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Monumetunmetakpunat (PMMA) e gobpe nosHat cybcTpar, uanonasaH npu BepTebponnacTuyHu npouemypu, ¢ OTHO-
CUTENHA nUnca Ha TOKCUYHW edekTw, 3apaBuHa W HapexaHocT. C HapacTBaHe 6posi Ha M3BBLPLLBAHUTE NpoLeaypu 3a
crabunmuaauns Ha rpbbHayeH cTbnb, HapacTea v BPOST Ha YCNOXHEHUsTA, e4HO OT kouTo e BenogpobHaTa LMMeHToBa
embonus. [lokaTo no-ronsmarta 4act OT CryyauTe B npakTikaTa NpoThyaT acMMNTOMHO 1 NIEKO, TO APYIU Ca TEXKW, U3-
uckBaT Gbp30 pasno3HaBaHe U HanaraT NoTeHLUMANHO KMBOTOCNacsBaLLa MHTepBEHUMs. Onucani cmMe KIMHUYEH Cryyait
Ha nauueHT cnep BeptebponnacTiika C Nekn KNMHUYHM cumnToMn 1 KT gaHHW 3a LmeHToBa 6enoapobHa embonus, npu
KOMTO NpUNOXMXMeE YCNeLIHO KOHCEPBATHUBEH TepaneBTMYeH noaxoa. Llenta Ha onucanus cryyai e Aa ce Npoy4aT HacTo-
ALNTE ANropuUTMU 3a NeveHrne Ha embonus, npudnHeHa ot PMMA. Ha To3u eTan Hsima yTBbpAeHa eauHHa cTpaterus 3a
JMarHocTuka v neyermne, 6asnpaHa Ha gokasatencreara, Npy ToBa CbCTOSHUE.

LMMEHTOBA 6enoup06Ha embonus, BepTerOI'IJ'IaCTVIKa, nonumeTunmMeTakpunar
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Abstract. Polymethylmethacrylate (PMMA) is a well-known material used in vertebroplasty procedures, characterized by minimal
toxic effects, strength, and reliability. As the number of spinal stabilization procedures increases, the incidence of compli-
cations also rises, one of which is pulmonary cement embolism. While most cases in clinical practice are asymptomatic or
mild, some can be severe, requiring rapid recognition and potentially life-saving intervention. We present a clinical case
of a patient after vertebroplasty who exhibited mild clinical symptoms and CT findings indicative of pulmonary cement em-
bolism, in whom a conservative therapeutic approach was successfully applied. The aim of this report is to review current
treatment algorithms for PMMA embolism. At present, there is no established evidence-based unified strategy for diagnosis
and management.
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BbBEOQEHME INTRODUCTION
LnvenTosara  Genoapobha  embonmsa  (cement Cement pulmonary embolism (CPE) is a rare but

pulmonary embolism — CPE) e psiako, HO KIMHWYHO

clinically significant complication that can occur after

3HA4YMMO YCIIOXXHEHME, KOETO MOXE Oa Bb3HUKHE Clie[

BepTebpo- Unn kndponnactuka. Tean npouedypu ca Mu-

vertebroplasty or kyphoplasty. These minimally inva-

HYMasHO MHBA3WBHM U Ce npunaraT 3a ctabunuanpaHe sive procedures are performed to stabilize osteoporot-
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Ha OCTEOMOPOTUYHU WIN MaTorNorMYHM pakTypu Ha
NpeLUIeHn Ypes3 MHXEKTUPaHE Ha KOCTEH LMMEHT (0buK-
HOBeHO nonumeTunmMeTakpunat — PMMA). TMpogyktute
Ha ocHoBaTa Ha PMMA, n3nonaeaHu 3a BepTebpo- 1 Ku-
donnacTuka, ce knacmduumpaTt OCHOBHO Cropes TEXHUSI
BMCKO3UTET (MbCTOTA), BpeMe 3a nonuMmepunsaumst (BTBbp-
OdBaHe) 1 Hanuyme Ha TepaneBTUYHM Jobasku [1].

Mo Bpeme Ha npouefypaTta CbLUeCTByBa pPUCK OT
eKCTpaBasaLuMs Ha UMMEHTa BbB BeHO3HaTa cuctema
Ha rpbOHa4HMs CTbNO, OTKbAETO MaTepuanbT MOXe
0a pocturHe 6enogpobHaTta umMpKynaums u ga npudm-
HK embonunsaums. Yectorata Ha cyGknuHuyHata CPE
Bapupa B nuteparypara, Ho ce cbobuiasa npu 2% [0
Hagd 25% OT naumeHTuUTe, NOANOXEHN Ha BepTebpon-
nacTtuvka, Kato B MHOFO OT Cly4yauTe CbCTOSIHMETO OC-
TaBa crfyYyalHa Haxofdka Mnpy PyTUHHA KOMMIOTbpHA
Tomorpadusa (KT) Ha rpbaHusa kow. KnvHuyHata npe-
3eHTaums Ha CPE e HecneundmyHa n Moxe oa Bapupa
OT aCMMNTOMHO MpOTMYaHe 4O OCTpa AuMxaTtenHa He-
[OCTaTbYyHOCT B 3aBMCUMOCT OT pasMmepa M nokanu-
3aumaTa Ha embona. MNopagw nuncata Ha cTaHZapTK-
3MpaH NPOTOKOS 3a fle4eHne, NOBEAEHNETO B TakMBa
crny4yau e nNpean3BMKaTercTBO B KNMHMYHATa NpakTuka
1 3aBUCK OT MHAMBMAYaNHaTa KIMHUYHA KapTuHa.

MpeacraBame KAVHWYEH CRyyYyanl Ha naumeHT C
CPE, passuna ce crneg Beptebponnactvka, u unwoc-
Tpupame ONarHOCTUYHUTE U TepaneBTUYHUTE acnekTu
Ha npobnema 4pes npernes Ha Hanv4HaTa nuTeparypa
no Temara.

KnUHUYEH cnyyAn

lMpenctaBsMe KNUMHMYEH crnydan Ha S4-roguilieH
MBX C aHamHe3a 3a XWCTOMOrM4HO BepudULMpPaH
HyckoamdepeHUMpaH ageHoKapLMHOM Ha AeceH 6san
Apob ¢ vncunatepanHa xvnycHa numdageHonaTns un
KOCTHM MeTacTasu, A0BeNu 4O KOMMNPECUOHHN (hpaKTy-
pwu Ha npewnexn L3, L4, L5, S1, S2 n S3. MNMaumeHTsT
e xocnutanusupaH B KnvHuka no HeBpoxvpyprus 3a
npoBexaaHe Ha urnosa nepkyTaHHa TpaHcneavkynap-
Ha BepTebponnacTuka 3a obnekyaBaHe Ha Gornkara u
cTtabunusmpaHe Ha rpbbHavHusa cTonb. MNpoueanypata
€ M3BbpLUeHa NoJ PEHTTEHOB KOHTPOI C UHXEKTUpaHe
Ha npubnuamTenHo no 4 ml PMMA B Tanoto Ha Bce-
KV OT onuMcaHuTe npeLuneHun. VMiIHTpaonepatnuBHoO He ca
HabniogaBaHW BEHO3HO U3TUYAHE Ha LUMEHT Unu apy-
T YCIOXHEHNS.

Mpv pyTMHHO MOCTONEpPaTUBHO MpocreasiBaHe
B AEeHHA crnep onepauusata naumMeHTbT cboOliaBa 3a
nek 3agyx npu ycunue. MNyncwt e 80 ya./min — B no-
Kown, catypauusita e 98%, nsmepeHa ¢ nyrcokCUMETbpP
Ha cTaeH Bb3ayx. ApTepuanHoto HangraHe e 120/70
mmHg. He ce yctaHoBsiBa TaxunHes unv gpyru naTto-
NorMyHM Haxodku OT npernega. Jlunceat NpomMeHu B
EKI™ n B mapkepuTe 3a MmokapgHa Hekpo3sa. Ot ExoKI

ic or pathological vertebral fractures through the injec-
tion of bone cement, usually polymethylmethacrylate
(PMMA). PMMA-based products used for vertebro-
plasty and kyphoplasty are primarily classified accord-
ing to their viscosity, polymerization (setting) time, and
the presence of therapeutic additives [1].

During the procedure, there is a risk of cement
extravasation into the vertebral venous system, from
where the material can reach the pulmonary circula-
tion and cause embolization. The reported incidence
of subclinical CPE varies in the literature, ranging
from 2% to over 25% of patients undergoing verte-
broplasty, with many cases discovered incidentally on
routine chest computed tomography (CT). The clini-
cal presentation of CPE is nonspecific and can range
from asymptomatic cases to acute respiratory failure,
depending on the size and location of the embolus.
Due to the absence of a standardized treatment proto-
col, management of these cases remains challenging
in the clinical practice and is guided by the individual
clinical scenario.

In this article, we present a clinical case of a pa-
tient who developed CPE following vertebroplasty
and illustrate the diagnostic and therapeutic aspects
of the problem through a literature review.

CLINICAL CASE

We report the case of a 54-year-old man with a
history of histologically confirmed poorly differentia-
ted adenocarcinoma of the right lung, with ipsilateral
hilar lymphadenopathy and bone metastases, which
resulted in compression fractures of the L3, L4, L5,
S1, S2, and S3 vertebrae. The patient was admitted
to the Department of Neurosurgery for percutaneous
needle-guided transpedicular vertebroplasty aimed
at pain relief and spinal stabilization. The procedure
was performed under fluoroscopic guidance, with ap-
proximately 4 ml of PMMA injected into the body of
each of the affected vertebrae. Intraoperatively, no
venous cement leakage or other complications were
observed.

During routine postoperative follow-up on the day
after the procedure, the patient reported mild exertional
dyspnea. Vital signs were: pulse 80 beats per minute
at rest, oxygen saturation 98% on room air, and blood
pressure 120/70 mmHg. No tachypnea or other patho-
logical findings were noted on physical examination.
ECG showed no abnormalities, and cardiac necrosis
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CblLO He ce yCTaHOBSABAT NaTofiorMyHu Haxogku. Pas-
MepuTe Ha NngaBaTta U AdcHaTa Kamepa, neBokaMepHa-
Ta KMHETMKA U cucTonHaTa (OyHKUMS Ha OBETE kKamepw
ca 3anas3eHu. YCTaHOBsIBa Ce 3aBULLEHA CTOMHOCT Ha
D-oumep (7.82 mg/L). MNopaan ymepeHaTta KrvHUYHA
BEPOSATHOCT 3a TpoMboembonus, BKI. Ha hOHA Ha OH-
KonormnyHo 3abonsiBaHe U XxapakTepHUTe nabopaTopHM
nameHeHns (Revised Geneva Score-7 points-moderate
risk) e nposeaeHa KT nynmoaHrnorpadgums. ObpasHute
Haxo[KM1 NokaseaT Hanuume Ha AedeKT B U3NbIBAaHETO
C BMCOKa MIbTHOCT Ha TPYHKYC MYyNIMOHANMC OT HUBO-
TO Ha BudypkauusaTa, pas3knoHsBaLL ce ABYCTPaHHO B
aBeTe 6enoapobHu apTepun 1 Npocneanm ABYCTPaHHO
Ha HMBO JonHonobapHM apTepun U ropHornobapHo 4O
cybcerMeHTHM HMBaA, CbOTBETCTBALLM Ha eMbonuampa-
nn parMeHTN OT KOCTEH LMMEHT. [JaHHM 3a napeH-
XUMHU MHGAPKTU UM 3HAYUMUN Cb40BM OOCTPYKUUN He
ca KoHcTaTupaHu (dur. 1).

C ormep nuncata Ha xeMoAMHaMu4Ha Hectabwn-
HOCT U MUHMMarnHaTa CMMMNTOMaTUKa e B3eTO pelle-
HMe 3a KOHCepBaTMBHO MNOBeAeHVe C HabniogeHue,
6e3 3anoyBaHe Ha TepaneBTMYHA aHTMKOArynauus.
[MpoBeaeHa e camMo NpodUIaKkTUYHa aHTUKoarynaHTHa
Tepanus cnepg 24-Tus Yac oT MHTepBeHuusaTa. NauneH-
TbT € U3NMCaH Ha BTOPUS OEH Crieq UHTEPBEHUMSTA B
CTabuNHO CbCTOSIHNE C YKa3aHuA 3a npocrneasiBaHe Ha
06LLOTO CbCTOSHME Crned eOUH MeceLl.

OBCBHXAAHE

LinmeHToBaTa 6enogpobHa embonus e cneumduny-
Ha cdopma Ha embonusauus, NpyM KOSITO YacTuun oT
WHXeKTUpaH npu BepTebpo- unu kudponnactuka Koc-
TEH LMMEHT NPOHMKBAT B enuaypanHuTe unm nepveep-
TebpanHMTe BEHO3HWU CNMETEHUs, OTKbAETO MoraT Aa
OOCTUrHaT OO0 BeHa kaBa u 6ernogpobHuTe aptepuun.
BposaT Ha 3acerHatuTe nmpeLuneHn, MecTononoxeHme-
TO Ha Nne3usTa 1 NOAXOo4bT Ha MYHKUUSATA Ca He3aBUCK-
MU puckoBu cpaktopu 3a CPE [2].

markers were within normal limits. Echocardiography
revealed no pathological findings: the sizes of the left
and right ventricles, left ventricular wall motion, and
systolic function of both ventricles were preserved. An
elevated D-dimer level (7.82 mg/L) was observed. Due
to the intermediate clinical probability of thromboembo-
lism, including in the context of an underlying oncologi-
cal disease and characteristic laboratory abnormalities
(Revised Geneva Score: 7 points — moderate risk), CT
pulmonary angiography was performed. Pulmonary
CT angiography demonstrated a high-density filling de-
fect in the pulmonary trunk at the level of the bifurca-
tion, extending bilaterally into both pulmonary arteries
and traceable bilaterally to the lower-lobar arteries and
superior-lobar to subsegmental levels, consistent with
embolized fragments of bone cement. No evidence of
parenchymal infarction or significant vascular obstruc-
tion was observed (Fig. 1).

Given the absence of hemodynamic instability
and minimal symptoms, a decision was made for
conservative management with observation, without
initiating therapeutic anticoagulation. Only prophy-
lactic anticoagulant therapy was administered after
the 24th hour post-intervention. The patient was dis-
charged on the second day in stable condition, with
instructions for follow-up of his general health status
in one month.

®dur. 1. KT nynmoaxrnorpacdusi, 4eMOHCTpMpaLLa Hanmuyune Ha
AedekT B U3NbBAHETO C BUCOKA MITbTHOCT Ha TPYHKYC MyfIMOHa-
NMC OT HMBOTO Ha BudypkaumsiTa, pasknoHsaBall, ce OBYCTPaHHO
B ABeTe 6enoapobHu apTepun 1 NPOCNeAnM ABYCTPAHHO Ha HUBO
[onHono6apHy apTepun 1 ropHonobapHo Ao cy6cerMeHTHU HMBa,
CbOTBETCTBALLM HA eMbonmanpanu pparMeHT OT KOCTEH LIMMEHT
npu acMMNTOMEH MauMeHT cned BeptebponnacTvka

Fig. 1. CT pulmonary angiography showing a filling defect with
high density in the pulmonary trunk from the level of the bifurcation,
branching bilaterally into both pulmonary arteries and traceable
bilaterally at the level of the lower lobe arteries and superiorly to
the subsegmental level, corresponding to embolized fragments of
bone cement in an asymptomatic patient after vertebroplasty

DiscussIiON

Cement pulmonary embolism represents a specific
form of embolization in which particles of bone cement,
injected during vertebroplasty or kyphoplasty, pen-
etrate the epidural or paravertebral venous plexuses
and can reach the vena cava and pulmonary arteries.
The number of vertebrae involved, the location of the
lesion, and the puncture approach are independent risk
factors for CPE [2].
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MoBeyeTo cny4van Ha CPE ca cyOknMHWUYHKM 1 ce OT-
KpmBaT uHumMaeHTHo npu KT ckaHupaHe, Kakto bGelue un
npu Hawms naumeHT. MacneqosaTeny ycTaHOBSBAT, Ye
npu 26% oT npemyHanuTe BepTebponnacTtvka ce oTkpu-
Ba TaKOBa YCMNOXHEHWNE, KAaTO BCUYKM Crydan ca 6e3 cumn-
TOMM U He mauckeat nedenve [3]. Cnopeg apyra nyonu-
Kaumsa 3% ot crnydanTte ca cumnToMHn 3a CPE 1 Torasa
€ NPUNOXeHO aHTUKoarynaHTHo nevexve [4]. B HayyHaTa
niTepatypa uma onucaHu U TEXKW, >KMBOTO3acTpalla-
Bawwwm CPE [5,6]. Npu eguH OT cnyvanTte ce € HanoXxuno
NPOBEXAAHETO Ha CreLlHa TopakoTomus [7].

KT nynmoaHrnorpacmsta € MmetogbT Ha 13bop 3a OT-
KpuBaHe Ha CPE, kato embonute ce BM3yanuampar KaTto
XVUNEPAEHCHN NMHENHWM WK parMeHTapHU CTPYKTYpw
B OenogpobHuTe apTepun. 3a pasnvka OT BeHO3HaTa
TpoMboembonus, Tean emMOonM He ca XMnoaTeHupaHu,
a MmaT SICHO pasnuyMM MbTeH 0bpas, Abmkaly ce Ha
U3NYHNTE CBOWCTBA Ha UUMeHTa. PeHTreHorpadwusaTa
Ha rPBbAHUS KOLL CbLLO MOXe [a nokaxe eM0omnum, HO He
€ [OoCTaTbyHO YyBCTBUTENHA 3a Masnku unv nepndepHo
pasnonoxeHn dparmeHtn [8]. lNMopagn HapacTBawms
Opoi BepTebponnacTukn npu NEYEHNETO Ha OCTEONOPO-
3a 1 KOCTHU MeTacTasu e Heobxoayma aobpa nogrotoska
Ha cneumanucTmTe no obpasHa AuarHoCTUKa OTHOCHO 06-
pasHWTEe HAaxoadKW, CBbp3aHn ¢ emoonu ot PMMA.

Hsima yHuBepcaneH KOHCEeHCYC, HUTO OTAENHU cre-
undpunyHo Hacovenn ESC unm CHEST KoHceHcycu, oT-
HOCHO neveHuneTo Ha CPE. [MpwunaraT ce ctaHAapTHU-
Te anropuTmu 3a ocTpa BTE upes ekctpanonauus. [Npu
XeMOAMHAMNYHO CTabuneH naumeHT ¢ nepudepHa um-
MEeHTOBa eMbonus nogxoabT OOMKHOBEHO € KOHCepBa-
TMBEH N MOXe [a BKMoYBa HabnogeHne unu npodu-
nakTnyHa gosa HuckomornekynsapeH xenapud (LMWH),
KaTo B MHOIO CIly4au He ce Hanara arpecmMBHa aHTUKO-
arynaHTHa Tepanus. [Mpu cMMATOMHa UK LleHTpanHo
pasnonoxeHa uMMmeHTOoBa embonus ce npenopbyBa
TepaneBTUYHA aHTuKoarynauusi, Ham-4yecto ¢ LMWH
UNn oupekTHU opanHn aHtukoarynaHtn (DOAC), B 3a-
BMCUMOCT OT KITMHUYHUS PUCK N KOHTEKCTa. lNMpn xemo-
ONHaMWYHO HecTaburneH NauueHT, KakTo U Mpu Hanu-
yMe Ha Npu3Haum 3a gecHokamepHo HaTtoBapsaHe (RV
strain) unn MacmBHa UeHTpanHa LMMeHToBa embonus,
NOBEAEHNETO € MO-arpecuBHO M BKIKOYBA JleYeHue B
WHTEH3UBHO OTAeneHue, ¢ o0CbXaaHe Ha MHTepBEeH-
LMOHANMHN METOAN KaTo KaTeTbPHO MMU XMUPYPrUYHO
OTCTpaHsiBaHe Ha eMbonuyHusa matepuan [9,10].

MooxoabT 3aBMCKM OT fokanusauusaTa Ha emborna
(ueHTpanHa unu nepudpepHa), ot cumnToMuTe (acumn-
TOMHO WIK 3a4yX, Taxukapaus, bonka B repanTe) u xe-
MOLMHaMUYHOTO CbCTOSAHME Ha naumeHTa. [MoBeueTo
aBTOpuM npenopbyBaT HabrnogeHne npy aCUMNTOMHU
nauneHT 1 nNpu Te3n C MUHUMASHMU CUMMTOMMU KaTo
nek 3agyx 6e3 xunokcus, ocobeHo KoraTto embonuTte
ca manku n nepudephn [11, 12, 13]. Hawmat naymeHt
nornagHa UMeHHO B Tasu kateropusi n Gelle npocne-
aeH 6e3 ycnoxHeHus. AHTuKoarynaHTHa Tepanus (C
XenapuHU UNn OUPEKTHU OparnHy aHTUKoarynaHtu) ce

Most cases of CPE are subclinical and are detected
incidentally on CT scans, as was the case with our pa-
tient. Studies have shown that up to 26% of patients un-
dergoing vertebroplasty may have this complication, with
all cases being asymptomatic and not requiring treatment
[3]. According to another publication, 3% of cases pres-
ent with symptomatic CPE, in which anticoagulant thera-
py was applied [4]. The literature also describes severe,
life-threatening cases of CPE [5, 6], and in one reported
case, emergency thoracotomy was required [7].

CT pulmonary angiography (CTPA) is the method of
choice for detecting CPE, as the emboli appear as hy-
perdense linear or fragmented structures within the pul-
monary arteries. Unlike venous thromboembolism, these
emboli are not hypodense but present as clearly defined
dense images due to the physical properties of the ce-
ment. Chest radiography can also reveal emboli but is not
sufficiently sensitive for small or peripherally located frag-
ments [8]. Given the increasing number of vertebroplas-
ties performed for osteoporosis and bone metastases, ra-
diologists need to be well-prepared to recognize imaging
findings associated with PMMA emboli.

There is no universal consensus, nor are there spe-
cific ESC- or CHEST-directed guidelines regarding the
management of CPE. Standard algorithms for acute
pulmonary embolism are applied through extrapolation.
In a hemodynamically stable patient with peripheral ce-
ment embolism, the approach is generally conservative
and may include observation or prophylactic dosing of
low-molecular-weight heparin (LMWH); in many cases,
no aggressive anticoagulant therapy is required. In symp-
tomatic or centrally located cement embolism, therapeu-
tic anticoagulation is recommended, most commonly with
LMWH or direct oral anticoagulants (DOACs), depending
on the clinical risk profile and overall context. In hemody-
namically unstable patients, as well as in the presence
of right ventricular strain or massive central cement em-
bolism, management is more aggressive and includes
intensive care unit admission, with consideration of inter-
ventional approaches such as catheter-based retrieval or
surgical removal of the embolic material [9, 10].

The management approach depends on the loca-
tion of the embolus (central or peripheral), the pres-
ence of symptoms (asymptomatic, dyspnea, tachycar-
dia, chest pain), and the patient’s hemodynamic status.
Most authors recommend observation for asymptom-
atic patients, especially when emboli are small and pe-
ripheral [11, 12, 13]. Our patient fell into this category
and was monitored without complications.

Anticoagulant therapy (using heparins or direct oral
anticoagulants) is considered for symptomatic patients,
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obcbxaa Nnpy CUMMATOMHM NaUMEHTU, 0COBEHO ako nma
npu3HauM Ha OOMbIfIHUTENHA BEHO3Ha Tpomboembo-
nMsa Unu Bb3nanuTenHa peakumsi okono emodona [14].
Mpy NaUMEHTM C ronemMm UnNn LEHTPArHO Pa3nonoXeHU
emM0bonu, KaKTo 1 Npu Te3n C TEXKN CUMNTOMU Ha auxa-
TerHa HegoCTaTbYHOCT Ce NMpenopbyBa No-arpecuBHO
neyeHve n gopu TpombekTomusa [15, 16, 17].

CPE e 4ecTo nogueHsiBaHO YCIOXHEHME, KOETO M3-
MNCKBA BUCOKO HMBO Ha KINMHMYHa ogutenHoct. ObpasHaTa
OVIarHoCTUKa € KITKoYOBa, a MOAXOAbT € UHOUBUAYann3u-
paH. NpeacTaBeHnsT KIMHUYEH Criydan nokassa, Ye npu
CTabunHW NaumeHTn ¢ nepudbepHa nokanusaums, Habnto-
OEHMETO € HaMmbIHO JOoMYyCTMM M 6e3onaceH noaxoa,

3AKNIOYEHUE

Embonusaumsta no Bpeme Ha Beptebponnactuka e
CPaBHUTENHO YeCTO CpeLlaHa B KIMMHMYHATa MpakTvka.
HapacTBalyata Heo6xoaMMOCT OT M3BbPLUBAHE Ha BCe
noeeve BepTebponnacTvky odyeprtaBa Obaellarta TeH-
AEHUMS Ha NoBuULLaBaHe YecToTaTa Ha embonm3aumnn ¢
PMMA. lNpu no-ronsimarta 4acT OT KMUHUYHUTE Criydau
ce kacae 3a Manku, nepudepHn n acumntomHn PMMA
embonun, nNpyM KOUTO KOHCEPBATUBHWUAT MOAXon C Ha-
OntogeHVe Ha naumeHTa e agekBaTeH U JocTaTbyeH. AH-
TUKOAryrnaHTHO rie4yeHne n emOonNekToMUst ca nokasaHu
Npuv NauMeHTUTe ¢ TeXKa CUMNTOMAaThKa U OMbIHUTEN-
Ha BeHO3Ha Tpomboembonus. Jluncara Ha anropyTseM 3a
neveHune, 6asnpaH Ha gokasaTencreara, KbM MOMEHTa
Harnara NpoBeXaaHeTo Ha MHOMBUAYyarnHa TepaneBTnyHa
cTpaTerns 3a BCEKU KOHKPETEH Criydan.

He e deknapupaH KOHGIUKmM Ha uHmepecu
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