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Jnasina anqua. OHTHMH3I/IpaHe Ha I'PUKUTE 32 MAUCHTUTE CbC ChbPACYHA
HEAOCTATBYHOCT CJIed ACX0CIIUTAIN3AlUATA. I[l/lcepTalIl/IOHeH TPYA 32 IPUCHKAAHE HA

OHC «1okTop no megunuHa» (Al)

BoBegenne: Chpaeunara HEJOCTATHUHOCT € BOJEIIATAa MPUYMHA 32 XOCHHUTAIU3AIUS CPEJ
MalnMeHTuTe Haa 65 ToIMIIHA Bb3pacT. XOCMHUTAIM3ALMATA 32 ChpJIEYHA HEIOCTAThYHOCT €
€IWH OT Hal-CHJTHUTE IPEIUKTOPH 33 CMBPT U IIPEACTABSIISIBA OTPOMHA HKOHOMHYECKA TEKECT
BBPXY 3/IPaBHOOCUTYPHUTEIIHATA CHCTeMa. BhIipekn Hampeabka B MEIUIIMHATA, POIIEHTHT Ha
pexoCcIUTaTN3aIMUTE MPOIbKaBa Jla HapacTBa v qocTura npubausurentHo 30% B paMkuTe Ha
60 1o 90 nuu cnex u3nucBanero. [lo-rossmMaTa 4act OT paHHUTE PEXOCIUTAIM3AUMA MOTaT Ja
ObJIaT IPEeIOTBpAaTEHU Ype3 pa3pab0TBaHe HAa TPOrpaMH 3a HabOJ0IeHre, KOUTO ce (hOKyCHpaT
BbpPXy TMpOCIEISIBAHETO Ha TMalUEHTUTe cjel u3nucBaHero. PaspaborBanero Ha
Crenuaau3upaH amMOynaTopeH KaOWMHEeT WM amOyJaTopHa KIMHHKAa 33 ChbpJcYHA
HEJO0CTAaThUYHOCT MOKE Ja ONTUMU3HPA TPUKUTE 32 MALIUEHTUTE Ype3 TeparneBTHUEH KOHTPOII,
nojoOpsiBaHe Ha KayecTBOTO Ha JKMBOT W MO-A00pa MpOrHO3a 3a Te3u mnarueHtu. Llenu:
Pa3BuTHe Ha crienmanu3upan kabMHET 3a aMOyJIaTOpHO HAOIIOACHNE U JIeUeHUE Ha MallueHTH
cbc CH I1-1V xnac mo NYHA Ha Teputopusta Ha YHUBepcuTeTcKa 6osHuia Ceeta Mapuna —
Bapna; ananu3 Ha yecToTaTa M NPUYMHHUTE 32 PEXOCHHUTAIU3ALUU TPHU H3CIEIBAHUTE
MAlUMEHTH B CPaBHEHHE C KOHTPOJHA Tpyna OT MOJOOHU MAlMEeHTH, KAKTO U UCTOPUYECKHU
KOHTPOJIH; OIIEHKA Ha CTETICHTa Ha KOMITeHcanus upe3 u3MepBane Ha NTproBNP, 6p0peuna
(GYHKIHS U eTeKTPOJIUTH; OLIEHKA Ha (U3NYECKHS KalaluTeT U KaYeCTBOTO Ha )KHUBOT upe3 6
MUHYTEH TE€CT C XOJIeHE M BBIIPOCHUIIM 32 KaueCTBO Ha JKMUBOT, OlLlEHKAa Ha (DYHKIMSATA Ha
JsBaTa KaMepa upe3 exokapauorpadceka oneHka Ha (pakiusTa Ha M3TIAcCKBaHE; OLIEHKA Ha
YIOBJIETBOPEHOCTTa HAa YYaCTHUUUTE OT Nporpamara B Kpas Ha HPOCIEASIBAHETO;
pa3paboTBaHe Ha MPUMEPEH AITOPUTHM 3a amOylnaToOpHO MpocieasBaHe Ha manueHTd ¢ CH
cieq u3NUcBaHe oT OonmHUIaTa. Marepuanu u meroau: HabmronaBanu ca 156 manueHTH che
CH lI-1V xnac mo NYHA, nexyBaHu M u3nucaHu oT Bropa kapanosiornyHa KIMHUKA -
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IIPOIbJKEHUE Ha 6 Mecela, a IepuobT Ha u3cieaBaHe € oT HoeMBpu 2014 r. 10 centeMBpu
2016 r. B xoHTponHaTa rpymna ca BKIOYEHMHM 42 maunueHTta - 23 OT TiX, NOJAIUCAIU
MHGOPMHUPAHOTO ChIIIACKE, HO HE Ca MOCETUIIM HUTO BEAHBXK MM CaMO BEJHBXK KIMHUKATA U
19 mauueHTH, KOUTO UMAT MOJOOHU XapaKTEPUCTUKH KATO YYaCTHULUTE B MPOYYBAHETO, HO
HE ca 3alliCaHu Jia ydacTBar B HabmogeHuero. KonTposiHara rpyna ce aHaau3upa B paMKUTe
Ha 6-Te Mecela ciell M3MUCBAHETO MM 3a XOCIUTAaNM3anuu U (atanHu cwoutus. Meroam:
W3nomsBanu ca cleIHUTEe METOAM: AEMOTpa(CKu JaHHU U KIMHUYCH Tperien; OMOXUMUYHH
napaMmeTpu - kpeatunuH, Na +, K +, NTproBNP, 6-MunyTeH tect ¢ XoJeHe, BbIPOCHHUIIM 32
KauecTBO Ha JXHMBOT - KaH3ackum BBIPOCHUK 3a KadecTBO Ha XuWBOT, EQ-5D, VAS,
exokapauorpagus, OLEHKa Ha MEAMKaMEHTO3HOTO JIeUeHue, MpocielsiBaHe 3a
pPEXOCHUTANN3AMA U CMBPTHOCT; CTaTUCTHUecKW Meroau. Pesynratu: Karto wmsuio ca
BKIIOYeHU 198 manmeHTta, 156 OT TSIX aKTHBHM yY4aCTHHIM U 42 KOHTPOJHU - 23 C IIBPBO
rocernieHue, Ho 6e3 mpocnensBane u 19 nmoteHnuanHo gomyctumMu. Mbxere ca 137 (69%), 6e3
pasnuka MeXIy TOJIOBETE MEXIy YYaCTHHUIIUTE W KOHTposmte - 69 cpemnty 71%, p = 0,858.
JIBeTe rpynu ca CXOJHH MO OTHOIIEHHME Ha Bb3pacT U (ppakuus Ha mitinackBaHe. CpenHata
BB3pacT € 67,69 + 12,62 roaunu (19-87 ronunn), a cpeanara ®U e 43,82% + 14,09% (11-
83%). Obmo 122 (68%) nonyuaBar PAAC unxuburopu npu BkiatouBane, 139 (78%) ca Ha
6era-6mokepu, 151 (84%) na MRA u 88 (49%) umar 1msuiara Tepanusi MO HACTOSIIIUTE
npenopbku. PAAC wunxuOutopu u Oera-Olokepy ca Ha3Ha4YeHHM eAHoBpeMeHHO Ha 101
nanuenTa (56,4%). Babpaaun e BxiatoueH npu 31 (39%) oT ydacTHUIIUTE B CUHYCOB PUTHM,
7,5 mg nBa neTH aHeBHO npul8 (22,5%) ot Tax U 5 mg aBa meTH AHeBHO — mpu 13 (16,3%).
[To Bpeme Ha mpociensiBaHeTo AONBJIHUTENHO 25,4% nonyyaBaT PAAC unxuburopu, 23,6%
6era-6mokepu, 17% crnupononakton u 11,7% uBabpagun. YcraHoBu ce, 4ye 52 MalMeHTH
(26,3%) ca O pexoCIUTAIM3UPAHU B IEpHOIa Ha HabIroneHne. B akTiBHATA rpymna uma 33
(21,6%) pexocmuranu3aium, 10KaTo B KOHTposiHata rpymna 19 (42,2%), p = 0,011. TToBeuero
OT TAX MMAT caMO €/IHa PEeXOCMUTaIM3alMs M0 BpeMe Ha MpocieAsBaHe, ChC 3HAYUTETHA
paznuka mexay uzcinensanute rpynu (10,5% cpemy 31%, p = 0,016). Cpeanoto Bpeme a0
nbpBara xocnuranuzanus e 185,36 quu (95% CI 173,29-195,3 nuu). PasmuHaBaHeTo Mexay
KpuBHTe 3anousa cieq 30 AHu Ha npociensBane. [Ipu nponopiroHaneH perpecCMOHEH aHalu3
Ha CoX ManyeHTUTe OT KOHTPOJIHATA Tpyla UMat 2,55 TbTH MO-TOJIIMa BEPOSITHOCT J1a ObJIaT
peXoCIUTaATIM3UpaHU 10 BpeMe Ha 6-MeceuHoTo mpocnensBane - HR = 2,55, 95% CI = 1,44-
4,53 (p =0,001). AHanu3BT Ha MPEKHUBSIEMOCTTa B IIpoCcie/ieHaTa rpymna nokasa, ue oomo 24
nareHTd (12%) ca moumHanu cien 6-MecedHOTO NpociensBaHe. B koHTposHarta rpyma

CMBPTHOCTTA € JIBa BT IMO-BUCOKA, OTKOJIKOTO B akTHBHaTa rpyma - 9 (20%) cpemry 15



(9,8%), p = 0,074, cvoTBeTHO. Menuanara Ha NTproBNP camo Ha akTUBHUTE y4acTHULHU €
3107 pg / ml B nagamoTo (IQR 1000-6776,5, n = 153) u ciaga no 2207 pg / ml cnex 6 mecena
(IQR 804,75-4876,5, n = 124). Beipeku ue HaMalsiBaHETO € cpeaHo cbe 346,64 + 5137 pg /
ml (p = 0,45) ¥ € CTaTUCTUYCCKN HE3HAYUTEITHO, UMa TCHICHIUS Ha KJIMHUYHA KOMIICHCAIIHS
U crabwim3amusi 1Mo BpeMe Ha aMmOyJaTOPHOTO TPOCIEAsIBaHE 3a O-MECeUeH IICPUO/I.
YcTaHOBEHO €, 4e HsAMa 3HAUMUTENHA pa3jiiKa B TEJIECHOTO TETJI0 MEXKAY PpPa3IH4YHHUTE
MOCEIIEHUS, C U3KITIOYCHUE Ha MBXKETE MEXIY 2-pO U 5-TO MOCEIIeHre, KOTaTo Ce PEerucTpupa
cpenen cnazac 1,7 kg (p=0,012). Te3u pe3ynraTu 1moka3par, 4e IpOMEHUTE B TEJIECHOTO TETJIO
ca HecnienMuueH MapKep 3a MPOoCIIeIIBaHe HAa TEXKECTTA Ha 3a00JIsIBAHETO. Y CTAHOBUXME, Y€
HSIMa CBIECTBEHA MMPOMSHA B ChpJIEYHATA YECTOTA 10 BPEME Ha MPOCIIEIIBAHETO, BBIIPEKU Ye
79% ot nareHTuTe ce JeKysar ¢ 0era-omaokepu, a 38,8% OT TIX B CHHYCOB PUTHM MOJTy4aBar
uBabpaauH 1ioc Oera-Onokep. [lo BpeMe Ha OTHETHUTE TMOCEHICHUS C€ YCTAaHOBSBAT
CTaOWJIHM CTOWHOCTH KaKTO Ha CHCTOJHOTO, Taka M Ha JMACTOJHOTO KPBBHO HAaJsTaHE.
Cb31aBa ce BIEUaTICHHUE 3a JIEKO, HO CTAaTUCTUYECKH 3HAYMMO YBEJIMYCHHE HA CHCTOJHOTO
aprepuanHo Hajsrane. CTOMHOCTUTE Ha KpeaTHHWHA OCTAaBAaT OTHOCHTEIIHO CTAaOWJIHM 3a 6-
MECEUHHUs TIEPHOJ] Ha MpociensBaHe. JIeK He3HauuTelIeH PBCT ce 3alens3Ba B X0Ja Ha
M3CIIEIBAHETO, KOWTO HsIMa MPAKTHYECKa CTOMHOCT. 3a ChKaJICHHE HsIMa TO0JI00peHHEe BHB
(dpakuusTa Ha W3TIACKBAaHE YCTAaHOBEHA eXoKapauorpadCkh, JTOpU € PErucTpUpaHo
CTATUCTUYECKU He3HAYMTEeIHO HamasieHue ¢ 0,98% (95% AU ot -3,16% na 1,19%, p = 0,37).
YcTaHOBEHO €, Y€ U3X0AHOTO Pa3CTOSIHUE NTPU 6 MUHYTHHS TECT C XOJieHe € cpeano 214,31 +
103,04Mm, xoeTo 0OEKTHMBHO OTpassBa (akTa, Y€ HW3CICIBAHUTE MAIMCHTH HAWUCTHHA ca C
orpannyeH ¢usznuecku kamanuter B III-1 dynkumonanen kmac. M3BbpuieH e aHanu3 Ha
npomenute NYHA knaca cien 6 mecena. YcraHoBu ce, ye 46,7% OT NMalMeHTUTE ca ce
nogoOpunu ¢ moHe 1 dyHKIMOHaIeH Kiac B pamkuTe Ha 6 wmecema. CpaBHsABaKu
pasmpeneneHreTo no GyHKIHOHAIEH KIac ce YCTaHOBH 4e B Hauanoto 5,5% ca BeB || OK, no-
roasaMata yacT 82,12% ca B 111 1 12,9% ca B IV ®K. Cien 6 meceria ce HaOmr01aBa 3HAYUTEITHO
npepasnpeaencHie Ha (YHKIMOHAIHMS KJac, KaTo MoBe4Ye OT IMOJIOBUHATA OT MAIlMEHTUTE
(51,6%) Beue ca B kiac kiac Il u camo 9,6% B kiac IV; uma u manueHTH, KOUTO MUHABAT B |
@K nmac NYHA - 0,8% ot Bcuuku. Y4YaCTHHIIMTE MOMBIHUXA COOCTBEHOPHYHO, U3XOJHO U
cien 6 Mecella, BRIPOCHUIM 3a kKauecTBO Ha )HUBOT - KCCQ (BBIPOCHUK 32 KapIUOMHOTIATHS
B Kanzac Cutn), EQS5 (Bpnpocuuk EuroQol 5) u Buzyanna ananorosa ckana - VAS. YcraHoBu
Ce 3HAYUTENHO MOJ0OpEeHHe B Ka4eCTBOTO Ha JKMBOT Ha MAIMEHTHTE CaMO B paMKUTE Ha 6
Mecella, KOETO KOpeaupa ¢ OCTAHAIIUTE Pe3yATaTH KaTo MO-ToJIIMO U3MUHATO Pa3CTOsIHUE 3a 6

MUHYTH U 110-100bp pyHKImMoHaneH kiac o NYHA. MuartepecHo Oerie fa ce yCTaHOBHU AaJIH



HAIMYMETO Ha 1ojo0eH aMOynaTopeH KaOMHET W HaONIOIEHHETO CJe] M3MHMCBAHETO Ca OT
nossa 3a nauueHtute cbec CH. B kpas Ha 6-meceunus nepuoj Oe MOArOTBEHAa aHKETa 3a
CaMOOIIeHKA. YCTaHOBH C€ IMOYTH OTJIMYHA OICHKA Ha mporpamara - 9,61 + 0,83 (panr 6-10),
kato 10 e Haii-BucokaTa. 3akmoueHue: HaOmogeHnero B Taka pa3pabOTEHUST KaOMHET 3a
amMOynaTopHa TpIKa 3a ChpJeyHa HEAOCTATHYHOCT HE CAMO HAMAISABA XOCIHUTAIN3AINNATE U
CMBPTHHUTE CIy4au, MOA00psBa ¢u3MUeckuss W (YHKIHMOHAJIEH KalalmuTeT, KakTo |
XEMOJIMHAMUYHUTE M J1a00OpaTOpHU MapaMeTpu, HO € BHCOKO OIIGHEHO OT IalUeHTHUTE.
OYHKIIMOHUPAHETO Ha TaKWBa KaOMHETH MOXe Ja ObjJe OT Moji3a 3a MAlUeHTUTE CIel
HU3IMHUCBAHETO UM OT 6OJ'IHI/IIIa. HpeI[CTaBeHI/ISIT AJITOPUTHM 3a MPOCICAIBAaHC HA MAIUCHTH CHC
CH, BxmrouBamy ompeseneH Opoil mocelieHusl, M3MepBaHe Ha OMOXMMMYHHU MapaMeTpu U
onomapkepu, 6 MUHYTEH TECT C XOJICHE, eXoKapArorpadckara OleHKa U OI[EHKa Ha Ka4eCTBO

Ha XUBOT € e(l)eKTI/IBeH " JICCHO MPHUIIOKUM B €KCIHCBHATA IIPpaKTUKa.

Lilyana Mircheva. Optimization of care for patients with heart failure after dehospitalization.
Dissertation for the award of "Doctor of Medicine™ (Al)

Introduction: Heart failure is the leading cause of hospitalization among adults 65 years of age.
The hospitalization for heart failure is one of the strongest predictors for excess mortality and
puts an enormous economic burden on the health insurance system. Despite some medical
progress, the rate of rehospitalizations continues to rise, and reaches approximately 30% within
60 to 90 days from discharge. The majority of the early readmissions could be prevented by
developing disease-managing programs which focus on the follow-up of the patients after
discharge. The development of a specialized ambulatory office or an ambulatory clinic for heart
failure could optimize the patient care through therapy control, improvement of the quality of
life, and better prognosis for those patients living with heart failure. Aims: Development of
consulting office for ambulatory control and treatment of patients with HF I11-1V NYHA class
based on the University Hospital St Marina — Varna; analysis of frequency and causes for
rehospitalizations and for cardiovascular events in studied patients in comparisons of control
group of similar patients, as well as historical controls; assessment of the HF compensation by
measurement of NTproBNP, renal function, and electrolytes at discharge and after 6 moths;
Evaluation of quality of life in the patients by 6 minutes walking test and quality-of-life
questionnaires at discharge and after 6 months; left ventricular function assessment by
echocardiographic ejection fraction at discharge and after 6 months follow-up; evaluation of

participants’ satisfaction from the program at the end of study. ; development of exemplary



algorhythm for ambulatory follow-up of patients with HF after hospital discharge. Materials
and methods: 156 patients with HF I1-IVV NYHA functional class who have been treated and
discharged from Second Cardiology Clinic — noninvasive of UMHAT St Marina, Varna,
Bulgaria. Each participant has been followed for 6 months and the study period is from
November 2014 to September 2016. Overall, 42 patients are in the control group — 23 of them
who signed the informed consent but attended none or only one follow-up visits, as well as 19
patients who have similar characteristics as the study participants but are not enrolled either
because the refuse to do or have been unable to attend the follow-up visits. The control group
is analysed within the 6 months after they have been discharged for hospitalizations and fatal
events. Methods: Demographic data and physical examination; ECG, Biochemical parameters
— creatinin, Na+, K+, NTproBNP testing, 6-minute walking test, quality of life questionnaires
— Kansas questionnaire of quality of life, EQ-5D, VAS, Echocardiography, medical treatment
assessment, follow-up for rehospitalisations and mortality; statistical methods. Results:
Overall, 198 patients are included in this study, 156 of them active participants and 42 controls
— 23 with first visit but no follow-up and 19 potentially eligible. Males are 137 (69%), with no
gender difference between participants and controls — 69 versus 71%, p=0,858. The two groups
are similar in respect to age and ejection fraction. The mean age is 67,69+12,62 years (19-87
yrs.) and the mean EF is 43,82%+14,09% (11-83%). Analysis of medications is also performed.
Totally 122 (68%) receive RAS inhibitors at inclusion, 139 (78%) are on beta-blockers, 151
(84%) on MRA, and 88 (49%) have the whole guidelines-based therapy. RAS inhibitors and
beta-blockers are prescribed simultaneously in 101 (56,4%). Ivabradin is introduced to 31
(39%) of the participants in sinus rhythm, with 7,5 mg bid prescribed in 18 (22,5%) and 5 mg
bid — in 13 (16,3%). There is no difference between the two groups. During follow-up,
additionally 25,4% receive RAS inhibitors, 23,6% beta-blockers, 17% spironolactone, and in
11,7% ivabradin 5 mg bid is initiated. Overall, 52 patients (26,3%) have been rehospitalized.
In the active group there were 33 (21,6%) events, while in the control group were 19 (42,2%),
p=0,011. Most of them has only one rehospitalisation during follow-up, with significant
difference between the studied groups (10,5% versus 31%, p = 0,016). The mean time to first
hospitalization is 185,36 days (95%CI 173,29-195,3 days). The divergence between the curves
starts after 30 daays of follow-up. In Cox proportional regression analysis the patients in the
control group have 2,55 times high probability to be rehospitalized during the 6-month follow-
up — HR=2,55, 95%CI1=1,44-4,53 (p=0,001). Survival analysis in the followed group shows
that totally 24 patients (12%) have died after the 6-month follow-up. In the control group the
death rate is twice higher than in the active group — 9 (20%) vs 15 (9,8%), p=0,074,



respectively. The median of NTproBNP of the active participants only is 3107 pg/ml at baseline
(IQR 1000-6776,5, n=153), and drops down to 2207 pg/ml after 6 months (IQR 804,75-4876,5,
n=124). Although the reduction with mean 346,64+5137 pg/ml (p=0,45) is statistically
insignificant, there is a trend of clinical compensation and stabilization during the ambulatory
follow-up at 6 months. It is found that there is no significant difference in body weight between
the different visits, with the exception of males between 2" and 5" visits when a mean drop
with 1,7 kg is recorded (p=0,012). These results show that the body weight changes are
nonspecific marker for following the disease severity. We find out that there is no significant
change in HR during follow-up, although 79% of the patients are treated with beta-blockers,
and 38,8% of these in sinus rhythm receive ivabradine plus beta-blockers. Stable values of both
systolic and diastolic blood pressure are found during the separate visits. There is an impression
of slight but statistically significant increase in the SBP through the project. The creatinin
values remain relatively stable for the 6-month period of follow up. A slight insignificant rise
is noticed in the course of the study which does not have practical value. In the study done by
us of 6-month follow-up measurements of EF at baseline and at 6 months have been set.
Unfortunately, there is no improvement in this parameter, with even statistically insignificant
decrease with 0,98% (95%CI from -3,16% to 1,19%, p=0,37). The baseline 6MWT distance
has been found to be on average 214,31+103,04 m which objectively reflects the fact that the
patients studied are really with limited physical capacity in HF NYHA class I11-1V. Analysis
of the NYHA class changes after 6 months is done. It is found that 46,7% of the patients
improve with at least 1 functional class within 6 months. Comparing the functional class
distribution at baseline to that at 6 months we find out that at the beginning 5,5% are in class
I1, the majority of the patients - 82,12% have been in FC 11l and 12,9% have been in IV FC.
After 6 months, there is a substantial redistribution of the functional class, with more than the
half of the patients (51,6%) already in NYHA class Il and only 9,6% in class 1V; there are also
patients who drop down to NYHA class | — 0,8% of all. At enrollment and after 6 months the
participants filled in themselves quality of life questionnaires — KCCQ (Kansas City
Cardiomyopathy Questionnaire), EQ5 (EuroQol 5 questionnaire) and the visual analogue scale
— VAS. There is a significant improvement in quality of life of the patients within 6 months
only which correlates with the other results for longer distance on 6MWT and better NYHA
functional capacity. It is interesting to find out if the presence of such ambulatory office and
the surveillance after discharge are beneficial according to the patients. An inquiry interview
has been prepared for self-assessment at the end of the 6-month period. The data processing

reveals almost excellent rating of the programme - 9,61+0,83 (rank 6-10), with 10 being the



highest. Conclusion: Our results show that the effectiveness of the office for ambulatory heart
failure care not only reduces hospitalizations and deaths, improves the physical and functional
capacity, as well as the hemodynamic and laboratory parameters, but is very highly rated by
the patients. The functioning of such offices may be beneficial for the complex care after the
hospital discharge.The presented algorhythm of follow-up of patients with HF after their
hospital discharge including certain number of visits, measuring biochemical parameters and
biomarkers, 6-minute walking test, echocardiographic evaluation and quality of life assessment
is effective, easily applicable, and highly rated by the patients.

Iy0aukanuu v 10KJIaA4, NyOJUKYBAaHM B HAYYHU M3IaHUs, pe)epUPAHH U
HH/IEKCHPAHU B CBETOBHOM3BECTHH 0a3U JaHHU C HAYYHA HH(poOpMaus

(I'7)

Mircheva LG, Yotov YT. Benefits of early administration of ivabradine in stabilized
patients hospitalized due to worsening heart failure: insights from the Optimize Heart
Failure Care Program. European Journal of Heart Failure. 2019 May;21(Suppl 1):408-
408 (I'7-1)

Heart failure (HF) affects quality of life (QoL). High heart rate (HR) is an important prognostic
factor and worsens further the QoL in patients with HF. Aim: to assess the benefits of early
administration of lvabradine (Iv) on QoL in patients with HF. Subjects and methods: Overall,
156 patients at a mean age 68 years, 69% males, were actively followed for 6 months. All
patients were evaluated for their demographic data and etiology and by echocardiography at
baseline before dehospitalization from the Clinic and lab tests including NTproBNP, quality of
life measures, 6 minute walking test (6MWT), NYHA class, and clinical examination at follow-
up visits were done. Results: Iv was administered in 18.4% of all patients, 27% of the patients
in sinus rhythm. The administration of v improved all measures of QoL. The distance covered

at 6GMWT increased more with 53.9 min lv group.



Conclusions: The early administration of HR reducing therapy including Iv improve the QoL

in all dimensions.

Mupuea JII', Moros WT. Ilon3u oT paHHOTO NPUIOXKEHHE HA MBAGPAIMH HPH CTAOHIHH
MAUEHTH, XOCIUTAIU3UPAaHU MO0 MOBOJ 000CTpEHa ChpJCUYHA HEAOCTAThYHOCT: U3BOAU OT
Optimize Heart Failure Care Program. European Journal of Heart Failure. Maii 2019;21(ITpuu.
1):408-408 (I'7-1)

Copaeunara HenocrarbuHocT (CH) mopassiBa kKauecTBOTO Ha KUBOT Ha MariueHTuTe. Bucokara
cbpaeuHa yecrota (CY) e BakeH MNPOrHOCTUYEH (DAKTOp M JIOMBIHUTENIHO BIIOIIABA
KauecTBOTO Ha kxuBoT npu nareHTu cbe CH. Len: [la ce o0ekTuBM3UpaT Moa3uTe OT PaHHO
MIPUJIOKEHNUE HAa MBAOPAIMH BHPXY KAYECTBOTO Ha )KUBOT Npu naruenTu cb¢c CH. Marepuan u
MeTou: 3a mepuoa ot 6 Mecema ca mpocieneHu obmo 156 mammenta cee CH Ha cpemgna
BB3pacT 68r., 69% oT kouto MBke. [Ipn BcHUKM ManMeHTH ca W3CienBaHu AeMorpadCKku
MoKasaTeau U ca chbOupanu naHHu 3a ernonorusta Ha CH. Exokapauorpadus, nabopatopHu
n3cinensanns 32 NTproBNP, BeripocHHIIM 3a KaueCTBO HA )KUBOT M 6 MHHYTEH TECT C XOJICHE
ca MPOBEXJaHU MU3XOTHO W Ha 6-Thsa mecen. OneHka Ha ¢yHKuoHanHUS Kiac mo NYHA,
KaKTO U KIMHUYEH Mperiie]] ca MpoBeXAaHU MPH BCSIKO MOCENIeHUE Ha nanuueHTa. Pesynraru:
WBabpanun e npusnoxeH npu 18,4% oT mamueHTHTe, KOUTO mpeactaBisiBar 27% oT
MaUEHTUTE B CHHYCOB pUTHbM. [IpuioxxeHueTo Ha MBaOpauH 1Mo00psBa BCUYKHU ITOKA3aTeIu
Ha Ka4ecTBO Ha )UBOT. HaOmronaBa ce HapacTBaHe ¢ 53,9M. Ha pa3CTOSIHUETO U3MHUHATO 3a 6
MUHYTH.

3axmtoueHue: PaHHOTO GOJHUYHO MPUJIOKEHUE Ha MEIUKaMEHTH, HaMaJlsBallll ChpAecyHaTa

4CCTOTAa KaTto I/IBa6paI[I/IH, noz[06p;1Ba Ka4CCTBOTO HA JXUBOT BbB BCUYKUTC MY ACIICKTHU.

Georgieva M, Rushid M, Mircheva L, Yotov YT. Functional capacity in patients with
heart failure included in ambulatory care program. European Journal of Cardiovascular
Nursing. 2020 Oct;19(Suppl 1):S23-4. (I'7 - 2)



Introduction: Ambulatory clinic for heart failure (HF) could optimize the patient care through
close monitoring, education and care and improve functional status. Aim: To assess the effect
of 6 months outpatient followup of patients with HF on NYHA functional class and on 6minute
walking test (6MWT) distance. Material and subject: We followed 156 patients with HF 111V
NYHA functional class for 6 months in OPTIMIZEHF Care outpatient program. Males were
108 (69%), the mean age was 67.69+£12.62 years (1987 yrs.). Functional class (FC) was
documented at each visit by nurse and/or by physician. 6MWT was performed at baseline and
after 6 months in 124 patients. The 6MWT was done following the standard protocol by trained
nurses. If the patient was unable to do the 6MWT, then 4meters walking test was performed.
Results: At baseline, 5.5% were in class 11, 82.12% of the patients were in FC 111, 12.9% in IV
FC. After 6 months, there is a substantial redistribution in the functional class, with more than
the half of the patients (51.6%) already in NYHA class 1l and only 9.6% in class IV. Overall,
46.7% of the patients improved with at least 1 FC within 6 months. The mean change in 6MWT
was improvement with 25.94+94.79 m (95%CI1=9.09 42.79), median 30 m, p=0.003.
Improvement with more than 20 m in the 6MWT showed 67 (54%) of the patients, p=0.007.
Conclusion: Strict monitoring and disease education by a HF nurse in ambulatory clinic leads

to improvement in the functional capacity and to better quality of life in patients with HF.

I'eopruesa M, Pymung M, Mupuesa JI, MotoB UT. @yHKImoHaNEH KanauTeT Ipy NallUEHTH
CbC ChbpJi€YHA HEAOCTAaThUHOCT, BKJIIOUYEHHW B aMOyaaTOpHa MporpaMa 3a MpociieisBaHe.

European Journal of Cardiovascular Nursing. Oxr. 2020;19(ITpu. 1):23-4. (I'7 - 2)

BwBenenue: I[lpocnensBaHero Ha TAalMEHTH B aMOYlIaTOPeH KaOWHET 3a ChpledHa
HepoctarbuHocT (CH)  OM MoOrjo jga onTUMH3Mpa TPHXKHUTE KbM TSIX W Ja 1oao0pu
(GYHKIMOHATHKSI UM KJIAC Ype3 CTPUKTHO MOHHUTOPHpAHE Ha IOKA3aTCIUTE U PEIOBHO
obOyuenue. Llen: [la ce ananm3upa edexra Ha aMOyIaTOPHOTO TpociensBaHe 6 Mecera ciel
nexocnuTanu3anusara, Bepxy ¢yHkuuonanuus kinac (OK) mo NYHA u 6 MuHyTHUS TecT ¢
xoneHe. Marepuan u meroau: IIpocienenn ca obmo 156 manmmenta cee CH II-IV ®K 3a
nepuoa ot 6 Mecena B pamkute Ha nporpamara OPTIMIZE HF. Ot sax 108 ca mbxe ( 69%),
Ha cpeaHa Bb3pacT 67.69+12.62 romunu,. DYHKIMOHAIHUAT KJIAC € JOKYMEHTHpaH OT
cecTpara WM JieKaps MPH BCSIKO MOCEIEHNE Ha NallMeHTa B KIMHUKaTa. [Ipu BCHuku nanueHTu
M3XOJTHO € U3BBPILEH 6 MUHYTEH TECT M0 CTaHAapTeH MIPOTOKOJI ¢ XOJIeHe, a pH 124 narueHra
€ MpoBeZIeH U Ha 6-Tus Mecell. [Ipy marMeHTuTe, KOUTO HE ca B ChCTOSHUE Ja M3BBPIIBAT O

MHUHYTCH TCCT € ITPOBCACH 4 MCTPOB TCCT C XOACHC. PCSy.HTaTI/II H3xoano 5.5% ot NalMCHTUTC



ca BeB |l @K, 82.12% ca B Il DK, 12.9% B IV. Cnen 6 Mecena ce HabIIOnaBa 3HAYUMO
npepasnpeaeseHie Ha MalueHTHTe 1Mo (PyHKIMOHAJIEH KJIac, KaTo MOBEYE OT MOJIOBUHATA OT
Tsix (51.6%) mpemunasat B kiac Il u camo 9,6% ocrasar B kiac IV no NYHA. Karo 1suto
46.7% ot manmenTuTe ca ce noaoopwm ¢ mone equH OK 3a 6 mecena. CpeqHOTO 1MOT00pEHUE
B 6 MUHYTHHS TeCT ¢ XojeHe e ¢ 25.94+94.79 m (95%C1=9.09 42.79), meauana 30m. p=0.003.
[TomobOpenue ¢ moseue T 20Mm ce HabmomaBa npu 67 nanuenta (54%) p=0.007. 3akiroucHue:
CtpuktHOTO HaOIIO/IcHUE 1 0OOyUeHHE B aMOyIaTOpeH KaOMHET, U3BBPIIaHo OT cecTpu 1o CH,
BOJIH JI0 TI0JTOOpsIBaHE BHB (PYHKITMOHATHHUS KJIaC U Ka4eCTBOTO HA KUBOT Ha MAIIMEHTUTE ChC

CH.

Mircheva LG, Rushid M, Chalakova T, Yotov Y. The place of outpatient intervention
program to prevent the readmissions of patients hospitalized for chronic heart failure.
European Journal of Heart Failure. 2018 May;20(Suppl 1):283-4. (I'7-3)

Introduction: Heart failure (HF) is the leading cause of hospitalization among adults 65 years.
The majority of the early readmissions could be prevented by developing disease-managing
programsafter discharge. Aim: To assess the effect on rehospitalization rate of strict -
ambulatory monitoring among patients with HF in out-patient HF program.
Material and subjects: We followed 198 patients with HF 11-1V NYHA functional class (156
in active group and 42 in control group) for 6 months in HF out-patient program. Analysis of
frequency and causes for rehospitalizations in studied patients in comparisons of control group
of similar patients is made. Results: Overall 52 patients (26,3%) have been rehospitalized. In
the active group there were 33 (21,6%) events, while in the control group were 19 (42,2%),
p=0,011. Most of them has only one rehospitalisation during follow-up. The curves’ divergence
starts after 30 days of follow-up. In Cox proportional regression analysis, the patients in the
control group have twice higher probability to be rehospitalized during the 6-months follow-
up — HR=2,55, 95%CI=1,44-4,53(p=0,001). Conclusion: The majority of the early
readmissions are prevented by developing disease-managing programs which focus on strict

follow-up of the patients after discharge.

MupueBa JII', Pymung M, YamskoBa T., MotoB U. 3HaueHuero Ha MpoCiensBaHETO B
amMOyllaTopHa TporpaMa 3a HaMmalsBaHE Ha PEXOCMUTATM3AIMHUTE 332 XPOHUYHA ChpJEYHA

HepoctaraTbuHocT. European Journal of Heart Failure. Maii 2018;20( ITpun 1):283-4. (I'7-3)



Boeegenne: Copaeunara negocrarbuHocT (CH) e Bojelia npuynHa 3a XOCMUTATU3ALNY TTPU
ManueHTy Haja 65 roauirHa BB3pact. [lo-roismara 4acT OT peXOCHUTAIHM3AIMUTE MOTaT Jia
OBJaT MPEIOTBPATCHU UYPe3 HM3TPaXKIaHE Ha CIEIUAIM3WPAaHU MPOrpaMH 3a aMOyIaToOpHO
npociensBane Ha manueHTH cbe CH. Len: Jla anazunupa edekra oT CTPUKTHOTO aMOyJIaTOPHO
mpocieasBade B aMOyimaropra nporpama 3a CH BbpXy decToTara Ha peXOCIUTATU3AIUUTE 110
oo CH. Marepuan u metoau: Ilpocnenenu ca 198 nanuenta cee CH -1V NYHA xnac (
156 B akTHBHa rpymna u 42 KOHTPOJIM), KOUTO y4acTBAaT B aMOyJIaTOPHO MPOCIEAsSBaHE 3a
MepHoJT OT 6 Mecema clie U3MMCBAHeTO UM OT OoyHuIa. HampaBeH e aHainu3 Ha dyecToTaTta u
MPUYHHKATE 3a PEXOCIUTAIM3ANNY B 1BeTe rpynu. Pesyararu: O6mio 52 maruenra (26,3%) ca
pexocnuTanu3upand. B akTuBHO HaOmogaBaHata rpyma ca Owiau otdereHu 33 (21,6%)
pexocnuTanu3aluy, J0Kato B KoHTposiHata rpyma 19 (42,2%), p=0,011. I[loBeuero ot
HaOJIF0JJTaBaHUTE TAIMCHTH Ca HWMalld CcaMO €JHa PEXOCIHTAIN3aIlisd 3a Iephuojia Ha
HaOmogenne. KpuBata Ha pazaenenue 3amousa cien 30-Tus AeH Ha mpociuenssaHe. [Ipu
n3BbpIIBaHe Ha COX MPOTIOPITMOHAJICH aHAJIA3 CE OKa3Ba, Ye IIPH KOHTPOJTHATA TPYIIa € HATTUIIE
JIBa TIBTH TIO-BUCOK PUCK OT PEXOCHUTAIM3AINH B TIEPHOAA Ha 6 MECEUYHO MPOCIICIIBaHE —
HR=2,55, 95%CI=1,44-4,53(p=0,001). 3akmouenne: bBommMHCTBOTO OT  paHHUTE
pexocnuTanM3alul Moratr jaa ObJaT MpeloTBpAaTEeHU Ype3 HU3rpaxaaHe Ha aMmOyaaTOpHU

mporpamu, OEJIAMU CTPUKTCH MOHUTOPUHT HA IMMAIMUCHTUTE CJIIC U3ITMCBAHETO M OT 6OJ'IHI/IHa.

Mircheva LG, Yotov YT, Bocheva YB. Ivabradine and heart failure: experience from a
real practice. European Journal of Heart Failure. 2017 May;19(Suppl 1):406-406. (I'7-4)

Introduction: Chronic heart failure (CHF) is the most common diagnosis at admission in
patients above 65 years. The introduction of ivabradine as a new medication is expected to
cope with HF. Aim: To assess the effect of ivabradine (Iv) after 6 months in patients with CHF
NYHA class I11-1V post hospitallization. Materials: We followed 180 patients with CHF for 6
months in an out-patient program. Of them, 80 were in sinus rhythm (SR). The baseline and 6
months levels of NTproBNP, ejection fraction (EF), 6 min walking test (6MWT), NYHA
functional class, and renal function were evaluated. Results: Iv was initiated in 40.3% of
patients with SR. After 6 months, the 6BMWT improvedt (62.5 m in the Iv vs 23.5 m in the non-
Iv group; p=0.043), NTproBNP reduced with median 680 pg/ml and 552,5 pg/ml (p=NS),
respectively, and EF increased in Iv with 4.02% and decreased with 1.14% in non-lv, p=0.06.

After 6 months, 77% of the Iv patients were in class 11, whereas only 45% of the controls were



in class I-11 (p=0.023). Conclusions: Ivabradine in CHF leads to subjective improvement,
increases the systolic function, improves the quality of life and functional NYHA class.

Mupuesa JIT', Hotos UT, Bouepa SIb. ViBaGpaaus u chpeuHa ChpJCUHA HEIOCTATATHUHOCT:
CIIOJICNISIHE Ha OTHMT OT KJIMHUYHATA mpaktuka. European Journal of Heart Failure. Maii 2017
;19(TTpun 1):406-406. (I'7-4)

Boeegenne: Copaeunara HegoctarbuHocT (CH) e Haii-yectata mpuumMHA 32 XOCTUTAIM3AIUN
MIPH MAIMEHTH HaJI 65 roIUIIHA BB3pacT. BhBek1aHeTO Ha HOBU MEAMKAMEHTH 3a JICUCHHE Ha
CH xaro uBabpaauH 1aBa HaAexk/a 3a crnpaBsHe ¢ mpodiema. Llen: [la ananusupa edekra ot
MPUJIOKEHNE Ha MBaOpaauH cien 6 MeceuHo jedeHue npu nauuentu ¢ xpoununa CH 11-1V
NYHA ¢ynkunonanen kmac. Marepun: U3cnenpanu ca 180 maumenrta ¢ xponuuna CH B
mpoabKeHre Ha 6 Mecenia B amOynaTtopHa mporpama 3a mpocieasBane. Ot Tax 80 ca B
cUHycoB puThbM. AHanuzupanu ca npomenutre B NTproBNP, ¢pakuusara na nzrnacksaue, 6
MUHYTHHUS TECT ¢ XoJieHe, pyHkuuoHanHus kiac no NYHA u 0b6peunara QyHKIUS U3X0AHO
u cuen 6 mecena. Crie 6 MeceYHO NPHIIOKEHUE HA WBaOpaJH CE YCTaHOBSIBA MOI00pEHUE B
6 MunytHus TecT ¢ (62.5 M B rpymaTta ¢ uBabpaauu cupssMo 23.5 M B KOHTpOJIHATA Ipyma
p=0.043), namanenue na NTproBNP cpemno ¢ 680 pg/ml u 552,5 pg/ml (p=NS), pecniekTrBHO
Y TIOKa4YBaHE Ha (pakiusiTa Ha M3TIACKBaHE B rpymnara, npuemama uBabpaaua ¢ 4.02%,
cpoTBeTHO HamasieHue ¢ 1.14% B kontposHara rpyma, p=0.06. Ha 6-tus meceny Cien 6-Tust
Mecenr /7% OT mamMeHTUTe B rpynarta ¢ uBaOpamuH muHaBar BbB || pyHkumonamen kiac,
JIOKaTO B KOHTpoJIHATA Ipyra camo 45% ca B I-11 pynkunonanen kiac (p=0.023). 3akmoueHue:
[Ipunoxxennero Ha wuBaOpanuH npu xponnyna CH Boau 10 cyOeKkTHBHO Moa00peHue,

HO,Z[O6p5IBa (I)paKI_[I/IHTa Ha N3TJIaCKBAHC, KAYCCTBOTO Ha XMBOT U (I)YHI_II/IOHaJ'IHI/IH KJ1ac.

Mircheva LG, Yotov YT. Is there a correlation between B-type natriuretic peptide and
6-minute walking test in heart failure patients? European Journal of Heart Failure. 2015
May;17(Suppl 1):346-346. (I'7-5)

B-type natriuretic peptide (BNP) and the 6-minute walking test (6MWT) are both related to the
severity and prognosis in chronic heart failure (HF) patients. Aim: to assess the correlation
between NTproBNP and 6MWT in patients with HF in NYHA 111-1V class. Materials and
methods: Plasma NT-proBNP, 6MWT, demographics, creatinine level and glomerular

filtration rate were measured at discharge in 38 patients, within the program for outpatient HF



clinic. Pearson’s and Spearman’s bivariate coefficients and multiple linear regression analysis
with 6MWT as dependent variable were used. Results: The majority of the patients were males
- 24 (63%) and mean age was 71+10.8 years. The mean ejection fraction was 42.47+14.31%.
Atrial fibrillation was present in 37% and 52% were in sinus rhythm. The median NTproBNP
was 2415.5 pmol/l. The average 6MWT was 194.82+123.58m. There was a mild insignificant
correlation between NTproBNP and 6MWT — Spearman’s p=-0.245, p=0.138. Age was found
as the only predictor of decrease in functional capacity, p=-3.99 (95%CI-7.95;-0.39) p=0.031,
while NTproBNP values failed to do so (p=-33.52, p=0.108). Conclusions: There is no
significant correlation between BNP and 6MWT. Both tests are in different aspects important
for the diagnosis of HF. The BNP levels are related to the hemodynamics, while 6MWT reflects
age and functional capacity.

Mupuesa JIT', Moros MT. Mma nu Bpw3ka Mexay B-type natriuretic peptide u 6 MunyTHuS TecT
¢ xonene mpu maipent cbe CH? European Journal of Heart Failure. Mait 2015;17(TTpun
1):346-346. (I'7-5)

Husata na B-tun marpuypernunus nentua (BNP) u qucraniusta naMuHaTa npu 6 MUHYTEH
TecT ¢ xoneHe (6MTX) ca mokasarenu 3a TEXKECT W MPOTHO3a MPH MalMeHTH C XpOHWYHA
cepreyHa HepoctarbuHocT (XCH) Ilem: [la amanm3upa Bpb3KaTa MEXIy NpoMsiHaTa B
NTproBNP u 6MTX npu mammentn ¢ XCH B I11-IV NYHA xmac. Marepuan u MeTonu:
N3cnenBanu ca mnasmenute HuBa Ha NT-proBNP, kpeaTHHMH W CTENEH Ha TJIOMEpPYJIHA
¢bwirTpanus, KakTo ¥ 6 MUHYTEH TECT C XOJCHE, PH 38 MalMeHTa B pAMKHTE Ha aMOyJIaTOPHO
npocie/siBaHe. 3a cTaTUCTHYecKa 00paboTKa ca U3M0JI3BaHu TecT Ha Pearson, buBapuareTeH
KOepHIICHT Ha Spearman ¥ MYJITUIUICH JMHEAPCH PErpeCHOHEH aHaIMW3 3a 3aBUCHMHTE
Bapuabwinu mpu 6MTX. Pesynraru: [ToBeyero oT nanueHTuTe ca Mbxe - 24 (63%) Ha cpeana
BBb3pacT 71+10.8 rogunu. Cpennata dpakuus Ha ustnackpane € 42.47+14.31%. Ilpu 37% e
PETUCTPUPAHO MPEACHPIHO MBXKICHE, a pu 52% - cuHycoB purhbM. CpeaHara CTOMHOCT Ha
NTproBNP ¢ 2415.5 pmol/l. Cpeanara n3mMuHarta quctanims 3a 6 Muaytd e 194.82+123.58wm.
VYcTaHOBH ce JIeKa, CTaTUCTHUYeCKH He3HaunMa kopenauus mexay NTproBNP u 6MTX —
Spearman’s p=-0.245, p=0.138. Oka3a ce, ye BB3pacCTTa € E€IUHCTBEHHUS MNPEIUKTOP 3a
HamajieHue Ha ¢yHKnuoHaaHus kamarmrer P=-3.99 (95%CI-7.95;-0.39) p=0.031, mokato
nuBata Ha NTproBNP usimat otHomenue (f=-33.52, p=0.108). 3axmouenue: Hsiama Bpb3Ka

MCXKYy HUBATa HA BNP u usmunarure MCTpH 3a 6 MHHYTH. I[BaTa TECTAa Ca HCAaBUCHUMO €JIWH



oT apyr BaxHM 3a nauarHozara Ha CH. Huara ma BNP 3aBucar npeau Bcuuko oT

XeMoIMHaMuKaTa, okato 6MTX ce Bimsie OT Bb3pacTTa i (PyHKIIMOHAHUS KJIac.

Mircheva LG, Yotov YT. Depression among elderly patients with heart failure in hospital
settings: how to predict its occurrence? European Journal of Heart Failure. 2013
May;12(Suppl 1):S126-S126. (I'7-6)

Depression is one the most frequent comorbidities among elderly chronically ill patients and
leads to worse outcomes and increased mortality. Depression in HF patients increases the risk
of rehospitalisations, poor adherence to treatment, and reduction in the functional status. Aim:
To assess the prevalence of depression in elderly patients, hospitalized with HF, and to review
the factors that may influence it. Methods: We asked 39 (17 female and 22 males) consecutive
patients with HF NYHA functional class I11-1V, at a mean age 72.9+6.0 years, voluntarily to
fill in themselves the 15-items Geriatric Depression Scale (GDS). We evaluated some
additional factors, such as social deprivation (living alone or with spouse or relatives), place of
living (urban or rural), level of education, and left ventricular ejection fraction (EF) on
echocardiography. If score is below 5 there are no signs of depression, when 5-10 the
depression is possible, score > 10 points - almost definite. Results: The median score was 7
points. The majority of the patients was in the possible depression group — 21 (54%), 14 women
and 7 men, while 11 (28%) had definite depression and only 7 males (18%) — score<5. The
female gender is more affected by the depressive status — all of them had >5 points on GDS,
while 68 % of the males had scored similarly (p=0.012). There was no difference in the
depression prevalence according to age and EF, but more patients with preserved EF had score
5-10. There was a trend of lower prevalence of depression in the patients living not alone —
27% vs 6% (p=0.11) and living in the villages — 31% vs 9% (p=0.1). Education did not affect
the GDS scores. Conclusions: Depressive symptoms are often present in elderly patients with
HF but are difficult to detect. The females with preserved EF are prone to have depression. The
social deprivation and the urban residence may have effect on becoming depressive, while
education does not show relationship. Active screening of the patients with HF and the early

diagnosis and treatment of the depression may improve their prognosis.

Mupuesa JIT, Horos M. Jlenipecus cpell Bb3pacTHU MALMEHTH ChC ChPACYHA HEAOCTATHUHOCT
B OOJTHUYHHM YCJIOBHS: KaK Jia MPeIBUIMM HeliHata nosiea? European Journal of Heart Failure.
Maii 2013;12(TTpmi.1):S126-S126. (I'7-6)



Jleripecusita € €JHa OT HAal-4eCTHTE CHITBTCTBALIM 3a00JIIBAaHUS CpPE/ BB3PACTHU XPOHHYHO
OO0JIHM MAalMEHTH U BOAM JI0 MO-JIOIIM PE3YITAaTH M MOBHIIEHA CMBPTHOCT. Jlenpecusita npu
narieHTd ¢b¢ CH yBenmuaBa pHCKa OT PEXOCHHTANM3ALMSA, JIOMIO MPUIbpPKAaHE KbM
JICYEHHETO W BIOmMAaBaHe Ha ¢yHKOUOHanHMsa KanamurteT. Llem: Jla ce ouenum
PasnpOCTPAaHEHUETO Ha JCTIPECHsITa PH MAMEHTH B HAIIPEIHAJa Bb3PaCT, XOCIIUTAIN3UPAHN
cbc CH, u na ce mpepasrienar ¢pakTopuTe, KOUTO MOTaT Ja i moBiusat. Metonu: [Tomonmxme
39 mocnenoBarenHo npueru nanueHTd (17 xenm u 22 mexe) cee CH wmac III-IV NYHA
(hyHKIIMOHANIEH KJac, Ha cpeaHa BB3pacT 72,9 + 6,0 roauHu, TOOPOBOJHO /2 TOMBJIHAT
repuatpuyHa aenpecus ¢ 15 Bprnpoca (GDS). OneHrnxme HIKOU JOMBIHUTEIHN (AaKTOPH, KaTO
COIIMAJTHA JIETPUBAIHS ()KUBOT CaM HMJIH ChC CHIIPYT / CHIIPYTa HIIA POJTHUHHM), MSICTO Ha )KUBOT
(rpascko WM CeNcKo), HUBO Ha oOpazoBaHue M (pakiys Ha U3TIACKBaHE Ha JigBaTa KaMmepa
(®U%). Ako pe3ynTaThT € MoJ S5, HAMa MpU3HALM Ha Jlenpecus, Mexay 5-10 e Bb3MoxkHa
nenpecusi, pe3ynraTr > 10 TOUKM - OYTH KaTeTOPUYEH 3a HAIWYHUE Ha jaenpecus. PesynraTu:
Cpennusr pesynrat € 7 Touku. [lo-rosnsiMara yacT OT MalMEHTUTE ca B rpynara ¢ Bb3MOXKHA
nenpecus - 21 (54%), 14 xxenu u 7 mbxe, gokaro 11 (28%) numat xaTeropuyHa Jenpecust U
camo 7 Mbxe (18%) - pesynrar <5. JKeHCKHUAT MO € 1mo-3acerHar ot JAeNpPEeCcUBHUS CTATyC -
BCUYKHU Te ca uMmanu >5 touku nmo GDS, noxato mpxere ¢ moaobeH pesynrat ca 68% (p =
0,012). Hama pa3nuka B pa3npoCTpaHEHHETO Ha Jernpecusta cropen Bb3pactra u ®U%, Ho
MoBeUe MaIrMeHTH cbe 3amazena ®U% umat pesynrat 5-10. HabmromaBa ce TeHaeHIUS HA 10-
HUCKO Pa3MpOCTpaHEHHe Ha JeNpecusiTa Mpu MalMeHTUTE, )KUBeelu He caMu - 27% cpenty
6% (p = 0,11) u xxuBeewmu B cenata - 31% cpeury 9% (p = 0,1). Okaza ce, ue 0OpazoBaHHETO
HsMa BJIMsIHUE BBpXY pesyarature no GDS. 3akmouenue: JlenpecCMBHUTE CUMITOMHU Y€CTO
MPUCHCTBAT MpPH MalMEHTH B HampeaHana Bb3pacT cbe CH, HO ca TpyaHHM 3a OTKpUBaHE.
XKenute che 3amazeHa ¢ppakiys Ha U3TIACKBAHE ca MO-CKIOHHM KbM Jenpecus. ColuanHara
JeTpUBALIAS M TPAJACKOTO MECTOXKMBEEHE MOTaT Ja MOBIHUAAT BBbPXY NEMpecusita, JOKaTo
00pa3oBaHUETO HSAMA OTHOLIEHHE. AKTUBHUAT CKPUHHUHT Ha nanueHTtutre cb¢ CH u panHara

JUArHoCTHKa 1 JICUCHUEC Ha ACIIPCCHATA MOTraT aa HO,Z[O6p$[T TAXHATa IIPOrHo3a.

Mircheva LG, Yotov YT, Angelov AA, Kisheva AR, Kunchev OG. Ultrafiltration and
survival of patients with refractory to medical treatment congestive heart failure.
European Journal of Heart Failure. 2013 May;12(Suppl 1):S317-S317. (I'7-7)

Congestive heart failure (HF) is a major cause for death and hospitalization, despite the

introduction of various methods to treat it. Ultrafiltration (UF) is a promising method for the



management of patients with refractory HF with hypervolemia. Aim: to study the immediate
effects and complications of UF and to determine the influence of UF on the survival of the
patients with HF. Patients and methods: We evaluated 41 patients (10 females and 31 males)
with refractory HF NYHA class IV who were treated with UF at our hospital, at a mean age
63+£11.3 years. Major demographic and clinical variables and in-hospital events were
retrospectively studied, as well as the medical treatment. Multifactor Cox proportional hazard
regression analysis was applied and Kaplan —Meier survival curves were created. Results: More
than half of the patients (53%) were with ischemic cardiomyopathy and 24% had valvular heart
diseases as the cause for their HF. The mean EF was 30£12.8% and the median furosemide
dose was 120 mg. The mean hospital stay was 10+4.5 days totally and 1.7+2.1 days after UF.
The mean reduction of body weight was 10.2 kg (95%CI1=8.2-12.1 kg). There were overall 8
complications - 3 patients died, 3 cases of acute circulatory insufficiency (1 fatal and 1 leading
to discontinuation of the UF), 1 infection, 1 thrombosis of peripheral vein, and 1 hematoma
around the catheter. The median survival after discharge was 4 months (from 1 to 58 months).
In the univariate Cox analysis, there was a tendency of increased hazard for death in the patients
with non-ischemic etiology, age >63 years, the female gender, more than 3 UF procedures,
high preprocedural diuretic dosage, and the need of catecholamine support before the UF. In
the multivariate analysis, after adjusting for many factors, marginally significant remained only
the age above the median >63 yrs. - HR=1.99, 95% CI 0.89-4.44 (p=0.09), and the dopamine
use —HR 2.06, 95% C1 0.92-4.61 (p=0.08). Conclusions: UF is a novel method for management
of CHF and hypervolemia reduction, but may have small impact on survival. Potential factors
that may worsen the prognosis are the advanced age, need for catecholamine treatment before
the UF. Other factors that may influence the survival are female gender, non-ischemic etiology,

high diuretic dose before the procedure, the number of procedures needed.

Mupuesa JII', MotoB UT, AnrenoB AA, Kumea AP, Kynues OI'. Varpaduntpauus u
MIPEKUBIEMOCT Ha MAMEHTH C peppaKkTepHa Ha JIeYeHHE 3aCTOMHA Chp/iedHa HETOCTAThYHOCT.

European Journal of Heart Failure. Maii 2013;12(ITpun. 1):S317-S317. (I'7-7)

3actoifHata chpaeuHa HenocraTbuHocT (CH) ocraBa OCHOBHAa MpUYMHA 32 CMBPT U
XOCTHUTAIA3AMY, BBIPEKA BBBEXKJAHETO HA PA3IMYHM HOBU METOAM 3a JICUEHUE.
Yarpadunrparusata (Y®) e obemapaii METOT 3a JJeueHue Ha nanueHTu ¢ pegpakrepaa CH c
xurnepBosniemus. Llen: ga ce uzciensat HemocpeacTBeHUTE eeKTH U yciaokHeHus Ha YD u

HEMHOTO BJIHSHHE BBpPXY MNPCKUBACMOCTTAa HA NAIIMCHTUTE CBHC CH. MaTCpI/IaJ'I n MCTOOU:



Onenuxme 41 nmauuentu (10 >xenu m 31 MBxe) Ha cpenHa Bb3pacT 63 + 11,3 roaunu c
pedpakrepua Ha seuenne CH IV xirac mo NYHA, pu kouto e npoBeneHa Y@ B OOTHUYHU
ycnoBusi. OueHeHn 0sXxa peTpOCIIEKTUBHO OCHOBHH JIEMOTPaCKH ¥ KIMHUYHU TPOMEHIINBH,
MPOBEJICHETO MEJAMKAMEHTO3HO JICUCHHE, KaKTO W BB3HUKBAHETO Ha BBHTPEOOTHUYHU
yenoxxuenust. [punoxu ce myntudaxropern COX perpecHOHEeH aHallu3 U €€ Ch3/a10Xa KPUBU
Ha onensaBane o Karman-Maitep. Pesynratu: [loBede oT mosioBuHata ot nanuentute (53%)
ca Cc UCXeMHYHa Kapauomwuomartusi, a 24% ca ¢ xianHu cbpaedyHH 3abossiBanus. CpenHara
¢dbpakuus Ha u3TiaackBane € 30 = 12,8%, a cpennara no3a Ha ¢pyposzemua € 120 mg. CpenHust
nipectoit B 6omuuna e 10 + 4,5 qau o6mo u 1,7 + 2,1 nau cnen YO. CpeaHoTo HamaraeHUe Ha
tenecHoto teruio e 10,2 kg (95% CI = 8,2-12,1 Kg). Peructpupanu ca 00110 8 yCa0KHEHHS —
npu 3 marueHTd — ¢artajgeH Kpai, 3 ciydas Ha ocTpa IUpPKyJaToOpHa HejaoctarbyHOCT (1
(daranen u 1 Bogent g0 npekpartsBane Ha YD), 1 uadexmus, 1 TpomOo3a Ha iepudepHaTa BeHa
u 1 xemarom okojio kateTbpa. CpeHaTa IpeKHUBSIEMOCT cJiel U3IMCBAHETO € Onia 4 Mecena
(ot 1 go 58 mecemna). IIpu eqHodakTopHus ananu3 Ha Kokc ce HaOmomaBa TEHACHINS KbM
MTOBHUIIICH PUCK OT CMBPT IPH MAINMCHTH C HEMCXEMUYHA €THOJIOTHS, BB3pacT > 63 TOIMHH,
YKEHCKH TOJI, ToBeye oT 3 npoueaypu YD, BUCOKA JO3UPOBKA HA MPEANPOLEIYPEH TUYPETUK
1 He0OXOAMMOCT OT KaTexojlaMuHoBa nojakpena npeau UF. B MHOTOGakTOpHUS aHanu3, ciies
KOpUTHpaHe Ha MHOTO (paKTOpH, 3HaYMMa OCTaBa caMo Bbh3pacTTa HaJl MeuaHarta > 63 ToJuHH.
- HR =1,99, 95% CI 0,89-4,44 (p = 0,09), u ynorpebara Ha nonamus - HR 2,06, 95% CI 0,92-
4,61 (p = 0,08). 3axmouenue: Yarpadumiurpamusra € HOB METOJ 3a IOBJIMSBAHE Ha
xurnepBosiemusita npu xponunuHa CH, HO HeusBecTeH e(eKT BBpPXY MPEKUBIEMOCTTA.
[ToTenmmanuu (akTopu, KOUTO MOTaT Ja BJOMIAT MPOTHO3aTa, ca HalpeAHajdaTa Bb3pacT U
HE0OX0IMMOCTTa OT JiedeHHe ¢ KaTexosaMuH npeau Y®. JKeHCKUAT 1oy, HeMcXeMU4HaTa
€THOJIOTHS, BUCOKATa JUYpEeTHYHA J103a Mpeau Mpoleaypara, KakTo M IMO-TojeMus Opos

MMPOBCACHU IIPOLCAYPHU, CHIIO MOI'aT Ja BJIOIIAT IIPOrHO3aTa Ha MALIUCHTUTC.

Hristova PP, Mircheva L, Kisheva A, Yotov Y, Sirakova V. Infective endocarditis: the
good care for the patients as a prerequisite for their future better health. European
Journal of Cardiovascular Nursing. 2012 Mar;11(Suppl 1):S75-6. (I'7 — 8)

Introduction: Infective endocarditis (IE) remains one of the fatal diseases even in the 21th
century. The nurses’ role in hospital and outpatient care for the patients is unquestionable and

that’s why it is important they understand the disease process in order to assess and plan



appropriate care. The lack of knowledge of this disease and its implication on the patients may
lead to complications, especially in the recovery phase of the illness. Aims: To create a standard
protocol for nursing care which is going to be incorporated in the complex treatment of IE.
This protocol will include information for the patients about their condition in order to make
them active participants in the curative process, as well as education of the newly arrived and
undergraduate nurses about IE. Methods and results: A retrospective study of the patients who
were treated for IE for the period 2008—2010 in our clinic were studied. There were overall 20
patients — 12 men and 8 women. An algorithm of the different steps for patients care from the
first encounter till the end of the treatment was created, including blood drawing, monitoring
of the important health parameters, follow-up of the antibiotic treatment and its side effects,
etc. Conclusion: The treatment of IE needs a multidisciplinary approach including team of
cardiologists, nursing staff, experts in infectious diseases, cardiac surgeons, and other
healthcare specialists, such as physiotherapists, psycholo- gists. The effective care program

focusing on facilitating knowledge and improving patient health is rewarding.

Xpucrosa ILIT., Mupuesa JI., Kumesa A, Motos 1, Cupaxosa B. MH(pEKIHO3eH SHIOKAP/IUT:
nobpaTta TprKa 3a TAIMEHTUTE KaTo MPEArnocTaBka 3a OBACIIOTO MM TO-I00po 31pase.

European Journal of Cardiovascular Nursing. Mapt 2012;11(ITpun. 1):S75-6. (I'7 — 8)

Boeeaenue: Undexnnozausat engokapaut (ME) octaBa enHo oT patanHuTe 3a00J19BaHUS JOPU
npe3 21 Bek. Posisita Ha MEAUITMHCKHATE CECTPU B OOJHUYHUTE U M3BHHOOTHUYHUTE TPHKH 32
MalUCHTUTE € Oe3CIOpHa M 3aTOBa € BAXKHO TE Jia pa30upaT MEXaHU3MHUTE Ha OOJECTHUS
Mporiec, 3a Ja OIEHAT M IUIAaHMPAT IMOJXOIAINM Tpwxku. Jlumcata Ha TO3HAHUSA 3a TOBA
3a00JiIBaHEe U HETOBOTO OTPa)KEHUE BHPXY MAIMEHTHUTE MOXKE Ja JOBEJEe /0 YCIIOKHEHHS,
oco0OeHo BB (azara Ha Bb3CTaHOBsIBaHEe OT 3abossBanero. Llenu: [la ce ch3mane cranmapTeH
MIPOTOKOJI 33 MEIUIIMHCKHU CECTPH, KOUTO J1a ObJIe BKIIFOYECH B KOMILJIEKCHOTO JieueHue Ha HE.
To3u mpoToKO Ja BKIOYBA MH(OpMAIUS 32 MAIMEHTUTE U TAXHOTO ChCTOSIHHE, C OTJIeH Ja
BKJIIOUM CECTPUHCKHSI CbCTaB aKTHUBHO B JIeYEOHUS IMPOLIEC, KAKTO M Ja MOCIYXH 3a
oOyuutennu nend. Meroau u pesyatatu: [IpoBeneHO € pEeTPOCNEKTHBHO NpOy4YBaHE Ha
nauueHTture, JekyBanu no nosox ME 3a mepuoma 2008-2010 r. B Hamara KIMHHKA.
[Tpemunanu ca o6mro 20 manuenTa - 12 mbxke u 8 sxeHu. Ch3aa/ieH € aropuThM OT CTHIIKH 32
rpuKa 3a MalUeHTuTe, OT MFpBaTa UM Cpellla ¢ MEAMIIMHCKATa CecTpa 0 Kpasi Ha JISYEHUETO,
BKJIFOUBAII] B3€MaHe Ha KPbB, MOHUTOPUHT Ha BAXKHU KIIMHUYHU TTapaMeTpH, TPOCIIesIBaHe Ha

AHTHOMOTHYHOTO JICYCHHUE U HETOBUTE CTpaHUYHHA e(beKTI/I " ap. 3akmoueHue: JleueHneTo Ha



HNE ce Hyxzae OT MYJITHIAMCUMIUIMHAPEH IOAXOJ, BKIIOYBAILl EKUIl OT KapAuOJO3H,
MEIULUHCKH CECTPH, EKCIEPTH 10 MH(PEKIHNO3HU O0JECTH, KapJHOXUPYP3H U IPYTHU 3]IPaBHU
CTIELIMAIACTH, KaTo (PU3NOTEPAIIEBTH, IICUXO0JIO3H. M3rpakJaHeTo Ha KOMIUIEKC OT CECTPHHCKU
IPUXKHU, HACOYEHM KbM OO0OraTsiBaHE HA II03HAHUATA U IO-CUCTEMAaTH3UpaHa IpuUXKa 3a

nanueHTa, Ou noJo0pusIo TAXHATA IPOrHO3a.

Ily0auxanum 1 J0KJIaAH, NyOJIMKYBaHHU B HepedepupaHu
CIIMCAHUA C HAYYHO PeleH3MPaHe UM My0JUKYBaHU B
penakTHpaHu KojaeKTHBHE ToMoBe (I'-8)

JI. Mup4yeBa. OHKOJIOTMYHH MEAUKAMEHTH, KOMTO MOraTr Ja INOTHCHAT IOMIIEHAaTa
(pyHkuMsa Ha MHOKapJa WM Ja BJIOWIAT CbhbpAeYHATAa HeAOCTAaTb4YHOCT. B: Ocrtpa m
XPOHUYHA Chp/ieuHa HexocTaTbuHoCT. Copusi: Apouauc; 2017. crp.391-416. ISBN : 978-
619-7063-24-0, (I'8-1)

CopaedHara HEJOCTATHUYHOCT € HOBATa €MUJIEMHUs Ha BeKa. ToBa € HaW-4yecTara MpuvrHa 3a
nmpueM B OOJHUIIA TPU TAIMCHTUTE HaJa O5-TOAMIIHA BB3PACT. XOCHUTAIHM3AIMUTE 3a
ChpJIeYHa HEJIOCTATHYHOCT Ca MOBEYE OT TE3M 32 BCHUKH KapIIMHOMH. 3a ChKaJeHUE, BBIIPEKU
HarpeabKa B MEAMIIMHATA, POTHO3aTa Ha OOJTHUTE ChC ChPJICYHA HEIOCTHYHOCT OCTaBa Jiolia
1 CMBPTHOCTTA OT HEs HaJMUHABA Ta3u MPHU MOBEUETO (OPMHU HA KapIIMHOMU C M3KIIFOUCHHE
Ha paka Ha Oenus ApoO. bposAT Ha marMeHTUTe, pa3BUBALIM €THOBPEMEHHO HEOIIA3MH H
ChpJIeYHa HEIOCTAaThYHOCT, HapacTBa HENMpPEKbCHATO. PuckoBute (akTopu M 3a JBETE
3a00JIBaHMs ca CXOAHHM U C€ MPUIIOKPHUBAT. TIOTIOHOMYIIEHETO, YmoTpebara Ha alKoXoJ,
00€3UTETHT U METAOOTUTHHUAT CHHIAPOM IOBHUIIABAT PHCKA KAKTO OT Pa3BUTHE HA ChpjcyYHa
HEJIOCTaThYHOCT, TAKa U 332 PA3BUTHE HA HEOINIACTUYHO 3a0oJsisBaHe. [Ipy manueHTuTe, KOUTo
B MUHAJIOTO Ca UMl HEOTJIa3Ma, € HaJUIIe 0-BUCOK PUCK 3a pa3BUTHE HAa HCXeMHYHa 00JIecT
U ChpJIeYHa HEIOCTAThUHOCT JI0 Kpasi Ha )KMBOTA UM, CPAaBHEHH C OCTaHaJIUTE nauueHtu. Ot
CHILIECTBEHO 3HAYECHHE 3a TO3M B3aUMOCBBP3aH MPOOIEM — KapUUHOMH H ChbpIAeYHA
HEJOCTAaThUHOCT, Ca KapJAMOTOKCHMYHUTE e(EeKTH Ha TojsMa YacT OT CHhBPEMEHHHUTE
XUMUOTEpaneBTUIM. OHKOJIOTUYHUTE MEAUKAMEHTH, KOUTO MOTaT /1a MOTUCHAT ChpJe4HaTa
(GYHKIMS WIM J1a BIOWMIAT HAIMYHA ChpJEYHA HEAOCTaThYHOCT, ca MHOTro. [lodtn BCHUKH

MNPOTUBOTYMOPHHU CPEACTBA MPUTCIKABAT AUPCKTHHU WM HHIAUPCKTHHU KapJAUOTOKCHYHU



epextu. MHIUPEKTHOTO BB3ACUCTBHE CE HW3pa3sBa KaTO OTPHUIATENICH WHOTPOIICH WIU
XPOHOTPOTIEH €(EKT, BIUSIHUE BbPXY apTEPUATHOTO HAJIATaHE, pUThMa Ha ChPLETO, PUCKA OT
TPOMOOTHYHH YCIOKHEHUS U Ap. HsiKkon MeIMKaMEeHTH UMAT TUPEKTEH TOKCUYEH e(DeKT BhPXY
MHUOKapJa. B HUCTOPHUYCCKHU IIJIaH II'bPBO € YCTAHOBCHA aCoMMpaHaTa C aHTpPallUKIMWNHUA Kap-
mrotokcnyHocT. C Hampeapka Ha MenuIHaTa o0ade craBa SCHO, Y€ W HOBHTE KIIACOBE
MCIUKAMCHTH, KAaTO TapreTHata WM HMMYHOJIOTMYHATa TCpalursa, CbIIO Ca KapJUOTOKCHUYHHU.
MexaHu3MHUTEe, TI0 KOUTO BB3HHKBA TO3W IMPOIIEC M BPEMETO 3a M3sBa, CHINO Ca Pa3IUnIHMU.
C’BpHCqHO-CTyHOBI/ITe YCIOXHCHUA Ha OHKOJIOTUYHUTE MECAUKAMCHTH BKIIIOYBAT IIOTUCKAHE HA
chpacuHaTa (YHKIMS ¥ pPa3BUTHE Ha CHhPJCYHA HEJOCTATHYHOCT, KOpPOHapHA OOJIECT Ha
CBPLIETO, KIIAIHU JIE3UH, Pa3JINYHU BUAOBE PUTHMHU HApPYIIEHUA, apTEpUaHa XUIIEPTOHUA,
TPpOMOOEMOOTMYHHN UHIIUJICHTH, TIepu(epHa Ch0Ba OOJECT U UHCYITH, OEIOIpoOHa XUTIep-

TOHUS U NIEPUKAPJIHU YCIOKHEHUS.

L. Mircheva. Oncological drugs that can suppress myocardial function or worsen heart failure.
In: Acute and chronic heart failure. Sofia: Arbilis; 2017. pp.391-416. ISBN: 978-619-7063-24-
0, (G8-1)

Heart failure is the new epidemic of the century. This is the most common reason for hospital
admission in patients over 65 years of age. Hospitalizations for heart failure are higher than for
all cancers. Unfortunately, despite advances in medicine, the prognosis of the patients with
heart failure remains poor and mortality exceeds that of the most forms of cancer except lung
cancer. The number of patients developing both conditions - neoplasms and heart failure is
constantly increasing. The risk factors for both diseases are similar and overlap. Smoking,
alcohol use, obesity and metabolic syndrome increase the risk of developing both heart failure
and neoplastic disease. Patients who have had a neoplasm in the past have a higher risk of
developing ischemic heart disease and heart failure for the rest of their lives than other patients.
Cardiotoxic effects of many modern chemotherapeutics are essential for this interrelated
problem - carcinomas and heart failure. There are many cancer drugs that can suppress heart
function or worsen existing heart failure. Almost all antitumor agents have direct or indirect
cardiotoxic effects. Indirect effects are expressed as a negative inotropic or chronotropic effect,
effect on blood pressure, heart rate, risk of thrombotic complications and others. Some drugs
have a direct toxic effect on the myocardium. Historically, anthracycline-associated

cardiotoxicity was first identified. However, with the advancement of medicine, it has become



clear that new classes of drugs, such as targeted and immunological therapies, are also
cardiotoxic. The mechanisms by which this process occurs and the time of manifestation are
also different. Cardiovascular complications of oncological drugs include worsening of heart
function and the development of heart failure, coronary heart disease, valvular lesions, various
types of arrhythmias, hypertension, thromboembolic events, peripheral vascular disease and

stroke, pulmonary hypertension and pericardial complications.
Ily6nukyBaHa riiaBa ot KoJieKTuBHa MoHorpadgus (I'-9)

J.MupueBa. Pexocnuranusauuu 3a cbpAedHa HeaocTaTbyHOCT. B: Cobpaeuna
HEI0CTATHYHOCT -AHarHocTuka u repanus. Copus: Apoumuc; 2017. erp. 205-219. ISBN:

978-619-7063-23-3 ('9-1)

Copneunara HenocrarbyHocT (CH) e KiIMHMYEH CHHAPOM C IIUPOKO Pa3lMpoCTpaHEHHE —
yecToTara My cpej oomara nmomynaius Haj 18 roa. e 1-2%, a BbB Bp3pacToBata rpymna Haj 70
roguHu goctura >10%. Beeku 1 ot 5 mbxe Ha Bb3pacT 40 roxa. me passue CH no kpas Ha
JKUBOTA CH. BbIpeku HampeabKka Ha MEIUIIMHATA U PA3BUTHUETO HA TEXHOJIOTUUTE B JICUEHUETO
Ha OomHuTe che CH, cMBpTHOCTTA TIpH TAX OCTaBa BUcCOKa. [leTrogumiHara BB3pacTOBO-
KOpUTHpPaHa CMBPTHOCT € 0KoJIo 50%, T.e. Bceku BTOopu mauueHT cb¢ CH Hsma na e mexnay
kuBuTe cien S5 roauHu.  CepaeyHaTa HEAOCTaTHbYHOCT € HaW-yecrara IpUYMHA 3a
XOCHUTAIM3ALUN TIPU TTAMEHTH HaJl 65-TouIHa Bh3pacT. Xocnuranuzanuure 3a CH ca aBa
IIbTH TIOBEYE OT TE€3HW 33 BCUYKU BUJO0BE KapIUHOMHU. Te ca U3KIIFOUMTEITHO CUJICH MPEAUKTOP
3a setanuteT. Bromenara CH, pesynrupania B XxocnuTaan3anus, BOJIU 10 CbPIACYHH /WA
ObOpeyHH yBpemu, KOMTO Morar Jo JoBemaT 1o mnporpecuss Ha camara CH.
Xocnutanuzupanute namnueHtd cb¢ CH npoabipkaBaT qa vMaT BUCOKAa CMBPTHOCT M YECTOTA
Ha pexocnuranu3zanuute — okoio 15% u 30%, pecnexktuBHO Ha 30-us u 60-us AeH cien
n3nucBaHeTo. [lepuoabT ciaea M3MMCBAHETO MOXKE Jla CE pa3J/ieM Ha TPH OCHOBHHU (azu —
BynHepabuiHa ¢a3za, minato ¢asza u kpaitHa ¢a3a Ha nanuanuu. KbM MOMEHTa HsMa TOYHU
KJIIMHUYHU KPUTEPUH 32 OTIPEJEIISIHE Ha HYKAaTa oT pexocnuranu3auus no nosoa CH. 'onsima
4acT OT MAalUeHTUTE, KOUTO OMBAT XOCMUTAIM3UPAHU IO MOBOJ CUMITOMH Ha KOHTECTHS,
Morar Ja ObJaT JIeKyBaHU B CIEIIHU 3BeHA WIU aMOylaTOpHO, 4pe3 Obp30 MOBIHsIBaHE Ha
XUIIEPBOJIEMHSITA, 32 Ja ce M30erHe HeoOXOAMMOCTTa OT OOJHMYHO NedyeHue. Hamuie ca
peaniia MepKH, KOWTO OMXa HaMaliid HEOOXOJMMOCTTAa OT YECTH peXOocHuTanu3anud. B

PA3JIMIHUTC CTpAaHU Ca paBpa60TCHI/I pa3jinvdHu IIporpaMu 3a aM6yJ'IaT0pH0 MMpOoCJICAsIBAHC HaA



nanueHTH cbe CH. M3rpaxaaneTo Ha crequanu3vpanu amOynaTopHu kinHuky 3a CH, kakro
Y TOYEH aJITOPUTHM 3a IPOCIeIsIBaHe OMxa HaMaJIWIM YeCTOTaTa Ha PEeXOCIUTAIN3ALUUTE TI0
noBoz CH, Ouxa onTuMH3Hpau TepanusiTa U MoJ00priId IPOTrHO3aTa M KA4eCTBOTO HA KUBOT

Ha Te31 OOJIHU.

L. Mircheva. Rehospitalizations for heart failure. In: Heart failure - diagnosis and therapy.
Sofia: Arbilis; 2017. pp. 205-219. ISBN: 978-619-7063-23-3 (G9-1)

Heart failure (HF) is a widespread clinical syndrome - its incidence in the general population
over 18 years of age is 1-2%, and in the age group over 70 years it reaches > 10%. Every 1 in
5 men over the age of 40 will develop HF for the rest of their lives. Despite advances in
medicine and the development of technology in the treatment of patients with HF, mortality
remains high. The five-year age-adjusted mortality is about 50%, ie. every second HF patient
will not be alive after 5 years. Heart failure is the most common cause of hospitalization in
patients over 65 years of age. Hospitalizations for HF are twice as many as for all types of
cancer. They are an extremely strong predictor of mortality. Worsened HF resulting in
hospitalization leads to heart and / or kidney damage, which can lead to progression of HF
itself. Hospitalized patients with HF continue to have high mortality and rehospitalization rates
- about 15% and 30%, respectively, on the 30th and 60th day after discharge. The period after
discharge can be divided into three main phases - vulnerable phase, plateau phase and final
phase of palliation. There are currently no precise clinical criteria for determining the need for
rehospitalization for HF. Many patients who are hospitalized for symptoms of congestion can
be treated in the emergency department or on an outpatient basis by rapidly responding to
hypervolemia to avoid the need for hospital treatment. There are a number of measures that
would reduce the need for frequent rehospitalizations. Different outpatient follow-up programs
for HF patients have been developed in different countries. The establishment of specialized
outpatient clinics for HF, as well as an accurate monitoring algorithm would reduce the
frequency of rehospitalizations for HF, would optimize therapy and improve the prognosis and

quality of life of these patients.

IIbaHOTEKCTOBH HYGJII/IKEIIII/IH B HAYYHH CIIMCAHUA U CﬁOpHI/IIII/I » I3BBH
MUHHUMAJTHUTEC HAYKOMECTPUYIHH U3UCKBAHUA 3a 3aCMaHC Ha AI[ ,,I[OIIeHT“



Katova TM, Simova I, Yotov YT, Peeva KG, Georgieva N, Mircheva L, Hyperuricemia
and Cardiovascular Risk in The Bulgarian Population, Annal Card Cardio Ther: ACCT.
2020;1(1):1-8. (1.)

The increase of serum uric acid (SUA) levels over the reference values is defined as
hyperuricemia. Sustained hyperuricemia is an important risk factor for cardiovascular diseases.
Aims: To evaluate the prevalence of hyperuricemia by age and sex and main hyperuricemia-
related comorbidities in a nationally representative sample of 1242 Bulgarian patient. To
establish whether uric acid levels could be used for evaluation of metabolic status in 200
patients with heart failure (HF) by analyzing its correlations with creatinine levels, glomerular
filtration rate, in-hospital diuretic dose, ejection fraction, blood glucose, during follow-up visits
after hospital discharge. Results: The study found that 33.9% of patients had hyperuricemia,
which makes it a very common condition in Bulgaria. 27.3% of patients of both sexes had
arterial hypertension and every third patient had a high uric acid level. Hyperuricemia was
present in 84% of heart failure patients and diabetes with statistically significant difference
depending on the presence and type of diabetes. Patients with HF and insulin-dependent
diabetes had relatively highest uric acid levels. A statistically significant considerable positive
correlation was established between SUA levels and creatinine, a statistically significant
moderate negative correlation between sUA levels and eGFR as well as a modest, but
statistically significant positive correlation between sUA levels and in-hospital diuretic dose.
The increased levels of SUA are a significant risk factor for atrial fibrillation. This is the first

epidemiological study of the prevalence of hyperuricemia in Bulgarian population.

Keywords: Hyperuricemia, Heart failure, Arterial hypertension, Atrial fibrillation, Metabolic

syndrome

Ksropa IIM, Cumosa 4, Hotos PIT, [TeeBa KT, I'eopruesa H, Mupuesa JI. Xunepyprukemus
U ChPJICYHO-CBHI0B PHCK cpell Obarapckata nmomyarms. Annal Card Cardio Ther: ACCT. 2020;
1(1):1-8.(1)

[ToBumennre HUBa Ha cepymMHaTa nukouHa kucenuHa (I1K) Han pedepenTHUTE CTOHHOCTH ce
oTIpesieNisi KaTo XUIMEPYPUKEMUsl. XUTIEPYPUKEMHAITa € BaXKEH PUCKOB (haKTOp 3a ChPACYHO-

CbJOBH 3a00JIIBaHUS. HCJ’IZ I[a CC OLCHHU PaslpOCTPAHCHUCTO HaA XUIICPYPUKEMUATA I10



BB3pacT U IOJI U OCHOBHHTE, CBBP3aHU C XHUIIEPYPUKEMHUS, CHITBTCTBALM 3a00JIIBAHUS B
HAIIMOHAJIHO NPEACTAaBUTENIHA W3BaaKa OT 1242 Obarapcku nmanueHTtd. [la ce yctaHOBH Aaiu
HUBaTa Ha MMKOYHA KMCEIIMHA MOTaT JIa C€ M3II0JI3BAT 32 OIICHKA Ha METa0OJIMTHUS CTaTyC IIPU
200 manuenTu cve chpaeuyna HepocrarbuHocT (HF), kaTo ce ananu3upar HEMHUTE KOopenanuu
C HUBaTa Ha KpeaTMHHWHA, CKOPOCTTa Ha TJIoOMepyliHa (uiarpamms, mo3ata Ha OOJTHUYHUS
IMYpPeTHK, (paknuaTa Ha W3TIACKBaHE, KPbBHATA 3axXap, MOCEIICHUSATA CJIE]] U3MUCBAaHE OT
Ooomnumara. Pesynraru: IlpoyduBanero ycranoBu, 4de 33,9% OT MaNMEHTUTE ca UMAJH
XUIEPYPUKEMHUS, KOETO I'0 MPaBU MHOTO YECTO CpellaHo chcTosiHue B bwarapus. 27,3% ot
MalMEHTUTE OT JABaTa I10J1a ca UMaJIM apTepHaliHa XUIIEPTOHUS U BCEKU TPETH NAI[UEHT € UMajl
BHCOKM HMBAa Ha ITMKOYHA KHUCEINHA. XUNIEPYpPUKEMHUs € Hamule npu 84% OT MalueHTUTE ChC
ChpJieUHa HEJOCTAaThYHOCT U 3axapeH AuadeT CbhC CTAaTUCTUYECKH 3HAuMMa pas3jihka B
3aBUCHMOCT OT HaimmuueTo u Buja Ha nuabeta. [lammenTtute cbe CH m mHCYyTMHO3aBUCHUM
nuabeT ca C OTHOCHTENHO Hal-BUCOKM HHMBAa Ha MHMKOYHA KHCEJIHWHA. YCTaHOBEHA €
CTaTUCTUYECKH 3HauMMa I[OJIO)KUTEIHA Kopemnalus Mexay HuBata Ha cepymHaTta [IK u
KpEaTHHHMHA, CTaTUCTUYECKH 3HAa4YMMa yMepeHa oTpuuareinHa kopemanus ¢ eGFR, kakto n
yMepeHa, HO CTaTHUCTUYECKH 3Ha4yMMa MOJIOXKHUTETHA KOpelalus ¢ Jo3aTa Ha MpujlaraHus B
oonuumnara nuypetuk. [ToBumenure HuBa Ha 1K ca BaykeH puckoB GakTop U 3a MPEACHPIHO
MBbkAeHe. ToBa € MbpPBOTO EMUIEMHOJOTMYHO IPOYYBAHE HA Pa3NpPOCTPAHEHHETO Ha

XUIIEPYPUKEMUATA CpeJl OBITapcKOTO HACElICHUE.

KirouoBu AYMU: XUIICPYPUKEMUA, ChpACHYHA HEAOCTATBYHOCT, apTCpHaIHA XUIICPTOHU:,

IpeACHPAHO MBXKICHE, MeTa00IUTEH CUHAPOM.

MupueBa JI., A. Kumea, A. AxreaoB, O. KynueB, U. Horo. Ocobenocru B
NMPOTHYAHETO HA ChP/JeYHATA HEJOCTATHLYHOCT NMPH BH3PACTHU NMAIMEHTH B OOJTHHUYHU

yciaoBusi. U3Bectne Ha Cphro3a Ha yuenurte 2012, 1.17 (2)

B mocnegnute aeceTruieTus ChbpJAcuHaTa HCAOCTATBbYHOCT 3aciara npCauMHO BB3PACTHU H
CTapu Xopa, KaTo Cp€aHaTa Bb3pacCT Ha MAlIUCHTUTE CbC CHe Hazx 70r. Hanuie ca MHOXXECTBO
(l)aKTOpI/I, KOHUTO JOIPHUHACAT 3a TO3U NPOUECC, KATO 3aCTapABaHC HAa HACCIICHUCTO U HAIIPpCIbKa
B MCAUKAMCHTO3HOTO, MHTCPBCHIUOHAJTHOTO U XUPYPIUIHO JICUCHUC. HpI/I BB3pPaCTHU U CTApU
X0pa NpOTUYAHCTO Ha CH uma HSIKOM 0COOCHOCTH: T€ ca OCHOBHO KCHHM, UMaT 3al1a3€Ha JIK
IIOMIICHA (I)yHKI_II/I}I, HU3MCPCHA 4YpPE3 (I)paKLII/IHTa Ha MU3TIACKBAHE, U IO IIpaBUJIO CTpadaT OT

MHOKCCTBO IIPpUAPYKaBalun 3a00JISIBaHUS (XI/IHepTOHI/IH, 3axapCH ,[[I/Ia6eT, AHEMUA U Ilp) HCJ'I:



Jla ce mpocnensT KIMHUYHATE U IeMOTrpad)CKl 0COOEHOCTH HA XOCHHMTAIM3UPAHU OOJTHU ChC
CH Han 75 ron. B cpaBHEHHE C IO-MJIaJAM KOHTPOJM, KaKTO M NPOMsHATa Ha OCHOBHUTE
XapaKTePUCTHUKH B JICYCHHETO Ha Te3u OonHm Hax 80 rox. 3a mepuox oT 5 rox. Marepuan u
Metoau: M3mon3BaHu ca JaHHM OT MEAWIMHCKHTE JocueTa Ha mnamueHtd cbc CH,
XOCIUTAJIM3UPAHN TOCIEIOBATEIHO B KIMHUKATa 32 TPUMECEUEH NepuoJ (SHyapu-MapT
2011r.). CobuiuTe ca CpaBHEHHU C JaHHUTE HA MALMEHTH, XOCIUTAIU3UPAHU B ChLIUS BPEMEBU
nepuo Ha 2006r. Ananusupanu ca 444 nanuentu (326 3a nepuoa suyapu-mapt 2011r. u 118
3a cwius nepuos npe3 2006r.). OneHnenun ca neMorpadCKuTe moka3aTeiad, €THOJOTUITa Ha
CH, npunpyxapamure 3a00JsBaHUS, HAKOU JIA0OpATOPHU IOKa3aTeld U TEpareBTUYHO
MoBeJieHre. 3a TUXOTOMHUTE MOKA3aTeM ca M3I0JI3BaHM Y2-TecT Wi Tecta Ha Fisher, a 3a
HETPeKbCHATUTE MPOMEHINBH - t-TecT. Pesynratu: YcraHoBu ce, ye mammeHTHTe >75T. ca
OCHOBHO >xeHU — 75 (57%) cripsimo 86 ( 44%), p=0.032). Te xuBesAT OCHOBHO B Tpaja — 98
(74%) copsmo 105 (54%). UYecroTaTa Ha HSIKOW TNPHUApPYKABAIIM 3a00JsBaHUS, KaToO
XHTIEPTOHWMS, TIPEICHPAHO MBXKJIEHE, aHEMHsI U a0OpTHA CTEHO3a, € T0-TOoJIsiIMa B TpyraTa Ha
MaUEeHTUTe HaJ 75T., HO HE C€ YCTaHOBHU CBIIECTBEHA pa3jMKa IO OTHOUIEHHE Ha 3aXapeH
muabetr u O6enmonpobna matosorusi. He ce ycraHoBH cuTHU(UWKAHTHA pa3jiKa MO BB3pacT B
HA3HAYEHOTO MEIMKAMEHTO3HO JIeUeHHE, HO TP Bb3PACTHUTE OOJTHU ca OMIIM TPOBEICHH I10-
MaJIKO peBacKyJapHu3allMOHHU MPOIEAYPH — NIEpKyTaHHa KopoHapHa uHTepBeH s (PCI) mpu
10% ot nmamuenture >75r. cupsmo 31% (p=0.0005), a aopTo-KopoHapeH Oaiinac omnepanus
(CABG) - nipu 3.8% cpeiry 10% (p=0.05). BoMHHYHHAT JETATUTET HAA U TOA 7510/, ¢ Oui
pecnekTuBHO 3.8% u 2% (NS). 3a nepuo oT 5 rouHu ce € yBeIN4n KaKTo abCONMIOTHHUSAT,
Taka U peJaTUBHUAT Opoi Ha 0CEeMIECETTOUIIHUTE CPel MaMEHTUTE, XOCIUTAIU3UPAHH ChC
CH ot 16 (13.5%) na 66 (20%), p>0,05. Cpennata Bb3pacT ¢ HapacHana oT 81.9+1.8 Ha
83.442.9 ron. (p=0.015). 3akmrouenue: JlenbT Ha Bp3pacTHUTE nanueHTH cbe CH HapacTBa
HEMpPeKbCHATO. Te ce MPeACTaBAT C Mo-pa3HooOpa3Ha U YeCTO aTUIIMYHA KITMHUYHA KapTHHA U
MMaT H3pa3eHa MOJUMOPOHIHOCT, KOETO 3aTpyIHSBA JUATHOCTUYHUS U JiedeOeH Mpoliec.
W3non3BaHeTo Ha HOBU KIAcOBE MEAMKAMEHTH ChOOpPa3HO CHBPEMEHHHUTE EBPOMEHCKU
MPENOPBbKU M TMO-IIMpOKaTa YMoTpeda Ha MHBA3UBHU MpOIEAypd OM MOTIO Aa MoaA00pu

IMpOrHo3aTa 1 Jia HaMaJiu CMbPTHOCTTA IPH TE3U IMAUCHTH.

KrouoBu AyMU: CbpJAC€YHA HCAOCTATBYHOCT, Bb3PACTHU, XOCIIUTAIIU3 AU

Mircheva L., A. Kisheva, A. Angelov, O. Kunchev, Y. Yotov. Features in the course of heart

failure in adult patients in hospital setings. Notice of the Union of Scientists 2012, item 17 (2)



In recent decades, heart failure mainly affects the elderly people, with the average age of
patients with HF being over 70 years. There are many factors that contribute to this process,
such as population aging and advances in medical, interventional and surgical treatment. In the
elderly, the course of HF has some peculiarities: they are mainly women, have preserved
ejection fraction, and usually suffer from many concomitant diseases (hypertension, diabetes,
anemia, etc.). Objective: To evaluate the clinical and demographic characteristics of
hospitalized patients with HF over 75 years compared with younger controls, as well as the
change of the main characteristics in the treatment of these patients over 80 years for a period
of 5 years. Material and methods : Data from the medical records of patients with HF,
consecutively hospitalized in the clinic for a period of three months (January-March 2011)
were used. They were compared with the data of patients hospitalized in the same time period
of 2006. 444 patients were analyzed (326 for the period January-March 2011 and 118 for the
same period in 2006). Demographic characteristics, etiology of HF, concomitant diseases,
some laboratory data and therapeutic behavior were assessed. The y2 test or Fisher's test was
used for the dichotomous parameters, and the t-test was used for the continuous variables.
Results: It was found that patients >75 years. are mainly women - 75 (57%) compared to 86
(44%), p = 0.032). They live mainly in the city - 98 (74%) compared to 105 (54%). The
incidence of some concomitant diseases, such as hypertension, atrial fibrillation, anemia and
aortic stenosis, was higher in the group of patients over 75 years, but no significant difference
was found in diabetes and lung pathology. There was no significant age difference in the
prescribed medication, but fewer revascularization procedures were performed in adult patients
- percutaneous coronary intervention (PCI) in 10% of patients >75 years. compared to 31% (p
= 0.0005), and coronary artery bypass graft surgery (CABG) - at 3.8% vs. 10% (p = 0.05).
Hospital mortality over and under 75 years. was 3.8% and 2% (NS), respectively. Over a period
of 5 years, both the absolute and the relative number of octogenarians, among patients
hospitalized with HF increased from 16 (13.5%) to 66 (20%), p> 0.05. The mean age increased
from 81.9 £ 1.8 t0 83.4 + 2.9 years (p = 0.015). Conclusion: The proportion of adult patients
with HF is constantly increasing. They present with a more diverse and often atypical clinical
picture and have a pronounced polymorbidity, which complicates the diagnostic and treatment
process. The use of new classes of drugs in accordance with current European
recommendations and the wider use of invasive procedures could improve the prognosis and

reduce mortality in these patients.



Key words: heart failure, elderly patients, hospitalization

MupueBa JI., ILIlanaiioroB, MW.MotoB, A.Kumesa, H./{onyeB, B.IIbmes,

JlereHepaTuBHU 3a00/IABaHUs HA MUTpaHaTa Kjaana, Chpue-0s.1 1pod 22/2016, 3-12 (3)

JlereHepaTuBHHATE 3a00JsIBAHMS HA MUTpajHATa KJama ca TJaBHA MPHUYMHA 33 ChpPJCYHO-
ChJI0Ba OOJECTHOCT U CMBPTHOCT. JlereHepanusra Ha MHUTpalHaTa Kjamna € 4yecTa yBpena,
3acqarama okoyio 2% otr HaceneHuero. Haii-uecta Haxojka € KJameH IMpoJIanc, BOJAEL] B
pas3nuyHa 1o cTerneH MuTpainHa peryprutanus (MP). MUTpaHUST KiareH npoJianc, IpHYuHeH
OT JIereHepaTUBHHU TMPOMEHW Ha MUTpAHATA Kilama MOXKE Ja € B Pe3ylTaT Ha pa3iIndHu
MPOMEHHU: OT MPOCTa PYNTypa Ha XOpia, BOJEUIa OO MIpoJanc Ha W30JMpPaH CETMEHT OT
HOpPMaJIHa o CTPYKTypa Kjarna 0 MyJATHCETMEHTEH IpoJIarc Ha eJHOTO UJIU JIBETe IIaTHa Ha
KJIara ¢ 1MmoBeYe ThKaH W JUJaTHpaH NpbcTeH. [IporHo3ara Ha MUTpaTHHUS KIIATICH TPOJIarc €
CpPaBHMTENTHO OnarompusaTHa W HE C€ pa3juyaBa CBHUIECTBEHO OT Ta3d Ha OCTaHajaTa
MOMyJIalKsi, HO XopaTa C JOMBIHUTEIHU PUCKOBU (DaKTOPU KaTO BB3PACT, JEBOKaMEpHa
TUCQYHKIMS, 3HAaUMMa MUTpaIHa peryprutauus, AuiaTalus Ha JsSBO Mpeachpaue/KaMepa u
MPEeIChPIHO MBXKJEHE, Cca C IOBHIIEH PUCK OT 3HAYUMHU ChPACYHO-CHIOBH CHOUTHA.
[IpenopbuBaH MeTO Ha JIEYEHHUE € IUIACTUKA HAa MHUTpalHATa Kiama, Thil KaTo BOJU JO TO-
no0pu pe3yliTaTd B CpaBHEHHE C MPOTE3UPAHETO Ha MUTpaiHara kiana. OT ChIIECTBEHO
3HAYEHHUE € JETAWIHO MPEeAONEePaTUBHO pa3ll03HaBaHE HA KOHKPETHATa MaTOJOTHs KaKTO OT
KapAMOJIOT Taka U OT KapAUOXUPYPT, Thil KaTO ca HAUIE PA3IUYHU ONEPATUBHU TEXHUKU 3a
PEKOHCTPYKIMS Ha MUTpasiHaTa kiarna. CBOEBpeMEeHHATa U ChOTBETHA MO BUJI MHTEPBEHIIUS
Ha TMalMeHTUTE C JereHepaTWBHU 3a00JsBaHUS HAa MUTpalHATa Kjama MoOXe Ja Mmoaoopu

IIpOrHo3ara U Ka4€CTBOTO HaA JKMBOT HA TC3U 00JIHH.

KirouoBu AYMHU: MUTpAJIHA Kilalla, ACTCHEPATUBHO 3360J’I${BaHe, I[IpoJariCc Ha MUTpaiHaTa

KJiara

Mircheva L., P. Panayotov, Y. Yotov, A. Kisheva, N. Donchev, V. Pashev, Degenerative mitral
valve disease, Heart-lung 22/2016, 3-12 (3)

Degenerative mitral valve disease is recognized as an important cause for cardiovascular

morbidity and mortality. Degeneration of the mitral valve is a common disorder affecting



around 2% of the population. The most common finding in patients is leaflet prolapse, resulting
in varying degrees of mitral valve regurgitation. Mitral valve prolapse due to degenerative
disease is defined by a spectrum of lesions, varying from simple chordal rupture involving
prolapse of an isolated segment in otherwise normally shaped valve, to multi-segmental
prolapse of one or both leaflets in a valve with significant excess tissue and large annular size.
The prognosis of mitral valve prolapse is usually benign and is not different from that of the
general population, but these with risk factors, such as age, left ventricular dysfunction,
significant mitral regurgitation, enlarged left atrium/ventricle, and atrial fibrillation, are at
increased risk of adverse cardiovascular events. The recommended treatment for degenerative
mitral valve disease is mitral valve reconstruction, because valve repair is associated with
improved event free survival as compared to valve replacement. Preoperative differentiation
by both cardiologist and surgeons is important because the techniques, surgical skills and
expertise required to achieve a repair vary among the different etiological subsets. The
appropriate timing and type of intervention for patients with degenerative mitral valve
regurgitation can improve the outcomes and quality of life.

Key words: mitral valve, degenerative disease, mitral valve prolapse

A. AmdrenoB, A. Kumesa, JI. MwupueBa, U. HoroB, HanuensiBane Ha mnperecr-
BEPOSITHOCTTA 32 HAJMYHe HA OOCTPYKTHMBHA KOPOHApPHA 00JieCT NMPHU M3MOJI3BaHE HA
TPAAULMOHHUA NpeauKkTUBeH Moaea Diamond-Forrester npu nanmueHTH, U3cCjaeABaHu €

KOMIIOTHpP-TOMOrpagcka kopoHapua anruorpadus, brarapcka kapauosorus 3/2016;
51-59 (4)

3a ompezensiHe Ha MPETECT-BEPOSITHOCTTA 32 HAIMYKME HAa 0OCTPYKTUBHA HCXEMUYHA O0JIeCT Ha
copuero (MBbC) npu nmanueHTH che ctabuiHa anruaa nekropuc (All) ce n3mos3BaT MoeH,
0a3upaiiy ce Ha BB3PACTTa, [0JIa U XapaKTepUCTUKaTa Ha rpbAaHata O0oika. ChllecTByBatT
JaHHM, Y€ TPaJullMOHHHMTE Mojenu 3a mpeaukims karo Diamond Forrester Classification
(DFC) nanuensiBat BeposTHOCTTA 3a Hanuuue Ha ooctpyktuBHa UBC (oMBC). Ilen: Jla ce
u3cnenBa kakBa e yecrotara Ha oMIBC mpu 6oiHM, HACOYEHU 3a KOMIIOTHP-TOMOTpadcka
kopoHapra anruorpadus (KTKA), B cpaBHenue ¢ onpeaenenara ¢ DFC. Matepuan u MeTOI:
Nzcnenpanu ca 208 mocnenoBaTeqHM MAlMEHTH ChC CTAOMITHA CHMOTOMATHKAa Ha TPBAHA
6onka Oe3 m3BectHa MBC, nacouenm 3a mpoBexnaHe Ha KTKA. Cnopen ompenenenata

nperect-BeposiTHOCT 3a Hanmuue Ha oMBC (DFC), mamumentute ce kimacuduuupar Karo



Huckopuckosu (< 20%), ¢ ymepen puck (20-70%) u ¢ Bucok puck (> 70%). Ha 0a3ara Ha
KJIAaCUYeCKUTe pUCKOBH (hakropu e ompeneneH 10-roaumuust puck 3a mosisa Ha MBC ¢
Framingham Risk Score (FRS). JIunara ¢ 10-roaumien puck < 10% ca kiacupuuupaHu Kato
HUCKOpPHUCKOBHM, a Te3u c puck 10-20% u puck > 20% CbOTBETHO B KaTeropuuTe
uHTepMenuepeH u Bucok puck. [Ipu nposexnane Ha KTKA nanuumne na oIBC ce npuema npu
yCTaHOBSIBAaHE Ha 3Ha4nMMa cTeHo3a S 50% oT mymMeHa Ha ChOTBETHHUS CbhI. Pesynrarm:
Bucoxkara nperect-BepositHocT 3a Hanuune Ha oUBC (DFC) ce aconmupa mo-4ecto ¢ BUCOK
CBhPICUHO-CHIIOB pUCK (25%) cmopen FRS. OOpaTHO, MHO3MHCTBOTO OT JIMIIaTa C HHCKA
npetecT-BeposTHOCT 32 OMIBC ca ¢ HUCHK chpaeuHO-ChA0B pUCK (73,8%) u camo 1% oT Tsx ca
¢ Bucok puck criopen FRS (p <0,01). Hamuunero Ha tunnyna All ce aconmupa ¢ BUCOKa yec-
tota Ha oMIBC B cpaBHeHue ¢ 6omaute ¢ armmmyaHa All (58% vs 25%, p < 0,01) u te3u ¢
HEaHTMHO3HA TphaHa Oosika (58% Vs 8,6%, p < 0,001). ITposenenara KTKA ycranosiBa
HEOOCTpyKTHBHA KOpoHapHa OojecT mipu 25% ot 6omuute, a npu 15% e Hamepena oMbC.
Huckara npeTecT-BepOsSTHOCT HE M3KJIIOYBA HANBIHO HAJIMYUETO HAa 3HAYMMa KOpPOHApHA
crerosa (3,9%). Yectorata Ha oMUBC HapacTBa CUrHU(UKAHTHO MpH OOJHHUTE C yMepeHa
nperect-BeposatHOCT (19,1% vs 3,9%, p < 0,001) u nocrura 62,5% B rpymara ¢ BUCOKa
nperect-BeposaTHOCT (P < 0,001). Ycranoenara ¢ KTKA uecrora Ha oMBC ce okasBa mo-
HHUCKa oT onpesenieHata ¢ DFC u B Tpute kaTeropuu Ha mpeTecT-BepoATHOCT. [Ipe MK TUBHUAT
Mojien DFC HamnensiBa BeposiTHOCTTa 32 Hayimure Ha oMbC mpu BcHuky, Kato ToBa € Mpeau
BCHUYKO 332 CMETKa Ha CHJTHO HaJILIEHEHUS PUCK IIPU KeHUTe. 3akitouenue: Pezynrarure ot ToBa
€IHOLIEHTPOBO MpoydBaHe MpH cuMnToMHH OonHu, HacoueHu 3a KTKA, moxassar, dye
OTIpEeJIeNIIHETO Ha mpeTecT-BeposiTHOCTTA 32 oMbC ¢ TpaaulnoHeH NpeJUKTUBEH MOJIEN KaTo
DFC namnensBa BeposiTHocTTa 32 Hamnuue Ha oMIBC ocobeHo pu 60THUTE OT KEHCKH TTOJI.

KnrouoBu nymu: wucxemMuyHa OOJECT Ha CBPIETO, MPETECT-BEPOSITHOCT, KOMITIOTHP-

ToMorpadcka KopoHapHa aHTHorpadus

A. Angelov, A Kisheva, L.Mircheva, Y.Yotov. Overestimation of obstructive coronary artery
disease pretest probability by the traditional Diamond Forrester model in patients undergoing

computed tomographic coronary angiography. Bulgarian cardiology 3/2016; 51-59 (4)

Guidelines recommend use of age, sex, and chest pain characteristics-based probability models
to estimate the pretest probability of coronary artery disease (CAD) in patients presenting with

stable chest pain. There are some data that the traditional pretest models like Diamond Forrester



Classification (DFC) overestimate the probability of obstructive CAD (0CAD). Aim: To
examine how rates of oCAD in a population referred for computed tomographic coronary
angiography (CTCA) compare to those reported by DFC. Methods: A total of 208 consecutive
patients with stable chest pain without known CAD were scheduled to undergo CTCA.
According to the pretest probability of oCAD (DFC) patients were classified to be at low (<
20%), intermediate (20-70%) or high (> 70%) risk. The patient’s cardiovascular risk was
categorized into low (< 10%), intermediate (10-20%), and high (> 20%) according to the
Framingham Risk Score (FRS). Assessment of the coronary arteries by CTCA was performed
and coronary lesions s 50% in lumen stenosis were defined as obstructive. Results: The high
pretest probability of o0CAD (DFC) was strongly associated with having high cardiovascular
(CV) risk (25%) according to the FRS. Contrariwise, the majority of the low probability
patients had low CV risk (73,8%) and only 1% of them were at high CV risk (p < 0,01). Typical
angina was associated with the highest prevalence of oCAD compared with atypical angina
(58% vs 25%, p < 0,01) and non-anginal pain (58% vs 8.6%, p < 0,001) category. The overall
prevalence of non-obstructive CAD and oCAD was 25% and 15%, respectively. The low
pretest probability (DFC) does not exclude oCAD (3,9%). The prevalence of oCAD increased
significantly in the intermediate pretest probability group (19.1% vs 3.9%, p < 0,001) reaching
62.5% in the high pretest probability patients (p < 0,001). When the patients were stratified by
DFC, observed prevalence of oCAD was lower than reported by DFC in the three different
probability groups. The disease prevalence was overestimated by DFC in all patients but
markedly in the female subgroup. Conclusion: In this singlecenter study of symptomatic
patients referred for CTCA, determination the pretest probability of oCAD by the widely used

traditional model DFC overestimates the probability of oCAD, specially in women.

Key words: coronary artery disease, pretest probability, computed tomographic coronary
angiography

P. Koaesa, JI. MupueBa, benoapoona tpomoOoemOonusi. IIlpuumHM W 1noBexeHme.

Bapuenckun meanumuckn gopym 1.3, 2014, 6poii 1, 21-28 (5)

benonpobuata embonus (BTE) e ceprno3Ho u 1mo- HIKOTA )KUBOTO3aCTPAIIaBAII0 ChCTOSICHHE,

KOC- TO MOXKE€ Ja BB3HHMKHC BBB BCsJdKa C€IHa o0macT Ha Me- JUIIMHAaTa. prnHa € 3a



JMarHOCTHIIMPAHE U JIECHO MOXKE J[a C€ TMPOITyCHE, KOETO MOJXKeE J1a IoBejie /10 (a- TaJieH Kpau.
B mHactosmus 0630p ca pasriiegaHu oc- HOBHUTE MeToau Ha auarHoctuka Ha BTE, xato e
HaOJIETHATO Ha PaHHOTO CKPHHUPAHC W AUAHOCTHULUPAHC HAa CbMHHUTCIHHUTCIHUTEC 00IHH.
O060011eHN Ca 1 OCHOBHHTE aJTOPUTMH 3a MoBeieHre pu Hanu- une Ha BTE B 3aBucumocT ot
(dbopmaTa u TexecT- Ta Ha KIIMHUYHATa KapTuHa. [locouenn ca u oc- HOBHUTE MPOPUIAKTUIHN

MEpPKH 32 IIPEBCHIIHS HAa TOBA TEXKKO 3a00JIsIBaHE.
KirouoBu xymu: 6enopoOHa TpomMO0eMO0IIns, qHarHo3a, TepaneBTUYHN alrOPUTMH

R. Koleva, L. Mircheva, Pulmonary embolism. Predisposing factors and management. Varna
Medical Forum vol.3, 2014, issue 1, 21-28 (5)

Pulmonary thromboembolism (PTE) is serious and sometimes life-threatening condition which
may happen in any medical specialty. It is difficult to diagnose and easily can be missed which
may lead to fatal outcome. In this review, the main diagnostic methods to detect PTE are
considered, with a stress on early screening and diagnosis of the suspected patients. The
principal therapeutic algorithms for management of confirmed PTE are revealed depending on
the form and severity of the clinical presentation. The basic preventive measures are pointed

out to avert this serious disease.
Keywords: pulmonary thromboembolism, diagnosis, therapeutic algorithms

MupueBa JI, Horos 171, AnreqoB A, KumeBa A, Kynues O, CupaxoBa B,
Excrpakopnopajana yarpadpuiarpauusi npu pedpakrepHa CbhbpledHa HeAOCTATbYHOCT,

Cobpue-os1 apo6d 21/2015, 3-11 (6)

Copneunara HenoctarbuHocT (CH) e 3HauuMM 31paBeH M coluajieH mpoOieM U BBIPEKU
HampeIbka Ha MEeTUIIMHATA MPOIbJDKaBa Ja ObJe BOJEIIA MPUUMHA 33 XOCIHUTAIN3AUUTE B
pazButuTe cTpaHu. OCHOBHA H3sBa Ha JEKOMIICHCALIMS € XWUIEPBOJEMHUSTA, KOATO MpHU
pedbpakrepua CH TpyaHo Mmoke fna Oble MOBIHMSHA C TMO3HATHTE Jocera cpeacrtsa. B
HacTosIIUs 0030p € pasrienaHa mnojapoOHo ynrpadunrparusata (Y®) karo HamgexIeH,

Oe3omaceH M e(eKTHBEH METOJ 3a JieueHHe Ha 3acToiiHa pedpaxrepHa CH. Onucanu ca



MCTOJAWKAaTa, H3BCCTHUTC KIMHUYHHU TIIPOYYBAHUA B Ta3u O6JIaCT, KaKTO W OCHOBHUTC
HHAWKAOWU 1 KOHTPpAaUHAUKAIIUU 34 HEMHOTO IIPUIIOKCHUC.

KuarouoBu aymu: cepaedna Hepocrarbunoct(CH), xunepBonemus, ynrpadurrpamusi(y D).

Mircheva L, Yotov Y, Angelov A, Kisheva A, Kunchev O, Sirakova V, Extracorporeal

ultrafiltration in refractory heart failure, Heart — Lung 21/2015, 3-11 (6)

Heart failure (HF) is a big healthy and social problem, and despite the advancement of the
medicine still remains the main reason for hospitalizations in the developed world. The main
feature of decompensation is hypervolemia which in refractory HF could hardly be treated with
the known medications. This review presents the ultrafiltration (UF) as safe, effective and
promising method for management of refractory congestive heart failure (rcHF). The process,
the main clinical studies, as well the indications and contraindications are presented in details.

Key words: heart failure (HF), hypervolemia, ultrafiltration (UF).

N.MoroB, M.Pyumma, Mupuesa JI., A.Kumesa, I'.ApadagxueBa, O.Kynues, X.I|BATKOB,
Sl.bouyeBa. XunepypukemMusi npu OOJHHM CbhC ChpJeYHA HeAOCTATBYHOCT, Bbjarapcka
xapauoJsorus 1/2018; 31-38 (7)

Cwpneunara HenocrarbuHocT (CH) e 3abomnsBane c nomra nporHosa. [loBumienure HuBa Ha
MMMKOYHA KUCEJIMHA Ce CPeIaT YeCTO Cpe/] Ta3u rpyma NalleHTH U MOBIUSIBAT HEOIaronpusaTHO
pasButuero Ha CH. Llenta Ha mpoy4YBaHETO € J1a YCTAaHOBHM YECTOTaTa Ha XUIEPYPUKEMUSITA
npu OomHu cbc CH, KakTO W NPUIOKEHHETO Ha MEAMKAMEHTH 3a HMHXUOUpaHe Ha
KCAaHTMHOKCH/Ia3aTa IPpU HAJIMYME Ha BUCOKH YpaTHU HUBa. Matepuan u metoau: BriroueHu
ca 200 mocnenoBarenau 6omHu cbe CH, xocnuranusupaHu 3a nepuoj ot 2 Mecela B KIIMHUKA
10 KapJuoJIoTHsl, Ha cpeaHa Bu3pacT 71,19 £10,95 roxa., ot kouto 51% ca xenu. M3cnenpanu
ca CepyMHHUTE HMBA HA MMKOYHA KUCEJINHA, KPEaTUHUH U € U3YMCIIeHa CKOPOCT Ha IJIOMepyJiHa
¢unrparus. JleBokamepHaTa CUCTOTHA (GYHKIIHS € OTICHEHA eXOKapauorpadcku upe3 hpakiius
Ha U3TJIACKBaHE MO cTaHjapTeH meTtol. M3cnensanu ca ernonoruara Ha CH, Hanuuuero Ha

Pa3JINIHU THIIOBC 3aXapCH ,Z[I/Ia6eT U IpeaACbpAHO MBIKIACHC. PC3yJ'ITaTI/II Haii-uectara IpuinHa



3a CH e aprepuanHara XWIIEPTOHMSA, CJIE€JBAaHa OT HMCXEMHUYHAaTa OO0JIECT Ha CBHPIETO,
NpUIOOUTHTE KJIAITHH MOPOIH HA ChPLIETO U €AMHUYHH CITy4au Ha BPOJACHU ChPACYHH MOPOIIH.
Yecrorara Ha xunepypukemus ¢ 40,5% 3a Bcuuku 6omHM U 24% npu Te3u Oe3 BIOIIEHA
O0pOpeuna ¢ynkuus. [loBuIIeHNTe HMBAa Ha MUKOYHA KUCEIHMHA KOPEIHpaT ¢ KPeaTHHHHA,
eGFR, u ®U. IIpn MHOTO(AKTOPEH JIMHEEH perpecuoHeH aHamm3 eauHcTBeHo €GFR u ©U
MOBJIMSIBAT HETATHBHO HUBATA HA MMKOYHA KUCEIMHA. AJIOTYpHUHOJ € pujiarat eisa rnpu 8,6%
OoT OOJIHWTE C XHIIEPYPHKEMUS W HapacTBa 10 79% mpu U3MKUCBAaHETO, KaTo MpeobiaaaBart
HUCKUTE J03U. 3akmoueHue: Yecrorata Ha xunepypukemuss npu O6omau cee CH e
CPaBHMTEIHO BUCOKA, IOPU U MPU OTCHCTBUE Ha XPOHUYHO ObOpeuHo 3abonsBane. HuBaTa Ha
MUKOYHA KUCEJIMHA KOpeIupaT oTpuliateaHo ¢ 0b0peuna ¢pyukius u OU. [Mpunoxenuero Ha

I/IHXI/I6I/ITOp Ha KCAHTHHOKCHa3aTta € HEAO0CTaThb4YHO U Tpr6Ba Aa CC YBCJIMYH.

KirouoBu AyMHU: TIMKOYHa KHUCCJIMHA, XUIICPYPUKEMUA, CbpACHHA HCEAOCTATHBYHOCT,

AITOTTYPHHOJT

Y. Yotov, M. Rushid, Mircheva L., A. Kisheva, G. Arabadzhieva, O. Kunchev, H. Tsvyatkov,
J. Bocheva. Hyperuricemia in patients with heart failure, Bulgarian Cardiology 1/2018; 31-38

(7)

Heart failure (HF) is a disease with a poor prognosis. Elevated uric acid levels are common in
this group of patients and adversely affect the development of HF. The aim of the study was to
determine the incidence of hyperuricaemia in patients with HF, as well as the use of drugs to
inhibit xanthine oxidase in the presence of high urate levels. Material and methods: 200
consecutive HF patients hospitalized for a period of 2 months in a cardiology clinic are
included, with a mean age of 71.194+10.95 years, of whom 51% were women. Serum levels of
uric acid, creatinine were examined and glomerular filtration rate was calculated. Left
ventricular systolic function was assessed echocardiographically by ejection fraction by a
standard method. The etiology of HF, the presence of different types of diabetes mellitus and
atrial fibrillation were studied. Results: The most common cause of HF is hypertension,
followed by ischemic heart disease, acquired valvular heart disease, and isolated cases of
congenital heart disease. The incidence of hyperuricaemia was 40.5% in all patients and 24%
in those without impaired renal function. Elevated uric acid levels correlate with creatinine,

eGFR, and EF. In multivariate linear regression analysis, only eGFR and EF adversely affect



uric acid levels. Allopurinol was used in only 8.6% of patients with hyperuricaemia and
increased to 79% at discharge, with low doses predominating. Conclusion: The incidence of
hyperuricemia in patients with HF is relatively high, even in the absence of chronic kidney
disease. Uric acid levels correlate negatively with renal function and EF. The use of a xanthine
oxidase inhibitor is insufficient and should be increased.

Key words: uric acid, hyperuricemia, heart failure, allopurinol

Horos M, Pymma M., YaabkoBa T., Mupuena Jl., KumeBa A., /Kenezen nepuuur u

Chp/eYHa HeA0CTAThYHOCT, Bhirapcka kapauonorus 26 (2) 2020, 59-71 (8)

Cwpreunara HenoctarbuHocT (CH) e yecto 3a0ossBaHe ¢ HEOIAronpusaTHA MPOTHO3a, KOETO
HaMaJsiBa U KaueCTBOTO Ha JKUBOT. MHOTO ca MPUYMHUTE 3a BJIOLIABaHE HA CUMITOMHUTE, HO
Mpe3 TOCIETHUTE TOJIWHU C€ OOpbIa 0COOCHO BHUMAHHME Ha JKENe3HHs MedUIUT W Ha
aHeMHsATa KaTo NMpUYMHa 3a ToBa. HamManeHOTO KOJIMYECTBO Ha JKESA30 B OpraHu3Ma ce
MpeBbpPHA B HOB BaK€H TapreT Ha jedeHue npu OomHute cbe CH. Ileara Ha HacTosmoro
MpOyYBaHE € YTOYHSBAaHE Ha dYecToTaTa Ha >kene3Hus aepuuutr npu O6omHu cbe CH,
XOCIUTANIU3UPAHU TI0 TIOBOJ Ha BJIOIIABAHE HA HAJMYHHU WUJIM HOBOIIOSBUJIM CE€ CHUMIITOMH,
KaKTO M /1a C€ YCTAaHOBM Bpb3KaTa My C OCHOBHH MPOTHOCTHYHHU MapameTpu Ipu OOJIHUTE.
IManuenTu u MeToam: uscneaBanu ca 209 nociaen0BaTENHO MOCTHIUIN OOJIHU C pa3InyHa 110
eruonorust CH, xocnuramu3zupanu B Kapaunonornuna Knunuka na YMBAJI ,,C. Mapuna® -
Bapna, Ha cpeana Bu3pact 68,89 + 12,06 roa. (30-94 ron.), 58% wmwbxe. M3cnenBanu ca
OCHOBHHU JAemorpadcku mnokaszarenu, kpeaTuHuH u eCI'P, xakTo M e HampaBeHO exoKap-
nuorpadcko U3cneBaHe, MpoBeeH € U 6-MUuHyTeH TecT ¢ xoaeHe. JKenezen nepunut OK) e
bopmynupan npu croitHocTd Ha Geputuna < 100 pg/l, nnm ako croitHoctute My ca 100-300
pg/l, To TpancheprHOBaTa carypanus TpsaoBa aa e < 20%. M3mos3BaH € u alTepHATHBEH METO/
3a ompezensiHe Ha jKele3eH AedUInT, KaTo BaTta MeTojaa ca Kopenupanu. CTaTUCTUYECKUTE
METO/IM BKJIFOUYBAT JECKPUIITHBHHE METOIM M MeTo Ha Cohen ¢ n3uucisiBane Ha KOSPHUIIUSHT
k (kappa) 3a ompenensiHe Ha ChIIaCHEe MEXIY JBa JHATHOCTUYHH criocoOa. Pesyiararu:
Hannuue na X ce ycranossia mpu 146 (70%) ot GonHuTE, KaTo U30IUpaH aepuuT 6e3
aHeMus ce cpera npu 38% ot Tax. AHeMU4eH cuHApoM ce Hamupa npu 87 (41,6%) oT Bcuuku
601HH, KaTo Tipu 76% anemusra e xemsoaeduuutHa. M3omupanust XK/ ce cpema no-yecto
npu xeHute-42 (48%), otkonkoro npu Muxke-38 (31%), p = 0,014. Hsama 3naunma pazinuka

BBB Bb3pacTTa, (hpakuuara Ha uzriacksane (PU), ¢pusmyeckus KanmamureT U IJIOMepyJIHaTa



¢untpanus mexay Oomaute cbe U 0e3 XK. Yectorata na XK/ e cxomna mpu GonHute ¢
pasmuunn noasuaoBe Ha CH - cbe 3amazena, mexxauaHa uian Hamainena OU. Hsama noGpo
ChrJache MEXIy pa3lIudHuTe MeToau 3a Acuaupane Ha JKJI, koepurmuent x = 0,31.
3akmouenue: XKJI e gecto cpeman npu 6osun cbe CH ¢ pasnuuna etuonorus u GopmH,
HE3aBUCUMO OT HAJMYMETO Ha aHeMus. JKEHCKHUSAT IOJI € MO-ySI3BUM Ha TOBA HapyIlEHHE.
3HaYMMOTO MYy IPUCHCTBHE M POJISATA B MIPOTHO3aTa M CUMIITOMAaTHKATa Ha OOJIHUTE HaJlarat
OomHuTe na Obaar ckpuHHpaHu 3a JKJ[ ¥ Toil nma ObJe KOpUTHpaH CBOEBPEMEHHO CIIET

OTKPHUBAHETO MY.

KirouoBu mymu: chpiiedyHa HEOCTaThYHOCT, JKeJe3eH AeUIIUT, aHEMUS

Yotov Y, Rushid M, Chalakova T, Mircheva L, Kisheva A. Iron deficiency and heart failure.
Bulgarian cardiology 26 (2) 2020, 59-71 (8)

Heart failure (HF) is a common and with poor prognosis disease that impairs quality of life.
There are many causes of symptomatic worsening, but lately particular attention has been paid
to iron deficiency and anemia as a cause. The reduced iron content in the body has turned to be
a new important target for treatment in patients with HF. The aim of this study is to search for
the prevalence of iron deficit in patients with HF hospitalized for exacerbation of existing or
newly developed symptoms, and to establish its relationship with important prognostic
parameters of patients. Patients and Methods: 209 consecutive patients with different etiology
of HF were examined and hospitalized at the Cardiology Clinic of the University Hospital
“Sveta Marina”, Varna, at an average age of 68,89 = 12,06 (30-94 years), 58% of them male.
Basic demographic variables, creatinine and eGFR were investigated, as well as an
echocardiographic study, and a 6-minute walking test was performed. Iron deficit (ID) is
formulated at ferritin values < 100 pg/I, or if values are 100-300 pg/I, then transferrin saturation
should be < 20%. An alternative method for determining ID was also used, correlating the two
methods. Statistical methods include descriptive methods and Cohen's method of calculating
the coefficient k (kappa) for determining agreement between two diagnostic methods. Results:
There were 146 (70%) patients presenting with ID, with isolated deficiency without anemia
occurring in 38% of patients. Anaemic syndrome is found in 87 (41.6%) of all patients, with
76% of anemia cases being iron deficient. Isolated ID is more common in women - 42 (48%),
than in men - 38 (31%), p = 0.014. There is no significant difference in age, EF, physical

capacity, and glomerular filtration rate between patients with and without ID. The incidence of



ID is similar in patients with different types of HF - with preserved, mid-range, or decreased
EF. There is not a very good agreement between the different methods of determining ID, with
coefficient k = 0.31. Conclusions: Iron deficit is common in patients with HF of various
etiology and different forms, regardless of the presence of anemia. Females are more vulnerable
to this disorder. Its significant presence and role in the prognosis and symptomatology of the
patients require that patients be screened for ID and corrected consequently after its detection.
Keywords: heart failure, iron deficit, anemia

CnuchbK Ha HAYyYHHMTE TPY/10Be, U3M0JI3BAHU 32 32€MAHETO Ha

AJl ,,TJ1aBeH aCUCTEHT*

T.CroeBa, K. boxxkoBa, JI.MupueBa, A.AnresioB, B. CupakoBa, Kiinnuden ciayyail Ha
MmoaoCTLp I/[H(l)eKlll/IO?.eH CHAOKAPAMUT HA MUTPAJHATA M a0pTHaATa KJala NPpUYIUHECH OT

Cardiobacterium hominis, Brarapcka kapauoJorus, rom XVI, 2010, Homep 4, 44-51 (1)

[IpencraBsMe KIMHUYEH CiTydad HA MOJOCTHDP UHPEKIIMO3CH CHIOKAPAUT HA MUTpaTHATA U
aopTHara kiama, npuarHeH oT Cardiobacterium hominis, mpu manueHT 6e3 npenecTBam
3abomnsBanus. [loka3zaHu ca OCHOBHUTE MUKPOOHUOJIOTUYHH aCIIEKTH B IMArHOCTUIIMPAHETO
Ha TO3U THII CHIOKAPIUT, KAKTO U HAW-BAKHUTE OTIUYUTEIHU XapaKTEPUCTHKH Ha

Cardiobacterium hominis.

KirouoBu gymu: Cardiobacterium hominis, HACEK, nogocTbp HHpEKIIMO3€H €HI0KapIUT.

T.Stoeva, K.Bojkova, L.Mircheva, A.Angelov, V.Siracova. Clinical case of subacute
infectious endocarditis of mitral and aortic valves, caused by cardiobacterium hominis.
Bulgarian Cardiology XV1/2010, 4, 44-51 (1)

We present a clinical case of subacute infectious endocarditis, caused by Cardiobacterium
hominis in a patient without prior diseases. The basic microbiological aspects in diagnosis of
this type of endocarditis, as well as the most important distinguishing characteristics of this

organism are discussed.



Key words: Cardiobacterium hominis, HACEK, subacute infectious endocarditis

JI. MupueBa, H.MoroB, A.AHren0B, AKLIEHTH OT eBpOIECHCKHTE MPENOPpbKH 3a
NpeBeHIUsl, AUATHO3a M Je4dyeHHe Ha wuHexkunodeHn enaoxkapaut(sepcus 2009),

Bovarapcka kapaunoJgiorusi, tom XVII, 2011, Homep 3, 11-16 (2)

NHpekuno3HuaT eH10KapAuT NMpecTaBisiBa HHPEKINO3HO 3a00JsBaHe Ha ChPJCUYHUTE KJIaln
WIM EHJIOTeN, NPUYU- HEHO OT pa3IM4yHU MUKPOOPraHU3MH, W BBIPEKH Hampeabka B
MEUIIMHCKUTE IMO3HAHUS 3a JUarHo3aTa 1 JICYeHUETO MY OCTaBa MOTEHIIUATIHO CMBPTOHOCHO
¢ HeOmaronpusaTHa nporyHo3a. ETo 3amo ce Hamara oCbBpEMEHSBAHE Ha MEX- JyHApOJHUTE
IPENOPBKU 3a IMOBEAECHUE U JiedeHHe. B HacTosAmmus 0030p ca IOCOYEHH HOBOCTUTE B
EBponervickure npenopbku (Bepcust 2009 r.) 3a moBeneHHe Npu OOJHU C MHQPEKIMO3EH
€H/JIOKApAUT [0 OTHOUIEHHE Ha eMHJAEMHUOJIOTHS, MHUKPOOHOJOTUYHA XapaKTepHCTHKA,
nuarHo3a u JyedeHue. HaOnerHato € Ha HOBUTE HM3MCKBAHMA 3a NMPOQHIAKTHKA Ha TOBa

3a00J151BaHe KaTO 00EM M pPUCKOBU KOHTHHTCHTH.
Kinrw4oBu 1ymu: nuH(peKun03eH eHI0KAPAUT, NPeNnoPbKH

L.Mircheva, Y.Yotov, A.Angelov, Accents of the European guidelines for prevention,
diagnosis and management of infective endocarditis (version 2009). Bulgarian Cardiology
XVI1/2011, 3, 11-16 (2)

Infective endocarditis is an infectious disease, which involves valvular tissue or cardiovascular
endothelium caused by a variety of pathogens and despite the advancement in diagnosis and
treatment still remains potentially fatal condition, with unfavorable prognosis. That is why it is
essential to update the international guidelines for the management of this disease. In this
review, there are presented the new aspects of the Guidelines of the European Society of
Cardiology (version 2009) in the management of the patients with infective endocarditis,
especially concerning the epidemiology, microbial characteristics, diagnosis, and treatment. It
is mainly stressed on the rules for prevention of this disease in regard to size and indications

for the risk groups.

Key words: infective endocarditis, guidelines



AnresioB A, MupueBa JI., KumeBa A., HoroB U., KiilnHu4YHa XapakTepucTUKA Ha
CHMIITOMHH 0OJIHU ¢ HEOOCTPYKTHBHA M 00CTPYKTHMBHA KOpPOHapHa 0o0JiecT U JHIICA HA
KOPOHAapeH apTepHajieH KaJUMid: M3CIeJBaHe ¢ KOMIITbBPTOMOrpag)cka KOPOHAPHA

anruorpagus. Brarapcka kapauosnorus 1/2017 (3)

JIuncBa KOHCEHCYC OTHOCHO NPUJIOKEHUETO M JAWAarHOCTUYHATa CTOMHOCT HAa KOPOHApHHS
aprepuanieH kanuueB ckop (KAKC) npu cumnromuu nanueHtu ¢ rpbaHa 6omnka. Lenra na
MIPOYYBAHETO € Jla Ce aHaJu3upa KIMHWYHATA XapaKTepUCTHKa Ha OOJHUTE ChC CTaOMIIHA
CUMITOMAaTHKa Ha IpbAHA OoJika Oe3 u3BecTHa ucxemuuHa Oosect Ha cwpuero (MBC), mpu
KouTo aurnca kopoHapeH aprepuaneH kanuuii (KAKC = 0), Ho ca Hamuue anruorpadcku
JTAHHM 32 KOPOHAapHa aTepoCKiepo3a OT MpPOBeAeHaTa KOMIIOTbpPHOTOMOrpadcka KOpOHapHa
anruorpaus (KTKA). Marepuan u meron. Uscneasanu ca 208 mocnenoBaTtenHu OOJTHU
(57,2% xeHn) cbc cTabuIHA CUMIITOMATHKA Ha TpbaHa OoJika u 6e3 n3BectHa UBC, kouto ca
HacoueHn 3a mnpoBexaaHe Ha KTKA, BxmouBama omnpenensue u Ha KAKC. Cnopen
ompejieieHaTa MpeTecT BEpOSITHOCT 3a Hamuune Ha ooctpykruBaa MBC (Diamond Forrester
Classification - DFC), marseHTiTe Ce KIacCH(PHUIUPAT KaTO HUCKOPUCKOBH, C YMEPEH PUCK U C
Bucok puck. I[Ipm mpoBexxmanero Ha KTKA nammuue Ha obctpyktuBHa UBC (0MBC) ce
mpreMa IMpH yCTaHOBSIBaHE Ha 3HayuMma cteHo3a S 50% oT JyMeHa Ha ChOTBETHHUS ChbI.
Pesynraru. IloBeuero ot mauuenture ca ¢ Hucka (49,5%) unu ymepena (42,8%) mperect
BeposiTHOCT 3a Hanmumuue Ha oUBC. Jlunca na KAK e ycranosena npu 109 (52,4%) ot
uzcneaanure yuua. [pu 25% ot GonHHTE € KOHCTaThpaHa HEOOCTPYKTHBHA KOpPOHapHa
6onect (creno3a < 50%), a mpu 15% e namepena oMBC. HeratuBnara mpenckasBaria
croiiHocT Ha KAKC = 0 3a orxBbpisHe Hanuuuero Ha oUbC e 99%, a uyBcTBUTENIHOCTTA U
cneruduanoctta Ha KAKC > 0 3a noka3BaHe Ha 3HauMMa KOPOHApHA CTEHO3a ca ChbOTBETHO
97% un 39%. ITanmmentute ¢ KAKC = 0 ca mo-mnaau, CATHU(UKAHTHO MO-Y€CTO Ca )KEHU U ca
C MO-HHCKA YeCTOTa Ha HAKOU PUCKOBU (DAKTOpPU KaTO apTepHaliHa XUIIEPTOHHUs, TuaderT,
TIOTIOHOITYIIIEHEe U MeTaboIUTeH CUHApoM. Jlurcara Ha KOpOHApeH Kalluil ce acolMupa che
3HAYUMO TIO-BHCOKA YECTOTa Ha HUCKa mperecT BeposTHOCT 3a oBbC (73,4% crpsimo 23,2%,
p<0,001). B rpynara c KAKC = 0 turncBat miia ¢ BUCOKa IPETECT BEPOSITHOCT, JoKaTo 16,2%
ot Oomaure ¢ KAKC > 0 ca c¢ Bucok puck 3a oMMBC. Yecrotara Ha HEOOCTpYKTUBHA U
oOcTpykTHBHA KOpoHapHa 6oxect e 5,5% u 0,9% npu 6omaure ¢ KAKC = 0, u choTBETHO

46,5% u 30,3% npu mnanuentutre KAKC > 0 (p < 0,001). AnHanu3bT Ha KIMHUYHATA



xapakrepuctuka Ha 7-tre¢ O0omHm ¢ KAKC = 0 u anrmorpadcku naHHU 3a KOpOHApHA
aTepoCKIIepo3a IoKa3Ba, 4e Te ca nmpeol1agaBaio MiIaJi MbKe ¢ BUCOKA YeCTOTa Ha HIKOH OT
KJIACHYECKHUTE PUCKOBH (DAaKTOPH KATO TUCIUIHICMHUS, TFOTIOHOMYIIIEHE U (haMHITHA aHAMHE32
3a panna MBC. 3axirouenue. [Tpu cTabmiHu cuMnTOMHY OOJTHH C HECKA JI0 yMEpEeHa MPeTecT
BeposTHocT u 6e3 n3BectHa UBC KAKC = 0 nma oTnimvHa HeraTuBHa mpezcKkas3Baiia CTOMHOCT
3a otxBbpisHe Hanuueto Ha oMbC, noxato KAKC > 0 nma MHOTO BHCOKa 4yBCTBUTEIHOCT
3a MpejicKa3BaHe HAJIMYMETO HAa 3HAUMMa KOpoHapHa creHo3a. HeoOxoaumo e cnernuaiHo
BHHUMaHHE, KOTaTo ce Kacae 3a MJaJu MbXKe ¢ IphaHa 00JIKa, Thil KaTO MPH TSIX JIUIICATa Ha
KOPOHApEeH KaJIUi HE MOKE HAIThJIHO J1a ce U3KIoYKn Hanuunero Ha oMbC.

KirodoBuaymu: mcxemMudHa OOJECT Ha CBPIETO, KOPOHAPEH apTepHajleH KalllheB CKOp,

KOMITIOThpTOMOTpadcKka KOpoHapHa aHrHorpadus

Angelov A, Mircheva L, Kisheva A, Yotov Y. Clinical characteristics of symptomatic patients
with non-obstructive and obstructive coronary artery disease in the absence of coronary artery
calcifications: an evaluation by coronary computed tomographic angiography. Bulgarian
cardiology 1/2017 (3)

The clinical implication of the absence of coronary calcification in chest pain patients has been
under debate. The aim of the study is to evaluate the clinical characteristics of stable chest pain
patients with coronary artery calcium score (CACS) of zero and presence of coronary
atherosclerosis on coronary computed tomographic angiography (CCTA). Methods: Overall,
208 consecutive stable chest pain patients (57.2% women) without known coronary artery
disease (CAD) were scheduled to CACS and CCTA. According to the pretest probability of
obstructive CAD (Diamond Forrester Classification -DFC) patients were classified to be at
low, intermediate or high risk. Assessment of the coronary arteries by CCTA was performed
and obstructive CAD was defined as luminal narrowing of s 50%. Results: The majority of the
patients had low (49.5%) or intermediate (42.8%) pretest probability of CAD. Among the study
subjects, CACS = 0 was found in 109 (52.4%) patients. The overall prevalence of non-
obstructive and obstructive CAD was 25% and 15%, respectively. The sensitivity of CACS >
0 to predict presence of obstructive CAD is 97% and the specificity is 39%. The negative
predictive value of CACS = 0 to exclude obstructive CAD is excellent - 99%. The patients with
CACS = 0 were younger, significantly more frequently were women, and had less frequently
risk factors such as hypertension, diabetes, smoking and metabolic syndrome. Absence of

coronary calcium was associated with significant higher prevalence of low pretest probability



(73.4% vs. 23.2%, p < 0,001). There were no subjects with high pretest probability among the
group with CACS = 0, whereas 16.2% of the subjects with CACS > 0 were at high pretest risk
for having obstructive CAD. The prevalence of non-obstructive CAD and obstructive CAD
was 5.5% and 0.9% among the patients with CACS = 0, and 46.5% and 30.3% in the CACS >
0 group, respectively (p < 0,001). The clinical features of seven patients with CACS = 0 and
presence of coronary atherosclerosis on CCTA showed that these are predominantly young
males with higher prevalence of some of the major coronary risk factors, as dyslipidemia,
smoking, and family history of premature CAD. Conclusions: In stable chest pain patients
without known CAD and low to intermediate pretest probability CACS = 0 has an excellent
negative predictive value to exclude obstructive CAD, whereas CACS > 0 has a very high
sensitivity to predict the presence of obstructive CAD. On the other hand, for young
symptomatic males special attention is needed, because the absence of coronary calcification
in them is unreliable to exclude significant CAD.

Key words: coronary artery disease, coronary artery calcium score, coronary computed
tomographic angiography

Kynues O., U. HoroB, A. Kumena, Jl. MupueBa, A. AHrejqoB. CpaBHeHHe Ha
epekTUBHOCTTA M 0€30MACHOCTTA HA (PYyPO3eMHU/I H TOPCEMHU/I B IPOIbJIKUTEIHA BEHO3HA
uHy3us 3a JiedeHHe HAa OOJHM C TeKKa 000CTPpeHa ChbpAeYyHAa HeI0CTATHLYHOCT.

Bouarapcka kapauoaorus 2011, 17(4): 28-33 (4)

[TpuioskeHreTo Ha OPUMKOBHU JAMYPETHUIIM € OCHOBHO B JICUCHHETO Ha OOJIHU ChC ChpjcUYHA
HegocraTbuHocT (CH), Karo NpHIIOKEHHETO UM B NPOABDKHTEIHA MHPY3US € HAdMH 3a
MIPEOJI0JISIBAHE HA TEPAINEBTHYHATA PE3UCTEHT- HOCT. llenTa Ha mpoyyBaHETO € Jia ce OICHST
TEPANEBTHYHUAT €PEKT U OE30IMaCHOCTTA Ha TOPCeMUI U (Pypo3e- MUJI 3a JICUCHUE Ha OOJIHH C
octpa wim oboctpena CH. Mscnenpanu ca 20 mocnemoBarennu O6osau c¢be CH -1V
¢dbyukuonanex knac no NYHA Ha cpeana Bb3pact 72,6 + 7,9 ron., 18 mbxe u 2 xxenu. [lecet
OT TSIX ca MOJIYYHJIH TopceMua B cpeaHa go3a 10,5 mg u 10 ca Ha dypo3emus B cpenHa 103a
42 mg 3a 3-5 muu. [Ipocnenenu ca KOITUYECTBOTO Ha JAMype3ara CpeaHo 3a 24 4., KakTo U
CEepYMHHTE HMBA Ha KpeaTUHUH M Kanuil. Pesynratute ca, ye U ABaTa AUYypETHKA MOCTUTaT
CXOJIHA JIeHOHOIHA auype3a - 2174 ml ¢ topcemun u 2146,5 ml ¢ dpyposemun (p = 0,865).
Cpennara pas3nuka B kpearunusa ¢ 1,8 pmol/l, a na cepymuus kanuii e 0,0 mmol/l u 3a nBere
rpynmu. U3BoauTe ca, 4ye TopaceMu] € enHakBo edeKTuBeH u Oe3zomaceH ¢ (ypo3emMum,

MPUIIOKCHU B HNPOABILKUTCIIHA BCHO3HA I/IH(by3I/I$I npu OOJIHH C oCTpa HJIN OGOCTpCHa



xponuuHa CH.
Kunchev O., Y. Yotov, A. Kisheva, L. Mircheva, A. Angelov. Comparison of the efficacy and
safety of furosemide and torasemide in long-term intravenous infusion for the treatment of

patients with severe acute heart failure. Bulgarian Cardiology 2011, 17 (4): 28-33 (4)

The loop diuretics are considered mainstay in the treatment of patients with heart failure (HF),
with continuous intravenous infusion being a way to overcome therapeutic resistance. The aim
of the study is to evaluate the therapeutic effect and safety of torasemide and furosemide for
treatment of patients with acute and exacerbated chronic HF. Material and methods: 20
consecutive patients with HF I11-1V NYHA class at a mean age 72,6 + 7,9 years, 18 men and
2 women, are studied. Ten of them received torasemide at a mean dose 10,5 mg and 10 -
furosemide at a mean dose 42 mg for 3-5 days. The diuresis output averaged for 24 hours, as
well as the serum creatinine and potassium were followed. Results: Both diuretics achieved
similar daily dieresis - 2174 ml with torasemide and 2146,5 ml with furosemide (p = 0,865).
The mean difference of creatinine is 1,8 pmol/l and for serum potassium is 0,00 mmol/l for
both groups. Conclusions: Torasemide is equally effective and safe as furosemide in a
continuous venous application in patients with acute or exacerbated chronic HF.

Key words: cbpieuna HeI0CTaThUHOCT, TUYPETHIIH, TOPACEMHEI, (PypO3eMHU T

MupueBa JI., A. Kumea, At1. AHrenoB, O. KynueB, U. HoroB. UHpexumnosen
eHaoKapauT — EBpomneiicku nmpenopbKu 3a MoBeJleHHe M HAINMAT ONUT BbB Bapha.

N3Bectue Ha Cphio3a Ha yuenute 2011, 1.16 (2): 12-15 (5)

Ilenta Ha HACTOALIOTO NPOYYBaHE € Ja CE€ CPaBHAT COOCTBEHUTE pE3yATaTH OT
IIPOCIIESIBAHETO HA MAlMEHTUTE C HMH(EKLIMO3€H E€HJO0KapIuT, OOXBallalld TPUTOIUIIECH
nepuoa (2008-2010 r.), cbe cbBpeMeHHUTE EBponelicku HacOkH 3a jiedyeHrne Ha HH(EKINO03eH
eHokapauT (Bepcust 2009) OTHOCHO MpEeBEHLMATA, AUMArHocTukata M JiedeHuero Ha UE.
HanpaBenu ca 3akiit04eHHsT OTHOCHO 4YECTOTaTa, EMUAEMHUOJIOTHSATa, MUKPOOHOJIOIMYHHUTE
XapaKTepUCTUKU U HEOOXOAMMOCTTA OT aHTUOMOTHYHA MPO(UIAKTUKA IPU BUCOKOPHCKOBU

IHalMCHTH.

KntouoBu gymu: HHOGEKIIMO3EH €HI0KapANT, IPENOPbKU, MPEBEHIINS



Mircheva L., Kisheva A., Angelov A., Kunchev O, Yotov Y. Infective endocarditis - European
guidelines for management and our experience in Varna. Notice of the Union of Scientists
2011, 16 (2):12-15 (5)

The aim of the present study is to compare the own results of the follow-up of infective
endocarditis (IE) patients encompassing a three year period (2008-2010) with the cur- rent
European Guidelines for management of infective endocarditis (version 2009) concerning the
prevention, diagnosis and treatment of IE. Conclusions about the in- cidence, epidemiology,
microbiological characteristics and the need for antibiotic prevention in high-risk patients are

made.

HPEACTABEHMU ITYBJINKALINUA 3A TIPUTOBUBAHE HA
OBPA3OBATEJIHA U HAYYHA CTEIIEH ,, JOKTOP*:

MupueBa Jl., HoroB U, Xocnuraaum3aumure 3a CbpAeYHA HEJAOCTATHBYHOCT —
HE00X0AMMOCT MM HenpuATHOCT. Kak 1a HamMaauM M3JMIIHMTE pexocnuTajau3anum?

Bouarapcka kapauosorus opoii 1/2016 (1)

CopaeuHara HEIOCTATHYHOCT € Hal-yecTaTa MPUUYMHA 32 XOCIUTAIU3AIMS TPH MMAIlHCHTHTE
Haz 65 1. Bb3pacT. XOCHUTATU3AIUUTE Ca €IMH OT Hall-CUJIHUTE MPEAUKTOPHU 3a CMBPTHOCT U
OTPOMEH MKOHOMHYECKH pa3Xo]l 3a 37paBHaTa cucreMa. Berpeku Hanpepka Ha MeIMIMHATA,
YeCTOTaTa Ha PEXOCMUTAIM3ALMUTE MPOIbbKaBa Aa pacte u goctura 10 30% B nmbpBure 60-
90 nHu cren mM3NKCBaHeTO OT OoiHMIA. ['0sMa YacT OT paHHHUTE PEXOCIHUTAIM3AIMN OMXa
MO Jla ObJaT TPENOTBpATEHU UYpe3 M3TPaKJAaHE Ha MPOTpaMU 3a MPOCIeIsBaHE Ha
MAUEHTUTE CIIe/] TIXHOTO U3MKUCBaHe OT OonHuIaTa. Ch3/1aBaHeTo Ha aMOYIaTOpHU KaOUHETH
WIM COeUHaTU3upaHd aMOyJaTOpHH KIMHMKM 32 ChpJEYHAa HEJAOCTAaThbUYHOCT O
ONTHUMHU3HUPAJTIO TPHXKaTa 4pe3 KOHTPOJIMPAHE Ha TepamusAra, moJo0psBaHE KauyeCTBOTO Ha
JKUBOT W TIPOTHO3aTa Ha MAIMEHTUTE ChC ChPJCYHA HEIOCTATHYHOCT.

KnrouoBu nymu: cbpiedHa HEIOCTAaThYHOCT, PEXOCHHUTATU3AlMU, TpUXKa, aMOYyIaTOpPHO

npociicasaBaHe.

Mircheva L., Yotov Y, Heart failure hospitalizations - need or trouble. How to reduce unwanted

re-hospitalizations? Bulgarian Cardiology 1/2016 (1)



Heart failure is the most common cause for hospitalization in patients over the age of 65. The
hospitalization for heart failure is one of the strongest predictors for excess mortality and puts
an enormous economic burden on the health insurance system. Despite some medical progress,
the rate of rehospitalizations continues to rise, and reaches approximately 30% within 60 to 90
days from discharge. The majority of the early readmissions could be prevented by developing
disease-managing programs which focus on the follow-up of the patients after discharge. The
development of a specialized ambulatory office or an ambulatory clinic for heart failure could
optimize the patient care through therapy control, improvement the quality of life, and better

prognosis for those patients living with heart failure.

Key words: heart failure, re-hospitalizations, care, ambulatory follow-up.



