolution with conservative treat-
ment; therefore, conservative therapy should be the first
option. Given the recent increase in risk factors for AC,

REFERENCES

1. SungJH, Lee JM, Kim JH. The Effectiveness of Ultrasound Deep
Heat Therapy for Adhesive Capsulitis: A Systematic Review and
Meta-Analysis. Int J Environ Res Public Health. 2022;19(3):1859.
[DOI: 10.3390/ijerph19031859] [PMID: 35162881]

2. DiMascio L, Hamborg T, Mihaylova B, Kassam J, Shah B, Stuart B,
et al. The Adhesive Capsulitis Corticosteroid and Dilation (ACCorD)
randomized controlled trial. Bone Jt Open. 2024;5(3):162-73.
[DOI: 10.1302/2633-1462.53.BJ0-2023-0114] [PMID: 38432256]

3. Hanish SJ, Resnick ML, Kim HM, Smith MJ. Predictive Factors for
Failure of Intraarticular Injection in Management of Adhesive
Capsulitis of the Shoulder. J Clin Med. 2022;11(20):6212.

[DOI: 10.3390/jcm11206212] [PMID: 36294535]

4. Salomon M, Pastore C, Maselli F, Di Bari M, Pellegrino R,
Brindisino F. Manipulation under Anesthesia versus Non-Surgical
Treatment for Patients with Frozen Shoulder Contracture
Syndrome: A Systematic Review. Int J Environ Res Public Health.
2022;19(15):9715. [DOI: 10.3390/ijerph19159715]

[PMID: 35955074]

5. Rajani AM, Shah UA, Mittal AR, Gupta S, Garg R, Rajani AA, et
al. Effects of glenohumeral corticosteroid injection on stiffness
following arthroscopic rotator cuff repair: a prospective,
multicentric, case-control study with 18-month follow-up. Clin
Shoulder Elb. 2023;26(1):64-70. [DOI: 10.5397/cise.2022.01256]
[PMID: 36919509]

6.  Patel RP, McGill K, Motamedi D, Morgan T. Ultrasound-guided
interventions of the upper extremity joints. Skeletal Radiol.
2023;52(5):897-909. [DOI: 10.1007/500256-022-04148-9]

[PMID: 35962837]

7. Vander Windt DA, Koes BW, Devillé W, Boeke AJ, de Jong BA,
Bouter LM. Effectiveness of corticosteroid injections versus
physiotherapy for treatment of painful stiff shoulder in primary
care: randomised trial. BMJ. 1998;317(7168):12926.

[DOI: 10.1136/bm;j.317.7168.1292] [PMID: 9804720]

8. Ouyang, Dai M. Anxiety disorders and adhesive capsulitis: a
bidirectional Mendelian randomization study. Front Immunol.
2024;14:1297477.[DOI: 10.3389/fimmu.2023.1297477]

[PMID: 38259492]

DOI: https://doi.org/10.2298/SARH240119035P

Petrovi¢ D. et al.

such as diabetes mellitus, research is needed to investigate
whether the incidence of AC has also increased.

The results of this study show that in patients with AC
a single intra-articular injection of corticosteroids applied
under ultrasound guidance, along with a simple home ex-
ercise program, is superior to a physiotherapy program
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Steroid injections may be beneficial in the early stage of
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whether the accuracy of needle placement, anatomical
location, frequency, dose, and the type of corticosteroid
affect effectiveness. With our study, we provide compelling
evidence that intra-articular)corticosteroid is associated
with better short-term outcomes than other treatments,
with potential benefits extending into the medium term;
therefore, we recommend their early use with a concurrent
home exercise program. This can be complemented with
physiotherapy to further increase the chances of symptom
resolution within six months.
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AHanun3za 6onecHuUKa ca agxesmBHUM KancyMTUCOM I@YEHUX
y KanHnuko-60nHMuKom LeHTpy ,,KocoBcka MutpoBuua“ y gsoroguiubem nepuoay

[Jywan Metposuh'?, Cawa Oumnh?, Oejan Tabakouh?, Anekcangap boxosuh'? Mawwa Jakwuh?, MumbaH JaHkoBuh®

'KnuHnyko-6onHnykn LeHTap Kocoscka Mutposuua’, Knuhika 3a optonegujy u Tpaymatonorujy, Kocoscka Mutposuua, Cpbuja;
YHuBep3auTeT y MpuwtnHm - Kocoscka Mutposuua, MegnunHckn dakynter, Kocoscka Mutposuua, Cpbuja;
3KnuHnuko-60nHMYKM LieHTap, Kocoscka MutpoBuua’, KnuHuka 3a xupyprujy, Kocoscka Mutposuua, Cpbuja;
“KnnHnuko-60nHnuKmM LeHTap , MpuwtinHa - Mpavanuua’, Mpadanuua, Cpbuja;

SKnuHnuko-60nHMuKM LeHTap, Kococka Mutposuua’, KnuHuka 3a negujatpujy, Kocoscka Mutposuua, Cpbuja

CAMETAK

YBoa/Unmb Afxe3nBHU KancynuTrc je 6onect Koja ce Kapak-
Tepuiue 605I0M 1 3HaUajHUM OrpaHNYerbeM aKTBHUX U NacuB-
HUX MOKpPEeTa Y reHOXyMepanHOM 31100y, HAPOUNTO Y CMOJbHO)
poTauuju. To je jegaH of Hajuelwhnx, anv 1 BeOMa N3a30BHMX
KNHUYKKX nopemehaja ca Kojuma ce cycpehy opToneacku xu-
pyp3u. AGXe31BHY KancynmTyC je NPeTEXHO MANONATCKO CTakbe
1 uma nosehaHy npeBaneHLmjy KOA *eHa 1 Kog 6onecHmKa
ca fnjabeTecom MenuTycom v xunotrpeosom. ETnonoruja u
naToreHesa Cy HeJOBOJbHO jacHe. Jleuere je KOH3epBaTVBHO
1 XVPYPLLKO, aNnu Cy pe3ynTaTi 1 farbe KOHTPOBEP3HM.
MeTopge Y pap cy yKibyueHn 60neCHULM IeYeH Of NPYMapHOr
(nanonaTckor) aAxe3MBHOT KancynuTuca y nepuoay of jyHa
2021. fo jyHa 2023. roguHe y KnHNYKO-60/THUYKOM LIeHTPY
,Kocoscka Mutposuua“ YKyrnHo cy neyeHa 172 6onecHrika. Cu
Cy leyeH HeonepaTnBHO, pU3MKaTHOM TepanujoM U JIOKanHO
— UHjeKLMjoM CTeponAa, MHTpaapTuKynapHo. bonecHmnunma
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Koju cy neyeHn GU3MKanHOM TePANMjoM HUje arIMKoBaHa NH-
jekuwmja ctepomnpa, AOK rpynv 6onecHrKa Koju Cy neyeHmn Kop-
TUKOCTEPOMAMMA HUCMO YKIbyumBanv GpusnkanHe npoeaype.
BonecHuum cy npaheHn ambynaHTHO jejHOM MeceyHo, MoToM
Ha LecT MeceLy, FOAVHY AaHa 1 ABe rofuHe.

Pesyntatu CBe 6onecHnKe cmo nogenvnu y Ase rpyne. NMpsa
rpyna (87) 6onecHuka nogsprHyTa je dusvkanHum npouenypa-
Ma, OK Cy ApYyroj rpynu (85) annnkoBaHe HTPaapTUKynapHe
VHjeKLpje KopTuKocTepounaa. bonecHuum cy 6rpaHn paHgo-
MU3aLnjom.

3akibyuak VIHjekupje cTeponga Mory 6UTH of KOPUCTU Y PaHOM
nepuogy 605ecTi, HapoUmUTO y MPBYX LWECT JO 0CaM Hefesba,
anv ByropoyYHU pe3ynTaTi HACY NoKa3anu HUKAKBY Pasnnky
n3mehy aBe rpyne 6onecHuKa.

KmbyuHe peun: afixe3nBHM KancynmTuc; pame; GusmnkanHa te-
panwja; cTepougHa Tepanuja
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