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Abstract

Aim: The study aims to establish certain socio-demographic factors associated with delayed pre-
sentation (i.e. advanced stage at diagnosis) in patients with invasive cervical cancer in Macedonia.
Materials and methods: The cross-sectional study was conducted with patients already diagnosed
and treated for invasive cancer of the uterine cervix who came in for their regular annual check-up at
the University Radiotherapy and Oncology Clinic, Medical Faculty, Ss. Cyril and Methodius
University in Skopje, Macedonia. The data were collected by interviewing the participants using a
standardized questionnaire.

Results: A total of 115 patients were recruited in the study. Eight of them were excluded from further
analysis due to incomplete data. Close to 72% of the patients analysed presented with advanced stage
disease, while 28.04% of the patients were diagnosed with early stage disease. The univariate ana-
lysis and Chi-square statistics showed that the patients had a higher probability of being diagnosed
with advanced stage disease if they had a low monthly income (p = 0.01), had lower degrees of
education (p < 0.001), had an unsatisfactory level of genital hygiene (p < 0.001) and had no family
history of invasive cervical cancer in first degree female relatives (p = 0.003).

Discussion: The results from the study could be utilized to identify the population at risk which
should be targeted for implementation of specialized educational programmes for familiarizing the
population with the nature of the disease which in turn would increase the level of consciousness as a
step towards implementing a national screening programme.
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Introduction
Invasive cancer of the uterine cervix is the

with malignant neoplasms in the female popu-
lation [2]. Still, the developed countries mark a

second most common malignancy in females in
the world [1]. The incidence is estimated at
around 529,000 cases annually which corre-
sponds with a worldwide age-standardized inci-
dence rate (ASR) of 15.2 per 100,000 [2]. In
2008 there were 274,883 lethal outcomes associ-
ated with the disease worldwide, which account
for 8% of the total global morbidity associated

continuous decline in the incidence and morta-
lity rates from the 50s onward. This decline is
attributed to the wide implementation of scre-
ening programmes utilizing exfoliative cytology
(conventional smear or liquid-based cytology —
LBC) which facilitates the detection of early pre-
cursor lesions [3]. Apart from the screening pro-
grammes, the improvements of the surgical and
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radiological techniques for treatment have incre-
ased the survival rates even further in patients
with malignant neoplasms of the uterine cervix.

Macedonia has a high incidence of cervi-
cal cancer. Approximately 200 new cases are
registered each year, which makes cervical can-
cer the second most common neoplasm in fema-
les in the country. According to the GLOBO-
CAN data for 2008, Macedonia has an ASR of
22.0 per 100,000 women annually, which is more
than twice the average European ASR (10 per
100,000 women).

In spite of the fact that the national health
policies in Macedonia state the decrease of
morbidity and mortality associated with cervi-
cal cancer as one of the top priorities, currently
there is no organized national cytological scre-
ening programme. That in turn implies the need
for implementation of alternative strategies for
prevention and disease control including oppor-
tunistic screening and education of the mass
population about the risk factors that contribute
to the development of the disease and the use
of barrier contraceptive methods [4].

Invasive cancer of the uterine cervix re-
mains a disease which is closely linked to the
socio-economic and demographic disparities in
the developed as well as the developing coun-
tries. Despite the global downward trend of the
incidence of cervical cancer in the US, there are
still certain disparities in the mortality rates asso-
ciated with different age, ethnic and socio-demo-
graphic population groups. Nelson et al. [5] and
Couglin et al. [6] published that race, ethnicity,
age over 65, a lower degree of education and life
in rural parts of the country were associated with
inadequate screening in the investigated popu-
lation. The analysis of the data of the cancer regi-
stries in USA showed that the cervical cancer
mortality rates increase proportionally with the
degree of poverty and lower degrees of educa-
tion. In addition, a negative correlation between
the socio-economic groups and the stage of the
disease at diagnosis has been well established [7].
Late stage diagnosis is correlated with lower rates
of survival in these patients [8].

Aim

The study aims to establish certain socio-
demographic factors associated with delayed
presentation (i.e. advanced stage at diagnosis)
in patients with invasive cervical cancer in
Macedonia.

Materials and methods

Study design

The cross-sectional study was conducted
with patients already diagnosed and treated for
invasive cancer of the uterine cervix who came
in for their regular annual check-up at the Uni-
versity Radiotherapy and Oncology Clinic, Medi-
cal Faculty, Ss. Cyril and Methodius University
in Skopje, Macedonia. The patients were recrui-
ted by random choice from September to De-
cember 2012. The data was collected by inter-
viewing the participants using a standardized
questionnaire. Before the interview, all patients
received detailed oral and written information
about the study and informed consent for parti-
cipation in the study was acquired. The question-
naire contained the following information: age
(categorized in three age groups: 0-24, 25-39
and over 50 years), nationality, degree of edu-
cation (no education, elementary education, high
school, college and/or higher degree), monthly
income (categorized as low i.e. < 20,000 MKD,
average 20,000-40,000 MKD and above ave-
rage > 40,000 MKD), marital status, place of
residence (urban vs. rural), disease stage at dia-
gnosis (categorized as early — FIGO Stage 1
and II and advanced — FIGO Stage III and IV),
number of lifetime sexual partners, number of
pregnancies, parity, degree of genital hygiene
(satisfactory i.e. the patients douches at least
once daily vs. unsatisfactory if the patient dou-
ches less often), family history of the disease
(first-degree relative diagnosed with invasive
cervical cancer) and presence of other infecti-
ous agents besides human papillomavirus (HPV).

Statistical analysis

Upon acquisition, the data were entered
in a computerized database and compared with
regard to the disease stage at diagnosis and the
socio-demographic factors in question. Chi-squ-
are test was used to test the statistical association
between the socio-demographic factors and the
stage of the disease at the time of presentation.
The odds ratios (OR) and their 95% confidence
intervals (CI) for the different socio-demographic
factors were calculated using a logistic regression
model. OR were modelled using the linear rela-
tionship between the socio-demographic factors
and the logit of the probability of disease. All sta-
tistical calculations were done using IBM SPSS
Statistics for Windows version 20.0.
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Results

A total of 115 patients were recruited in
the study. Eight of them were excluded from
further analysis due to incomplete data. The
average age was 50.7 £ 12 (range, 27-76) years.
The ethnicity of the patients was as follows:
85.05% were Macedonian, 5.61% were Alba-
nian and 9.34% were of one of the minor ethnic
groups represented in Macedonia. A similar
distribution was detected in regard to religious
beliefs: 84.11% of the patients declared them-
selves as Orthodox Christians, while 15.89%
were Muslims. With regard to the place of resi-
dence, 61.68% of the patients lived in urban
communities, while 38.32% lived in rural com

Table 1

munities. Slightly over 40% of the patients were
illiterate or had not completed elementary edu-
cation, 28.04% of the patients had elementary
education, 19.63% had completed high school
and the remaining 12.15% had higher degrees
of education. Approximately 74% of the pati-
ents classified their monthly income as below
average, 16% had an average monthly income
and close to 10% had above average monthly
income. Most of the patients recruited in the
study were married (82.24%), 3.74% were single
and 14.02% were widowed.

Table 1 shows the different socio-demo-
graphic and socio-economic factors analysed
and their association with the disease stage at

Distribution of socio-economic and demographic risk factors according to disease stage

Factor Stage of the disease P-value
Early Advanced

Age (years) 0.065
0-24 9 11
25-49 14 34
>50 7 32

Nationality 0.066
Macedonian 27 64
Albanian 3 3
Other 10

Religion 0.46
Orthodox Christian 27 63
Muslim 3 14

Education <0.001%*
No education 9 34
Elementary education 4 26
High school 8 13
College or higher 9 4

education

Average monthly income 0.01*
<20000 MKD 17 62
20000—-40000 MKD 6 11
> 40000 MKD 7 4

Marital status 0.742
Single 1 3
Married 26 62
Widowed 3 12

Place of residence 0.823
Urban community 18 48
Rural community 12 29

Level of genital hygiene <0.001*
Unsatisfactory 6 50
Satisfactory 24 27
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Family case-histories

Negative 13

Positive 17
Infections (excluding HPV)

Denies 6

Other agent present 24

0.003*
57
20
0.583
12
65

*Statistically significant difference at 10% level

diagnosis. Close to 72% of the analysed pati-
ents presented with advanced stage disease, while
28.04% of the patients were diagnosed with
early stage disease. The univariate analysis and
Chi-square statistics showed that the patients
had a higher probability of being diagnosed
with advanced stage disease if they had a low
monthly income (p = 0.01), had lower degrees
of education (p < 0.001), had an unsatisfactory
level of genital hygiene (p < 0.001) and had no
family history of invasive cervical cancer in
first degree female relatives (p = 0.003).

Table 2 shows the distribution of patients
according to disease stage with regard to num-
ber of pregnancies, parity and number of life-
time sexual partners. 76% of the patients belon-

Table 2

ging to the group with early stage disease had
had fewer than 3 pregnancies, while 45.46% of
the patients with advanced stage disease had
had 4 or more pregnancies. The difference was
not statistically significant (p = 0.0614). In spite
of the fact that the patients belonging to the
advanced stage group had a higher number of
pregnancies, both groups had an almost equal
number of children (83.33% and 84.42% of the
patients in the two groups had 3 or fewer chil-
dren, respectively). With regard to the number
of lifetime sexual partners, the vast majority of
the patients belonging to both groups declared
having 2 or fewer lifetime sexual partners
(80% and 75.32%, respectively).

Distribution of patients' number of pregnancies, parity and number of lifetime sexual partners
according to disease stage

Stage of the disease

Factor Early Advanced P-value
Number of pregnancies 0.316
0 1 2
1 2 5
2 10 16
3 10 19
>4 7 35
Parity 0.133
0 1 2
1 5 10
2 19 31
3 2 22
>4 5 12
Number of lifetime sexual 0115
partners
1 17 49
2 7 9
3 4 5
>4 2 16

The results of the multivariate binary logi-
stic regression with regard to the disease stage
at the time of diagnosis are presented in Table

3. According to the results it is evident that the
patients in this study had a higher probability
of being diagnosed with advanced stage disease
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if they had a lower degree of education (no
education and elementary education OR = 9
and OR = 7.54, respectively), a lower average
monthly income (OR = 13.17 and OR = 10.55

Table 3

for below average and average monthly income,
respectively), unsatisfactory genital hygiene
(OR = 5.37) and no family history of invasive
cervical cancer (OR = 6.42).

Multivariate binary logistic regression for identified significant risk factors for advanced stage presentation

95% CI
Factor
OR Lower Upper

Degree of education

No education 9.001 1.619 50.035

Elementary education 7.446 1.109 50.000

High school 6.339 0.924 43.482
Average monthly income

<20000 MKD 13.165 2.042 84.894

20000-40000 MKD 10.551 1.278 87.110
Level of genital hygiene

Unsatisfactory 5.369 1.490 19.356
Family history

No history 6.415 1.885 21.839

Discussion

In our study we investigated the impact
of different socio-economic and demographic
factors on advanced stage presentation in a popu-
lation of patients diagnosed with invasive can-
cer of the uterine cervix. Patients had a higher
probability of being diagnosed with advanced
stage disease if they had a lower degree of edu-
cation, a lower average monthly income, unsa-
tisfactory genital hygiene and no family history
of invasive cervical cancer.

In our series 71.96% of the patients inter-
viewed had been diagnosed with advanced stage
disease. It is clear that the disease stage at the
time of presentation is the single most impor-
tant independent prognostic factor influencing
the mortality rate [9, 10]. The five-year survival
rate decreases proportionally to disease stage
from over 85% for stage IB to 0—20% for stage
IVA [11, 12]. Likewise, the risk of pelvic dise-
ase recurrence increases proportionally with
advanced stage from 10% for a patient with
stage IB disease to over 75% for patients with
stage IVA disease [2]. Finally, the risk of distant
metastases follows the same pattern, i.e. it incre-
ases with advanced stage from 16% for stage I,
25% for stage 11, 39% for stage III and 75% for
stage [V disease [13].

Even though the available literature has
very limited data on the impact of socio-econo-

mic and demographic factors on the delayed pre-
sentation of invasive cervical cancer, one should
note their influence on patient compliance with
established screening programmes. The results
from our study are in concordance with the
observations from the studies conducted in the
USA which concluded that patients with lower
socio-economic status had a lesser probability
of active participation in the programmes for
disease prevention and screening [5, 6].

The degree of education is clearly linked
to the average income and the degree of under-
standing and receiving of health education [14,
15], which in turn means that the increased risk
of advanced stage presentation of invasive cer-
vical cancer in women with a lower degree of
education may be connected with insufficient
knowledge of the nature of the disease and the
possibilities of its prevention. Two studies con-
ducted in patients with invasive cervical cancer
in New York (n = 2930) and Florida (n = 852)
failed to establish an association between advan-
ced stage disease and the degree of education
after adjusting for differences in the average
annual income and marital status [16, 17]. Ne-
vertheless, the Florida study [16] as well as
another American study conducted in five sta-
tes and five urban areas found that women with
lower degrees of education had a higher pro-
bability of having more extensive loco-regional
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cancer spread when compared with women
with higher degrees of education (37% vs. 51%
and 31% vs. 38%, respectively). The statistical
analysis in all three studies acquired the data
for the degree of education from the average
degree of education for the given geographical
region (i.e. average degree of education and/or
proportion of patients with high school educa-
tion), thus having a lower approximation of the
relative risk for the outcomes when compared
to individualized socio-economic indicators [18].
Our study included individualized data, which
we think makes them adequate and valid for
the evaluation of the individual effect of the
degree of education on late stage presentation.

In our study an association between the
average monthly income and the advanced
stage presentation of the disease was identified.
A similar study conducted in Denmark failed to
identify such a risk after adjusting for the de-
gree of education and the marital status [19].
The data from the American studies are also
conflicting. In one study conducted in four large
urban areas in USA (n = 32305), the patients
living in areas with a low or average monthly
income had a higher probability of having advan-
ced-stage disease at the time of presentation
(OR =1.43 and 1.25; p = 0.01) when compared
with women who lived in areas with a higher
monthly income [20]. Ferrante et al. [16] and
Mandelbatt et al. [17] found an association bet-
ween advanced-stage disease and the average
income, while McCarthy et al. [21], Barry et al.
[22] and Singh et al. [8] report that patients
living in areas where 60%, 40% and 20% of the
general population was impoverished had a
20%, 50% and 20% higher risk of advanced
stage presentation, respectively. Yet none of
these studies included individualized data for
the average income of the patients and made an
adjustment for the degree of education.

Most of the published studies fail to find
an association between the level of genital hy-
giene and cervical cancer [23, 24]. However,
studies conducted in entirely rural populations
in developing countries in Africa [25, 26] and
China [27] demonstrate a significant increase
of risk due to poor genital hygiene. In the two
studies conducted in Africa, the association re-
mains even after adjusting for HPV infection.
Our study identified poor genital hygiene as a
risk factor for advanced stage presentation of

cervical cancer. This is probably due to the low
level of consciousness of the patients regarding
their own genital health.

It is relatively clear that there is a certain
genetic predisposition for the development of
invasive cancer of the uterine cervix, which is
related to the mutation of the genes controlling
the immune response towards HPV infection
and the replication of viral DNA [28, 29]. Accor-
ding to our research, having no family history
of the disease is associated with a higher risk of
advanced stage of the disease at diagnosis. These
conflicting results might be partly due to the
fact that patients with no family history of the
disease had no first-hand experience of the
disease, and partly due to the reporting bias.

Our study certainly had some limitations.
First of all it is a retrospective analysis and
most of the data was collected by interviewing
the patients, which gives rise to the possibility
of reporting bias. For example, the HPV status
of the patients diagnosed more than three years
ago could not be verified because the database
in our institution had data for the patients dia-
gnosed in the last three years only, so we had
to rely on the data acquired from the interview.
Some (if not most) of the patients might have
given false information with regard to the num-
ber of lifetime sexual partners due to social
and/or religious norms. Part of the data was
acquired from medical histories, a large part of
which is hand written from medical personnel
who did not put too much of an effort into the
accuracy of the records. Second, the sample
size is small. The patients were recruited by
random choice and the sample does not reflect
the real distribution of the different groups in
the general population (i.e. most of the patients
were Macedonian, predominantly in advanced
stages of the disease. We also did not include a
sufficient number of patients detected in early
stages who were treated by surgery only — a
group of patients which is expected to be youn-
ger, with higher degrees of education and/or
higher degrees of average income).

Nevertheless, the study correctly identi-
fied certain of the risk factors for delayed pre-
sentation and advanced stage diagnosis of inva-
sive cancer of the uterine cervix. The results
from the study could be utilized to identify the
population at risk which should be targetted for
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implementation of specialized educational pro-
grammes for familiarizing the population with
the nature of the disease which in turn would
increase the level of consciousness as a step
towards implementing a national screening pro-
gramme. The study could also serve as a guide
for future larger studies conducted on larger and
more adequate samples that would yield more
relevant data which would be representative of
the general population in Macedonia, so that
one could target the high-risk groups in order
to diagnose the disease in an early stage when
the patients have a higher chance of prevention,
cure and/or better disease-free survival.

REFERENCES

1. Arbyn M, Castellsagué X, de Sanjosé S, Bruni L,
Saraiya M, Bray F, et al. Worldwide burden of cer-
vical cancer in 2008. Ann Oncol. 2011; 22(12):
2675-86.

2. Ferlay J, Shin HR, Bray F, Forman D, Mathers C,
Parkin DM. Estimates of worldwide burden of cancer
in 2008: GLOBOCAN 2008. Int J Cancer 2010;
127(12): 2893-917.

3. Ries L, Harkins D, Krapcho M, et al. SEER Cancer
Statistics Review, 1975-2003.
http://seer.cancer.gov/cst/1975-2003.

4. Tanturovski D, Stojovski M, Baseska N. Basic demo-
graphic characteristics of patients with invasive cer-
vical cancer in the Republic of Macedonia (200-
2006). Mac Med Review 2008; 62(3): 32-7.

5. Nelson DE, Bohen J, Marcus S, Wells HE, Meissner
H. Cancer screening estimates for U.S. metropolitan
areas. Am J Prev Med. 2003; 24: 301-9.

6. Coughlin SS, King J, Richards TB, Ekwueme DU.
Cervical cancer screening among women in metropo-
litan areas of the United States by individual-level
and area-based measures of socioeconomic status, 2000
to 2002. Cancer Epidemiol Biomarkers Prev. 2006;
15: 2154-60.

7. Lindau ST, Tomori C, Lyons T, et al. The association
of health literacy with cervical cancer prevention
knowledge and health behaviors in a multiethnic
cohort of women. Am J Obstet Gynecol. 2002; 186:
938-43.

8. Singh G, Miller B, Hankey B, Edwards B. Persistent
socioeconomic disparities in U.S. incidence of cervi-
cal cancer, mortality, stage and survival, 1975-2000.
Cancer 2004; 101: 1051-7.

9. Barillot I, Horiot JC, Pigneux J, et al. Carcinoma of
the intact uterine cervix treated with radiotherapy alone:
a French cooperative study: update and multivariate
analysis of prognostic factors. Int J Radiat Oncol Biol
Phys. 1997; 38(5): 969-78.

10. Fyles AW, Pintilie M, Kirkbride P, Levin W, Man-
chul LA, Rawlings GA. Prognostic factors in patients
with cervix cancer treated by radiation therapy: results

of a multiple regression analysis. Radiother Oncol.
1995; 35(2): 107-17.

11.Perez CA, Grigsby PW, Nene SM, et al. Effect of
tumor size on the prognosis of carcinoma of the ute-
rine cervix treated with irradiation alone. Cancer
1992; 69(11): 2796-806.

12. Rachet B, Maringe C, Nur U, et al. Population-based
cancer survival trends in England and Wales up to
2007. Lancet Oncol. 2009; 10: 351-69.

13.Fagundes H, Perez CA, Grigsby PW, Lockett MA.
Distant metastases after irradiation alone in carci-
noma of the uterine cervix. Int J Radiat Oncol Biol
Phys. 1992; 24(2): 197-204.

14. Louwman WIJ, Aarts MJ, Houterman S, van Lenthe
FJ, Coebergh JW, Janssen-Heijnen ML. A 50% higher
prevalence of life-shortening chronic conditions among
cancer patients with low socioeconomic status. Br J
Cancer 2010; 103: 1742-8.

15. Galobardes B, Shaw M, Lawlor DA, Lynch JW,
Davey SG. Indicators of socioeconomic position (part
1). J Epidemiol Community Health 2006; 60: 7—12.

16. Ferrante JM, Gonzalez EC, Roetzheim RG, Pal N,
Woodard L. Clinical and demographic predictors of
late-stage cervical cancer. Arch Fam Med 2000; 9:
439-45.

17. Mandelblatt J, Andrews H, Kerner J, Zauber A, Bur-
nett W. Determinants of late stage diagnosis of breast
and cervical cancer: the impact of age, race, social
class, and hospital type. Am J Public Health 1991;
81: 646-9.

18. Galobardes B, Shaw M, Lawlor DA, Lynch JW, Da-
vey SG. Indicators of socioeconomic position (part 2). J
Epidemiol Community Health 2006; 60: 95-101.

19. Ibfelt E, Kjer SK, Johansen C, et al. Socioeconomic
position and stage of cervical cancer in Danish wo-
men diagnosed 2005 to 2009. Cancer Epidemiol Bio-
markers Prev. 2012; 21(5): 835-42.

20. Mitchell JB, McCormack LA. Time trends in late-
stage diagnosis of cervical cancer. Differences by race-
/ethnicity and income. Med Care 1997; 35: 1220-4.

21.McCarthy AM, Dumanovsky T, Visvanathan K,
Kahn AR, Schymura MJ. Racial/ethnic and socioeco-
nomic disparities in mortality among women diagno-
sed with cervical cancer in New York City, 1995—
2006. Cancer Causes Control 2010; 21: 1645-55.

22.Barry J, Breen N. The importance of place of resi-
dence in predicting late-stage diagnosis of breast or
cervical cancer. Health Place 2005; 11: 15-29.

23. Brinton LA, Hamman RF, Huggins GR, et al. Sexual
and reproductive risk factors for invasive squamous cell
cervical cancer. J Natl Cancer Inst. 1987; 79: 23-30.

24. Herrero R, Brinton LA, Reeves WC, et al. Sexual be-
havior, venereal diseases, hygiene practices, and inva-
sive cervical cancer in a high-risk population. Cancer.
1990; 65: 380-6.

25.Bayo S, Bosch FX, de Sanjose S, et al. Risk factors
of invasive cervical cancer in Mali. Int J Epidemiol.
2002; 31: 202-9.

26. Chaouki N, Bosch FX, Muifioz N, et al. The viral ori-
gin of cervical cancer in Rabat, Morocco. Int J Can-
cer 1998; 75: 546-54.



78

Dragan Tanturovski, et al.

27.Zhang ZF, Parkin DM, Yu SZ, Esteve J, Yang XZ.
Risk factors for cancer of the cervix in a rural Chi-
nese population. Int J Cance. 1989; 43: 762-7.

28. Allen M, Kalantari M, Ylitalo N, et al. HLA DQ-DR
haplotype and susceptibility to cervical carcinoma:
indications of increased risk for development of cer-
vical carcinoma in individuals infected with HPV 18.
Tissue Antigens. 1996; 48: 32-7.

29.0dunsi K, Terry G, Ho L, et al. Susceptibility to
human papillomavirus associated cervical intra-epi-
thelial neoplasia is determined by specific HLA DR-
DQ alleles. Int J Cancer. 1996; 67: 595-602.

Pe3sume

BJIMJAHUE HA COLHUO-JEMOI'PA®CKUTE
®AKTOPH HA OJJIOKEHOTO
JANJATHOCTULHOUPAKBE U HAITPEJHUOT
CTAJAUYM HA BOJIECTA BO MOMEHT

HA NPESEHTUPAIBE KAJ INAIIMEHTUTE
CO UHBA3UBEH HEPBUKAJIEH
KAPIIMHOM BO PEIIYBJIMKA
MAKEJOHHMJA

Jlparan Tantyposcku', Ennzaéera 3apupona’,
Mapjan Crojoexn' Henn Bamecka®,
Buxtopuja Josanoscka'

' VHuMBep3UTETCKA KIIMHAKA 33 THHEKOJIOTHja

U aKylIepcTBo, YHUBep3ureT ,,CB. Kupun

u Mertomuj“, Cromje, P. Makenonuja

> VIHCTUTYT 3a eNUIEMHOJIOTHja ¥ OHOCTATHCTHKA,
Yuusepsurer ,,CB. Kupun u Meronuj*,

Ckomje, P. Makenonuja

’ VHMBep3UTeTCKA KIIMHUKA 33 PajHoTepanuja

W OHKOIIOTHja, YHHUBep3uTeT ,,CB. Kupnn

u Meroauj“, Ckomje, P. Makenonuja

Ien: Cryanjata uMa 3a 1ed Ja Td OAPEAd
colo-neMorpadckute HakTopu KOU Ce acOIMPaHu
CO OMJIOKECHOTO AWjarHOCTULHMpame (T.e. Hampei-
HATHOT CTa/MyM Ha 0oJjiecTa BO MOMEHTOT Ha JHja-

THO3a) Ha MAIMEHTHTE CO MHBa3WBEH IIEPBHUKAJICH
KapLUUHOM Bo MakeJoHHja.

Maiuepujan u mettioou: OBaa mpecedHa CTy-
IMja € CIpOoBeAeHa Kaj MAIlMeHTKH KOM BEKe ce
JjarHOCTULIUPAHN M TPETUPAHU 32 WHBA3WBEH Liep-
BUKAJIEH KapLHOM, KO C€ jaBHJIE 3a PEelOBHA Io-
JMITHA KOHTpPOJIa Ha YHHBEP3UTETCKAaTa KIMHHKA
3a paguoTepanuja U OHKoJoTHja, MenuuuHcku Qa-
KynTeT, YHuBepsurer ,,CB. Kupun u Meromnuj™ Bo
Ckorje, Makenonuja. [TomaTouure G6ea coOupaHu
IIPEKy UHTEPBjyUpame Ha YYECHUIIUTE CO CTaHAAp-
JU3UpaH MpanajHuK.

Pesynivainiu: Bo crynujata Oea BKIy4eHHU
BkymHO 115 mammentkn. Ocym ox HUB Oea MCKIY-
YeHW OJi TIOHATAaMOIIHATA CTATHUCTUYKA aHalIn3a
nopaau HeKOMIUIETHH mojatouu. Peuucu 72% on
MaIMEeHTKUTE Oea MPe3eHTUPAHH BO HATIPEIHAT CTa-
nuyMm Ha Oonecra, a 28,04% ox mamueHTkuTe Oea
JIUjarHOCTULIUPAaHU BO paH cTaJuyM Ha OoJjecrta.
YHHBapHjaTHATA aHAIN3a U XU-KBaJpaT CTATHCTH-
KaTa MOKa)kaa JieKa MalMeHTKUTe uMajle 1orojiema
BEpOjaTHOCT Jia OMIaT IMjarHOCTHUIIMPAHU CO HaTpel-
HAaT CTaguyM Ha OoJiecTa JOKOJKYy HMMaaT HHCKU
MeceuHnu npumama (p = 0,01), moToa HUCKO HUBO
Ha obOpasosanue (p < 0,001), He3agoBOIUTENEH CTE-
neH Ha reHutanHa xurueHa (p < 0,001) u Hemaar
daMmIjapHa aHaMHe3a 32 WHBA3HBEH IIEPBUKAJICH
KapLHUHOM Kaj )KEHCKHTE POIHHUHHU O]l IPBO KOJIEHO
(p =0,003).

Huckycuja: Pesynratute o cTyamjata MOXKat
Jla OuzaT UCKOPUCTEHH 32 J]a ce€ UAEHTU(]UKYBa pu-
3WYHATa TONyJanuja Koja Tpeba na Oune men Ha
WMIUIEMEHTAllMjaTa Ha CIIelUjaIn3upaHuTe 00pa-
30BHH IIPOTPaMHU 3a 3all03HABamE Ha TOMyJIalnjaTa
CO mpupojaTa Ha OonecTa, a Co Toa Ke ce 3rojeMu
HUBOTO Ha cBecTa 3a 0ojecTa, Kako MerydeKkop 10
UMILUIEMEHTAlMja Ha HAllMOHAHATA CKPUHHUHT TPO-
rpama 3a [iepBUKaJIeH KapLMHOM.

Kayuynun 300poBM: 1epBHKaleH KapLMHOM, COLMO-Je-
Morpadcku (hakTopH, CTaAuyM BO MOMEHT Ha JIUjarHosa,
OJUTO’KEHO JTNjarHOCTUIIMPALE.



