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A1 MetkoBa [. [luxatenHu HapylweHNa No BpeMe Ha CbH: OLEHKa Ha pucka 1 KNMHUYHaTa
e(eKkTMBHOCT OT

NPUIIOXEHNETO Ha HeMHBa3uBHa BeHTuUnauna- nCPAP, BiPAP, VPAP B JoMallHW yCrnoBuS.
BapHa; 2009.

[BG] OcHoBeH npobnem Ha Hay4yHaTa paboTa ca AnxaTenHnTe HapyLeHMs No BPEME Ha CbH.
MocTtaBeHu ca cnegHuTe uenu: 1. [la ce oueHu pycka 3a pa3sBUTUETO Ha AMXaTeNHN HapyLLIeHUs no
BpeMe Ha CbH. 2. [1a ce oueHu e(peKTUBHOCTTA OT AbMArOCPOYHOTO JOMALLUHO NPUITOXKEHNE Ha
HeMHBa3MBHaA BEHTUNAUMS NPU NAUNEHTUN C AUXaTenHU HapyLLeHUs No BpeMe Ha CbH NO OTHOLLEHUe
Ha KNWHWYHUTE CUMNTOMW K aganTaundaTa, KoMniasiHca U Ka4eCcTBO Ha XXMBOT. AHanuanpaHu ca
yecToTaTa M BMAA Ha HapyLeHUATa Ha CbHS NPU NaUMEeHTUTE NOCTLNUIN 3a AMarHocTuka 3a
nepuoaa Ha HabntogeHne. YcTaHOBEHaA € YecToTaTa Ha OCHOBHUTE PUCKOBW (pakTopu 3a pasBUTHETO
Ha auxaTersiHn HapyLleHUs Mo BpeMe Ha CbH. HanpaseHo e cpaBHeHWEe Ha YyecToTaTa Ha OCHOBHUTE
puckoBu dpakTopu nNpu naumeHTn ot bunrapus u LWWeenuapu4. MNMauneHTuTe ca nscnegBaHu
nonmcomHorpadckm unu nonurpadckn. NacnegsaHo e Bb3gencTeneTo Ha fiedyeHneto ¢ nCPAP,
BiPAP, VPAP Bbpxy OHEBHaTa CbHNMBOCT, agantauusaTa, KOMnnasHca U Ka4ecTBOTO Ha XUBOT Ha
nauneHTUTe, KakTo U BbPXY HAKOM Kapano-BacKkynapHu puckosu cdaktopu (BMI, CH, AH, CRP, Sa 02
npoueHTa, MHAEKC Ha gecaTypauus). lNepunoga Ha HabnaeHWe 3a NOSIMCOMHOrpadcku
nacnegBaHaTta rpyna naumeHtn e 12 meceua. [ bnrocpoyHUAT KOMNIIAAHC U ePeKTUBHOCTTA OT
nevyeHNeTOo e oLeHeH 3a cpedeH nepuop oT 47 meceua nnoc/muHyc 31.88, paHr o1 (24-132 meceua)
npu nonurpadckn nscnegsaHata rpyna. MscnegsaHo € Bb34enCTBMETO Ha nedeHneTo ¢ nCPAP,
BiPAP, VPAP Bbpxy cekcyanHocTtTa. OCbLleCcTBeH e aHann3 n ca cpaBHEHWN CTENeHTa Ha TeXeCT Ha
anxaTenHuTe HapyLleHWs, KOMMasHca KbM JIeYEHNETO, KAYECTBOTO Ha XMBOT U agnTaunsaTa Kbm
NIV npu naumeHTn oT Bbnrapus u LLsenuapus. AHanuMamMpaHu ca CTpaHUYHUTE edpekTn oT
NPUNOXeHOTO neveHe. [NpeanoxeH e anropMTbM 3a AMAarHOCTUYHO U TepaneBTUYHO NoBeAEHME,
MOHUTOpPUPAHe U npocnegssaHe Npu Hann4me Ha guxaTesiHyM HapyLweHna No BpeMe Ha ChbH.

A1 Petkova D. Sleep Related Respiratory Disorders: Risk Assessment and Clinical
Effectiveness of the Application of Non-invasive Ventilation - nNCPAP, BiPAP and VPAR, at
Home,2009

EN] Respiratory disorders during sleep represent a major scientific challenge. This study aims to: 1.
Assess the risk for development of respiratory disorders during sleep. 2. Assess the effectiveness of
long-term home use of noninvasive ventilation in patients with sleep respiratory disorders in respect
of the clinical symptoms and adaptation, compliance and quality of life. The frequency and type of
sleep disorders in diagnosed patients have been analyzed for the period of diagnostic observation.
Major risk factors frequency for the development of sleep respiratory disorders has been established.
A comparison of the major risk factors frequency in patients from Bulgaria and Switzerland has been
part of the study as well. Polysomnography or polygraph tests of patents were performed. The effects
of treatment with CPAP, BiPAP, VPAP on daytime sleepiness, adaptation, compliance and quality of
life of patients, along with some cardiovascular risk factors (BMI, MS, AH, CRP, Sa O2 percent,
desaturation index) were examined. Observation period for polysomnography study group of patients
was 12 months. Long-term compliance and effectiveness of treatment was evaluated for a medium of
47 months +/- 31.88, in the ranking of 24-132 months for the polygraph study group. Furthermore the
effects of treatment with nCPAP, BiPAP, VPAP on sexuality was part of this study as well. Progress
analysis and comparison of respiratory disorders severity, treatment compliance, quality of life and
NIV adaptation of patients from Bulgaria and Switzerland was performed. The side effects of the
treatment administered were analyzed. Algorithm for diagnostics and therapeutic behavior, monitoring
and tracking record of sleep respiratory disorders has been forward at the attention of practitioners.




B3 MeTkoBa [.[JomawHa kncnopogotepanus:.conditio sine qua non.
BapHa: HNPA KomtoHnkenwbHe; 2023. 210 c. ISBN: 978-954-92663-8-2

[omallHOTO KucnopogoneyeHe BKIOYBA NPUMOXKEHNETO Ha KMCNOpoa, NpeanncaH 3a nedeHve B
aoma. NoHATUEeTO ce oTHaAca He camo 3a MNPUNOXKEHUETO Ha KUCNOPOA B ObJITOCPOYEH MfaH, HO U
3a KpaTbK nepuvod OT BpeMe: 3a MpUMoXeHMe Mpe3 HowTa, 3a nanvMaTUBHO NPUIOXEHWe,
ambynaTopeH UM UHTEPMUTEHTEH. M3KnyBa W3NON3BaHETO Ha KUCNOopo4 3a TepaneBTUYHU U
CMeLHn criyyau.
Llen Ha HacTosLWwaTa MoHorpadus e Aa NoBMLK 3HaHMUSATa OTHOCHO :
» [lokasaHudATa, NpuMHUMNUTE Ha [OEWCTBME M UenMTe Ha AbhArocpoyHata AomaluHa
Kncrnopogotepanus
» Edpekta Ha gbnrocpodHata kucnopogotepanua npu XOBB u gpyrm 6enogpobHn u
HebenonpobHn 3abonsiBaHus
*  MexayHapogHUTe HaACOKM 3a NPOBEXAaHe Ha ObroCpoYHa KucropogoTepanms
» Knwo4yoBM nNpoyyBaHUS OTHOCHO KNUMHUYHATA ePEKTUBHOCT, NPOrHo3aTta W npocrensiBaHeTo
npy AbArocpoYHa KucnopogoTepanus
» [lnarHoCcTu4HaTa OUEHKa 3a ObJITOCPOYHa KucnopogoTepanus
» [lpeguMmcTBaTta MU HeQoOCTaTbUMUTE Ha pasfnMYHUTE CUCTEMW 3a ObITOCPOYHO CHabasiBaHe C
KMCcrnopoa u TepaneBTUYHUTE anTepHaTUBN.
CbabpaHmeTo Ha MoHorpadmyHus Tpya Bknoysa 20 rnasu, B KoUTo € 0606LeHo Hay4YHOTO
3HaHue, AedUHNLMNTE, UHOMKALMUTE N KOHTpanHauMkaummTe, npaBunaTa 3a npeannceaHe u
anropuTMMTE 3a BbBEXAAHE M KOHTPOJT HA AOMALLHOTO KUCNPOAOoeYeHme.

B3 Petkova D. Home oxygen therapy: conditio sine qua non.
BapHa: HVUPA KomioHnkenwbHe; 2023. 210 c. ISBN: 978-954-92663-8-2

Home oxygen therapy involves the administration of oxygen prescribed for treatment at home. The
concept refers not only to the administration of oxygen in the long run, but also for a short period: for
administration at night, for palliative administration, ambulatory or intermittent. It excludes the use of
oxygen for therapeutic and emergency purposes.
The objective of the present monograph is to increase the knowledge about:
» Indications, principles of action and goals of long-term home oxygen therapy
» The effect of long-term oxygen therapy in COPD and other pulmonary and non-pulmonary
diseases
» The international guidelines for conducting long-term oxygen therapy
» Key studies on the clinical effectiveness, outlook and monitoring in long-term oxygen therapy
» The diagnostic evaluation of long-term oxygen therapy
» The advantages and disadvantages of various long-term oxygen supply systems and
therapeutic alternatives.
The content of the monographic work includes 20 chapters that summarize scientific knowledge,
definitions, indications and contraindications, prescription rules and algorithms for introducing and
controlling home oxygen therapy.




'7-1 |lvanov Y, Torossian A, Gramatikov D, Kostadinov D, Osmanliev D, Petkova D, Kostov K,
Georgiev O, Hodzhev V, Kyuchukov N, Yanev N.

COPD morbidity screening in high risk groups. European Respiratory Journal. 2013 Sep
1;42(Suppl 57):P4234.

MHupekcupaHa B: Web of Science, Scopus

Introduction: Most of the COPD population remains unrecognized and high risk group screening
find these patients. Aim: To characterize the high risk patients and study the prevalence of COPD.
Methods:Patients from high risk groups were selected by GPs and directed to pulmonologists for
evaluation and final diagnosis. The diagnosis was based on symptoms and spirometry (FEV1
values and FEV1/FVC below 0.7).SPSS 16.0 was used for statistical analysis. Results: A total of
3054 patients were screened. The mean age was 62 years (SD+12.7). Males were 47.4%. COPD
was newly diagnosed in 51.6% of all — 24.7% mild,51.1% moderate, 21.3% severe and 3.0% very
severe (according to GOLD 2007). The group of mild and moderate (group M) COPD patients
comprised 75.8% of all diagnosed with COPD (mean age 63+11.4) versus 24.2% with severe and
very severe (group S, mean age 6719.6). The distribution of patients below 65 years (48.2% of all)
was: 79.7% in group M and 20.3% in group S. Three percent of COPD patients were below 40
years: 93.3% in group M and 6.7% in group S. There is statistically significant relationship between
the COPD diagnosis and male gender (x2=28.19; p < 0.001), age (t=-11,23, p<0.001), dust
exposition (x2=11.28; p < 0.001), smoking status (x2=10.46; p < 0.001), dyspnea (x2=1.08; p <
0.001), cough (x2=98.52; p < 0.001), frequent infections (x2=20.57; p < 0.001). Conclusion: The
good cooperation between GPs and specialists leads to early detection of patients with COPD at
younger age. There are symptomatic patients in high risk symptomatic groups without spirometric
criteria for COPD. Detailed and careful evaluation of symptoms, medical history and spirometry is
required for making the correct diagnosis.

CKpuHUHr 3a 3aboneBaemocT oT XOBb npu BUCOKOPUCKOBMU rpynu

BbBegeHue: MNo-ronsmata 4Yact ot XOBb nonynauusata octaBa Hepasno3HaTa U CKPUHWUHT Ha
BMCOKOPUWCKOBU rpynu oTKpmea Tean nauneHtu. Llen: [la ce xapaktepusanpat BUCOKOPUCKOBUTE
nauneHTn 1 aa ce npoyyum pasnpoctpaHeHneto Ha XObb. MeTtoau: NauneHTuTe ot
BMCOKOPUCKOBUTE rpynu 6sxa n3bpaHu oT o6LLONpakTUKyBaLLMTE NeKapu U HACOYEHN KbM
nyniMOso3n 3a oueHKa U pnHanHa gnarHosa. [inarHo3ata 6e ocHoBaBa Ha CUMNTOMM U
cnnpomeTpusa (ctonHoctn Ha FEV1 n FEV1/FVC nog 0,7). 3a ctatuctudeckn aHanms 6e
nanonaseaH SPSS 16.0. Peayntatun: NacnegsaHu 6sixa o6wo 3054 nauneHTtn. CpegHata Bb3pacT
6e 62 roguHu (SDx12.7). MbxeTte 6s1xa 47,4%. XOBb 6e HoBognarHocTuumpaHna npu 51,6% ot
BCUYKM — 24,7% neka, 51,1% ymepeHa, 21,3% Texka n 3,0% mHoro Texka (cnopeg GOLD 2007).
pynata Ha nekuTe n nauneHTute ¢ ymepeHa (rpyna M) XOBb cbhctaBnsasaxa 75,8% OT BCUYKM
anarHoctnuyupanm ¢ XObb (cpeagHa Bb3pacT 63111,4) cpely 24,2% C TexkKa U MHOIO Texka
(rpyna S, cpegHa Bb3pacT 67+9,6). PasnpeneneHneTo Ha naumeHTute nog 65 rogunu (48,2% ot
Bcu4kK) 6e: 79,7% B rpyna M n 20,3% B rpyna S. Tpu npoueHTa ot naumeHtute ¢ XOBb 6saxa nog
40 rognHun: 93,3% B rpyna M n 6,7% B rpyna S. VImalue cTaTUCTUYECKU 3Ha4YMMa Bpb3Ka Mexay
anarHosata XOBb n mbxku non (x2=28.19; p < 0.001), Bb3pacT (t=-11,23, p<0.001), ekcnosmums
Ha npax (x2=11,28; p <0,001), TtoTtoHoNyweHe (x2=10,46; p <0,001), ancnHes (x2=1,08; p
<0,001), kawnuua (x2=98.52; p < 0.001), yectn nHdekuumn (x2=20.57; p < 0.001). 3aknoyeHune:
HobpoTo cbTpygHudecTteo mexay OlMJ1 n cneunanuctuTe BOAU 4O PaHHO OTKPMBAHE Ha NauUMEHTU
¢ XOBbb B no-mnaga Bb3pact. MMa cumnToMaTUYHM NaLMEeHTU BbB BUCOKOPUCKOBU
cMMnTOMaTU4HM rpynu 6e3 cnmpomeTpuyHn kputepumn 3a XOBB. Heobxoauma e nogpobHa u
BHMMAaTEsNHa OLEeHKa Ha CUMNTOMUTE, MeauLMHCKaTa UCTOPUS U CNMPOMETPUATa 3a NOCTaBsiHE Ha
npaBunHaTa guarHosa.




r7-2 Halank M, Speich R, Petkova D, Saxer S, Muller-Mottet S, Hasler E, Kolditz M, Wilkens
H, Ehlken N, Lichtblau M, Egenlauf B, Kahler C, Lineburg N, Mertens D, Schulz U,
Barner A, Grunig E, Puhan M, Ulrich S.

Quality of life in pulmonal arterial hypertension and in chronic thromboembolic
pulmonary hypertension.

Deutsche Medizinische Wochenschrift. 2014;139:5126-35.

MHupekcupaHa B: Web of Science, Scopus

EN. Assessments of general quality of life (QoL) and health-related quality of life (HRQOL) are increasingly
important in the care of patients with chronic diseases including pulmonary arterial and chronic thromboembolic
pulmonary hypertension and are under consideration as important endpoint of clinical trials and drug registration.
The assessment of quality of life is not trivial. This review outlines the assets and pitfalls of general aspects of
HRQOL and instruments used in PH.

DE.Die Lebensqualitat (Quality of life, QoL) im Allgemeinen und die gesundheitsbezogene Lebensqualitat (,Health-
related QoL; HRQOL) im Besonderen rlicken aktuell immer mehr in den Fokus des Interesse bei chronischen
Krankheiten und somit auch flr Patienten mit einer pulmonal-arteriellen Hypertonie (PAH) oder chronisch
thromboembolischen pulmonalen Hypertonie (CTEPH). Es gibt Uberlegungen, diese als primére oder ko-primére
Outcome-Parameter in Studien einzusetzen. Die Erfassung der QoL/HRQOL und die Objektivierung klinisch
relevanter Verdnderungen dieser ist allerdings nicht trivial. Diese Ubersichtsarbeit beleuchtet sowohl die
allgemeinen Aspekte der Evaluation der HRQOL als auch die Vor- und Nachteile der hierbei aktuell verwendeten
Instrumente.

KayecTBO Ha XXMBOT Npu NyfNIMOHanHa apTepuanHa XMnepToHusi U XpOHUYHa
Tpomb6oeMbonMyHa NnyriMOHasriHa XUnepToHusa

KauectBoTo Ha *mnBoT (QoL) KaTo UsANo 1 CBbP3aHOTO CbC 34paBETO Ka4ecTBO Ha *u1BoT (,Health-related QolL; HRQOL)
MOHACTOSALLEM Ce NPUABUKBAT BCE NOBeYE M NoBeYe BbB GOKyca Ha MHTEPEC KbM XPOHUYHUTE 3abonABaHMA U NO
TO3M HA4YMH M KbM NaumneHTUTe ¢ 6enogpobHa apTepunanHa xuneptoHma (PAH) namn xpoHmdHa TpomboemboanYHa
6enoapobHa xmneptoHus (CTEPH). CbliectByBaT CbobparKeHMA 3a U3NON3BAHETO UM KaTO MbPBUYHU MU CbBMECTHMU
MbPBUYHM NapameTpUn Ha pesynTaTuTe B NpoyyBaHUATa. Bbnpeku Tosa, 3annuceaHeto Ha QoL/HRQOL n
06eKTUBU3NPAHETO HA KIMHWUYHO 3HAYMMM NPOMEHM He e TPUBMANHO. To3n 0630peH AOKYMEHT OCBET/IABA KAKTO
0o6wWwunTe acnekTM Ha oueHKaTa Ha HRQOL, Taka U npeaMmcTBaTa U HeAOCTaTbLUMTE Ha U3MNON3BAHUTE B MOMEHTA
WUHCTPYMEHTW.

7 -3 |Ivanov Y, Torossian A, Kostadinov D, Osmanliev D, Petkova D, Kostov K, Georgiev O,
Hodzhev V, Kyuchukov N, Yanev N, Hristova P. Cross sectional analysis of COPD care
by specialists and general practitioners - National survey.

European Respiratory Journal. 2014 Sep;44(Suppl 58):P794.

MHpekcupaHa B: Web of Science, Scopus

Background: Important role in the management of COPD have both pulmonary specialists (PSs)
and general practitioners (GPs). Aims: To study the medical care provided for COPD patients by
PSs and GPs.

Methods: Both GPs and PSs filled in specially designed questionnaires. Theyprovidedinformation
for randomly selected COPD patients on smoking status, disease severity, comorbidities, therapy,
exacerbations, hospitalizations and management. Results: Information about 556 patients was
collected — 60.4% (336) were males. Smokers were 68.8% of all COPD patients. On combined
inhalation therapy (inhaled corticosteroid and long acting beta-2- agonist — ICS/LABA) were 37.8%;
23.7% received long-acting bronchodilator therapy and 27.2% were on therapy with short-acting
bronchodilators. Concomitant cardiovascular diseases had 77.3%. From all patients 25.8% had no
exacerbation for the last 12 months, 38.0% had one and 36.2% had 2 or more, 33.5% had
hospitalization due to COPD exacerbation (HE) and 21.9% due to concomitant diseases (HCD). A




correlation between HE and therapy with ICS/LABA was found (p<0.05). Patients with HE were
also more likely to have a HCD (p<0.05). Patients reported by PSs were mostly men (p<0.05),
smokers (p<0.05), with more HE (p<0.05), with higher usage of systemic corticosteroids during
exacerbation (p<0.05) and with lower mean FEV1 value (p<0.05). Conclusion: Pulmonologists
follow-up more severe COPD patients who are mainly male smokers, have worse pulmonary
function and frequent exacerbations and hospitalizations and use more oral corticosteroids
compared to GPs. Patients with frequent COPD hospitalizations are also admitted to hospital more
frequently for treatment of comorbidities.

KpbcTtocaH aHanus3 Ha rpvKuTe nonaraHu oT crneumaniMcT U oGLLONpPaKTUKyBaLLM fekapm
npu naumeHTu ¢ XOBb - HaunoHanHo npoy4BaHe.

BbvBeneHue: BaxHa pons B neveHneto Ha XObBb nmat kakto cneuynanuctute nynmonosu (CI),
Taka n obwonpaktukysawmte nekapu (OMJ1). Llenu: NpoyyBaHe Ha MEANLNHCKUTE TPUXKN,
npenocTaBsaHN OT NIMYHUTE N 0OLLONpaKTMKyBaLwmTe nekapu Ha naumeHtn ¢ XObb. Metoaun: U
OrJ, v CI nonbnHuxa cneumanHo paspaboTeHn BbnpocHMUM. Te npegocTaBmnxa MHpopmauus 3a
Npoun3BosiHO n3bpaHun naumeHTn ¢ XOBb oTHOCHO cTaTyca Ha TIOTIOHOMYLIEHe, TEXeCTTa Ha
3abonsiBaHeTO, CbNbTCTBALLMTE 3abonsaBaHus, TepanusTa, eksauepbaunnte, xocnutanuaauyumnte u
neyeHuneto. Pesyntatu: CvbpaHa e nHpopmaums 3a 556 nauneHtn — 60,4% (336) ca Mbxe.
MywaunTte ca 68,8% ot Bcnukm naumeHTn ¢ XObb. Ha kombuHMpaHa nHxanaunmoHHa Tepanus
(MHXanaTopeH KopTUKoCcTepoua n agbnrogencreaw, 6eta-2-aroHnct — ICS/LABA) ca 37,8%; 23,7%
ca nonyyunu gbnrogencreawa 6poHxoamnaTtaTtopHa Tepanus n 27,2% ca ounmn Ha Tepanus ¢
KpaTkogencTeawm 6poHxogunartatopu. lNpugpyxasawmuTe cbpaeyHO-CbA0BM 3abonsBaHns ca
nmanu 77,3%. OT Bcuykm naumeHTn, 25,8% He ca nmanu eksauepbaunsa npes nocnegHute 12
mMeceua, 38,0% ca nmanu egHa n 36,2% ca nmanu 2 unu noseye, 33,5% ca nmanu
xocnutanusaums nopagm oboctpsaHe Ha XOBb (XO) n 21,9% nopaav npugpyxasawim
3abonsaanus ([13). YcTtaHoBeHa e kopenauusa mexay XO n tepanuata ¢ ICS/LABA (p<0.05).
MayuneHTtute ¢ XO cbLo ca no-cknoHHU ga nmart M3 (p<0,05). MauneHTtuTe, poknageanu ot Clls,
ca npegmMmHo mbxe (p<0,05), nywaum (p<0,05), c noBeyve XO (p<0,05), no-Bucoka ynotpeba Ha
CUCTEMHU KOPTUKOCTEPOMAN NO BpeMe Ha ek3auepbaums (p<0,05) n no-HMCKa cpegHa CTOMHOCT Ha
FEV1 (p<0,05) ;0,05). 3akntoueHue: NynmonosunTte npocneaaBat no-Texkn nauneHtn ¢ XObb,
KOWUTO ca NPeAMMHO MbXe nyllayun, uMmart BrioweHa 6enogpobHa yHKumus 1 Yectn eksauepdbaumm
N XocnuTanuaawuumm 1 U3non3sart noBeyve nepopariHm KOPTUKOCTEPOUAN B CPaBHEHUE C
obuwonpakTukyBawmTe nekapu. NaymeHtuTe ¢ Yectn xocnutanmsaumm nopaam XOBb cbulo ce
nprvemat no-4ecTto B 6onHMLA 3a NevyeHre Ha CbNbTCTBALLM 3abonsBaHNS.

'7-4 |lIvanov Y, Pavlov P, Glogovska P, Popova T, Torossian A, Kostadinov D, Osmanliev D,
Petkova D, Kostov K, Georgiev O, Hodzhev V, Kyuchukov N, Yanev N, Hristova P.
COPD severity analysis according to current evaluation criteria - National survey.
European Respiratory Journal. 2015 Sep 1;46(Suppl 59):PA1062.

NHupekcupaHa B: Web of Science, Scopus

Background: The revision of GOLD in 2011 and its updates suggested a more complex approach
for the COPD severity evaluation and management. Objectives: To evaluate COPD severity and
management in Bulgaria using data from pulmonary specialists (PS) from all over the country.
Methods and Material: We applied a specially designed questionnaire to evaluate almost 1000
COPD patients from around 40 medical centers. Consecutive patients were included if they had a
diagnosis of COPD of at least 12 months and 2 documented examinations by a PS in the previous
year. Results: About 922 patients were includedwithmean age of 65+9. Males were 603 (65.4%).
Smokers were 72.7% and their number increased with the group — from A to D (p<0.05). The mean
duration of COPD was 9.1+7 years and was higher in groups B and D (p<0.05). A higher




percentage of patients with cardiovascular (CV) comorbidities (CM) was found in the high risk
group D (p<0.05). Analysis showed similar CM profile of groups B and C. Usage of ICS and LAMA
increased with group number while LABA usage was higher in groups A and C (p<0.05). Patients
who used ICS (as monotherapy) and LAMA had higher percentage of exacerbations (E) and
hospitalizations (p<0.05). Their profile was similar with patients on ICS+LABA regarding FEV1,
CAT, CM except diabetes. Conclusion: The Bulgarian National COPD survey showed a very high
level of smoking and CM among COPD patients. Symptomatic patients had longer COPD duration.
Group B patients had similar features with high risk groups. Treatment with ICS mono therapy was
linked with a very high level of E and hospitalizations. Treatment modalities for COPD patients in
Bulgaria showed certain deviations from the latest GOLD recommendations.

AHanus Ha Texxectra Ha XOBb no cbBpeMeHHU KpuTepumn 3a oueHka - HaunmoHanHo
npoyyBaHe.

BvBeneHue: Pesusnara Ha GOLD npea 2011 r. n HENMHUTE akTyanusauuu npeanoxmxa no-
KOMMNJIEKCEH Noaxo 3a oLeHKa 1 ynpasneHue Ha Texectta Ha XOBb. Llenu: [la ce oueHun
TexecTtTa un nedeHneto Ha XObb B bbnrapus, kato ce nanonaseat gaHHu oT 6enogpobHu
cneuunanuctu (MNMC) ot usnarta ctpaHa. Metogu n maTtepuanu: lNpunoxmnxme cneumanHo
pa3paboTeH BLNPOCHWKK, 3a aa oueHnm nodtn 1000 naumeHTn ¢ XOBb ot okono 40 meanumHckm
ueHTbpa. BkntoyeHn ca nocrnegoBaTenHy NauynMeHTn, ako ca umanum gnarHosa XObb ot noHe 12
mMeceLa 1 2 AoKyMeHTupaHu nperneaa ot NC npes npegxogHaTta roguHa. Pesyntatu: BknioyeHn
ca okono 922 naumeHTn cbe cpeaHa Bb3pacT 6519. MbxeTe ca 603 (65,4%). Nywauunte ca 72,7%,
KaTto 6poaT UM HapacTBa c rpynaTta — ot A go D (p<0,05). CpeaHaTta npogbrkutenHoct Ha XOBb
e 9,117 roguHun n e no-encoka B rpynu B n D (p<0,05). [No-BMCOK NPOLEHT Ha NaumMeHTn CbC
cbpaeyvHo-cbaosu (CC) cenbTeTBawm 3abonssanusa (CM) ce yctaHOBsIBa BbB BUCOKOPUCKOBAaTa
rpyna D (p<0,05). AHann3bT nokasa nogobeH CM npodmn Ha rpynn B n C. N3nonaseaHeTo Ha ICS
n LAMA HapacTBa ¢ 6posi Ha rpynaTa, gokaTto unanonssaHeto Ha LABA e no-sucoko B rpynn Amn C
(p<0,05). MauuneHTuTe, KoMTO ca uanonssanu ICS (kato moHoTepanus) n LAMA, nmaT no-B1cokK
npoueHT ek3auepbauum (E) n xocnutanmsaumm (p<0,05). TexHMAT npodmn € CXo4eH C NauneHTuTe
Ha ICS+LABA no oTtHoweHue Ha FEV1, CAT, CM c usknovyeHne Ha gnaberta. 3aknto4veHme:
Bbnrapckoto HaunoHanHo npoy4ysaHe 3a XOBb noka3za MHOro BUCOKO HMBO Ha TIOTIOHOMYLLEHE U
CM cpea naumeHTtute ¢ XOBb. CuMmnTOMaTMyHMTE NauMEHTU ca umanu no-ronama
npoabmkutenHoct Ha XOBB. MauneHTnTe OT rpyna B ca umanu cxogHu xapakTepucTUkn ¢
BUCOKOpPUCKOBUTE rpynu. JledeHneTo ¢ MmoHoTepanus ¢ ICS e cBbp3aHO C MHOMO BUCOKO HUBO Ha E
n xocnutanuaaumn. MoganHoctTuTe Ha nedenune Ha naumeHTn ¢ XObb B bbnrapusa nokasear
N3BECTHM OTKIMNOHEHNSA OT nocnegHuTe npenopbkn Ha GOLD.

'7-5 |IvanovY, Pavlov P, Glogovska P, Popova T, Torossian A, Kostadinov D, Osmanliev D,
Petkova D, Kostov K, Georgiev O, Hodzhev V, Kyuchukov N, Yanev N, Hristova P.
Characterization of asthma exacerbations in outpatients - National survey.

European Respiratory Journal. 2015 Sep 1;46(Suppl 59):PA4584.

NHupekcupaHa B: Web of Science, Scopus

Background: The control of asthma is important to maintain normal activity. One of the key points in
good asthma control is the management of exacerbations. Aim: To characterize asthmatic patients
with and without exacerbations (E). Methods: Specially designed questionnaire was used to
evaluate asthma patients from around 37 medical practices across the country. Inclusion criteria
were >12 months from the first diagnosis of asthma and at least two visits for the last 12 months.




Results: The number of asthmatic patients who took part in the study was 540 with mean age of
52114 and 161 (29.8%) men. Smokers were 30.7% with higher number in patients with E (p<0.05).
Mean asthma duration was 14+10 years. From all patients 56% were exacerbators with at least
one E in the last 12 months (44% had no E, 31.4% had 1 E and 24.6% had 2 or more E), 18.1%
were hospitalized due to asthma E and 10.9% due to comorbidities (CM). Patients with E more
often had CM (89.7% vs. 79.1%, p<0.05) and arterial hypertension (50.5% vs 37.3%, p<0.05). The
patients with E had higher usage of SABA and leukotriene receptor antagonists (LTRA) per month
(p<0.05). Higher usage of SABA was also related with higher usage of theophylline (TEO). In the
group of exacerbators patients with hospitalizations had increased usage of TEO and LTRA in
comparison with non-hospitalized patients. All patients were treated with inhaled corticosteroids
(ICS) — alone or in combination with a long acting beta-2-agonist (LABA). Conclusion: This National
survey showed a high rate of asthma E and hospitalizations among patients on regular
ICS/ICS+LABA treatment. Smoking and CM (especially arterial hypertension) turned out to be
important contributing factors.

XapakTepucTuka Ha ek3auepbauuute Ha actmaTa npu amMbynaTtopHU NauneHTm -
HaunoHanHo npoy4BaHe.

BbBeaeHue: KOHTpONbT Ha acTMaTta € BaXeH 3a NnoaabpXaHe Ha HopMarHa akTMBHOCT. EQuH oT
Krnto4oBUTE MOMEHTM Npu J0OpMa KOHTPON Ha acTMaTa e oBnagaBaHeTo Ha ek3auepbaununTe. Llen:
[la ce xapakTepuanpaTt naumeHTn ¢ actma c n 6e3 eksauepbaunn (E). MeToau: NanonseaH e
cneumanHo pas3paboTeH BbMPOCHMK 3a OLEHKa Ha NauueHTn ¢ actMa OT OKosno 37 MeAULMHCKM
NpaKkTUKM B uanaTa ctpaHa. Kputepunte 3a BkrouBaHe 6sxa >12 meceua oT nbpBaTa guMarHo3a Ha
acTMa M Han-Marnko ABe nocelleHus 3a nocnegHute 12 meceua. PesyntaTtn: bpoat Ha naumeHTuTe
C acTMma, yyacTBanu B npoy4yBaHeTo, e 540 Ha cpegHa Bb3pacT 52+14 rognHn n 161 (29,8%)
Mbxe. [Nywayumte ca 30,7% c no-Bucok 6pon npu naumeHtute ¢ E (p<0,05). CpegHaTta
NpOaBbIMKNTENHOCT Ha acTmaTa e 14+10 rognHn. OT Bcudkm nauneHTn 56% ca eksauepbatopm
noHe egHa E npes nocnegHute 12 meceua (44% He ca umanu E, 31,4% ca nmann 1 E n 24,6% ca
nmanun 2 unm noeeve E), 18,1% ca 6unum xocnutanuaunpanm nopagun actma E n 10,9% nopaanm
cbnbTCcTBaWwmM 3abonssanuna (C3). MNMauneHtute ¢ E no-yecto ca umanun C3 (89.7% cpewy 79.1%,
p<0.05) n aptepuanHa xmnepToHunsa (50.5% cpewy 37.3%, p<0.05). MNMauneHtute c E ca umanu no-
Bucoka ynotpeba Ha SABA 1 neBkoTprMeHOBM peuenTopHu aHtaroHmctn (LTRA) Ha mecel
(p<0.05). MNo-Bucokata ynotpeba Ha SABA cbLl0 € cBbp3aHa C No-BucokaTta ynorpeba Ha
TeocpunuH (TEO). B rpynaTta Ha ek3auepbatopute, nauynmeHTUTe ¢ XocnutanMsaunmn ca nmanm
nosuweHa ynotpeda Ha TEO u LTRA B cpaBHEHME C HEXOCNUTANM3NPaHN NaumMeHTn. Benukn
nauyneHTun ca fiekyBaHu ¢ MHxanaTopHu koptukocteponamn (ICS) — caMoCTOATENHO UK B
KomMOuHauusa ¢ abnrogencrealy 6eta-2-aroHnct (LABA). 3akntoueHue: ToBa HauMoHanHo
npoy4BaHe nokasa BUCOK MPOLEHT Ha acTma E n xocnutanusauumm cpeq naumeHT Ha pegoBHO
neyeHune c ICS/ICS+LABA. TioTioHonyweHeTo n C3 (ocobeHo apTepuanHata XunepToHusi) ce
oKasaxa BaXkHW gonpuHacawm akTopu.




7-6 Aliberti S, Reyes LF, Faverio P, Sotgiu G, Dore S, Rodriguez AH, Soni NJ, Restrepo M,
Aruj PK, Attorri S, Barimboim E, Caeiro JP, Garzén MI, Cambursano VH, ... Petkova D,

Global initiative for meticillin-resistant Staphylococcus aureus pneumonia (GLIMP): an
international, observational cohort study.

The Lancet Infectious Diseases. 2016 Dec;16(12):1364—76.

NupekcupaHa B: Web of Science, Scopus

Background: Antibiotic resistance is a major global health problem and pathogens such as
meticillin-resistant Staphylococcus aureus (MRSA) have become of particular concern in the
management of lower respiratory tract infections. However, few data are available on the worldwide
prevalence and risk factors for MRSA pneumonia. We aimed to determine the point prevalence of
MRSA pneumonia and identify specific MRSA risk factors in community-dwelling patients
hospitalised with pneumonia. Methods: We did an international, multicentre study of community-
dwelling, adult patients admitted to hospital with pneumonia who had microbiological tests taken
within 24 h of presentation. We recruited investigators from 222 hospitals in 54 countries to gather
point-prevalence data for all patients admitted with these characteristics during 4 days randomly
selected during the months of March, April, May, and June in 2015. We assessed prevalence of
MRSA pneumonia and associated risk factors through logistic regression analysis. Findings: 3702
patients hospitalised with pneumonia were enrolled, with 3193 patients receiving microbiological
tests within 24 h of admission, forming the patient population. 1173 (37%) had at least one
pathogen isolated (culture-positive population). The overall prevalence of confirmed MRSA
pneumonia was 3.0% (n=95), with differing prevalence between continents and countries. Three
risk factors were independently associated with MRSA pneumonia: previous MRSA infection or
colonisation (odds ratio 6.21,95% CI 3.25-11.85), recurrent skin infections (2.87,1.10-7.45), and
severe pneumonia disease (2.39,1.55-3.68). Interpretation: This multicountry study shows low
prevalence of MRSA pneumonia and specific MRSA risk factors among community-dwelling
patients hospitalised with pneumonia.

Fmob6anHa nHMUMaTMBa 3a MeTULMNUH-pe3ucTeHTHa Staphylococcus aureus nHeBMOHUA
(GLIMP): mexxayHapoaHo, HabnogaTesIHO KOXOPTHO Npoy4BaHe

BbBeaeHue: Pe3anCTeHTHOCTTa KbM aHTUBMOTULM € OCHOBEH rnobaneH 3gpaseH npobnem u
naToreHn KaTto MeTUUUIMH-pe3ncTeHTHUAT Staphylococcus aureus (MRSA) ctaHaxa ocobeHo
BaXXHW MpU NeYeHNeTo Ha MHAEKUUN Ha JONHUTE AuxaTenHu nbTuwa. Benpekn ToBa, uMa manko
AaHHN OTHOCHO Pa3npPoOCTPaHEHNETO 1 pUCKOBUTE hakTopu B cBeTOBEH Mawab 3a MRSA
nHeBMOHMATA. Mmaxme 3a uen ga onpeaenum TOYKOBOTO pa3snpocTpaHeHme Ha MRSA nHeBMOHMS
n ga naeHtudpuumpame cneundudHntTe puckosu gaktopu 3a MRSA npu naumeHTu, XuseeLwm B
MHCTUTYLMSA, XOCNUTanun3anpaHu ¢ nHeBMoHus. MeTtoau: Hanpasuxme mexayHapoaHo,
MHOIOLEHTPOBO NPOYyYBaHE Ha Bb3PACTHMN MNALUMEHTH, XXMBEELLN B MHCTUTYLNS, NpMeTn B 6onHuua
C MHEBMOHMS, Ha KOUTO Bsxa HanpaBeHN MUKPOBMONOrMYHN TECTOBE B paMKuTe Ha 24 yaca oT
npuema. Habpaxme nacnegosatenn ot 222 6onHuum B 54 abpxasu, 3a ga cbbepem gaHHKU 3a
TOYKOBOTO pasnpoCTpaHEHME 3@ BCUYKM NaLMEHTUN, NPUETU C TE3N XapaKTEPUCTUKN B
npoAabikeHne Ha 4 aHW, n3bpaHu Ha crydYaeH NpUHUMN Npe3 MeceuuTe MapT, anpurl, Mam 1 oHU
npe3 2015 r. OueHuxme pasnpocTtpaHeHneTo Ha MRSA NHEBMOHMSATA U CBbP3aHNTE C HeS
PUCKOBK hakTopK Ypes NIOrMCTUYEH perpecnoHeH aHanus. KoHctataumn: bsaxa skntoveHn 3702
NaumeHTn, XocnuTanuanpaHm ¢ NHEBMOHMS, kaTo 3193 naumeHTn nonyynxa MMKPOBMONOrMYHN
TeCcToBe B paMKuTe Ha 24 yaca cnef npuema, obpasysanku nonynaumsarta ot nauneHTtn. 1173
(37%) nmanu noHe eanH N3onMpaH NaToreH (nonynaums ¢ nonoxutenHa kyntypa). O6woTo




pasnpocTpaHeHue Ha notebpaeHa MRSA nHeBmoHua 6e 3,0% (n=95), ¢ pasnnyHn CTOMHOCTYK 3a
KOHTMHEHTUTE 1 ObpxxaBute. Tpu puckoBm dakTopa b6s1xa HesaBmcumo acuoummnparHn ¢ MRSA
nHeBMoHUS: npeanwHa MRSA nHdekums nnm konoHmsauna (koeduuMeHT Ha BEPOATHOCT
6,21,95% CI 3,25-11,85), noBTapsum ce KOXHU nHgekumnm (2,87,1,10-7,45) n Texxka NHEBMOHUS
(2,39,1,55-3,68) . TenkyBaHe: ToBa MynTUHALMOHANHO NPOy4YBaHe Nnokasa HUCKO
pasnpocTtpaHeHne Ha MRSA nHeBMoOHUATa 1 cneundundHnTe puckosmn daktopu 3a MRSA cpeq
NauneHTu, XnBeeLn B MHCTUTYLINA, XOCNUTaNM3NpaHn ¢ MHEBMOHUS.

7 -7 | Dimitrova V, Strtev V, Dobreva T, Petkova D.

Prevalence of relapses and chronic thromboembolic pulmonary hypertension (CTEPH) in
patients with pulmonary embolism (PE).

European Respiratory Journal. 2016 Sep 1;48(Suppl 60):PA2432.

NupekcupaHa B: Web of Science, Scopus

Introduction: New evidence suggests that the prevalence of CTEPH after acute and relapsing PE is
increasing. Aim: To investigate the prevalence of relapses and CTPEH in patients followed-up after
acute PE and their mortality rate. Patients and methods: We performed a retrospective study
among 493 patients (mean age 63.56 +14.34 years)with acute PE hospitalized in the pulmonary
clinic of Varna University hospital for six year period (2010-2015). We assessed the demographic
data and clinical presentation of the patients. Echocardiography, MDCT angiography and VP scan
were performed. CTEPH was defined as elevated SPAP > 25 mmHg at rest in the presence of
mismatched perfusion defects in the vascular filling-up, found on the imaging studies. Results: The
prevalence of PE relapses in the study group was 13.99 % (69 patients) with a significantly higher
rate among men (53.62%malesvs. 46.38% females, p>0.05). Forty-two patients (60.87%) of the
latter were followed for a mean period of two years and four months (range from 3 months to 6
years). In the follow-up group, 85.71% of the patients had a relapse in 1 year. The prevalence of
CTPEH in the whole study group was 4.06%. Co-morbidity, assessed with the Charlson index was
1.48. The mortality rate among the patients with relapse was 21.43%. Conclusion: CTEPH is not a
rare complication in patients with acute or relapsing PE. Patients with relapses of PE are at high
risk and early diagnose and strict follow-up is very important for improving survival.

PasnpocTtpaHeHue Ha peumanBu U XpoHU4YHa TpomboembonnmyHa 6enoapobHa xMnepToHus
(XTEBX) npu nauneHTn ¢c 6enogpobHa embonusa (BE).

BbBeneHue: HoBu gokasaTtencrea coyar, Yye pasnpocTtpaHeHneTo Ha XTEBX cnep octpa u
peumansmpalla bE HapacTsa. Llen: [la ce npoyyu pasnpoctpaHeHueTo Ha peunameu n XTEBX
npw NnauneHTn, npocneasasaHu cneg octpa bE n tTaxHaTta cmbpTHOCT. MNaumeHTn n metoaun:
lMpoBegoxme peTpocnekTMBHO Npoy4dBaHe cpefd 493 nauneHTn (cpedHa Bb3pacT 63,56 +14,34
roguHun) c octpa bE, xocnutanuampaxn B 6enogpobHaTta knmHmka Ha YMBAJT ,Ceeta MapuHa“ -
BapHa 3a nepuog ot wecTt rognHn (2010-2015 r.). OueHnxme gemorpadckuTte gaHHN n
KNMUHWUYHOTO NpeacTaBsAHe Ha naumeHTuTe. M3BbplueHn 6sxa exokapamorpadgpusa, MDCT
aHrmnorpadus n VP ckannpaHe. XTEBX 6e gedumHunpaHa kato nosmweHo SPAP > 25 mmHg B
MOKOW MNPV HanMyne Ha HECbOTBETCTBALUMN NePdy3MOHHN AedEKTU B CbAOBOTO MbJIHEHE, OTKPUTH
npu obpasHnTe n3cneasaHus. Pesyntatu: NpeobnagaBaHeTo Ha peunameute Ha BE B rpynata Ha
npoy4ysaHeTo 6e 13,99 % (69 naumeHTn), CbC 3HAYUTENHO NO-BUCOK NPOLIEHT Cpea MbXeTe
(53,62% mbxxe cnpsamo 46,38% xeHun, p>0,05). Yetnpmngecet n gsama naumeHTun (60,87%) ot
nocnegHuTe 6sxa npocneaeHn 3a cpeaeH nepmuog oT ABe roavHN 1 YeTUpu Mmeceua (aManasoH oT
3 Meceua go 6 roguHn). B rpynaTa 3a npocnegsisaHe, 85,71% OT nauneHTuTe umaxa peunaus
cnep 1 roguHa. PasnpoctpaHeHneto Ha XTEBX B yanata nscneasaHa rpyna 6e 4,06%.
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KomopbuaHocTTa, oueHeHa ¢ nHaekca Ha YapncbH 6e 1,48. CMbpTHOCTTa cpeq nauneHTuTe ¢
peunans 6e 21,43%. 3aknoveHne: XTEBX He e paako yCrnoXHeHne npu naumMeHTn ¢ ocTpa nnu
peungmsmpawa bE. Naunentute ¢ peumansn Ha BE ca M3noXxeHn Ha BUCOK PUCK U paHHaTa
ONarHoCTmkKa n CTPMKTHOTO npocreasiBaHe ca MHOro BaXKHW 3a nogobpsiBaHe Ha NPEXMBSEMOCTTA.

I'7 -8 | Stratev V, Dobreva T, Dimitrova V, Petkova D.

Co-morbidities and pulmonary arterial hypertension (PAH) in COPD patients.
European Respiratory Journal. 2016 Sep 1;48(Suppl 60):PA1131.
NupekcupaHa B: Web of Science, Scopus

Introduction: COPD is a systemic disease with significant co-morbidities. PAH is known to develop
in mild to severe COPD and is associated with disabling course of the disease. Aim: To assess the
incidence of co-morbidities and PAH in COPD patients and their association with disease severity.
Patients and methods: We performed a retrospective study of 161 COPD patients (mean age 67.7
* 10.8 years, 67.4% males), hospitalized due to COPD exacerbations in pulmonary clinic of the
University hospital for four year period. Spirometry, blood gas analysis and biochemical
investigations were performed. Co-morbidities were assessed using patient's medical records.
Systolic pulmonary arterial pressure (SPAP) was measured using dopler echocardiography.
Results: The incidence of co-morbidities was: hypertension (83.1%), ishaemic heart disease (40%),
cardiac arrhythmias (12.6%), chronic left heart failure (47.4%), diabetes mellitus (21.1%) and
bronchiectasis (8.4%).The mean SPAP of the study group was 49.3+14.3 mmHg with no significant
difference between males and females. 53,2% of the patients showed increased SPAP>35 mmHg
with significantly higher values in GOLD spirometry stages 3 and 4 (p<0.05). SPAP correlated
positively with the presence of hypertension, ishaemic heart disease, chronic left heart failure and
the levels of CRP (p<0.05) and negatively with oxygen saturation (p=0.029, r=-0.381) and FEV1%
(p=0,035, r=-0.324). Conclusion: The present study suggests significant burden of cardiovascular
co-morbidities and increased incidence of PAH in COPD patients. There was association of PAH
with lung function, oxygen uptake and inflammation.

CobnbTcTBaWM 3abonaBaHnAa n 6enogpobHa aptepuanHa xuneptoHus (BAX) npu naymeHTn
c XOBb.

BbvBegeHue: XOBb e cuctemMHo 3abonsiBaHe CbC 3HAYUTENHU CbMbTCTBALWM 3abonsBaHus (C3).
M3BecTHO e, 4e BAX ce pa3BuBa npu neka o Texxka XOBbb 1 e cBbp3aHa ¢ MHBanuauaupaLy Xxoq
Ha 3abonsBaHeTo. Llen: [a ce oueHun yectotata Ha C3 n BAX npu naumenTtn ¢ XOBb n TaxHaTta
Bpb3Ka C TexecTTa Ha 3abonaBaHeTo. [auneHTn n metogu: NpoBeaoxme peTpocnekTMBHO
npoy4yBaHe Ha 161 naumeHTn ¢ XOBb (cpegHa Bb3pacT 67,7 + 10,8 roguHu, 67,4% mbxe),
xocnutanuaunpanu nopagm eksauepbaunn Ha XOBb B 6enogpobHaTta knnHuka Ha YMBAIT ,CeeTa
MapuHa“ — BapHa 3a nepuog oT YyeTupu rognHn. N3ebplueHn 6sxa cnmpomMeTpusi, KpbBHO-ra3oB
aHanu3 n bmoxummndHn nscnegsanua. C3 6s1xa oueHeHn ¢ NnoMoLLUTa Ha MeaguumMHeKaTa
OOKyMeHTaums Ha naumeHTa. CuctonHoTo 6enogpobHo aptepuanHo HansraHe (SPAP) ce namepm
C noMoLlTa Ha gonneposa exokapguorpadus. Pesyntatn: YectotaTta Ha CbnbTCTBALLUTE
3abonsaBaHuna 6e: xuneptoHus (83,1%), ncxemmnyHa 6onect Ha cbpueTo (40%), CbpaeYHu apuTMum
(12,6%), XxpOHMYHa NeBoCTpaHHa CbpAeyvHa HeJocTaTbyHOCT (47,4%), 3axapeH anabet (21,1%) un
B6poHxunekTasum (8,4%) %). CpegHuat SPAP Ha nscnegsaHata rpyna 6e 49,3+14,3 mmHg 6e3
3Ha4MTEnNHa pasnuka Mexagy Mbxe u xeHu. 53,2% oT naumeHTUTe Nnokasaxa nosuweH SPAP>35
mmHg, CbC 3HA4YUTENHO NO-BUCOKN cTOMHOCTK Npu GOLD cnnpomeTpus etanm 3 n 4 (p<0.05).
SPAP kopenvpa nonoXuTenHo C Hann4yneTo Ha XMNepToHUs, MCXxeMnyHa BONecCT Ha CbpLETO,
XPOHWYHA NeBOCTPaHHa CbpaeyvHa HegocTtaTtbyHOCT 1 HMBata Ha CRP (p<0,05) n oTpuyartenHo ¢
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HacuwaHeTo ¢ kucnopog (p=0,029, r=-0,381) n FEV1% (p=0,035, r=-0,324). 3aknto4yeHue:
HacTodawoTo npoyyBaHe npegnornara 3Ha4nTenHa TexecT OT CbMbTCTBALLN CbpAeYHO-CbA0BU
3abonsBaHna 1 nosuweHa Yyectota Ha BAX npu nauneHtTn ¢ XOBB. Mima Bpb3ka mexay BAX un
B6enogpobHaTta yHKLMS, YCBOSBAHETO Ha KUCMOPOA M Bb3NaneHneTo.

7 -9 | Stratev V, Dimitrova V, Dobreva T, Petkova D.

Pulmonary artery dissection (PAD) in a patient with diffuse interstitial lung disease and
chronic thromboembolic pulmonary hypertension (CTEPH).

European Respiratory Journal. 2016 Sep 1;48(Suppl 60):PA2491.

NHupekcupaHa B: Web of Science, Scopus

Introduction: PAD is an extremely rare condition. Over the past two centuries, around 70 cases of
pulmonaryartery dissection have been described, of which only nine were diagnosed during
lifetime. Case report: A 39 year old man presented in the pulmonary clinic with notable exertional
dyspnea, cough and occasional fever, which lasted for a month before admission. Blood gas
analysis showed severe hypoxemia (PaO2 4.3 kPa). The patient was diagnosed 7 years ago with
diffuse interstitial lung disease-desquamative pneumonia using transbronchial biopsy. The patient
received corticosteroid and immunosuppressive treatment. Echocardiography displayed increased
mean pulmonary artery pressure (PAP) >70 mmHg, TAPSE 17 mm. The HRCT imaging showed
signs of chronic pulmonary embolism of the left pulmonary artery with infarction formation, which
was confirmed with VP scan. MRI showed marked enlargement of the right heart (ventricle 64.2
mm, atrium 57 mm), pericardial effusion and dissection of the left branch of the pulmonary artery
with flap formation. The patient was assessed eligible for anticoagulant treatment, which led to
improvement of the dyspnea. Surgical treatment was discussed, but assumed not appropriate due
to severe hypoxemia. He was discharged with recommendation for home oxygen treatment and
oral anticoagulant therapy. Patient follow up for 5 years showed stable condition (PAP ~100
mmHg) and no further progression of PAD on control MRI. The co-existence of interstitial lung
disease with CTEPH and PAD is very rare and physicians should be aware of this possibility. There
should be multidisciplinary approach to these patients.

Oucekaumsa Ha 6enogpo6Ha apTtepusa (PAD) npu nauneHT ¢ gucysHa MHTepcTULIManHa
6enonpobHa 6onect U XxpoHU4YHa TpomboemMbonuyHa 6enoapod6Ha xuneptoHus (CTEPH)

BbBeageHue: PAD e usknountenHo psiako cbetosiHme. Npes nocnegHuTe ABa Beka ca onmncaHm
okono 70 cny4asa Ha gucekauus Ha benogpobHaTta apTepus, OT KOMTO camo AeBET ca
AnarHoctuuympaHnm no Bpeme Ha xumpota. Cnydan: Mbx Ha 39 roanHu noctbnea B 6enogpobHaTta
KNMUHUKa cbC 3abenexum 3agyx npu uandecko ycunme, Kawnuua n oT Bpeme Ha Bpeme
GebpunuTeT, ¢ Ha4ano eanH Mecew Npean NoOCTbNBAHETO. AHANM3bT Ha KPbBHUSA ra3 nokasea
Texka xunokcemus (PaO2 4,3 kPa). Npean 7 roguHu naumeHTsT € B1n guarHocTuumpaH ¢
TpaHcOpoHxuanHa buoncus ¢ gudysHa nHTepctTmumnanHa 6enogpobHa 6onecT-geckBamaTuBHa
NMHEBMOHMS. [NaUMEHTBT € NONy4Yns KOPTUKOCTEPOUAHO N MMYHOCYNPECUBHO fIEYEHNE.
Exokapgvorpadusata nokassa noBULLIEHO CpeaHO HangaraHe B 6enogpobHata aptepusa (PAP) >70
mmHg, TAPSE 17 mm. HRCT n3obpaxeHusita nokaseaT Npu3Haum Ha XpoHn4yHa 6enogpobHa
embonus Ha nseata 6enogpobHa aptepus ¢ obpasyBaHe Ha MHAPKT, KOETO ce NOTBbpXKAaBa C
VP ckaHupaHe. AMP nokassa 3Ha4YUTENHO YBENUYEHNE HA OSCHOTO Cbpue (BEHTPUKyn 64,2 mm,
atpuym 57 mm), nepukapaeH u3nmB N gucekaums Ha neBus KIoH Ha 6enogpobHaTa aptepus ¢
obpasyBaHe Ha knana. [lauMeHTbT € OUeHEeH KaTo NoAXo4sL, 3a aHTUKOarynaHTHO fie4eHne, KOeTo
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posefe 0o nogobpssaHe Ha ancnHeaTa. OB6CbOEHO € XMPYPrM4HO fedeHne, Ho ce npeanonara, 4e
He e NoAxosLLO Nopaan Texka xmnokcemus. N3nucaH e ¢ npenopbka 3a JOMALLHO fleYeHne ¢
Kucnopopg 1 nepoparsnHa aHTukoarynaHtHa Tepanus. [NpocnegasaHeTo Ha naumeHTa B
npoabImKeHne Ha 5 roamHn nokasea ctabunHo cbertosHmne (PAP ~100 mmHQ) n nunca Ha no-
HaTaTbLlHa nporpecust Ha PAD npu koHTponeH AMP. EQHOBpeMeHHOTO ChLiecTByBaHe Ha
nHTepcTnynanHa 6enogpobHa 6onect ¢ CTEPH n PAD e mHoro psagko u nekapute Tpsibea fa ca
HasiCHO C Ta3n Bb3MOXHOCT. KbM Te3n naumeHTn TpsabBa ga ce nogxoxaa MyntuancumninHapHo.

I'7 - 10 | Petkova D, Angelov A, Stratev V, Dobreva T, Dimitrova V.

New opportunities for screening of subclinical atherosclerosis in patients with obstructive
sleep apnea (OSA) - a pilot study.

European Respiratory Journal. 2017 Sep 1;50(Suppl 61):PA2323.

NHupekcupaHa B: Web of Science, Scopus

Introduction: Coronary arterial calcium (CAC) is a marker of the presence of coronary
atherosclerosis and the biological age of the vessels. Quantitative assessment of CAC is
performed by measurement of the coronary arterial calcium score (CACS). Aim: To investigate
CACS in patients with OSA without known cardiovascular disease (CVD). Patients and methods:
We investigated 12 males with mean age 52.2+10.4 years with OSA and without CVD. All patients
had arterial hypertension and metabolic syndrome according to IDF criteria. The 10 years risk for
ishaemic heart disease was defined using the Framingham risk score (FRS). CACS was measured
using CT scanner Siemens Somatom Definition (Dual source 2x64). Results: According to FRS five
of the patients were classified as low-risk (FRS<10%) and seven were with intermediate risk (10-
20%). CAC was found in all twelve patients (mean score 44.1£68.7 AU). Five of the patients were
below 50 years of age which indicated low FRS, although having three risk factors for coronary
disease. In young patients slightly increased values of CACS may be higher form the 75th
percentile for sex and age. When applying this criterion for reclassification and not the classical
CACS>400 AU, four of the patients were reclassified in the high risk category. Conclusion: The
present study suggests that in young patients with OSA without known CVD, CACS may overcome
the risk underestimation of classical FRS. Using CACS=75th percentile may contribute to more
individual approach to these patients.

HoBu Bb3MOXHOCTM 3a CKPMHUHT Ha CYOKNMHUYHA aTepoCcKnepo3a Npu naumeHTn ¢
06CcTpyKTUBHA CbHHA anHest (OCA) - nMNOTHO Npoy4YBaHe

BbvBeneHue: KopoHapHuaT apTepuaneH kanumi (KAK) e mapkep 3a Hanudmne Ha KopoHapHa
aTepockneposa u buonormyHa Bb3pacT Ha cbaoBeTe. KonuyecteeHaTa oueHka Ha CAC ce
N3BbpPLLBA YpE3 M3MEPBAHE HA KOpOHapHUA apTepuaneH kanume pesyntaT (CACS). Len: [a ce
nacnegsa CACS npu naumeHTn ¢ OCA 6e3 n3secTtHo cbpAaevHo-cbaoBo 3abongasaHe (CC3).
MauunenTtn n metoaomn: N3cneasaxme 12 mbxe Ha cpeaHa Bb3pacT 52,2+10,4 roanHn ¢ OCA n 6e3
CC3. Bcurukm naumeHT ca ¢ apTepuania XunepToHnst 1 MeTabonnteH CUHAPOM MO KpUTEPUUTE Ha
IDF. 10-roguLwHKAT pUCK OT ucxeMmyHa 6onect Ha CbpLETO Ce onpenenun ¢ nomowTa Ha
Framingham risk score (FRS). CACS 6ewe namepeH ¢ nomowita Ha CT ckeHep Siemens Somatom
Definition. PesyntaTtn: Cnopeg FRS, net ot naumeHTuTe ce knacmduumpar Kato HUCKOPUCKOBM
(FRS<10%) n cegem — ¢ mexauHeH puck (10-20%). KAK 6eLue oTKpUT Npu BCUYKUTE ABaHageceT
naumeHTn (cpeaeH pesynrtar 44,1+68,7 AU). lNetuma ot naumeHTuTe 65Xa Ha Bb3pacT nog 50
roavHn, n nmaxa HUCbK FRS, BbNpekn HanM4neTo Ha Tpy pUCKOBKM hakTopa 3a KopoHapHa bonecT.
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Mpyn MNagu naumeHTn nexko nosuwleHnte ctomHoctTn Ha CACS moraT ga 6baaT no-BUCOKM OT 75-u1s
nepceHTUn 3a non n Bb3pacTt. [1pn npunaraHeTo Ha TO3U KPUTEPUIN 3a NpeknacupuumnpaHe, a He
Ha knacudeckns CACS>400 AU, yeTupuma oT naumeHTuTe 65xa npeknacudunumpaHn B
KaTeropusaTa ¢ BUCOK puUCK. 3akntoveHne: HactosawoTo npoyyBsaHe npeanonara, Yye npu mnagu
nauneHTn ¢ OAC 6e3 nssectHo CC3, CACS moxe ga Hapgaenee no-HUckaTa OLEHKa Ha pucka C
knacunyeckna FRS. N3nonssaHeTo Ha CACS=75 nepceHTnn moxe ga AonpuHece 3a no-
MHOMBUAYaNeH Noaxoa KbM Te3u naumeHTun.

I'7 - 11 | Dimitrova V, Petkova D, Stratev V, Dobreva T.

Prevalence of chronic thromboembolic pulmonary hypertension (CTEPH) in patients after
pulmonary embolism.

European Respiratory Journal. 2018 Sep 15;52(Suppl 62):PA3078.

NupekcupaHa B: Web of Science, Scopus

Introduction: CTEPH is a rare and debilitating disease caused by chronic obstruction of the large
pulmonary arteries. The exact morbidity and prevalence are not known. Aim: To investigate the
prevalence of CTEPH after acute and recurrent pulmonary embolism (PE). Patients and Methods:
A retrospective study of 577 patients, who survived PE over a 7 year period and a prospective
study of 52 patients, treated more than 6 months with anticoagulants, evaluated and analyzed:
echocardiographic variables, NT pro BNP, 6 MWT, MDCT angiography. The mean age of the
participants was 65,71 + 12,32; 53,8% were men and 46,2% were women. Results: The data were
collected from 8 participants (1,39%) with CTEPH. A major risk factor in 62,5% was DVT; 50 % had
concomitant heart failure and absolute arrhythmia. Comorbidity rate calculated by the CCI index
was 3,63 £ 1,06. Half of the patients with CTEPH experienced acute PE and the rest of them
recurrent PE. NT pro BNP in patients with CTEPH was 6265,38 + 5947,07 pg / ml. According to the
obtained results, the level of NT pro BNP correlated with the echocardiographic markers for right
ventricular dysfunction and systolic pressure in AP (Pearson Correlation r = 0,751, p = 0,032),
MMRC and Borg scales for dyspnea severity assessment (Pearson Correlation r = 0,5; p = 0,001).
Conclusions: CTEPH is a serious complication in patients after acute or recurrent PE. The follow-
up and monitoring of symptomatic patients predetermine early diagnosis and advanced treatment
to increase patient’s survival.

PasnpoctpaHeHue Ha XpOHUYHA TpoMboembonuyHa 6enogpo6Ha xuneptoHna (CTEPH) npwm
nauveHTu cnep 6enoapobHa embonusa

BteeageHue: CTEPH e pagko n nHeanngmsnpawo 3abonsasaHe, NpUYMHEHO OT XPOHUYHA
obCcTpyKumMs Ha ronemute 6enoapobHn aptepun. ToyHaTa 3aboneBaeMoCT U pasnpoCTpaHEHUe He
ca ussectHu. Llen: [la ce nscnenea pasnpoctpaHeHneto Ha CTEPH cnep octpa n peungmsumpaila
6enogpobHa embonus (BE). MauneHTn n metoaun: PeTpocnekTMBHO NpoyyYBaHe Ha 577 naumeHTw,
npexwueenu BE 3a nepuog OT 7 roguMHM 1 NPOCNEKTUBHO NPOyYBaHe Ha 52 naumeHTn, NekyBaHu
noseye OT 6 Meceua C aHTUKOArynaHTu, OLEHEHN U aHanNn3npaHu: exokapanorpadgckm
npomeHnuan, NT pro BNP, 6 MWT, MDCT aHrnorpacua. CpegHata Bb3pacT Ha ydacTHuumTe e
65,71 £ 12,32 1.; 53,8% 6saxa mbxe n 46,2% xenun. Pesyntatu: [laHHuTe ca cbbpaHu ot 8
yyacTtHuum (1,39%) ¢ CTEPH. OcHoBeH puckoB daktop npu 62,5% 6e [BT; 50% nmaxa
CbMbTCTBALLA CbpAeYHA HeAOCTaTbYHOCT 1 abcontoTHa aputmus. KomopbugHocTTa, nsdmcneHa
no CCIl nHpgekca, 6e 3,63 = 1,06. NonosuHaTta ot nauneHtute ¢ CTEPH ca umanun octpa BE, a
octaHanute - peungusmnpawa bE. NT pro BNP npu naunentute ¢ CTEPH 6e 6265,38 + 5947,07
pg/ml. CbrnacHo nony4yeHunte pesyntaTtun, HUBoTo Ha NT pro BNP kopenupa ¢
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exokapauorpadcknute Mapkepu 3a A9CHOKaMepHa OUCHYHKUMSA U CUCTONMHO HansraHe B AP
(Pearson Correlation r = 0,751, p = 0,032), mMRC u ckanuTe Ha Borg 3a oueHKa Ha TexecTTa Ha
aucnHesTa (Pearson Correlation r = 0,5; p = 0,001). ssogu: CTEPH e cepno3Ho ycroxHeHne npu
nauneHTun cneg octpa unm peumamsmpalla bE. NpocneasisaHeTo n HabnoaeHNETo Ha
CUMNTOMATUYHUTE NaUWEeHTU nNpeaonpenensaTt paHHaTa AMarHoCTuKa U YCbBbPLLUEHCTBAHOTO
neyeHue 3a yBenu4yaBaHe Ha NPeXmnBAEeMOCTTa Ha NaumeHTuTe.

I'7 - 12 | Stratev V, Petkova D, Dimitrova V, Petev J.

Comorbidities of COPD in Bulgarian Patients - Prevalence and Association with Severity
and Inflammation.

Folia medica. 2018;60(1):102-9.

NHupekcupaHa B: Web of Science, Scopus

BACKGROUND: COPD is a disease with constantly rising economic and social burden; it is
associated with multiple comorbidities which contribute to the disease severity. AIM: To investigate
the prevalence of co-morbidities in COPD patients and their association with the disease severity
and CRP levels. PATIENTS AND METHODS: We conducted a retrospective study among 338
COPD patients (mean age 65.2+7.6 years) with assessment of comorbidities, spirometry
measurements and serum levels of CRP. In 183 patients we found metabolic syndrome (MS)
according to IDF criteria. RESULTS: We found prevalence of cardiovascular diseases (CVD) of
73.5% (hyper-tension 70.4%, CHF 47.4%, ishemic heart disease 37.5%, and cardiac arrhythmias
12.6%), with higher prevalence in patients with more severe disease. We found prevalence of type
2 diabetes of 21.1%, and 12.4% prevalence of bronchiectasis. In a subpopulation of the patients
we found 48.1% prevalence of MS and the serum levels of CRP were significantly higher in
patients with COPD and MS compared to those without the syndrome: 7.4 (3.14 - 11. 54) mg/ml vs
4.06 (2.64 - 6.93) mg/ml, p=0.006. CONCLUSION: The present study suggests high prevalence of
CVD comorbidities in COPD patients and association with the disease severity. Metabolic
syndrome is a common comorbidity and is associated with increased inflammatory response.

Komop6bugHoctn Ha XOBbB npu 6 bnrapcku naumMeHTH - pasnpocTpaHeHue n Bpb3ka ¢
TeXxecTTa U Bb3naneHneTo

MPEONCTOPUA: XOBE e 3abonsiBaHe ¢ HENpeKkbCHATO HapacTBaLla MKOHOMUYECKa U coumanHa
TEXEeCT; TO € CBbP3aHO C MHOXECTBO CbMbTCTBALLM 3ab0onaBaHus, JONPUHACALLN 3a TEXECTTa My.
LIEN: [la ce nacnensa pa3npoCTpaHEHNETO Ha CbNbTCTBALWMTE 3abonsaBaHAa NpU NaunUeHTn ¢
XOBb v Bpb3kaTa UM C TexecTTa Ha 3abonaBaHeTo u HMBaTa Ha CRP. NMAUVMEHTUN N METOOW:
lMpoBegoxme peTpocnekTnBHO npoy4vBaHe cpen 338 nauneHTn ¢ XOBb (cpeaHa Bb3pacTt 65,217,6
rOANHN) C OLIEHKa Ha CbNbTCTBALLM 3a00NsBaHNA, CNIMPOMETPUYHM U3MEPBAHUSA N CEPYMHU HUBA
Ha CRP. MNpwu 183 naumeHTn oTkpnxme metabonuteH cungpom (MC) no kputepumute Ha IDF.
PES3YJITATWU: YcTtaHoB1UXMe pa3npocTpaHeHNe Ha CbpAevHO-CbaoBUTE 3abonasaHus - 73,5%
(xunepToHusa 70,4%, CHF 47,4%, ncxemunyna 6onect Ha cbpueTo 37,5% u cbpaevH aputmmm
12,6%), C NO-BUCOKO pa3npoCTpaHeHMe Npu NauneHTUTe C No-TeXKo 3abonssaHe. YCTaHOBUXME
pasnpocTpaHeHne Ha amabet Tun 2 - 21,1% n 12,4% pasnpoctpaHeHne Ha BpoHxunekTasun. B
cybnonynaumsa oT nauneHTn otkpuxme 48,1% pasnpocTtpaHeHne Ha MC n cepymMHUTE HMBA Ha
CRP ca 3HaunTenHo no-smncoku npu naumeHtn ¢ XObb n MC B cpaBHeHune ¢ Te3n 6e3 cuHapoma:
7,4 (3,14 - 11,54) mg/ml cpewy 4,06 (2,64) - 6,93) mg/ml, p=0,006. SAKIMKOYEHWE: HacTtoqawoTo
npoyyBaHe npegnonara BUCOKO pasnpocTpaHeHue Ha cbnbTcTBawmte CC3 npu naumeHtn ¢ XObb
1 Bpb3Ka C TeXecTTa Ha 3abonsasaHeTo. MeTabonMTHMAT CUHAPOM € YEeCTO CpeLLaHo
CbMbTCTBALLO 3ab0MsiBaHe 1 Ce CBbpP3Ba C MOBULIEH Bb3NanuTeneH OTroBop.
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r7 - Gramegna A, Sotgiu G, Di Pasquale M, Radovanovic D, Terraneo S, Reyes LF, Vendrell
13 E, Neves J, Menzella F, Blasi F, Aliberti S, Restrepo M, ..., Petkova D, ..., et al.
Atypical pathogens in hospitalized patients with community-acquired pneumonia: A
worldwide perspective.

BMC Infectious Diseases. 2018;18(1):677.

NHupekcupaHa B: Web of Science, Scopus

Background: Empirical antibiotic coverage for atypical pathogens in community-acquired
pneumonia (CAP) has long been debated, mainly because of a lack of epidemiological data. We
aimed to assess both testing for atypical pathogens and their prevalence in hospitalized patients
with CAP worldwide, especially in relation with disease severity. Methods: A secondary analysis of
the GLIMP database, an international, multicentre, point-prevalence study of adult patients
admitted for CAP in 222 hospitals across 6 continents in 2015, was performed. The study
evaluated frequency of testing for atypical pathogens, including L. pneumophila, M. pneumoniae,
C. pneumoniae, and their prevalence. Risk factors for testing and prevalence for atypical
pathogens were assessed through univariate analysis. Results: Among 3702 CAP patients 1250
(33.8%) underwent at least one test for atypical pathogens. Testing varies greatly among countries
and its frequency was higher in Europe than elsewhere (46.0% vs. 12.7%, respectively, p<0.0001).
Detection of L. pneumophila urinary antigen was the most common test performed worldwide
(32.0%). Patients with severe CAP were less likely to be tested for both atypical pathogens
considered together (30.5% vs. 35.0%, p=0.009) and specifically for legionellosis (28.3% vs.
33.5%, p=0.003) than the rest of the population. Similarly, L. pneumophila testing was lower in ICU
patients. At least one atypical pathogen was isolated in 62 patients (4.7%), including M.
pneumoniae (26/251 patients, 10.3%), L. pneumophila (30/1186 patients, 2.5%), and C.
pneumoniae (8/228 patients, 3.5%). Patients with CAP due to atypical pathogens were significantly
younger, showed less cardiovascular, renal, and metabolic comorbidities in comparison to adult
patients hospitalized due to non-atypical pathogen CAP. Conclusions: Testing for atypical
pathogens in patients admitted for CAP in poorly standardized in real life and does not mirror
atypical prevalence in different settings. Further evidence on the impact of atypical pathogens,
expecially in the low-income countries, is needed to guidelines implementation.

ATUNNYHM NaToreHmn npu xocnutanan3npaHv naumneHT ¢ nHeBMOHUA anI.D,OﬁVITa B
o0LWEeCcTBOTO: CBETOBHMU nepcneKkTuBu.

MpeancTopua: EMNIMPUYHOTO aHTUBMOTUYHO NOKPUTME 3@ aTUNUYHM NATOreHN NPy MHEBMOHMS
npungoduta B obwecteoTo (MMO) ce ob6ckxaa oTaaBHa, rMaBHO NoOpaau nunca Ha
enuaemMnonornyHn gaHHu. Mimaxme 3a uen ga oueHMM KakTo TECTBAHETO 3a aTUMNNYHK NaToreHu,
Taka u TAXHOTO pasnpocTpaHeHne npu xocnutanuampanu nauneHtn ¢ MNMO B cBeToBeH Mawaob,
0cobeHOo BbLB Bpb3ka C TexecTTa Ha 3abonsiBaHeTo. MeToau: M3BbpLueH 6e BTOpUYEH aHanms Ha
6asarta gaHHu GLIMP, mexayHapogHO, MHOMOLEHTPOBO, TOYKOBO-Pa3npoOCTPaHUTESTHO
n3cnegsaHe Ha Bb3pacTHU NauneHTu, npuetu 3a MNMO B 222 6onHMUM Ha 6 KOHTUMHeHTa npe3 2015
r. MpoyyBaHeTO OLEeHN YecToTaTa Ha TeCTBaHe 3a aTUMNUYHU NaTOreHn, BKIIOYUTENHO L.
pneumophila, M. pneumoniae, C. pneumoniae, 1 TAXHOTO pa3npocTpaHeHne. PuckoBute gaktopu
3a TeCcTBaHe W pasnpoCTPaHEHMETO Ha aTUNUYHUTE NaToreHn 6sxa oueHeHn Ype3 eaHOBapUaHTEH
aHanua. PesyntaTtu: Cpea 3702 naumeHTtu ¢ MMO, 1250 (33,8%) 6sxa NoanoXeHN Ha NoHe eanH
TeCT 3a aTUMUYHU NaToreHn. TecTBaHeTO Bapupalle 3Ha4YMTeNHO B OTAENHUTE ObpXKaBu U
yectoTata My 6e no-sucoka B EBpona, oTkonkoTo gpyrage (cbotBeTHO 46,0% cpewy 12,7%,
p<0,0001). OTKkpMBaHETO Ha aHTUreH B ypuHaTta Ha L. pneumophila e Hai-yecTuaT TecT,
n3BbpLUBaH B cBeToBeH Mawab (32,0%). 3a naumeHTute ¢ Texka MNMO ce okasa no-manko
BEPOATHO Aa ObaaT TECTBAHM KaKTO 3a aTUMUYHW NaToreHu, pasrnexaaxHu 3aegHo (30,5% cpewy
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35,0%, p=0,009), Taka 1 cneuunanHo 3a nernoHenosa (28,3% cpewy 33,5%, p=0,003), oTKONKOTO
OoCTaHarnara yact oT nonynaumara. o nogobeH HaumH TectoBeTe 3a L. pneumophila 6sxa no-
HUCKW NMPUX NauMeHTN B UHTEH3UBHO oTaeneHune. NoHe eanH atnnnyeH natoreH 6e n3onupaxH npu
62 nauueHTn (4,7%), BkntoumtenHo M. pneumoniae (26/251 naumeHnTn, 10,3%), L. pneumophila
(30/1186 nauuneHTu, 2,5%) n C. pneumoniae (8/228 nauneHTtun, 3,5%). Nopagn aTMnnuYHN NaTorexHu,
naumeHTtute c NMNO 6sxa 3HauUnTENHO NO-MNagu, nokasaxa No-Masnko CbpAe4YHO-CbA0BM,
6BOpeYHM 1 MeTaboONUTHN CbNbTCTBALWM 3abonsBaHNSA, B CpaBHEHMNE C Bb3paCTHUTE NaLNEHTH,
xocnutanuaunpanu nopaau NMNO ¢ HeTunnyeH natoreH. 3aknyeHus: TecTBaHeTo 3a aTUMUYHN
naTtoreHun npu naumeHTn, npuetn 3a MNlMNO, e Hegobpe cTaHOAPTU3NPAHO B peariH1s XXNBOT U He
OoTpassiBa aTUNUYHOTO Pa3nNpPOCTpPaHEeHNe B pasnunyHn ycrnosus. Heobxoammm ca 4ONBbAHUTENHN
JokasaTerncTBa 3a Bb3AeNCTBMETO Ha aTUNNYHUTE NaTOreHn, ocoO6eHo B CTpaHUTE C HUCKN OOX0AOM,
3a npunaraHe Ha HaCoOKUTe.

I'7 - 14 | Carugati M, Aliberti S, Reyes LF, Sadud RF, Irfan M, Prat C, Soni NJ, Faverio P, Gori A,
Blasi F, Restrepo MI, Aruj PK, ..., Petkova D, ..., et al.

Microbiological testing of adults hospitalised with community-acquired pneumonia: An
international study.

ERJ Open Research. 2018;4(4):096.

NHupekcupaHa B: Web of Science, Scopus

This study aimed to describe real-life microbiological testing of adults hospitalised with community-
acquired pneumonia (CAP) and to assess concordance with the 2007 Infectious Diseases Society
of America (IDSA)/American Thoracic Society (ATS) and 2011 European Respiratory Society
(ERS) CAP guidelines. This was a cohort study based on the Global Initiative for Methicillin-
resistant Staphylococcus aureus Pneumonia (GLIMP) database, which contains point-prevalence
data on adults hospitalised with CAP across 54 countries during 2015. In total, 3702 patients were
included. Testing was performed in 3217 patients, and included blood culture (71.1%), sputum
culture (61.8%), Legionella urinary antigen test (30.1%), pneumococcal urinary antigen test
(30.0%), viral testing (14.9%), acute-phase serology (8.8%), bronchoalveolar lavage culture (8.4%)
and pleural fluid culture (3.2%). A pathogen was detected in 1173 (36.5%) patients. Testing
attitudes varied significantly according to geography and disease severity. Testing was concordant
with IDSA/ATS and ERS guidelines in 16.7% and 23.9% of patients, respectively. IDSA/ATS
concordance was higher in Europe than in North America (21.5% versus 9.8%; p<0.01), while ERS
concordance was higher in North America than in Europe (33.5% versus 19.5%; p<0.01). Testing
practices of adults hospitalised with CAP varied significantly by geography and disease severity.
There was a wide discordance between real-life testing practices and IDSA/ATS/ERS guideline
recommendations.

Mukpo6buonoruyHo uscneasaHe Ha Bb3PacTHU, XOCNUTANU3UMPaAHU C MHEBMOHUA NpuaoouTa
B OOLLECTBOTO: MeXAyHapoOAHO Npoy4YBaHe

ToBa npoyyBaHe MMalLe 3a Lern ga onuiie MMKpoOdronorniHmn TECTOBE B peariHnS XXUBOT Ha
Bb3pacCTHU, XOCNUTaNM3npaHun ¢ NHEBMOHNA Npngoduta B obwHocTTa (MMO), n ga ouexHn
KOHKopaaumsita ¢ HacokuTe 3a MO Ha AMEpPUKaHCKOTO APYKECTBO MO MHAEKLNO3HM Bonectun
(IDSA) ot 2007 r./AMepukaHcKoTo TopakanHo apyxectso (ATS) n EBponenckoto pecnnpaTopHo
apyxectBo (ERS) ot 2011 r. Npoy4ysaHeTo 6€ KOXOPTHO, 6asnpaHo Ha GasaTa gaHHKM Ha Global
Initiative for Methicillin-resistant Staphylococcus aureus Pneumonia (GLIMP), kosito cbabpka
AaHHW 3a TOYKOBO pasnpocTpaHeHne Ha Bb3pacTHU, xocnutanuaupanu c MNMNA B 54 gbpxasu rnpes
2015 r. O6wo 6sixa BkntoveHn 3702 naumeHTn. TectBaHeTo 6€ M3BbPLLUEHO Npu 3217 nauneHTn n
BKMtouBaLe xemokyntypa (71,1%), kyntypa ot xpa4ka (61,8%), TecT 3a nermoHena B ypuHaTta
(30,1%), TecTt 3a NHEBMOKOKOB aHTuUreH B ypuHaTta (30,0%), TecT 3a Bupycu (14,9%), octpocasoBa
ceponorus (8,8%), kynTypa Ha 6poHxoanseonapeH nasax (8,4%) v kynTypa Ha nnesparnHa
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TeyHocT (3,2%). MNaTtoreHbT e oTkpUT Npn 1173 (36,5%) nauneHTn. Harnacute 3a TectBaHe
Bapupart 3Ha4YnTENHO B 3aBUCUMOCT OT reorpadmaTa u TexecTtTa Ha 3abonaBaHeTo. TecTBaHETO
6e B cvoTBeTCcTBME C Hacoknte Ha IDSA/ATS n ERS cvotBeTHO npu 16,7% n 23,9% ot
nayneHTtute. IDSA/ATS cbOoTBETCTBMETO € NO-BMCOKO B EBpona, oTkonkoTo B CeBepHa AMepuka
(21,5% cpeuwty 9,8%; p<0,01), pokato ERS cboTBeTCTBMETO € No-BUCOKO B CeBepHa AMepuka,
oTkonkoto B EBpona (33,5% cpewy 19,5%; p<0,01). MNMpakTuknte 3a TeCcTBaHe Ha Bb3pacTHM,
xocnutanuaupanu c NMrNO, BapupaT 3Ha4nTENHO cnopen reorpaduata n TexecTTa Ha
3abonsBaHeTo. MIMalle rofiiMo HeCbOTBETCTBME MEXAY NPaKTUKUTE 3a TeCTBaHe B pearHus
XWBOT N NpPenopbKUTE Ha pbkoBOACTBOTO Ha IDSA/ATS/ERS.

7 - 15 | Stratev V, Dimitrova V, Petkova D.

COPD and comorbidities: Relating mechanisms and treatment.
Current Respiratory Medicine Reviews. 2019;15(2):90-101.
NHupekcupaHa B: Web of Science, Scopus

Despite being a disease with the constantly rising social burden and mortality, COPD is also
associated with a number of other conditions known as comorbidities. COPD and other diseases
often share similar risk factors, such as smoking and aging, which leads to increased prevalence of
comorbidities. The key pathogenic mechanisms of COPD are chronic inflammation and oxidative
stress and they also contribute significantly to the development of accompanying diseases.
Through complex interactions, COPD increases the risk for certain comorbidities and they, in turn,
have a negative impact on health status and contribute to mortality in COPD patients. Proper
treatment of comorbidities may have a beneficial effect on COPD natural course and progression.
Here we review the prevalence of the most common comorbidities of COPD; their interrelating
mechanism and the current advances of the treatment in terms of co-existence.

XOBb 1 cbnbTCTBALM 3a00NABaHMA: CBbP3BaHM MEXAaHU3MU U NeYeHune

Bbnpekn ye e 3abonsiBaHe ¢ HENPeKbCHATO HapacTBalla coumanHa TexecT n cmbpTHocT, XObBb
Ce CBbp3Ba U C peauua Apyrn CbCTOSHUS, U3BECTHU KaTo CbNbTCTBaLWM 3abonasaHnd. XObBb n
apyrn 3abonsBaHnsl YeCTO CNOAENAT €4HU U CbLUM PUCKOBU (haKTOPK, KaTo TIOTIOHOMYLLEHE U
cTapeeHe, KOeTo BoAuM A0 NOBULLIEHO pasnpoCcTpaHeHne Ha CbNbTCTBaWMTE 3abonsaBaHus.
KntoyoBuTe natoreHHn mexaHnamm Ha XOBb ca XpoHW4YHO Bb3naneHne n okcnagaTUBEH CTPEC U Te
CbLLO AONPUHACAT 3HAYMTENHO 3a pa3BUTUETO Ha CbMbTCTBALLNTE 3abonsiBaHMs. Ypes CroXHN
B3anmogencteua XObBb noeuwaea pucka 3a onpeaeneHn CbnbTCTBALLM 3abonsiBaHus, a Te oT
CBOSI CTpaHa oka3BaT HeraTMBHO BIiMsIHUE BbPXY 34paBHUS CTaTyC U AONPUHACAT 3a CMbPTHOCTTA
npw nauneHTn ¢ XOBB. MNpaBunHoTo nevyeHne Ha cbnbTCTBALWMTE 3abonsaBaHna MOXe Aa uma
BnaronpuaTteH edpekT BbpXxy ectecTBeHus xo u nporpecus Ha XOBb. Tyk npasum 0630p Ha
pa3nNpPoOCTPaHEHNETO Ha HaM-4eCcTUTE CbNbTCTBALLM 3abonsBaHua Ha XOBb; TexHuaT
B3aMMOCBbP3aH MEXaHN3bM U TEKYLLUMS HANpeabK Ha SIeYEHNETO Mo OTHOLLEHME Ha CbBMECTHOTO
CcblUecTByBaHe Ha bonecture.
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I'7 - 16 | Radovanovic D, Sotgiu G, Jankovic M, Mahesh PA, Marcos PJ, Abdalla MI, Di Pasquale
MF, Gramegna A, Terraneo S, Blasi F, Santus P, Aliberti S, Reyes LF, Restrepo MI, Aruj
PK, Attorri S, Barimboim E, Caeiro JP, Garzéon MI, Cambursano VH, ..., Petkova D, ..., et
al.

An international perspective on hospitalized patients with viral community-acquired
pneumonia.

European Journal of Internal Medicine. 2019;60:54—70.

NHupekcupaHa B: Web of Science, Scopus

Background: Who should be tested for viruses in patients with community acquired pneumonia
(CAP), prevalence and risk factors for viral CAP are still debated. We evaluated the frequency of
viral testing, virus prevalence, risk factors and treatment coverage with oseltamivir in patients
admitted for CAP. Methods: Secondary analysis of GLIMP, an international, multicenter, point-
prevalence study of hospitalized adults with CAP. Testing frequency, prevalence of viral CAP and
treatment with oseltamivir were assessed among patients who underwent a viral swab. Univariate
and multivariate analysis was used to evaluate risk factors. Results: 553 (14.9%) patients with CAP
underwent nasal swab. Viral CAP was diagnosed in 157 (28.4%) patients. Influenza virus was
isolated in 80.9% of cases. Testing frequency and viral CAP prevalence were inhomogeneous
across the participating centers. Obesity (OR 1.59, 95%CI: 1.01-2.48; p = 0.043) and need for
invasive mechanical ventilation (OR 1.62, 95%CI: 1.02-2.56; p = 0.040) were independently
associated with viral CAP. Prevalence of empirical treatment with oseltamivir was 5.1%.
Conclusion: In an international scenario, testing frequency for viruses in CAP is very low. The most
common cause of viral CAP is Influenza virus. Obesity and need for invasive ventilation represent
independent risk factors for viral CAP. Adherence to recommendations for treatment with
oseltamivir is poor.

MexayHapoaHu nepcnekTMBMU 3a XOCNUTaNM3npaHu naumeHTu ¢ BUPyCHa NHEBMOHMUSA
npuaobuta B o6LWHOCTTa

Mpeouctopus: Bee owe ca anckytnpa ko cnefsa ga 6vae uscnenBaH 3a BUPYCU Npu NaumMeHTn ¢
nHeBMOHMSA npuaobuta B obuwecteoTo ([1M0O), pasnpocTpaHeHne 1 pUCKOBK haKkTopu 3a BUPYCHA
MMNO. OueHnxme yectoTaTa Ha BUPYCHUTE TECTOBE, Pa3npOCTPaHEHMETO Ha BUPYCa, PUCKOBUTE
dakTopu 1 obxBaTa Ha NEYEHMETO C 03enTammMBup Npy NauneHTun, npuetu 3a MNrNo. Metogwm:
BTopuyeH aHanns Ha GLIMP, mexgyHapogHo, MHOroLEHTPOBO NpoyYBaHe Ha TOYKOBOTO
pa3npocTpaHeHne Ha xocnutanuampanmn Bb3pacTtHu ¢ NMO. YecTtoTaTa Ha TecTBaHe,
pasnpocTpaHeHmeTo Ha BupycHa MNIMNO n neyeHneTo ¢ o3entTammusBmp 6sxa oueHeHn cpeq
nauneHTuTe, NOANOXEHN Ha TECTBAHE C BUPYCEH TaMMoH. 3non3BaH € egHOBapuUaHTEH U
MHOroBapuaHTEH aHanu3 3a OueHKa Ha puckosute gaktopu. Pesyntatu: 553 (14,9%) naumeHTn
CAP ca nognoxeHu Ha TeCTBaHe C TaMnoH 3a Ha3arneH cekpeT. BupycHa lMIMA 6e
anarHoctuumupana npu 157 (28,4%) nauyneHTtn. B 80,9% ot cnyvyante 6e nsonupax rpuneH Bupyc.
YecToTaTa Ha TecTBaHe n pa3npocTpaHeHneTo Ha BupycHaTta [NINA 6s:xa HEXOMOreHHU B
yyacTtBawmTte yeHTtpose. 3atnbersaBaHeTo (OR 1,59, 95% ClI: 1,01-2,48; p = 0,043) n
HeobxoQMMOCTTa OT MHBa3uBHa MexaHu4Ha BeHTunaumsa (OR 1,62, 95% CI: 1,02-2,56; p = 0,040)
6s1xa He3aBMCUMO acououpanu ¢ BupycHa lMIMA. PasnpocTpaHeHMeTo Ha eMNUPUYHOTO fleYeHne ¢
osentammeup 6e 5,1%. 3aknoueHne: B mexxayHapoaeH nnaH, Yectotata Ha TECTBAHe 3a BUPYCH
npu MNMNA e mHoro Hucka. Han-yectata npudnHa 3a supycHa [NIMA e rpunHnaT Bupyc.
3aTtnbCTsABaHETO M HEO6XOOMMOCTTA OT MHBA3UBHA BEHTUNALMS NpeacTaBnsaBaT He3aBUCMMU
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puckosu dpakTopu 3a BupycHa lNIMA. MNpuabpkaHeTo KbM NPenopbKUTE 3a fleveHne ¢ 03enTaMmmemnp
e cnabo.

I'7 - 17 | Di Pasquale MF, Sotgiu G, Gramegna A, Radovanovic D, Terraneo S, Reyes LF, Rupp J,
Gonzalez Del Castillo J, Blasi F, Aliberti S, Restrepo MI, Aruj PK, Attorri S, Barimboim E,
Caeiro JP, Garzon MI, Cambursano VH, Cazaux A, Lois M, Nair GB, ..., PetkovaD, ...,
et al.

Prevalence and etiology of community-acquired pneumonia in immunocompromised
patients. Clinical Infectious Diseases. 2019;68(9):1482—-93.

NHupekcupaHa B: Web of Science, Scopus

Background. The correct management of immunocompromised patients with pneumonia is
debated. We evaluated the prevalence, risk factors, and characteristics of immunocompromised
patients coming from the community with pneumonia. Methods. We conducted a secondary
analysis of an international, multicenter study enrolling adult patients coming from the community
with pneumonia and hospitalized in 222 hospitals in 54 countries worldwide. Risk factors for
immunocompromise included AIDS, aplastic anemia, asplenia, hematological cancer,
chemotherapy, neutropenia, biological drug use, lung transplantation, chronic steroid use, and solid
tumor. Results. At least 1 risk factor for immunocompromise was recorded in 18% of the 3702
patients enrolled. The prevalences of risk factors significantly differed across continents and
countries, with chronic steroid use (45%), hematological cancer (25%), and chemotherapy (22%)
the most common. Among immunocompromised patients, community-acquired pneumonia (CAP)
pathogens were the most frequently identified, and prevalences did not differ from those in
immunocompetent patients. Risk factors for immunocompromise were independently associated
with neither Pseudomonas aeruginosa nor non-community-acquired bacteria. Specific risk factors
were independently associated with fungal infections (odds ratio for AIDS and hematological
cancer, 15.10 and 4.65, respectively; both P =.001), mycobacterial infections (AIDS; P = .006),
and viral infections other than influenza (hematological cancer, 5.49; P <.001). Conclusions. Our
findings could be considered by clinicians in prescribing empiric antibiotic therapy for CAP in
immunocompromised patients. Patients with AIDS and hematological cancer admitted with CAP
may have higher prevalences of fungi, mycobacteria, and noninfluenza viruses.

PasnpocTpaHeHue n eTMONOrnA Ha NHeBMOHUA NpUAoO6UTa B 06LECTBOTO MHEBMOHUS NpU
MMYHOKOMMPOMETUPAHU NaLUEHTH

Mpeguctopus. MNMpaBUNHOTO NevyeHne Ha UMYHOKOMMNPOMETUPAHU NauMeHTn ¢ MHEBMOHNSA B
BbMNPOC Ha auckycusa. Hue oueHnxme pasnpoCcTpaHeHMETO, PUCKOBUTE haKTopu m
XapakTepuUCTUKUTE Ha UMyHOKOMMpoMeTupaHu naumeHTn ¢ MNMNO. Metogu. NpoeBegoxme BTOpUYeH
aHanu3 Ha MexayHapoaHO, MHOIMOLLEHTPOBO NpOyYBaHe, BKOYBALO Bb3pacTHy nauneHTu c MMO,
xocnutanuaunpanum B 222 6onHuum B 54 ctpaHu no ceeta. Puckosute gpaktopu 3a
nmyHokomnpomuc Brntousat CMWH, annactnyHa aHemus, acnneHus, XeMaTonormMyeH pakx,
XUMmoTepanus, HeyTponeHus, ynotpeda Ha 6unonornyHn nekapcrtea, 6enogpobHa
TpaHcnnaHTaums, XpoHMYHa ynotpeba Ha cteponaun u convaeH tymop. Pesyntatu. Han-manko 1
PUCKOB dhakTop 3a MMyHoKoMnpomuc 6e permctpupan npu 18% ot 3702 BKMAOYEHN NALMUEHTH.
PasnpoctpaHeHneTo Ha pucKoBUTE (pakTopu ce pasnuyaBalle 3HaYnTernHoO B pasfnuyHuTe
KOHTUHEHTWN U CTPaHW, KaTO Han-4eCTo cpeLlaHnTe ca XpoHUYHaTa ynotpeba Ha cteponan (45%),
XeMaTonorM4HuAT pak (25%) n xummnotepanusata (22%). Cpea MMyHOKOMNPOMETMPaHUTE
naumeHTun, natoreHmte Ha [0 Bsxa Han-4ecTo naeHTUUUMpPaHn 1 pasnpPoCTPaHEHNETO He ce
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pasnuyasLle OT ToBa NPY UMYHOKOMMETEHTHU NauneHTn. PuckoBute paktopu 3a
MMYHOKOMMpPOMUC He BAxa He3aBMCUMMO CBbp3aHn HUTO ¢ Pseudomonas aeruginosa, HUTO C
BakTepun, Henpnaobutn B o6wHoCcTTa. CneundunyHnTe puckoBmu aktopm 6sxa He3aBMCUMO
acouumpaHu ¢ rebuMyHn nHgekummn (koeduumeHT Ha BeposaTHocT 3a CIMWH n xemaTonormnyeH pak,
cboTtBeTHO 15,10 1 4,65; n gBete P = .001), mnkobakrepunanyu nHgpekumm (CrNMNH; P = .006) n
BUPYCHU MHPEKLUMNK, pasfnyHu OT rpun (XemaTonornyHm pak, 5,49; P <.001). N3soan. Hawute
KOHCTaTaumm morat aa 6baart B3eTu npeasug oT KNMHULUCTUTE Npy NpeanmMcBaHe Ha eMnupuyHa
aHTMbnoTu4dHa Tepanusa 3a MO npu MmyHokoMnpomeTupaHn nauneHTu. NaumeHtn cbe CIMNNH n
xemaTornorudeH pak, npuetu ¢ MO, moxe fa Mmat No-BUCOKO pasnpocTpaHeHne Ha Monyku,
MUKOBAKTEPUM 1 HETPUMHW BUPYCW.

I'7 - 18 | Aliberti S, Cook GS, Babu BL, Reyes LF, Rodriguez AH, Sanz F, Soni NJ, Anzueto A,
Faverio P, Sadud RF, Muhammad I, Prat C, Vendrell E, Neves J, Kaimakamis E, Feneley
A, Swarnakar R, Franzetti F, Carugati M, Morosi M, Monge E, Restrepo MI, Aruj PK,
Attorri S, Barimboim E, Caeiro JP, Garzén MI, Cambursano VH, ..., Petkova D,..., et al.
International prevalence and risk factors evaluation for drug-resistant Streptococcus
pneumoniae pneumonia.

Journal of Infection. 2019;79(4):300-11.

NHupekcupaHa B: Web of Science, Scopus

Objective: Streptococcus pneumoniae is the most frequent bacterial pathogen isolated in subjects
with Community-acquired pneumonia (CAP) worldwide. Limited data are available regarding the
current global burden and risk factors associated with drug-resistant Streptococcus pneumoniae
(DRSP) in CAP subjects. We assessed the multinational prevalence and risk factors for DRSP-
CAP in a multinational point-prevalence study. Design: The prevalence of DRSP-CAP was
assessed by identification of DRSP in blood or respiratory samples among adults hospitalized with
CAP in 54 countries. Prevalence and risk factors were compared among subjects that had
microbiological testing and antibiotic susceptibility data. Multivariate logistic regressions were used
to identify risk factors independently associated with DRSP-CAP. Results: 3,193 subjects were
included in the study. The global prevalence of DRSP-CAP was 1.3% and continental prevalence
rates were 7.0% in Africa, 1.2% in Asia, and 1.0% in South America, Europe, and North America,
respectively. Macrolide resistance was most frequently identified in subjects with DRSP-CAP
(0.6%) followed by penicillin resistance (0.5%). Subjects in Africa were more likely to have DRSP-
CAP (OR: 7.6; 95% CI: 3.34-15.35, p < 0.001) when compared to centres representing other
continents. Conclusions: This multinational point-prevalence study found a low global prevalence of
DRSP-CAP that may impact guideline development and antimicrobial policies.

MexayHapoaHa oueHKa Ha pa3npoCcTpaHEHUMETO U pUCKOBUTE PaKTOPU 3a PE3UCTEHTHA KbM
nekapcrtBa Streptococcus pneumoniae NHeBMOHUA

Llen: Streptococcus pneumoniae e Han-4ecTnaT 6akTepnaneH NnaToreH, N3onmMpaH Npy NauneHTn
nHeBMoHUs npugobuta B obwecTteoTo (MMO) B cBeTOBEH Mawwab. HannvyHm ca orpaHn4eHn JaHH
MO OTHOLUEHWME Ha TEeKyLOoTO rnobanHo 6peme 1 puckoBm hakTopu, CBbP3aHN C PE3UCTEHTHN KbM
nekapcta Streptococcus pneumoniae (DRSP) npu nauneHTtu ¢ MNMMO. Hue oueHnxme
MYNATUHAUMOHANHOTO pa3npocTpaHeHue n puckosute gaktopu 3a DRSP-IMO B
MHOrOHaLMOHaNnHo npoy4yBaHe 3a TOYKOBO pasnpocTpaHeHue. [InzanH: PasnpocTtpaHeHNeTo Ha
DRSP-IMO 6eLwe oueHeHo Ype3 naeHtndpumumpaHe Ha DRSP B kpbBHM U pecnnpaTtopHu Npodu
cpea Bb3pacTHu, xocnutanmanpanu ¢ MNMNO B 54 ctpaHn. PasnpocTpaHeHneTo 1 puUckoBuTe
dakTopu Bsixa cpaBHEHM MexXay MHAMBUAMW, KOUTO ca Bunn nscnegBaHn MUKPOOBUONOMMYHO U C
OaHHU 33 YYBCTBUTENHOCT KbM aHTUBMOTMUN. Bsxa n3non3saHn MHOroBapMaHTHU JIOTMCTUYHU
perpecun 3a ngeHtmduumpaHe Ha puckoBm aktopu, HesaBncumo acouumpanm ¢ DRSP-II10.
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PesyntaTtu: B npoyyBaHeTo 6sixa BkntoveHn 3193 nuua. MnobanHoTo pasnpoctpaHeHe Ha DRSP-
Mo 6e 1,3%, a HMBaTa Ha KOHTUHEHTANHO pa3npocTpaHeHne — cboTBeTHO 7,0% B Adpuka,
1,2% B A3us n 1,0% B IOxxHa Amepuka, EBpona n CesepHa Amepuka. Pe3ancTeHTHOCTTa KbM
Makponuamn 6e naeHtTudpuunpaHa Han-yecto npu cybektn ¢ DRSP-IMO (0,6%), nocneasaHa ot
pe3ncTeHTHOCT kbM neHnumnnuH (0,5%). CybekTtute B Adpuka ca no-cknoHHn ga umat DRSP-MIMO
(OR: 7,6; 95% CI: 3,34-15,35, p <0,001) B cpaBHEHUNE C LLIEHTPOBE B APYINTE KOHTUHEHTH.
3akntoyeHna: ToBa MynTUHALMOHANHO NPOyYBaHe 3a TOYKOBO pasnpoCcTpaHeHne yCTaHOBU HUCKO
rnobanHo pasnpoctpaHeHne Ha DRSP-TIMO, koeTo Moxe aa noBnusie Ha pa3paboTBaHETO Ha
HACOKM N aHTUMUKPOOHM NONUTUKM.

I'7 - 19 | Papi A, Avdeev S, Calverley PMA, Cordeiro CR, Jesenak M, Koblizek V, Petkova D,
Rogliani P, Tarraf H, Tzanakis N, Ulmeanu R, Uzaslan E, Adir Y.

Use of mucolytics in COPD: A Delphi consensus study.

Respiratory Medicine. 2020 Dec;175:106190

Nupekcupaxa B: Web of Science, Scopus

Background: International guidelines recommend mucolytic agents as add-on therapy in selected
patients with COPD because they may reduce exacerbations and improve health status. As the
evidence varies among mucolytic agents, we used the Delphi method to assess consensus
amongst an international panel of COPD experts on mucolytics use in COPD. Methods: 53 COPD
experts from 12 countries were asked to complete an online questionnaire and rate their
agreement with 15 statements using a 5-point scale. The mucolytic agents evaluated were
carbocysteine, erdosteine and N-acetylcysteine (NAC). Data were collected anonymously and
consensus presented using descriptive statistics. Results: The 47 respondents reached consensus
on the statements. They agreed that regular treatment with mucolytic agents effectively reduces
the frequency of exacerbations, reduces the duration of mild-to-moderate exacerbations, and can
increase the time to first exacerbation and symptom-free time in COPD patients. Consensus was
consistently highest for erdosteine. The experts agreed that all three mucolytics display antioxidant
and anti-inflammatory activity. Erdosteine and NAC were thought to improve the efficacy of some
classes of antibacterial drugs. All three mucolytics were considered effective for the short-term
treatment of symptoms of acute exacerbations when added to other drugs. The panel agreed that
approved doses of mucolytic agents have favorable side-effect profiles and can be recommended
for regular use in patients with a bronchitic phenotype. Conclusions: Consensus findings support
the wider use of mucolytic agents as add-on therapy for COPD. However, the differences in
pharmacological actions and clinical effectiveness must be considered when deciding which
mucolytic to use.

M3non3BaHe Ha mykonutuum npu XOBb: koHceHcycHo Delphi npoyuBaHe

Mpeguctopusa: MexgyHapoaHUTE HAacOKM NpenopbyYBaT MYKOSIMTUYHN areHTU KaTo SOMbIIHUTENHA
Tepanua npu onpegenerHn nauneHTn ¢ XOBbB, Tbin KaTo Te MoraTt Aa HamanAaT ek3auepbaunnte u
Aa nogobpAT 30paBOCNOBHUA cTaTyc. Tbhi KaTo JoKasaTernicTBaTa Bapupart 3a pasfnnuyHmuTe
MYKOSIUTUYHKN areHTun, HMe nanonssaxme metoga Delphi, 3a ga oueHnm KOHceHcyca cpefq
MexayHapoaeH naHen ot ekcneptu no XOBb oTHOCHO ynotpebaTa Ha mykonuTuum npu XObBb.
MeTtoaun: 53 ekcneptn no XOBBb oT 12 abpxaBun 6sxa NOMoneHn Aa NONbAHAT OHNaH BbMPOCHUK
N 0a OLEHAT cbrnacneTo cu ¢ 15 TBbpaeHust, U3non3sankm 5-cteneHHa ckana. OueHeHuTe
MYKONUTUYHK areHTun Bsixa kapboumctenH, epgoctenH n N-auetunumctemH (NAC). JaHHuTe 6saxa
CbbpaHN aHOHMMHO N KOHCEHCYCBHT Belle npefCTaBeH C NOMOLLTA Ha onucaTenHa craTtucTuka.
PesyntaTtun: 47-Te aHKkeTUpaHu NOCTUITHaAXa KOHCEHCYC No TBbpAeHusATa. Te ce cbrracuxa, ye
pefoBHOTO fle4eHNE C MYKOJIMTUYHM areHTu epekTMBHO HamarnsiBa YectoTarta Ha ek3auepbauuure,
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Hamarnssa NPOAbIMKUTENHOCTTA Ha NeKUTe A0 yMepeHu ek3auepbaunn n moxe aa ysenmym
BPeEMETO A0 NbpBOTO 060CTpsiHE 1 BpemeTo 6e3 cumntomm npu naumeHtTn ¢ XObBb. KoHceHcycbT
Gelle Han-BUCOK 3a epAocTenH. Ekcneptute ce cbrnacuxa, Ye u Tpute MyKonMTUKa NposiBABaT
aHTUOKCUAaHTHa 1 NPOTMBOBB3NanMTenHa aktmeHocT. Cuuta ce, Ye epgoctenH n NAC
nogobpsaBaT enKacHOCTTa Ha HAKOM KnacoBe aHTubakTepuanHu nekapctea. Ul Tpute Mmykonutuka
ce cuuTar 3a edpeKTMBHUN 3a KPaTKOCPOYHO flevYeHne Ha CUMNTOMM Ha OCTpU ek3auepbaumm, koraTo
ce pobaBaT KbM Apyrv nekapctea. [aHenbT ce cbrnacu, 4e ogobpeHnTe 403N MYKOSTUTUYHN
areHTn umat GrnaronpuaTeH Npodus Ha CTpaHUYHK edbekTn n MoraT aa 6baaT NnpenopbyaHy 3a
penoBHa ynotpeba npu nauneHTn ¢ 6poHxmMTrdeH beHoTun. 3akntoyeHns: KoHceHcycHUTe
KOHCTaTaumm NoAKpenaT No-LUMPOKOTO U3NON3BaHe Ha MyKONMMTUYHM areHTU KaTto AoMbIIHUTENHa
Tepanua 3a XOBb. Bbnpekn ToBa, pasnvkute BbB (hapMakonornyHuTe JenCTBUS N KNMHUYHaTa
edeKTUBHOCT TpaAbBa Aa ce MMmart npensui, Korato ce peluaBa KoM MyKOIMTUK Aa ce U3Non3ea.

I'7 - 20 | Dauvilliers Y, Verbraecken J, Partinen M, Hedner J, Saaresranta T, Georgiev O, Tiholov
R, Lecomte |, Tamisier R, Lévy P, Scart-Gres C, Lecomte JM, Schwartz JC, Pépin JL,
Attali V, Bourgin P, Gagnadoux F, Baharloo F, Berg S, Polo O, Hedner JA, Peker Y, Blau
A, Borreguero DG, Cuesta FJP, Belev G, Ivanov Y, Metev H, Petkova D, Dokic D, Marku
MI, Kaeva BJ, Jankovic S, Kopitovic I, Vukcevic M, HAROSA ISG.

Pitolisant for daytime sleepiness in patients with obstructive sleep apnea who refuse
continuous positive airway pressure treatment a randomized trial.

American Journal of Respiratory and Critical Care Medicine. 2020;201(9):1135-45.
NHupekcupaHa B: Web of Science, Scopus

Rationale: Excessive daytime sleepiness is a common disabling symptom in obstructive sleep
apnea syndrome. Objectives: To evaluate the efficacy and safety of pitolisant, a selective histamine
H3 receptor antagonist with wake-promoting effects, for the treatment of daytime sleepiness in
patients with moderate to severe obstructive sleep apnea refusing continuous positive airway
pressure treatment. Methods: In an international, multicenter, double-blind, randomized (3:1),
placebo-controlled, parallel-design trial, pitolisant was individually titrated at up to 20 mg/d over 12
weeks. The primary endpoint was the change in the Epworth Sleepiness Scale score. Key
secondary endpoints were maintenance of wakefulness assessed on the basis of the Oxford Sleep
Resistance test, safety, Clinical Global Impression of severity, patient's global opinion, EuroQol
quality-of-life questionnaire, and Pichot fatigue questionnaire. Measurements and Main Results: A
total of 268 patients with obstructive sleep apnea (75% male; mean age, 52 yr; apnea-hypopnea
index, 49/h; baseline sleepiness score, 15.7) were randomized (200 to pitolisant and 68 to placebo)
and analyzed on an intention-to-treat basis. The Epworth Sleepiness Scale score was reduced
more with pitolisant than with placebo (22.8; 95% confidence interval, 24.0 to 21.5; P, 0.001). Wake
maintenance tests were not improved. The Pichot fatigue score was reduced with pitolisant. The
overall impact of pitolisant was confirmed by both physicians' and patients' questionnaires. Adverse
event incidence, mainly headache, insomnia, nausea, and vertigo, was similar in the pitolisant and
placebo groups (29.5% and 25.4%, respectively), with no cardiovascular or other significant safety
concerns. Conclusions: Pitolisant significantly reduced self-reported daytime sleepiness and fatigue
and improved patient-reported outcomes and physician disease severity assessment in sleepy
patients with obstructive sleep apnea refusing or nonadherent to continuous positive airway
pressure.

MuTonusaHT 3a AHEeBHA CbLHNNBOCT npun nauneHTm c OGCprKTMBHa CbHHa anHes,
OTKa3BalLlM HenpeKbCHATo Jie4eHue C NoJyioXXKuTesiHO HanAraHe Ha AuxXaTernHUuTe NbTULLA,
PaHAOMU3NPAHO Npoy4BaHe.
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O6ocHoBka: lNpekomepHaTa CbHAMBOCT Npe3 AeHsA € YeCTO CpeLlaH MHBanuamampaLy, CMMnToM npu
cvHapoma Ha o6CTpykTUBHA CbHHa anHes. Llenn: [1a ce oueHn edoukacHocTTa n 6e3onacHocTTa Ha
NMUTONN3AHT, CENEKTUBEH aHTaroHUCT Ha xnuctamuH H3 peuenTop ¢ eekTn, cTuMmynupatim
OGyAHOCT, 3a NevYeHne Ha QHEeBHA CbHMBOCT NpY NAUMEHTU C yMepeHa 0 Texka 0b6CTpyKTUBHa
CbHHa anHes, OTKa3BaLlM HENPEKbLCHATO fleYeHne C NOSTIOXKMTENHO HanaraHe B AnxaTenHuTe
nbTMwa. Metoan: B mexxayHapogHO, MHOMOLEHTPOBO, ABOMHO-CASANO, paHaoMuanpaHo (3:1),
nnauebo-KoOHTPONMpaHo Npoy4BaHe ¢ napaneneH AnsaviH, NMTONU3aHT € MHANBMAYarTHO TUTPUpaH
0o 20 mg/peH 3a 12 cegmuuu. MNbpBUYHaTa KparHa ToYKa € npoMsHaTa B pesyrnrarta no ckanarta
3a CbHNMBOCT Ha Epworth. KntoyoBn BTOPMYHKU KparHM TOYKKM ca NOAObPXKaHETO Ha ByaHOCT,
OLeHEeHO Bb3 OCHOBa Ha OKcdopACKMSa TECT 3a YCTOMYMBOCT Ha CbH, 6€30MacHOCT, KNMHUYHO
o0Lo BNeYyaTnieHne 3a TexecTTa, obLWOTO MHEHWE Ha NaumMeHTa, BbMPOCHMK 3a KA4eCTBOTO Ha
XnBoT Ha EuroQol 1 BbnpocHuK 3a ymoparta Ha Pichot. amepBaHusi u ocHoBHU peadynTtaTtu: O6Lwo
268 nauuneHTn c 06CTPYKTMBHA CbHHA anHes (75% Mbxe; cpeHa Bb3pacT 52 roanHn; MHAEKC Ha
anHea-xunonHes 49/h; naxoaeH pesynraTt 3a CbHAMBOCT 15,7) 6s1xa paHaomuaupanm (200 Ha
NUTONN3aHT 1 68 Ha nnauebo ) n aHanu3anpaH Bb3 OCHOBA Ha HaMepeHWe 3a NeYeHune.
PesyntaTbT No ckanarta 3a CbHAMBOCT Ha Epworth 6e no-HUCHK C NUTONU3aHT, OTKOSKOTO C
nnaue6o (22,8; 95% poseputeneH nHtepean, 24,0 go 21,5; P, 0,001). TecTtoBeTe 3a nogabpxaHe
Ha ByaHWOCT He nokasaxa nogobpeHune. Pe3yntatuTte no ckanata 3a ymopa Ha Pichot 6axa no-
HUCKM C NUTONU3aHT. LISNOCTHOTO Bb3AeNCTBNE HA NUTONM3aHTa ce NOTBbPXAaBa KakTo OT
BbNPOCHMLMTE Ha NiekapuTe, Taka U Ha NaumeHTuTe. Yectotarta Ha HexenaHuTe cbouTus, rmaBHO
rnasobonue, 6e3cbHue, rageHe N CBETOBBbPTEX, € CXOAHA B rpynuTe C NUTONM3aHT 1 nnauebo
(cboTBETHO 29,5% 1 25,4%), 6€3 Cbpae4HO-CbA0BU UK APYrM 3HAYMMK OnaceHus 3a
6esonacHocTTa. 3akntoyeHuns: NUTonnsaHT 3Ha4YMTENHO HaMansaBa camooLeHsBaHaTa AHeBHaA
CbHMMBOCT M ymMopa 1 nogobpsBa AoknaaBaHUTE OT NaUMEHTUTE pe3ynTaTh U fiekapckaTta oueHka
Ha TeXxecTTa Ha 3abonsBaHeTo Npu CbHANBY NaLMeHTU ¢ OBCTPYKTMBHA CbHHA anHes, KOUTo
OTKa3BaT MM He Ce NpUABbPXKAT KbM HEMNPEKbCHATO MOMNOXUTENHO HaNAraHe B gMxaTtenHute
nbTULA.

I'7 - 21 | Villafuerte D, Aliberti S, Soni NJ, Faverio P, Marcos PJ, Wunderink RG, Rodriguez A,
Sibila O, Sanz F, Martin-Loeches I, Menzella F, Reyes LF, Jankovic M, Spielmanns M,
Restrepo MI, GLIMP Investigators, Aruj PK, Attorri S, Barimboim E, ..., Petkova D, ..., et
al.

Prevalence and risk factors for Enterobacteriaceae in patients hospitalized with
community-acquired pneumonia.

Respirology. 2020 May;25(5):543-51.

NHupekcupaHa B: Web of Science, Scopus

Background and objective: Enterobacteriaceae (EB) spp. family is known to include potentially
multidrug-resistant (MDR) microorganisms, and remains as an important cause of community-
acquired pneumonia (CAP) associated with high mortality. The aim of this study was to determine
the prevalence and specific risk factors associated with EB and MDR-EB in a cohort of hospitalized
adults with CAP. Methods We performed a multinational, point-prevalence study of adult patients
hospitalized with CAP. MDR-EB was defined when >= 3 antimicrobial classes were identified as
non-susceptible. Risk factors assessment was also performed for patients with EB and MDR-EB
infection. Results Of the 3193 patients enrolled with CAP, 197 (6%) had a positive culture with EB.
Fifty-one percent (n = 100) of EB were resistant to at least one antibiotic and 19% (n = 38) had
MDR-EB. The most commonly EB identified were Klebsiella pneumoniae (n = 111, 56%) and
Escherichia coli (n = 56, 28%). The risk factors that were independently associated with EB CAP
were male gender, severe CAP, underweight (body mass index (BMI) < 18.5) and prior extended-
spectrum beta-lactamase (ESBL) infection. Additionally, prior ESBL infection, being underweight,
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cardiovascular diseases and hospitalization in the last 12 months were independently associated
with MDR-EB CAP. Conclusion This study of adults hospitalized with CAP found a prevalence of
EB of 6% and MDR-EB of 1.2%, respectively. The presence of specific risk factors, such as prior
ESBL infection and being underweight, should raise the clinical suspicion for EB and MDR-EB in
patients hospitalized with CAP.

PasnpocTtpaHeHue n puckoeu pakropu 3a Enterobacteriaceae npu naumeHTn,
xocnuTtanusanpaHm ¢ NHEBMOHUA NpuaoomuTa B 06WecTBOTO

Mpeouctopua n uen: 3a cemenctsoTo Enterobacteriaceae (EB) spp. e nsBectHo, 4e BKIoYBa
noTeHUManHo MynTupesncTeHTHU Ha nekapctea (MDR) MyukpoopraHnamu n octaBa BaxkHa npuynHa
3a NHeBMOHMA Npuaobuta B o6wectroTo (MMO), cBbp3aHa ¢ BUCOKa CMbPTHOCT. LlenTta Ha ToBa
npoy4ysaHe Gelle aa ce onpegenu pasnpocTpaHeHNeTo U cneumUUYHNTE PUCKOBU (haKTopH,
cebp3aHu ¢ EB n MDR-EB B rpyna ot xocnutanusupanu sb3pacTtHu ¢ [M0. Metogu: Nposegoxme
MYNTUHAUMOHANHO NpOoyYBaHe Ha TOYKOBOTO PasnpoCTpaHeHne Ha Bb3pacTHU NaUNeHTH,
xocnutanuaupanu c MNMO. MDR-EB 6e geduHupaHo, korato >= 3 aHTUMUKPOOHM Knaca ce
noeHTUUUMpaT KaTo HevyBCTBUTENHU. N3BbpLueHa 6e 1 oueHka Ha puckoBuTe hakTopu 3a
nauyneHTn ¢ EB n MDR-EB nHpekunsa. Pesyntatu: OT 3193 naumeHTtn, BkntodeHn c MNMO, 197 (6%)
nmaxa nonoxwutenHa kyntypa c EB. Netaecet n eguH npoueHTta (n = 100) ot EB 65s1xa
PE3NCTEHTHN KbM NOHEe eauH aHTnbnoTnk n 19% (n = 38) nmaxa MDR-EB. Hai-4yecTo
noeHTnrunpannte EB 6gaxa Klebsiella pneumoniae (n = 111, 56%) n Escherichia coli (n = 56,
28%). Puckosute caktopu, HezaBucumo acoummpanu c MNMoO, 6sxa muxku nos, Texka Mo,
NnogHOPMEHO Terno (MHAeKC Ha TenecHa maca (MTM) < 18,5) n npeguwHa nHgekums ¢ beta-
naktamasa c paswwupeH crnektbp (ESBL). OcBeH TOBa, npeanwHa nHpekumna ¢ ESBL, nogHopmeHo
Terno, CbpAeYHO-CbA0BM 3abonaBaHusa 1 xocnutanuaaums npes nocnegHute 12 meceua 6saxa
He3aBucumo acouuunpanm ¢ MDR-EB MMO. 3akntoyeHune: ToBa npoyyBaHe Ha Bb3pacTHMU,
xocnutanuaupanu c MO, yctaHoBu pasnpocTtpaHeHue Ha EB - 6% n MDR-EB cboTtBeTHO - 1,2%.
HanuuneTo Ha cneyndunyHn puckosu bakTopu, KaTo npeauiHa nHgekumna ¢ ESBL 1 nogHopmeHo
Terno, Tpsibea ga NOBMLIKN KITMHUYHOTO nogo3perHune 3a EB n MDR-EB npu naumeHTtn,
xocnutanuaupanu c MNro.

I'7 - 22 | Carugati M, Aliberti S, Sotgiu G, Blasi F, Gori A, Menendez R, Encheva M, Gallego M,
Leuschner P, Ruiz-Buitrago S, Battaglia S, Fantini R, Pascual-Guardia S, Marin-Corral J,
Restrepo M, ..., Petkova D, ..., et al.

Bacterial etiology of community-acquired pneumonia in immunocompetent hospitalized
patients and appropriateness of empirical treatment recommendations: an international
point-prevalence study.

European Journal of Clinical Microbiology & Infectious Diseases. 2020 Aug;39(8):1513—
25.

NHupekcupaHa B: Web of Science, Scopus

An accurate knowledge of the epidemiology of community-acquired pneumonia (CAP) is key for
selecting appropriate antimicrobial treatments. Very few etiological studies assessed the
appropriateness of empiric guideline recommendations at a multinational level. This study aims at
the following: (i) describing the bacterial etiologic distribution of CAP and (ii) assessing the
appropriateness of the empirical treatment recommendations by clinical practice guidelines (CPGSs)
for CAP in light of the bacterial pathogens diagnosed as causative agents of CAP. Secondary
analysis of the GLIMP, a point-prevalence international study which enrolled adults hospitalized
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with CAP in 2015. The analysis was limited to immunocompetent patients tested for bacterial CAP
agents within 24 h of admission. The CAP CPGs evaluated included the following: the 2007 and
2019 American Thoracic Society/Infectious Diseases Society of America (ATS/IDSA), the
European Respiratory Society (ERS), and selected country-specific CPGs. Among 2564 patients
enrolled, 35.3% had an identifiable pathogen. Streptococcus pneumoniae (8.2%) was the most
frequently identified pathogen, followed by Pseudomonas aeruginosa (4.1%) and Klebsiella
pneumoniae (3.4%). CPGs appropriately recommend covering more than 90% of all the potential
pathogens causing CAP, with the exception of patients enrolled from Germany, Pakistan, and
Croatia. The 2019 ATS/IDSA CPGs appropriately recommend covering 93.6% of the cases
compared with 90.3% of the ERS CPGs (p < 0.01). S. pneumoniae remains the most common
pathogen in patients hospitalized with CAP. Multinational CPG recommendations for patients with
CAP seem to appropriately cover the most common pathogens and should be strongly encouraged
for the management of CAP patients.

BakTepuanHa eTMonorus Ha NHeBMOHUsI Npuao6uTa B 06LECTBOTO NPU UMYHOKOMMETEHTHU
XOCMUTaNM3npaHn NauneHTU U Lenecbo6pasHOCT Ha NPenopPbLKUTE 32 EMNUPUYHO NeYveHue:
MeXAyHapoAHO Npoy4YBaHe 3a TOYKOBO pa3npocTpaHeHue

ToO4YHOTO NO3HaBaHe Ha enuaemuonornsaTa Ha npugobutata B obwecTBoTo NHeEBMOHUSA ([MMO) e
KrNto4oBO 3a n3bopa Ha NoaxoasaLm aHTUMUKPOOHM neveHns. MHOro Manko eTMOMorMyYHK
NpOy4YBaHUSA OLEHSABAT YMECTHOCTTA Ha NPeNoOPBbKUTE 38 EMMUPUYHN HACOKN HAa MHOIOHALMOHANHo
HMBO. ToBa NpoyyBaHe nmalle 3a uen crnegHoTo: (i) onnceaHne Ha 6akTepnanHoTo eTMONOTMYHO
pasnpocTtpaHeHne Ha lNIMO u (ii) oueHka Ha yMeCTHOCTTa Ha NPenopbKUTE 3a EMNUPUYHO NeYEHNE
ypes Hacoku 3a knuHu4Ha npaktuka (HKI) 3a MNMNO Ha 6a3aTa Ha BakTepuanHuTe NnaToreHu,
AanarHoctnuympanm kato npmunHutenn Ha MNMo. NasbplueH 6e BTopuyeH aHanma Ha GLIMP,
MeXayHapoaHO Npoy4YBaHe 3a TOMKOBO pa3npocTpaHeHue, BKIOYBALLIO Bb3pacTHH,
xocnutanuaunpanu ¢ MNMMO npes3 2015 r. AHanM3bT 6€ orpaHNYeH O MMYHOKOMMNETEHTHN NALUEHTMH,
TecTBaHU 3a bakTepuanHu areHTn Ha MINO B pamkuTe Ha 24 yaca oT npvema B BonHULa.
Ouenenute HKI1 MNIMNO BkntoyBaxa crnegHute: AMEpPUKaHCKOTO TOpaKasnHo
ApYyXecTBO/AMEPUKAHCKOTO APYXKECTBO NO MHGeKLMo3Hu 6onectn 3a 2007 r. n 2019 .
(ATS/IDSA), EBponenckoTto pecnupaTtopHo apyxecTtso (ERS) n nabpanm HKI1, cneundnynm 3a
BCsika obpxasa. Cpe 2564 BknoyeHU naumeHTn, 35,3% nmaxa ngeHtudnumpyem naToreH.
Streptococcus pneumoniae (8,2%) 6e Han-4ecTo NAEHTUPUUNPAHUAT NaToreH, crneasaH ot
Pseudomonas aeruginosa (4,1%) n Klebsiella pneumoniae (3,4%). HKIN nogxogsawo npenopbyBat
Aa ce nokpmeat noeye oT 90% OT BCUYKM NOTEHUMANHN naToreHu, npuyunHasawm MNro, c
N3KNYeHne Ha naumeHTute ot Nepmanug, MNMaknctan n Xvpeatusa. HKI 3a 2019 r. Ha ATS/IDSA
noaxoasLuo npenopbysa nokpmeaHe Ha 93,6% ot cnyyauTe B cpaBHeHme ¢ 90,3% ot HIMK Ha ERS
(p <0,01). S. pneumoniae octaBa Han-4eCTUAT NATOreH NPU NauneHTn, xocnutanuaunpanu c Mro.
MHoroHaumoHanHuTe npenopbkn Ha HIMK 3a naunenTn c MMO mnarnexga nokpueaTt No NoaxXoAsLL
HaYMH Han-4yecTUTe NnaToreHn n TpsibBa ga 6bAAT CUMHO HacbpyaBaHW 3a fle4YeHNe Ha NaUMEHTU C
rnno.

I'7 - 23 | Pépin JL, Georgiev O, Tiholov R, Attali V, Verbraecken J, Buyse B, Partinen M, Fietze I,
Belev G, Dokic D, Tamisier R, Lévy P, Lecomte |, Lecomte JM, Schwartz JC, Dauvilliers
Y, Attali V, Bourgin P, Dauvilliers Y, D’Ortho M, Gagnadoux F, Meurice JC, Nguyen XL,
Pépin JL, Buyse B, Hertegonne K, Rodenstein D, Verbraecken J, Ovesen J, Berg S,
Partinen M, Polo O, Saaresranta T, Hedner JA, Peker Y, Fietze |, Randerath WJ, Rdssner
E, Borreguero DG, Puertas Cuesta FJ, Duran-Cantolla J, Barbe F, Romero DO, Belev G,
Georgiev O, Ivanov Y, Metev H, Petkova D, Tiholov R, Dokic D, Marku MI.
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Pitolisant for Residual Excessive Daytime Sleepiness in OSA Patients Adhering to CPAP:
A Randomized Trial.

Chest. 2021 Apr 1;159(4):1598-6009.

NHupekcupaHa B: Web of Science, Scopus

Background: Excessive daytime sleepiness (EDS) in individuals with OSA syndrome persisting
despite good adherence to CPAP is a disabling condition. Pitolisant is a selective histamine H3-
receptor antagonist with wake-promoting effects. Research question: Is pitolisant effective and safe
for reducing daytime sleepiness in individuals with moderate to severe OSA adhering to CPAP
treatment but experiencing residual EDS?

Study design and methods: In a multicenter, double-blind, randomized (3:1), placebo-controlled,
parallel-design trial, pitolisant was titrated individually at up to 20 mg/day and taken over 12 weeks.
The primary end point was change in the Epworth Sleepiness Scale (ESS) score in the intention-to-
treat population. Key secondary end points were maintenance of wakefulness assessed by the
Oxford Sleep Resistance Test, Clinical Global Impressions scale of severity, the patient's global
opinion, EuroQoL quality-of-life questionnaire score, Pichot fatigue questionnaire score, and safety.
Results: Two hundred forty-four OSA participants (82.8% men; mean age, 53.1 years; mean Apnea
Hypopnea Index with CPAP, 4.2/h; baseline ESS score, 14.7) were randomized to pitolisant (n =
183) or placebo (n = 61). ESS significantly decreased with pitolisant compared with placebo (-2.6;
95% ClI, -3.9to -1.4; P <.001), and the rate of responders to therapy (ESS < 10 or change in ESS
= 3) was significantly higher with pitolisant (71.0% vs 54.1%; P = .013). Adverse event occurrence
(mainly headache and insomnia) was higher in the pitolisant group compared with the placebo
group (47.0% and 32.8%, respectively; P = .03). No cardiovascular or other significant safety
concerns were reported. Interpretation: Pitolisant used as adjunct to CPAP therapy for OSA with
residual sleepiness despite good CPAP adherence significantly reduced subjective and objective
sleepiness and improved participant-reported outcomes and physician-reported disease severity.

NMuTonn3aHT 3a ocTaTb4Ha NpeKoMepHa AHEBHA CHLHMAUBOCT npu nauneHTn ¢ OSA,
npuabpxawm ce kbMm CPAP: paHngomMusunpaHo npoy4yBaHe

Mpeguctopus: MNpekomepHaTta agHeBHa cbHAMBOCT (EDS) npn nngmeuam cbe cuHgpom Ha OSA,
npoabikasalla Bbnpekn godpoTo npuabpxaHe kbM CPAP, € nHBanmgnsmnpawo CbCTOSHUE.
MnTONM3aHT € cenekTUBEH aHTaroHNCT Ha XMcTaMuHoBMA H3-peuenTtop ¢ edpekTn, CTUMynMpaLlm
cbbyxgaHeTo. N3cnegosaTencku Bbnpoc: EdurkaceH n 6esonaceH nvm € NMTONU3aHTbLT 3a
HamarnsiBaHe Ha AHEBHaTa CbHMMBOCT NPW MHANBUAN C YMepeHa Ao Texka OSA, npugbpxalum ce
kbM CPAP neyenue, Ho nanuteawm octatbdyeH EDS? [lnzanH n metoam Ha nscneasaHeTo: B
MHOrOLIEHTPOBO, ABONHO-CAANO, paHgoMmnanpaHo (3:1), nnauebo-koHTPONMpPaHo NpPoyYBaHe C
napaneneH gu3anH, NMTONM3aHTbLT € TUTpMpaH nHameuayanHo Ao 20 mg/aeH n e npyemaH B
npoabimkeHne Ha 12 cegmuum. MNbpBUYHATA KpaHa TOYKa € NpoMAHa B pesyrtaTa no ckanaTa 3a
cbHNMBOCT Ha Epworth (ESS) B nonynauusita ¢ HamepeHue 3a nedveHune. Knwyosmn BTOPUYHN
KpamHW TOYKM ca nogabpkaHe Ha BygHoCT, oueHeHo Ype3 OKcdopacKnsa TECT 3@ YCTOMYMBOCT Ha
CbH, ckana 3a Texect Ha Clinical Global Impressions, rnmo6anHoTo MHeEHWe Ha NnaumMeHTa, pesynTart
OT BBbMNPOCHMKA 3a Ka4eCcTBOTO Ha XuBOT EuroQoL, pe3ynTtaTt oT BbNpPOCHUKA 3a ymopaTa Ha Pichot
n 6e3onacHocT. Pesyntatu: [1Becta yetupmngecet n Yetrpuma ydactHuum B OSA (82,8% mbxe;
cpegHa Bb3pacT, 53,1 roguHu; cpeaeH nHaekc Ha anHesa un xunonHes ¢ CPAP, 4,2/4; naxogeH ESS
pesynTaT, 14,7) 6sxa paHgoMuanpanun Ha nutonuaaHT (n = 183) unu nnauebo (n = 61). ESS
3Ha4YMTENHO Hamansea C NUTONM3aHT B cpaBHeHue ¢ nnauebo (-2,6; 95% Cl, -3,9 no -1,4; P <
0,001), a npoueHTBLT Ha nosnusanuTe ce ot Tepanudata (ESS < 10 unu npomsaHa B ESS = 3) e
3HauYUTENHO NO-BMCOK ¢ NuTonmaaHT (71,0% cpewwy 54,1%; P = 0,013). lNosBaTta Ha HexenaHu
cbbuTnA (OCHOBHO rnasobonue n 6e3cbHUE) e No-BMCOKa B rpynaTa Ha NUTONN3aHT B CPaBHEHME C
rpynata Ha nnauebo (47,0% v 32,8%, cvotBeTHO; P = 0,03). He ca goknagBaHu Cbpae4YyHO-CbA0BM
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NN Opyru 3Ha4YnTenHn onaceHna. TonkyBaHe: [TMTONM3aHTbT, U3NON3BaH KaTo AOMbIIHEHNE KbM
CPAP TtepanusaTa 3a OSA ¢ ocTaTb4Ha CbHMBOCT, BbNpekn 4obpoTo npuabpxaHe kbMm CPAP,
3Ha4MTENHO Hamansaea cybekTnBHaTa n 0bekTMBHa CbHAMBOCT M NogobpsiBa pesyntatuTe,
AOKnagBaHu OT y4acTHMUMTE, U TeXeCTTa Ha 3abonsBaHeTo, AOKNaaBaHa OT fekapuTe.

I'7 - 24 | Marin-Corral J, Pascual-Guardia S, Amati F, Aliberti S, Masclans JR, Soni N, Rodriguez
A, Sibila O, Sanz F, Sotgiu G, Anzueto A, Dimakou K, Petrino R, van de Garde E,
Restrepo MI, Aruj PK, Attorri S, Barimboim E, Caeiro JP, Garzén MI, Cambursano VH, ...,
Petkova D, ..., et al.

Aspiration Risk Factors, Microbiology, and Empiric Antibiotics for Patients Hospitalized
With Community-Acquired Pneumonia.

Chest. 2021 Jan;159(1):58-72.

NupekcupaHa B: Web of Science, Scopus

BACKGROUND Aspiration community-acquired pneumonia (ACAP) and community-acquired
pneumonia (CAP) in patients with aspiration risk factors (AspRFs) are infections associated with
anaerobes, but limited evidence suggests their pathogenic role. RESEARCH QUESTION: What are
the aspiration risk factors, microbiology patterns, and empiric anti-anaerobic use in patients
hospitalized with CAP? STUDY DESIGN AND METHODS: This is a secondary analysis of GLIMP,
an international, multicenter, point-prevalence study of adults hospitalized with CAP. Patients were
stratified into three groups: (1) ACAP, (2) CAP/AspRF+ (CAP with AspRF), and (3) CAP/AspRF-
(CAP without AspRF). Data on demographics, comorbidities, microbiological results, and anti-
anaerobic antibiotics were analyzed in all groups. Patients were further stratified in severe and
nonsevere CAP groups. RESULTS We enrolled 2,606 patients with CAP, of which 193 (7.4%) had
ACAP. Risk factors independently associated with ACAP were male, bedridden, underweight, a
nursing home resident, and having a history of stroke, dementia, mental illness, and enteral tube
feeding. Among non-ACAP patients, 1,709 (70.8%) had CAP/AspRF+ and 704 (29.2%) had
CAP/AspRF-. Microbiology patterns including anaerobes were similar between CAP/AspRF-,
CAP/AspRF+ and ACAP (0.0% vs 1.03% vs 1.64%). Patients with severe ACAP had higher rates
of total gramnegative bacteria (64.3% vs 44.3% vs 33.3%, P =.021) and lower rates of total gram-
positive bacteria (7.1% vs 38.1% vs 50.0%, P < .001) when compared with patients with severe
CAP/ AspRF+ and severe CAP/AspRF-, respectively. Most patients (>50% in all groups)
independent of AspRFs or ACAP received specific or broad-spectrum anti-anaerobic coverage
antibiotics. INTERPRETATION Hospitalized patients with ACAP or CAP/AspRF+ had similar
anaerobic flora compared with patients without aspiration risk factors. Gram-negative bacteria were
more prevalent in patients with severe ACAP. Despite having similar microbiological flora between
groups, a large proportion of CAP patients received anti-anaerobic antibiotic coverage.

PuckoBu hakTopu npu acnupauusi, MUKpOGUonorusa u eMnMpuMYHN aHTMGMOTULM 32
nauueHTHU, XoCNUTanu3npaHu ¢ NHEBMOHUSA NpuaoouTa B 06LWLEeCTBOTO.

MPEONCTOPUA AcnupaumoHHaTa nHeBMOHUS npuaobuTa B obwectsoTo (AlMO) n nHeBMOHUATA
npnaobuta B obwectsoTo (MMO) npy naumeHTn ¢ puckoBu gakTopu 3a acnmpaums (AcnP®) ca
NMHEKUUKN, CBbP3aHM C aHaepobun, HO orpaHMYeHn gokasaTencTea npeanonaraT TaxHaTa
natoreHHa pons. BbMPOC HA N3CIEABAHE: Kaksu ca pyckoBuTe haktopu 3a acnupauus,
MUKPOBNONOrMYHUTE MOAENN U eMNUpUYHaTe aHTMaHaepobHa ynoTpeba npu NauneHTw,
xocnutanuaupanu ¢ Mro? AN3ANH 1 METOOM HA U3CINEOBAHETO: Tosa e BTOpMYeH aHanus
Ha GLIMP, mexxagyHapogHO, MHOMOLEHTPOBO, TOMKOBO Pa3npoCTpaHeHNe Ha Bb3pacTHN,
xocnutanuaupanu c NMrO. MNaumeHtTnte 65xa cTtpaTudunumpann B Tpu rpynu: (1) Ao, (2)
MNO/AcnP® + (MMO ¢ AcnP®) u (3) NMO/AcnP®- (MMNO 6e3 AcnP®). BbB Bcu4yku rpynu 6sxa
aHanuanpaHu gemorpadCK1Te aHHW, AaHHUTE 3a CbMbTCTBALWM 3ab60naBaHNSA, MUKPOOUOIOrMYHM
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pe3ynTtaTn n aHTnaHaepobHu aHTmbumoTuum. MauyneHTnte 6sxa 4ONBAHUTENHO CTpaTUdMLMPaHN B
rpynu ¢ Texxka n Hetexka MNMNO. PE3YJITATU: Bkntounxme 2606 nauneHTu ¢ MNMO, ot konto 193
(7,4%) nmaxa AIMO. Puckosute daktopu, HesaBucumo cebp3aHu ¢ A0, 6saxa mbxe, npukoBaH
Ha nerno, NOgHOPMEHO Terno, obutaTen Ha cTap4yeckM AOM U aHaMHe3a 3a UHCYNT, AeMeHUus,
ncuxmyHo 3abonsBaHe 1 XxpaHeHe Ypes3 eHTepanHa coHaa. Cpea nauymeHTtute 6e3 AlMO, 1709
(70,8%) nmaxa MNMMNO/AcnP®+ 1 704 (29,2%) - NMMO/AcnP®-. MukpobuonornyHute moaenu,
BKIMIOUMTENHO aHaepobu, 6axa cxogHn mexay MNo/AcnP®-, MMO/AcnP®+ n AMMO (0,0% cpewy
1,03% cpely 1,64%). MauneHtnte ¢ Texka AMNMO nmaxa No-BUCOKN HMBa Ha OO rpam-
oTpuuatenHu 6aktepun (64,3% cpely 44,3% cpewty 33,3%, P = .021) n no-HMCKM HMBa Ha o6Lum
rpam-nonoxutennHn 6akrepum (7,1% cpewty 38,1% cpewy 50,0%, P < 0,001) B cpaBHeHue
CbOTBETHO C nauueHTu ¢ Texka MNMNO/AcnPd+ n Texka MNMNO/AcnP®-. [NoeseyeTo naumeHTn (>50%
BbB BCUYKM rpynun), Hezasmucumo ¢ MNIMNO/AcnP®+ nnu MNIMO, ca nony4yasanu cneumuyHm nnu
LLIMPOKOCNEKTbPHN aHTUaHaepobHn aHTubumoTrum ¢ nokputne. MHTEPMNPETALNA:
Xocnutanuanpanute naumeHtn ¢ ArroO wnu NMNO/AcnP®+ nmat nogobHa aHaepobHa cdnopa B
CpaBHeHue ¢ nauneHTn 6e3 puckosu akTopu 3a acnupaums. pam-oTpuuatenHuTe 6akTepum ca
no-pasnpocTpaHeHun npu naumeHTn ¢ Texka AlNMO. Bbnpeku cxogHata MukpobuonorndHa dpriopa
Mexay rpynute, ronama vact ot naumeHTtuTe ¢ MNMNO ca nonyyaesanu aHTMaHaepobHO
aHTUBMOTUYHO MOKPUTHE.

I'7 - 25 | Hodzhev VA, Kenderov AN, Ivanov YY, Gospodinova-Vulkova DP, Kalinov K.
Assessment of extrafine beclomethasone/formoterol for the treatment of chronic
obstructive pulmonary disease: A non-interventional study in a Bulgarian population.
Pulmonary Pharmacology & Therapeutics. 2022 Dec;77:102169.

NHupekcupaHa B: Web of Science, Scopus

Background: The beneficial effects of application of a fixed dose beclomethasone dipropionate
(BDP) and for-moterol fumarate (F) for the treatment of severe chronic obstructive disease (COPD)
has been amply proven in well controlled clinical trials. Whether this also holds for real-world
conditions and in such a heterogeneous patient population as is encountered in Bulgaria remained
to be investigated. Methods: In an observational, non-interventional study, 441 Bulgarian patients
with severe COPD who were enrolled at 36 sites across the country received extrafine BDP/FF-
combination therapy using the NEXThaler (R) DPI or the Foster (R) pMDI over a period of 16
weeks. At visits at the beginning, after 4 weeks and at the end of the study, alterations in lung
function parameters FEV1 and FVC, disease symptoms, changes in CAT score, and patient
distribution in GOLD 2017 categories A through D were assessed.Results: A large share of the
Bulgarian patients with severe COPD suffered from serious comorbidities, received additional
medication, and about 2/3 were former or current smokers. Extrafine BDP/FF caused an increase
in mean FEV1, FVC, a decrease of health impact as assessed by the CAT score, and a
considerable shift of the share of category C and D patients towards A and B. In addition, the
percentage of patients that were free of symptoms impacting everyday life such as fatigue and
shortness of breath at rest increased throughout the study. A comparison of both application
devices indicated that the NEXThaler (R) was superior in terms of lung functional aspects, as these
parameters displayed a constant improvement over the observation period, whereas they
plateaued at week 4 when using the pMDI.Conclusions: The therapeutic benefits of extrafine
BDP/FF known from clinical trials could also be observed in a real-world setting, even in such a
heterogenous patient population as the Bulgarian. The NEXThaler (R) appeared to be highly
efficient in this setting, opening a new choice for the lung specialist and the patient to select the
one device considered most suitable and practical.
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OueHka Ha ekcTpadmH 6eknomeTasoH/cpopmoTepon 3a neYyeHne Ha XPOHMYHA OOGCTPYKTUBHA
6enopnpobHa 6onecT: HeMHTEPBEHLMOHANHO Npoy4BaHe B 6bfirapcka nonynauums.

BbBeaeHuve: Mma goctaTbyHO JokasaTencTea oT Aobpe KOHTPONMpaHN KNMHUYHK NPoyYBaHMs 3a
BGnaronpuATHUTE eheKkTn OT NPUMOXKEHNETO HA PUKCUpaHa go3a 6eknomMeTa3oH gunponMoHaT
(BDP) n bopmoTtepon pymapart (F) 3a neyeHme Ha Texka XpoHu4Ha obCTpykTMBHa 6onect
(XOBB). OctaBa ga ce npoyyu, Aanu ToBa BaXu U 3a YCNoBUATa B peasiHus CBAT MNPy Takasa
pasHopoaHa nonynaums nauneHTun, KakeaTto ce cpela B bbnrapusa. Metoan: B obcepBaumoHHo,
HEWHTEPBEHUMOHANHo npoy4vsaHe 441 6bnrapcku nauneHTn ¢ Texxka XObb, BknioyeHn B
nacnegsaHeTo B 36 fokauumn B cTpaHaTta nonyynxa ekcrpaguHa kombuHupaHa tepanms ¢ BDP/FF,
nanonssankn NEXThaler (R) DPI unu Foster (R) pMDI 3a nepuog ot 16 cegmuun. Npu npernegm B
HayanoTo, cnen 4 ceAMnuUM 1 B Kpasi Ha Npoy4YBaHeTo H6Axa oueHeHN NPOMeHNUTe B napameTpute
Ha 6enogpobHaTa pyHkuma FEV1 n FVC, cumntomnte Ha 3abonsBaHeTo, npomexHnTte B CAT
pesyntaTta u pasnpegeneHuneto Ha nauneHTute B GOLD 2017 kaTteropumn A go D. PesynTaTu:
Fonam gan ot 6bnrapckute nauneHTn ¢ Texxka XObBb cTpagaTt oT cepmo3HM CbnbTCTBALLM
3abonsBaHung, nony4vasanu ca AONbIHUTENHM NeKapcTBa, a okono 2/3 ca GUBLLM UMY HACTOSALLM
nywauun. EkctpacdpmHHata BDP/FF Tepanusa npegussukea nosuwlasaHe Ha cpeaHnsa FEV1, FVC,
HamarnsBaHe Ha BrMSHUETO BbpXY 34paBeTo, oueHeHo Ype3 CAT pesynTaTa, U 3HAYUMTENHO
n3mMecTBaHe Ha fena Ha nauueHTtuTte ot kateropma C n D kbm A 1 B. B gonbnHeHne, NpoueHTbT
Ha naumeHTUTe 6e3 exxeHEBHN CUMMTOMMU, KaTO YMOpa 1 3a4yX B NOKOW, Ca ce YBEerMYuIm no
Bpeme Ha npoy4saHeTo. CpaBHEHNETO Ha ABeTe yCTponcTBa nokasea, ye NEXThaler (R) e ¢
NPeBBb3XOACTBO NO OTHOLLEHUE Ha BenoapobHMTe OYHKUMOHAIHU acnekTn, Tbi KaTo Te3un
napamMmeTpu NokassaT NMOCTOAHHO NogobpeHune nNpes nepuoaa Ha HabnaeHneTo, AoKaTo nNpu
nsnonaseaHe Ha pMDI Ha 4-Ta cegMmnua He ce oTbenssBa nNpomsHa. 3akntodeHns: TepaneBTUYHUTE
nonau ot ekctpadpuHHa BDP/FF, n3aBeCcTHu OT KNMMHUYHUTE N3NUTBAHUS, MoraT da ce Habntogasar
1 B pearHu yCcrioBus, JOpwu Npu TakaBa XeTeporeHHa nonynaums naumMeHTn kato 6bnrapckara.
NEXThaler (R) ce okasa BucokoedeKkTuBeH B Ta3n cuTyaums, oTBapsvku HoB U3bop 3a
6enogpobHus cneumanncT U nauneHTa ga nsbepat egHO YCTPOMCTBO, CYMTAHO 3a HaN-NOAXOASLLO
N NPaKTU4HO.

I'7 - 26 | lvanov Y, Hodzhev V, Gospodinova-Vulkova DP, Stoyanova A, Mihaylov S,
Dzhambazova V, Aleksandrova R, Aron E, Zhelev P.

Characteristics of patients with severe asthma in primary and secondary care settings
considered eligible for biological therapy —the Bulgarian RECOGNISE study.

Folia medica. (nog nevar).

NupekcupaHa B: Web of Science, Scopus

Background: Asthma is a major non-communicable disease affecting both children and adults,
being the most common chronic condition among the former. While in most patients controller
inhaled drugs stabilize the disease, a certain number suffer from severe asthma, which requires
treatment escalation. Oral corticosteroids are usually added, but they are associated with various
side effects which limits their application. The introduction of biologicals targeting inflammatory
mediators has opened a new era of asthma treatment highlighting the importance of patient
characterization. Aim: The RECOGNISE study sought to provide real-world insight into the
characteristics of patients deemed eligible for biological therapy based on the judgement of the
clinical investigator in primary and secondary care settings. Methods: The RECOGNISE study was
a multicenter, observational, cross-sectional one-visit study to characterize severe asthma patients
who are considered eligible for biological therapy among asthma patients in primary and secondary
care settings in Bulgaria. Female and male asthma patients over 18 years of age were enrolled at
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four sites across the country. Severe asthma diagnosis had to be in agreement with the American
Thoracic Society/European Respiratory Society (ATS/ERS) guidelines. Patients provided patient-
reported outcomes on asthma control and health-related quality of life (HRQoL). Investigators
completed specifically designed electronic case

report forms (eCRFs), which included demographics and medical history. Medical history included
lung function, biomarkers, comorbidities, exacerbations, Healthcare Resource Utilization (HRU),
and prescribed asthma medication in the last 12 months as well as adherence to medication.
Results: A total of 92 severe asthma patients were enrolled in the Bulgarian RECOGNISE study
(females prevailing - 65.22%). The median age (range) at diagnosis was 40 (18, 74) years. Most
patients were never-smokers (n=72, 78.26%). For eligible patients the median total EOS blood
count was 431.0 cells/ul (n=19) and the blood EOS in percent % was 5.95% (n=64). Chronic OCS
use (treatment maintenance with OCS for = 50% of the previous year) was documented for 30.1%
of eligible patients. The results from the Bulgarian RECOGNISE cohort show that 90.2% of the
severe asthma patients from the primary and secondary care sites are eligible for treatment with
the approved biologicals.

XapaKkTepMCTUKM Ha NaUUEeHTU C TeXKa acTMa B NbpBUYHA U BTOPUYHA MeAMLIMHCKa NOMOLL,
CYMUTaHM 3a noaxoAasim 3a 6uonornyHa tepanua — 6nrapckoro RECOGNIZE npoyuBaHe

BbBegeHue: ActmaTta e eJHO OT OCHOBHUTE HeMHEKLMO3M 3abonsiBaHUs, 3acAralllo KakTo geua,
Taka 1 Bb3pacTHWU. TO € Han-4eCTo CpeLLaHOTO XPOHMYHO 3abonsaBaHe cpea Aeuata. [lokaTto npum
NoBeYETO NauneHTU KOHTPOSMpaLLUMTE NHXaNnaToOPHU fiekapcTBa cTabunuanpaT 3abonaBaHeTo,

onpeaeneH 6pon cTpagaTt OT Texka acTma, KOATO M3MCKBa eckanauus Ha nevyeHneto. OGMKHOBEHO

ce [06aBAT oparnHy KOPTUKOCTEPOUAN, HO Te ca CBbP3aHM C PasNNYHN CTPaHUYHN edPEKTU, KOETO
orpaHuyaBa NpuUroXeHMeTo M. BbBexaaHeTo Ha BMONOrMYHN NPOAYKTU, HACOYEHU KbM
Bb3NanuTenHn MeanaTopu, OTKpU HOBa epa B NIeYeHMEeTo Ha acTMa, noadyepraBanky 3Ha4eHNeTo

Ha XxapakTepuanpaHeTo Ha naumeHTa. Len: NpoyysaHeto RECOGNIZE ce ctpemu ga npegocrasu

pealHa npeacrtaBa 3a XapakTepUCTUKUTE Ha NauneHTuTe, CHUTaH 3a noaxoadan 3a ovonornyHa

Tepanna Bb3 OCHOBA Ha rnpeueHKaTa Ha KIMMMHUYHUA n3cnenoBaTtern 3a nposexaaHe Ha nbpBu4Ha n

BTOpu4Ha rpmxa. Metoau: NMpoyysaHeTo RECOGNIZE e mHOroueHTpoBo, o6cepBaunoHHO,
KpbCTOCAHO Npoy4YBaHE C €ANH NPErnes 3a XapakTepusnpaHe Ha NnaunMeHTU C TeXKa acTMma,
CUMTaHM 3a noaxoasawm 3a GuonornyHa Tepanua cpen nauneHTUTe ¢ actMa B 3aBeeHus 3a
NMbpBMYHA M BTOpMYHaA nomMoly B Bbnrapus. MNauyneHTtn ¢ actma (keHn 1 mbxe Hag 18 rogmHm) ca
BKITOMEHN OT YeTupm obekTa B usinata cTpaHa. [lnarHo3aTa Texka acTma TpsibBa Aa e B
CbOTBETCTBME C HACOKNTE HA AMEPUKAHCKOTO TOpaKanHo apyxectso/EBpONencKkoTo
pecnvpatopHo apyxectso (ATS/ERS). NaumeHTUTE NpegocTaBAT JOKaABaHN TAX pe3ynTtaTtu 3a
KOHTPOJT Ha acTMaTa 1 Ka4yeCTBO Ha XUBOT, CBbp3aHO cbeC 3apaBeTo (HRQoL). N3nepgoBaTtenute
nonbnBaTt crneumanHo NpoekTupaHu enekTpoHHn dopmynspu (eCRF), BkntouBawm gemorpadockm
OaHHU 1 MeguunHcKka uctopus. Victopusita Brknoua 6enogpobHa yHkums, bBnomapkepu,
CbMbTCTBALLM 3abonsBaHus, ek3auepbauuun, nnonssaHe Ha 3gpasHu pecypcn (HRU) n
npegnucBaHoO NekapcTBO 3a acTMa npes nocrnegHnte 12 meceua, Kakto 1 Npuabp)KaHe KbM
neveHneto. Pesyntatn: O6wo 92 naumeHTn C TeXKa acTMa ca BKINHYEHU B BBbIrapckoTo
npoyuysaHe RECOGNIZE (xeHuTe npeobnagasart - 65,22%). CpegHaTa Bb3pacT (guanasoH) npwm
nocTtaBsiHe Ha gnarHo3aTta e 40 (18-74) roguHu. [NloBeveTo NauneHTn HMKora He ca Bunu nyLwayn
(n=72, 78,26%). 3a cenekTnpaHuTe naumMeHT# MegnaHaTa Ha obwarta EOS kpbBHa kapTuHa e
431,0 kneTkn/pl (n=19) n kpbBHaTa EOS B npoueHTn € 5,95% (n=64). XpoHn4yHaTta ynotpeba Ha
OCS (nopabpxalo neveHune ¢ OCS 3a = 50% oT npeaxogHaTa roanHa) e 4OKyMeHTupaHa 3a
30,1% oT naumeHTuTe. Pesyntatute ot 6bnrapckata koxopta RECOGNIZE nokassart, 4e 90,2%
OT NaUNEHTUTE C TEXKaA acTMa OT 3BeHaTa 3a MbpBUYHA 1 BTOPUYHA MeaULMHCKA NOMOLL, ca
noaxogsLn 3a neveHme ¢ ogobpeHntTe GuonornyHu npenaparm.
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-1 | Wwuwkos P, Metkosa [, KpacHanues .
LinpkageH puTbM 1 Wn3opeHns.
TopakanHa meguumnHa. 2012;4(4):37-42.

LinpkagHaTta cuctema urpae pyHgameHTanHa ponsi no oOTHOLWEHWe naToreHesaTa Ha
wnsodgpeHuaTa. Npu wnsodpeHnsa ce HabngasaT pa3cTPOMCTBA Ha UuKba cbH/6oabpcTBaHe
npes dasunte Ha AeHoHowmeTo. PascTponcrearta ce otuntaT 40 okono 80% OT Te3n nauneHTw.
AcouumnpaHeTo Ha LUM30MpPEHNS C HApPYLLEHMS B LMKbNa CbH/60AbPCTBaHE € CBbP3aHO U C
NpeanonoXeHneTo, Yye WnsodpeHHaTa NaTtonorms n n3onmpaHuTe (HeCBbpP3aHn C eHOoreHeH
npoLec) uMpKkagH HapylleHus ce 6asupaT Ha o6LM MO3bYHU MexaHn3Mn. B ocHoBaTa Ha
UMPKaOHUSA PUTBM CTOST NPOMEHM B

eKkcrnpecusaTa Ha reHuM CBbp3aHn 1 ¢ LIM30PEHHUS NMPOLEC, T.€. LMPKagHUTE HapyLIeHNs N B
4YaCTHOCT npoueca Ha CbHS, ca C HAKOM OBLLIM NaTOreHeTUYHU 3BEHA C LWIM3odpeHusaTa.
MexaHnamuTe ca pasnuyHn, Te Guxa Mornu aa ca NpsSKo CBbP3aHu C LWM30PEHHUSA NpoLec Nnu
KOCBEHO, Ype3 UMyHHaTa, HeBpoTpaHCcMuTepHaTa unu cuctemata Ha CLOCK reHunte, HO
KaTeropu4Ho NpMCcbCTBAT NPU KIMMHUYHO U3paseHn NposiBn Ha 3abonsasaHeTo.

M8 -2 | boyesa A, Netkosa A, LUnwkos P.
CTtepongHn XOPMOHU 1 HAPYLLEHUS Ha CbHS U OULLIAHETO.
TopakanHa meguumHa. 2011;3(3):18-24.

HapylieHnsaTa Ha CbHA ce AeMOHCTPMPAT C MofioBo 00YyCrnoBeHu pasnuynsg. PasnuyHm npoyysaHus
[I0Ka3BaT, Ye XEeHNUTe No-4ecTo CTpaaaT OT MHCOMHUS, a8 MbXeTe OT XUNEPCOMHUS.
CUrHUpUKAHTHN HapYyLLEHUS Ha CbHA Ce YCTaHOBABAT C pasnnyHa YecToTa Npu pasnuyHnTe
rnorose C NPoMsiHa BbB Bb3pacTTa. [JaHHW OT enNnaeMUONorMyHM NpPoyYBaHNsa JoKa3Bar, Ye
CTEepoONaHUTE XOPMOHM OKa3BaT Bb3[eNCTBNE BbPXY perynauuata Ha cbHs. [No-gobpoTo
pa3bupaHe Ha CNoCOGHOCTTa Ha MNOMOBUTE XOPMOHM Aa MoAynupaT cucTemara 3a KOHTPOI Ha
AVLLAHETO M CbHSA MOXE [a HanpaBu Bb3MOXHO Cb3[jaBaHeTO Ha TapreTHa XOpMOoHarnHa Tepanus
3a NneYyeHve Ha HapyLLIEeHUs! Ha CbHS U AMLLAHETO.

Steroid hormones and sleep related breathing disorders

Sleep disorders are demonstrated with gender related differences. A number of studies prove that
women more often suffer by insomnia and men by hypersomnia. Significant sleep disorders are
diagnosed with different frequency in men and women in different age. Some data from
epidemiological studies show that steroid hormones exert influence upon sleep regulation. A better
understanding of the abllity of sex hormones to modulate the system, that controls breathing and
sleeping, could make it possible to create a target hormonal therapy for sleep and breathing
disorders treatment.

Mg -3 | MNetkoBa .
NHxanaTopHW yCTPOMCTBA M Mariku gnxaTenHn NbTULLA: XenaHUsa N peasiHoCT.
InSpiro. 2012;5(1):41-3.

PecnupaTopHUAT TpakT € eanH OT Hal-CTapuTe MbTULLA, M3MNON3BaHM 3a NPUNOXeHME Ha
mMeamkameHTU. Cnep BTopaTta nonosuHa Ha 20-Tu Bek B pa3paboTBaHETO Ha MHXanaTopHM
YCTPONCTBA Ca NPUIOXEHN TEXHONOIMMK OT Pa3NnYHM KIMOHOBE Ha HaykaTa, kKaTo NpPoLEeCHT ce
CTMMYynMpa OT HapacTBalllaTa YecTtoTa Ha 6onHUTe OT OpoHXManHa acTtMa U XpoHUYHa
obcTpykTMBHA 6enogpobHa 6onecr.

Inhaler devices and small airways: wishes and reality
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The respiratory tract is one of the oldest routes used for drug administration. After the second half
of the 20th century, technologies from various branches of science were applied in the
development of inhaler devices, and the process was stimulated by increasing frequency of
patients with bronchial asthma and chronic obstructive pulmonary disease.

I8 -4 | Netkosa [, NoTos W, KpacHanves .

NanonaTtuyHa nynMoHanHa aptepuanHa XMnepToHUa: anarHo3a, KnmHu4YHa epekTMBHOCT
Ha TapreTHOTO fne4veHne, Nnpobrnemu.

TopakanHa meguumHa. 2012;4(4):43-8.

MpeacTtaBsame npobnemuTe Npy NOCTaBAHETO Ha AnarHo3arta, NPocneasBaHeTo U KNMHUYHA
e(EeKTUBHOCT Ha TapreTHOTO fievyeHne, KakTo U NPeXnBAEeMocTTa nNpu naumMeHTn ¢ nanonatmyHa
nyriIMOHarnHa apTepuasiHa XMnepToHUS OT OnuTa Ha eAUHUYEH LEHTBLP 3a NaumMeHTn ¢
nomonatmyHa MNAX, BapHa. 3akntoyeHusTa HU ca, Ye BbMNpeKn 3HaYNTENHUS Hanpeabk B Tasu
obnact guarHosaTa ce NocTaBs KbCHO, 3ab60nsBaHETO € C foLwa NporHo3a u ca Heobxoammu
OOMbIAHUTENHU YCUIUSA 3a U3rpaxgaHe Ha CTPYKTypuMpaHu 3BeHa 3a HaBpeMEHHOTO NoCcTaBsHe Ha
AwnarHosarta, 1 nogobpsiBaHe Ha nporHosarta npu Te3n NauneHTu.

IDIOPATHIC PULMONARY ARTERIAL HYPERTENSION: DIAGNOSIS, CLINICAL EFFICIENCY
OF TARGET TREATMENT, PROBLEMS

We present a single center experience in problems of the diagnosis, monitoring and clinical efficacy
of the target treatment and survival of patients with idiopathic pulmonary arterial hypertension. Our
conclusions are that despite significant progress in this field the diagnosis comes late, the disease
has a poor prognosis and further efforts are needed to build structured support for timely diagnosis
and improvement of prognosis in these patients.

8 -5 | Dimitrova V, Peneva M, Radkov Y, Petkova D, Atanasova A.
Clinical cases of pulmonary tuberculosis as a result of TNF antagonist therapy.
Heart - Lung (Varna). 2012 Jun 23;18(1-2):30-7.

During the past 12 years TNF antagonists have been successfully used for the treatment of many
patients suffering from chronic inflammatory diseases. This treatment increases the risk of
tuberculosis up to 25 times. This is due to the fact that TNF and TNF-receptors play an important
role in mediating the immune response in acute and chronic inflammation. Therefore all patients
undergoing such treatment should be subject to rigorous assessment to exclude active and latent
tuberculosis infection. In 2010 a TBNET consensus was published entitled "The risk of tuberculosis
related to TNF therapies.” In this article we present two cases of pulmonary tuberculosis, which
were observed in the course of an ongoing treatment with TNF antagonists in patients with proven
inflammatory bowel disease.

KnuHu4Hm cnyyam Ha 6enoapobHa Ty6epkyno3a B pesynTtat Ha Tepanusi ¢ TNF aHTaroHucTu

Mpe3 nocnegHute 12 rognHn TNF aHTaroHucTuTe ce n3nonasaT YCNeLHO 3a JIEYEHNETO Ha MHOTO
nauneHTun, cTpagalim OT XPOHMYHKU Bb3nanuTtenHn 3abonsisaHms. ToBa neyeHne yBenmyasa pucka
oT Ty6epkynosa o 25 nbTu. ToBa ce Abimku Ha dakTta, ye TNF n TNF-peuenTopute nrpast BaxHa
ponsi B MEOUMPAHETO Ha MMYHHUSA OTFOBOP MPW OCTPO U XPOHUYHO Bb3naneHue. CnegoBaTeniHo
BCUYKM NAUNEHTU, NOANOXEHM Ha TakoBa neyveHne, Tpsabea ga 6baat NnognoXeHn Ha CTPUKTHA
OLEHKa, 3a Aa Ce U3KIM4YM aKTUBHA 1 NnaTeHTHa Tybepkyno3Ha nHdekums. Npes 2010 r. 6ewwe
ny6nnkysaH KoHceHcyc Ha TBNET, o3arnaseH ,PuUckbT oT Ty6epkynosa, CBbp3aH ¢ Tepanumte ¢
TNF“. B Ta3u ctatna npegcraBame aesa cnyvasa Ha 6enogpobHa Ty6epkynosa, HabnwgaBaHu B

33



Xo4a Ha npoBexaaHo neveHne ¢ TNF aHTaroHncTu npy naumeHTn ¢ AokasaHo Bb3nannTenHo
3abonsaBaHe Ha yepBara.

-6 |IlNetkoBa .

[aHHu oT 06cepBaUMOHHO NPOyYBaHe OT peariHUS XMBOT NoKa3BaT 3HAaYEeHNETO Ha
n3bopa Ha neveHne nNpm XxpoHmn4yHa obcTpykTmeHa 6enogpobHa 6onect (XOBB), cBbp3aH
¢ 6pos Ha 0B6oCTpAHMATA, XOCIUTanM3aunnTe u pucka OT MHEBMOHUS U CMBPT.
npoyyBaHeTo PATHOS.

TopakanHa meguumnHa. 2013;5(3):21-34.

Pathos e peTpocnekTMBHO o6cepBaLMOHHO NPOyYBaHE OT peariHus XUBOT, KOETO aHanuaupa
MeanuuHekata gokyMeHtauusa Ha 21 361 nauynenTn ¢ XOBb 3a 11-roguwen nepuop B Lseuwns, 3a
Aa gage nHgopmMauus OTHOCHO pa3BUTUETO Ha rpuxarta 3a nauneHTtn ¢ XOBbB, kakTto n 3a
Bb34ENCTBMETO Ha pasnNUYHUTE cTpaTerMm 3a ynpasneHne nevyeHmeTo Ha naunenTute. Pathos e
€[HO OT Han-mawabHNTe N ObArOCPOYHN NPOYYBAHUSA OT peariHns XXUBOT, KOETO CpaBHsiBa
OVNPEKTHO edPeKTUBHOCTTA N 6e3onacHOCTTa Ha ABE YeCTO npeanucBaHn KOMOMHaUUn Ha
NMHXanaTopeH KopTukoctepona/awnro gencrealy B2-aroHnct (ICS/LABA) 3a nedenune Ha XOBb. 3a
JokasaTencTeaTta OT peanHus XnBoT. 3a pasnuka oT paHAOMU3MPaAHUTE, KOHTPONUPAaHU KIMUHUYHK
NpoyYBaHUSA, NPOyYBaHUATA OT pearnHus XXMBOT MOraT A4a MU3nonssaT AaHHN OT eNTEKTPOHHMU
MeANLMHCKM AoCMeTa 1 30paBHU PErncTpu, 3a Aa OCbLUECTBAT No-3aabnbo4eHn aHanmam OTHOCHO:
NeYeHneTo Ha NauMeHTHM C pasnnyHa TEXeECT Ha 3abonsaBaHeTo, pa3xoan 3a rpuxmn unm Ham-obLuo
Aa OLEHAT AENCTBUTENHOTO, @ He 04aKBAHOTO Bb3AENCTBME HA CTpaTermnmTe Unun npouenypuTe B
KNnUHM4YHaTa npaktuka. iscnegosatenu ot YHMBepcuteTa B Yncana B LBeuna aHannaupar
PETPOCNEKTMBHO MeauLMHCKaTa 4OKYMeHTaums Ha nauneHTn ¢ XOBb, nekyBaHu ¢ hmkcmnpaHa
kombuHauusa ICS/LABA, 3a nepuoga 1999-2009r., nnm obwo Hag 19 000 nauymeHToroanHu. MNpea
M. mapT 2013r. B cnucaHue Internal Medicine e nybnukyBaH cpaBHUTENEH aHanu3 Ha JaHHUTe OT
PATHOS no oTHOLIEHNE Ha pucKka OT YMEPEHN N TEXKMN ek3aLepbauunm, n CBbp3aHNTe C TAX
xocnutanusauuu npu nauneHTn ¢ XOBb nekyBaHu ¢ pukcupaHm kombuHaumm Ha ICS/LABA.
CneaBawy aHanu3 Ha gaHHuTe oT Pathos, ny6nukysaH B British Medical Journal nokassa, 4e
neyvenuneTto Ha nauneHTn ¢ XOBb c fluticasone/salmeterol Diskus® e cBbp3aHO C No-BUCOKa
YyecToTa Ha MHEBMOHMSA U CMBbPT, CBbpP3aHa C NHEBMOHMS, B CPABHEHMNE C NIEYEHNETO Ha NALMEHTU
¢ XOBb nekysaHu ¢ budesonide/formoterol Turbuhaler®. Hactoqawara nybnukauna npegcrass
[aHHW OT ABaTta aHanuaa, obobuwasawm pesyntatute ot PATHOS.

DATA FROM AN OBSERVATIONAL REAL-LIFE STUDY DEMONSTRATE THE SIGNIFICANCE
OF THE CHOICE OF THERAPY OF CHRONIC OBSTRUCTIVE PULMONARY DISEASE (COPD)
FOR THE NUMBER OF EXACERBATIONS AND HOSPITAL ADMISSIONS, AND THE RISK
FOR PNEUMONIA AND DEATH. THE PATHOS STUDY

Pathos is a retrospective, observational, real-life study, which analyses the medical records of 21
361 Swedish patients with COPD over a period of 11 years in order to yield information about the
development of COPD-patients care, as well as about the influence of the different strategies on
the management of patients. Pathos is one of the largest and longest real-life studies, directly
comparing the efficacy and safety of two commonly prescribed combinations of inhaled
corticosteroid/long-acting B2-agonist (ICS/LABA) for the treatment of COPD. About the “real-life”
evidences

Unlike the randomized, controlled clinical studies, the real-life studies can use data from electronic
medical records and healthcare registers to conduct in-depth analyses of the treatment of patients
with different disease severities, the medical care expenses or to generally evaluate the real, not
the expected, impact of the strategies or procedures in the clinical practice. The researchers from
the University of Uppsala, Sweden, have analysed retrospectively the medical records of COPD
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patients, treated with a fixed ICS/LABA combination between 1999 and 2009, or a total of over 19
000 patient-years. In March 2013 a comparative analysis of the data from PATHOS, regarding the
risk for moderate or

severe exacerbations and the related hospital admissions of COPD patients, treated with fixed
ICS/LABA combinations, was published in Journal of Internal Medicine. A subsequent analysis of
PATHOS, published in British Medical Journal, shows that the treatment of COPD patients with
fluticasone/salmeterol Diskus® is related to higher rate of pneumonia and pneumonia-related
mortality, compared to budesonide/formoterol Turbuhaler®. The present publication presents data
from the two analyses, summarizing the results from PATHOS.

8 -7 |MNetkoBa[l, CtpaTtes B.
Bvananenue npn XOBE - Alea iacta est. TepaneBTU4YHN Bb3MOXXHOCTW.
InSpiro. 2013;6(1):31-4.

BbBegeHne: XOBbB e 3abonsiBaHe ¢ HapacTBaLlo coumanHo-UKOHOMUYECKO 3HaYeHe BbB Bpb3ka
C yBenu4yasatlara ce 3aboneBaemMocT U CMbPTHOCT B CBETOBEH Mawab. XapakTepucTukuTe Ha
bornecTtTa ca NnUMUTMpaHe Ha Bb3OYLUHUA NOTOK, KOETO € OBUKHOBEHO HeobpaTumo n abHopmeH
Bb3nanuTerieH OTroBop KbM BpeaHW YacTuum 1 ra3oBe OT OKkornHaTa cpefa. Eksauepbaumute
(EKLL) n MHOXeCTBO npuapyxasalim 3abonsiBaHnsA CbLLO AOMNPUHACAT 3a TexecTTa Ha bornecTra.

Inflammation in COPD - Alea iacta est. Therapeutic options

Introduction: COPD is a disease of increasing socio-economic importance in relation to increasing
morbidity and mortality worldwide. The disease causes airflow limitation, which is usually
irreversible, and an abnormal inflammatory response to noxious environmental particles and gases.
Exacerbations (ECs) and multiple comorbidities also contribute to disease burden.

M-8 | MNetkoBa .
GINA n GOLD B TbpceHe Ha cbeHOoTUNN.
InSpiro. 2013;6(3):22—4.

BpoHxmanHaTa actma (BA) n xpoHnyHata obcTpyktnBHa 6enogpobHa 6onect (XOBB) ca Han-
4eCTO pa3npocTpaHeHnTe XpoHU4HU 6enoapobHu 6onectn. OCHOBHO Npean3BUKaTEncTBo, nNpes
KOETO ca M3npaBeHn NynIMono3nTte, € hakTbT, Ye ABeTe 6ONeCcTn MaT CXOAEH CMEKTbP OT
CUMMMNTOMM N CE XapakTepuanpart C eKCNMpaTopHO OrpaHNYeHne Ha Bb3AyLHWS NOTOK, HO nvart
pasnMyHa CbLUHOCT M naToreHesa. N obpaTHO, BbNpekn Ye ABeTe O0OnecTu ce npeacTaBsaT C
OTAENHW LA 1 NaToreHeTU4YHa XapakTepucTuka, € Bb3MOXHO MexXay TAX Aa MMa 3Ha4YMTesnHo
KMMHWUYHO NPUMNOKPUBAHE, KOETO Cb3faBa TPYAHOCTU Npu neyYeHneTo. M3xoxagarnkm oT ToBa,
nekapute TpsibBa BHUMATENHO Aa NpeLeHaT peauua NPoOMEHNMBIU Npu onpeaensHe Ha
npaBuHaTa gMarHo3a u nogxoasiuiara crpaTternsi 3a ie4eHue.

GINA and GOLD in search of phenotypes

Bronchial asthma and chronic obstructive pulmonary disease are the most common chronic lung
diseases. A major challenge facing pulmonologists is the fact that the two diseases have a similar
spectrum of symptoms and are characterized by expiratory airflow limitation, but have different
nature and pathogenesis. On the other hand, although the two diseases present with distinct
entities and pathogenetic characteristics, there may be considerable clinical overlap between them,
creating difficulties in treatment. Based on this, physicians must carefully consider a number of
variables in determining the correct diagnosis and appropriate treatment strategy.
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M8 -9 | Axkos K, HeHnkosa C, dumutpos [, I7Iop,u,aHOBa LI, NeHeBa [, BennukoBa U, bosigxkmesa
M, Ctpates B, NeTtkoBa [.

BuonornyHaTta Tepanusi — HOBU Npeau3BMKaTeNCTBa Npea pecnupaTtopHata MeauumHa.
TopakanHa meguumHa. 2014;6(1):65—73.

BuonornyHaTa Tepanus € HoB MeMKaMeHTO3€eH MOAXOA MpU NevYeHneTo Ha peaunua Texkn 3abons-
BaHuA. HacodeHa cpeluy Krno4YoBM UMTOKMHU BbB Bb3nanuTenHarta kackaga, Ta 6nokvpa
abHOPMHOTO Bb3naneHue, OCHOBEH NaTtoreHeTUYeH MexaHM3bM B TAXHOTO pa3BuTue. HamecBanku
ce BbB BaXXHW UMYHHU peakuun, bronormyHaTta Tepanusa npegpasnonara naumeHTuTe KbM
ANCEMUHNPAHU N OMOPTIOHUCTUYHU MHAeKLMKn. OnncaHu ca ABama NaumeHTn C TEXKM MHeKunn —
xemaTtoreHHa Tybepkynosa 1 nHeBMOUMCTHA NHEBMOHMS, nekyBaHu ¢ Infliximab n Rituximab,
npeav3BrKanu peguua AMarHoCcTUYHU 1 TepaneBTUYHU Npobnemun. Tean ABa KNMHUYHM cryYas
npeAcTaBnsaBaT HarneaeH npyMep 3a puckoseTe OT BUonornyHaTa Tepanusl, BbNpeku
NpOTUBOPEYMBUTE AaHHW 3a YecToTaTa Ha MHAPEKLMOIHUTE YCIOXHEHMS NPU NPOBEXAAHETO 1.

Biological therapy — new challenges for respiratory medicine

Biological therapy is a new approach to the medical treatment of many serious diseases. It
decreases the abnormal inflammation, a major pathogenetic mechanism in their development, by
means of blocking key cytokine in the inflammatory cascade. Intervening in important immune
reactions, biological therapy predisposes patients to disseminate and opportunistic infections. Two
patients are described with severe infections — haematogenous tuberculosis and Pneumocystis
carinii pneumonia treated with Infliximab and Rituximab, generated a number of diagnostic and
therapeutic problems.

These two clinical cases represent a clear example of the risks of biological therapy, despite
conflicting data on the incidence of infectious complications secondary to this treatment.

8 - 10 | CtpaTtes B, laBngosa H, NMeTkoBa [.
O6cCTpyKTMBHA CbHHa anHes u 3axapeH gmabet tun ll.
MEOVNH®O. 2014;14(12):16-21.

O6cTpykTBHaTa cbHHa anHes (OCA) e xpoHn4yHo 3abonsBaHe,

KoeTo 3acsira 24% ot MmbxeTe U 9% oT xeHuTe B obLiaTa nonynaums.

3aboneBaemocTTa HapacTBa 3HAYNTESTHO C HanNpeABaHe Ha Bb3pacTTa, KaTo MbXeTe nvat 2-3
MbTW NO-TONSAM PUCK OT pas3BUTNE Ha 3a00ONABAHETO B CPABHEHUE C XKEHUTE U € TSACHO CBbp3aHa C
enuaemmsita oT HaAHOPMEHO TErno 1 3aTnbeTaBaHe. [10-CKOPOLIHN CTaTUCTUYECKM AAHHN NPU
Bb3pacTHM CbC 3aTnbeTsaBaHe mexay 30 n 69 r. aemoHcTpupaT 3abonsemoct ot OCA mexay 11%
n 46% npwn xeHn n 33-77% npu mbxe. NobanHaTta 3abonsemocT oT 3axapeH guabet Tun Il ce
nsuncnasa Ha 135 mnH. n ce ovakea ga gocturHe 300 mnH. npes 2025 .

Obstructive sleep apnea and type Il diabetes mellitus

Obstructive sleep apnea (OSA) is a chronic disease, which affects 24% of men and 9% of women
in the general population. Incidence increases significantly with age, with men having a 2-3 times
greater risk of developing the disease than women, and is closely linked to obesity. More recent
statistics in obese adults between 30 and 69 years of age demonstrate an incidence of OSA
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between 11% and 46% in women and 33-77% in men. The global incidence of type Il diabetes
mellitus is estimated at 135 million and is expected to reach 300 million in 2025.

8 - 11 | Topoposa I, Kocesa [, boxkoB B, Panyesa b, MiBaHoBa P, ®ununosa K, XagpxonsH K,
MeTkoBa [.

XPOHNYHA BEbEPEYHA HEOOCTATBYHOCT - KAHECTBO HA XKUBOT TMPU
JIEMEHWE C NMEPUTOHEAITHA OVNAJTASA.

N3BECTUA HA CBbHO3A HA YYEHUTE-BAPHA MeauumHa n ekonoruns. 2014;19(2):47-
51.

Llen: LlenTta Ha nacnegBaHeTo € Aa ce OLEeHM Ka4eCTBOTO Ha XMBOT Ha NaLMEHTN C XPOHNYHA
6b6peyHa HepgocTaTbyHOCT (XBH), nognoxeHn Ha 6b6peyvHa 3amecTUTeNHa Tepanus Ypes
neputoHeanHa ananusa (MN0). Metoaun: NpoyyBaHeTo BkNtouBa 27 cybekrta, 16 xeHun (59%) n 11
Mbxe (41%) cbe cpeaHa Bb3pacT 48,8 (amanasoH 20-73 roamHun), npoeexaalum nevyeHne Ha XbH ¢
M4 sa cpegHo 19 + 17 meceua (1-68 meceua ). Milsnon3eaH e BbNpocHUK SF 36 3a nscnensaHe Ha
PU3NYECKM, EMOLMOHANHN N coumariHM acnekTn oT XUBoTa Ha nauneHTute. lNonyvyeHuTe gaHHU ce
CpaBHABAT C Te3n Ha naumeHTn Ha xemoamanusa (X[), KakTo 1 Ha 3gpaBu KOHTponu. PesyntaTtu:
NMayneHtTute ¢ XbH Ha neveHue c N nmaTt HamaneHo Ka4yecTBO Ha XXMUBOT BbB BCUYKN U3CeaBaHn
obnacTtn B cpaBHEHME C TOBa Ha 34paBu KOHTPOSN U 3HAYUTENHO No-406PO Ka4eCTBO Ha XMBOT B
cpaBHeHue ¢ naumeHTn Ha X. 3aknoveHne: XbH 3HaunTenHo BroLwaBsa KayecTBOTO Ha XMUBOT.

PD ocurypsiBa no-gobpo ka4ecTBO Ha XMBOT B CpaBHeHUe ¢ X[ neyeHueTo.

Chronic kidney desease — quality of life undergoing peritoneal dialysis treatment

Aim: The aim of the study is to estimate quality of life of patients with chronic renal failure (CRF)
undergoing renal replacement therapy by peritoneal dialysis (PD). Methods: The study includes 27
subjects, 16 female (59%) and 11 male (41%) with a mean age 48.8 (range 20-73 years)
conducting treatment of CRF with PD for average 19 + 17 months (1-68 months). A questionnaire
SF 36 was used to investigate physical, emotional and social aspects of patients life. Obtained data
are compared with those of patients treated with hemodialysis (HD) and of healthy controls too.
Results: The patients with CRF on PD treatment have reduced quality of life in all domains tested,
compared to that of healthy controls and significantly better quality of life compared with patients on
HD. Conclusion: CRF significantly aggravates the quality of life. The PD assures a better quality of
life compared to the HD treatment.

8 - 12 | boxkos B,Togoposa I, Kocesa [, boxkos B, Panyesa b, ViBaHoBa P, dununosa K,
XapxonsiH K, Metkosa A. KMMHWYEH CINYYAW C TPYOHOCTW B AMATHOCTUKATA
HA XEMATOINEHHO OANCEMUWHNPAHA TYBEPKYJTO3A.

N3BECTUNA HA CBbHO3A HA YUYEHUTE - BAPHA MeguumHa n ekonorusi. 2014;19(2):52—
5.

MpeacTaBsiMe KNMHMYEH Cry4van Ha XeHa Ha 34 r. C onnakBaHusa OT nepcucTmpalla kawnuua 6e3
ekcnekTopauusi, dmnbpunutet o 38,7°C 3a noseye oT 2 Mecela, C HEU3sICHEHA €TNONOMNA U
CUMMNTOMM Ha OCTpa AuxaTtenHa HedocTaTbYHOCT. [NaumeHTbT e agnarHoctTuumpad ¢ HUHK n e
neKyBaH € KopTukocteponamn n ¢ Hdnmkeumab ot asryct 2012 r. (aHTaroHucT Ha TNFD).
MHcTpymeHTanHuTe un nabopaTopHU nscneaBaHus NoTBbpXKAaBaT AUCEMUHMPaHa XemaToreHHa
Ty6epkynosa 4pes nonoxmtenHa BC kyntypa n xuctonormyHa otBopeHa benogpobHa buoncus.
[MeproabT Mexay nosiBata Ha CUMNTOMWUTE U MNOCTaBAHETO Ha AnarHosaTta e 3 meceua.
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KnuHu4HUAT cnyyai npeactaBs TpyaHaTa npoBepka Ha TyGepkynosaTta npu
MMYHOKOMMPOMETMPaHM NaLMeHTH, BbMPEKM paHHaTa NbpBOHaYanHa KnMHu4Ha Hacoka. CnyyasT
AEMOHCTpMpa MeToAMTE 3a AnarHocTvka u audepeHumanHa guarHo3a, YCrioXXHeHusTa B
KMMHUYHOTO NpoTUYaHe Ha GonecTTa u TPYAHOCTTa Ha fIeYeHUETo.

Clinical case of difficulties in diagnosis a disseminated hematogenous tuberculosis

We present a clinical case of a woman at 34, with complaints of persistent cough without
expectoration, fibrilitet of up to 38,7°C for more than 2 months, with unclear etiology, and
symptoms of acute respiratory failure. The patient is diagnosed with HUHK and has been treated
with corticosteroids, and with infliximab since Aug 2012 (an antagonist of TNFD). Instrumental and
laboratory tests confirmed a disseminated hematogenous tuberculosis by a positive BC culture and
a histological open lung biopsy. The period between the onset of symptoms and the diagnosis is 3
months. The clinical case presents the difficult verification of tuberculosis in immunocompromised
patients, despite its early initial clinical entry (guideline). The case demonstrates the methods of
diagnosis and differential diagnosis, complications in the clinical treatment (course), and the
difficulty of treatment.

8 - 13 | Ctpates B, lNeTtkoBa A, [lobpesa T, Aumuntposa B.
HoBM Bb3MOXHOCTU B NIEYEHMETO Ha NALMEHTU C XPOHUYHA 0BCTpyKTMBHA BenoapobHa
6onect (XOBB). MEONH®O. 2015;15(12):8—-11.

XOBbBEb e 3abonsiBaHe, KOETO € OCHOBHA NpUYMHA 3a XpOHMYHA 3a60NSAeMOCT U CMBPTHOCT B
cBeToBeH Mawab. PasnpoctpaHeHneTo Ha XOBb HapacTBa ¢ Bb3pacTTa, kato oT 1990 r. Hacam e
Hanuue CTPbMHO NoKayBaHe Ha 3abonsemMocTTa, KOeTo ce ovakBa fa npoabiikm Ao 2020 r. ¢
oCTapsiBaHETO Ha HactoswmuTe 1 GusuM nywavm. OCHOBHUAT U Han-4o6pe No3HaT PUCKOB haKkTop
3a pas3suTtme Ha XOBb e yurapeHmnsaTt gum, HO Tbi KaTto He BCuYkm naumeHTn ¢ XOBb ca nywaun,
GonecTTa ce CBbp3Ba OlLEe C n3rapsHe Ha Buoropmea, reHeTUYHU aKTopU, KakTo U 3aMbpCcUTENN
OT OKonHaTta unu npodecnoHanHarta cpega. lNopagm ronamMoTo coumnanHo N MKOHOMUYecko bpeme,
koeTo npeactaensisa XObb, npogbmkaeart aa ce paspaboTBaTt 1 BbBexaaT HOBU MeOUKaMEHTH 3a
neyeHwe Ha bonecrtTa.

New opportunities in the treatment of COPD patients

COPD is a major cause of chronic morbidity and mortality worldwide. COPD prevalence increases
with age, it is on a steep rise in incidence since 1990, which is expected to continue until 2020 as
current and ex-smokers age. The main and best-known risk factor for the development of COPD is
cigarette smoke, but since not all patients with COPD are smokers, the disease is also associated
with burning of biofuels, genetic factors, as well as environmental or occupational pollutants.
Because of the large social and economic burden that COPD represents, new medications
continue to be developed and introduced to treat the disease.
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8 - 14 | Ctpates B, NeTtkoBa A, [lobpeea T, Aumntposa B.
HapyweHnsa Ha gMwaHeTo No BpeEME Ha CbH: CUHAPOM Ha PE3UCTEHTHOCT Ha rOpHUTE
anxatendun nstuwa.. MEQUH®O. 2015;15(12):20—6.

BbBeaeHune: OTkakTo 6€ ycTaHOBEHO, Y€ CMHAPOMBT Ha 06CTPYKTMBHA CbHHa anHes (OCA) e eanH
OT OCHOBHWUTE COLMANIHO 3Ha4YMMM 30PaBOCOBHN NPobremMu ca NpaBeHn MHOIO ONMUTU TO3U
cvHApoMm fa ce pasbepe u gedumHupa. HapylweHusTa Ha guWwaHeTo No BpeMe Ha CbH He ca caMo
npwv NauMeHTU, NpeacTaBsLn ce C TUNMYHaTa OOCTPYKTUBHA CbHHA anHes. Te BkoyBaT
MHOrOB6pPONHN HapyLLIEeHWs, OT 0BMKHOBEHO XbpKkaHe Ao cuHapoM Ha OCA, cbCcTaBswm rpynaTa Ha
3abonsaBaHuns, HapeYeHn HapyLLEeHWS Ha AULWAHETO NO BPEME Ha CbH.

Sleep-disordered breathing: upper airway resistance syndrome

Introduction: Ever since obstructive sleep apnea syndrome (OSA) was established as one of the
major socially significant health problems, many attempts have been made to understand and
define this syndrome. Sleep-disordered breathing is not unique to patients presenting with typical
obstructive sleep apnea. These include numerous disorders, from simple snoring to OSA
syndrome, making up the group of disorders called sleep-disordered breathing.

8 - 15 | NMetkoBa [, Ctpates B, umutposa B, AtaHacos 1, [lo6pesa T.
[dunxatenHun HapyLLeHnsi NO BpeMe Ha CbH. Kapamo-BackynapeH puck.
GPNews. 2015;16(11):17-20.

HapylweHuaTa Ha guMwaHeTo no BpeMe Ha CbH MoraT Aa ce pasrfnegar kato coumasnHo 3Ha4YMmMo
3abonsaBaHe, cpaBHMMO

CbC 3axapeH anabeT, apTepuanHa XMnepToHUs U Spyrn XPOHUYHN OOCTPYKTUBHM 3abonsiBaHus,
nopaav npeeanupawuTe pU3nNonNornyHn, CoUmManHo-MKOHOMMUYECKN N NCUXOOrMYECKn hakTopu.
BnarogapeHvne Ha oMarHOCTMYHOTO U TEPANEBTUYHO CbTPYAHUYECTBO MeXAY NyriMorosu,
KapAnonosm n HEBPONO3uM B NocrneaHnTe 2 gecetnnetnsa 6sixa OTKPUTU MHOTO apryMeHTU, CoYeLLn
CbHHaTa anHes KaTo pUCKOB hakTop 3a pasnunyH1 KapanoBackKynapHu 3abonsisaHms unm
CBBbP3BALLM S C TAXHATA NPOrpecust.

Sleep-disordered breathing. Cardiovascular risk

Sleep-disordered breathing can be considered a socially significant disease, comparable with
diabetes mellitus, arterial hypertension or other chronic obstructive diseases, due to prevailing
physiological, socio-economic and psychological factors. Thanks to diagnostic and therapeutic
cooperation in the last 2 decades between pulmonologists, cardiologists and neurologists, many
arguments have been found pointing to sleep apnea as a risk factor for various cardiovascular
diseases or linking it to their progression.

8 - 16 | KoctagnHoea B, umutposa B, CtpaTes B, [Jo6pesa T,lMeTkoBa A.
MoBegeHwe npu MHMEKLMN HA OONHUTE OMXATEeNHU MbTUwa B aMbynaTopHU yCroBus.
GPNews. 2015;16(11):5-6.

C HabnuxaBaHe Ha 3MMHUSI CE30H BCE NOBeYe 3a4ecTsBaTt guxaTenHuTe nHpekumnn. TAXHOTO
Jle4eHne reHepunpa rorieMmm pas3xoam 3a 3gpaBHara CUCtemMa, 0cobeHO ako ce M3BbpPLUIBA B
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B6onHMYHM ycrnoBus. 3aToBa OT KMNOYOBO 3HAYEHME € HABPEMEHHOTO MM AuarHOCTULMpPaHe y
afiekBaTHO ambynaTtopHo neyenue. Kawnuuarta e cpeq neTre Han-4eCcTu NpUYMHU 3a nocelleHne
npw nekap. TS e OCHOBHa xapakTepucTuka Ha MHeKUunnTe Ha AoNHUTe anxatenHn nvtuwa (A4017)
B KOMOMHaLNS C NOHe eAVH AOMbITHUTENEH CUMMTOM KaTO OTAENSAHE Ha Xpayku, rpbaeH
ONCKOMAOPT, 3ayX UNN CBMPEHE B MbpAnTe Npu Nvrca Ha antepHaTuBHa AnarHosa KaTo
BGpoHxmnanHa actMa unu cnHyauT. B rpynata Ha nHdekummnte Ha A0 cnagat rpyn, ocTbp BPOHXUT,
ek3auepbauunsa Ha XxpoHn4Ho 6enoapobHo 3abonasaHe (XOBB, BpoHxMekTasumn), MHEBMOHUS.
PasrpaHnyaBaHeTO Ha Te3U CbCTOSHUSA MOHSKOra € HEBb3MOXHO 6e3 n3BbpLIBaHe Ha
OONBITHUTENHN KbM KNUHUYHUA Nperrneq nacrnegsaHus.

Management of lower respiratory tract infections in outpatient settings

As winter approaches, respiratory infections become more frequent. Their treatment generates
large costs for the health system, especially if carried out in hospital settings. Therefore, their timely
diagnosis and adequate outpatient treatment are of key importance. Cough is among the five most
common reasons for a visit to the doctor. It is a major characteristic of infections of the lower
respiratory tract (LRTI) in combination with at least one additional symptom such as sputum
discharge, chest discomfort, shortness of breath or wheezing in the chest in the absence of an
alternative diagnosis such as bronchial asthma or sinusitis. The group of LRTI includes influenza,
acute bronchitis, exacerbation of chronic lung disease (COPD, bronchiectasis), pneumonia.
Distinguishing these conditions is sometimes impossible without additional research along with
clinical examination.

8 -17 | Jobpesa T, CanyHaxues H, CtpaTes B, Anmutposa B, KoctaguHosa B, MNetkosa [.
NHpeKkumMnTe Ha ropHUTe anxaTenHn nbTuwa.
GPNews. 2017;18(1):22-5.

WHpekunnTe Ha ropHuTe anxatenHn nbtuwa (FAMM) ca ¢ BUCOka YyecTtoTa He camo cpeq feuara,
HO MMaT CbLLECTBEHO COLMANTHO-MKOHOMMNYECKO 3HAYEHME NPU Bb3PacTHUTE, KbAETO ca NpUynHa
3a 3HAYUTESHO yBeNMYeHMe Ha NpekuTe N HEMpPeKkn MeauLMHCKM pasxoau, nopaan BpemMeHHa
HeTpyaocnocobHocT. Han-yectn ca octpute nHdekuum Ha MNArN: puHUTN, PUHOCUHYUTMN,
dapuHIUTK, TpaxeuTn n BPOHXMUTU. Te ce NPUINHABAT OT rofiiM BPon pasnnYyHM MUKPOOPraHU3MK,
HO MbPBOCTENEHHO 3Ha4YeHne nmaTt BupycuTe. lNoBuweHaTa YecToTa Ha BUPYCHU MHAdEKUUN npes
€CEHHO-3UMHUTE Meceun e NpudmnHa 3a no-ronemmnsa 6por Ha NpeanMHO OCTPU pecnnpaTopHU
3abonsBaHng, KakTo 1 Ha 060CTpSAHE Ha CbLUeCTBYBaLLA XPOHUYHA HO30JS10MUS.

Upper respiratory tract infections

Upper respiratory tract infections (URTI) have a high frequency not only among children, but have
a significant socio-economic significance in adults, where they cause a significant increase in direct
and indirect medical costs due to temporary incapacity. The most common are acute URTI: rhinitis,
rhinosinusitis, pharyngitis, tracheitis and bronchitis. They are caused by a large number of different
microorganisms, but viruses are of primary importance. Increased frequency of viral infections in
the autumn-winter months is the reason for the greater number of mainly acute respiratory
diseases, as well as for exacerbation of existing chronic nosology.
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8 -18 | Crtpates B, MNeTtkoBa [1, [lo6pesa T, KoctaguHosa B, Aumutposa B.
XOBbB B nbpBuYyHaTa ambynaTtopHa npakTuka — naumMeHTn B PUCK.
GPNews. 2017;18(1):26-8.

MbpBUTE ONMcaHUA Ha ,pa3gyT 6an gpob" n ,6an opob, nanbnHeH ¢ Bb3ayx" AgaTupart oT cpenata
Ha 17-Tn Bek. OCHOBMTE Ha CbBPEMEHHOTO NO3HaHWe 3a eMcumsem ce nonarat ot J. Gough, KOUTO
npe3 1952 r. onucea ueHTpunobynapeH emcunsem 1 ro pasnuyasa ot naHnodbynapHus. Cmara ce,
4ye 3a MbPBU MbT TEPMUHDBT XPOHUYHA OBCTPYKTMBHA BenogpobHa 6onect e nanossan ot William
Briscoe Ha peBeTaTa kKOH(epeHUunsa 3a emcpunsem B AcneH npes 1965 r., cnen KoeTo Ha3BaHMETo €
Bb3NpPUETO OT CBETOBHATa NyfIMOMIOrMYyHa O6LHOCT.

COPD in primary outpatient practice - patients at risk

The first descriptions of "distended lung" and "lung filled with air" date back to the mid-17th century.
The foundations of modern knowledge of emphysema were laid by J. Gough, who in 1952 described
centrilobular emphysema and distinguished it from panlobular emphysema. It is believed that the
term chronic obstructive pulmonary disease was first used by William Briscoe at the Ninth Aspen
Emphysema Conference in 1965, after which the name was adopted by global pulmonology
community.

8 -19 | Aumutposa B, MNeTkoBa A, Ctpates B, [lo6pesa T, KoctaguHoBa B.

HoBocTun B enngemmnonorusTa, AnarHoctTukaTta u nedeHneTo Ha 6enogpobHarta
Tpomboembonus.

GPNews. 2017;18(1):5-9.

TepMnHbT BEHO3eH Tpombembonunabm (BTE) Bknousa abnboka BeHo3Ha Tpombo3sa (OBT) n
b6enogpobHa embonusa (BE). Ton e Ha TpeTo MACTO Npu CbpAeYHO-CbA0BUTE 3abonaBaHns C
roguwHa obuwa vyectota Ha 100-200 Ha 100 000 »xutenn. BTE moxe ga 6bae ¢ HebnaronpustHa
nporHo3a B ocTpaTa dasa unun ga goseae 40 XpPOHMYHM 3abonsaBaHMsa Unv BHe3anHa CbpaeyHa
cmbpT. BE B noBeyveTo cnyyam e cneacrtene Ha [BT. CbhwecTByBalumMTe gaHHM 3@ eNMAeMMOnNorus,
puckoBu hakTopu U ectecTBeHaTta uctopus Ha bE ca nonydeHn oT nacnegBaHusa Ha BTE kaTto udano.

New developments in the epidemiology, diagnosis and treatment of pulmonary
thromboembolism

The term venous thromboembolism (VTE) includes deep vein thrombosis (DVT) and pulmonary
embolism (PE). It ranks third in cardiovascular disease with an annual overall incidence of 100-200
per 100,000 population. VTE can have adverse prognosis in the acute phase or can lead to chronic
disease or sudden cardiac death. BE in most cases is a consequence of DVT. Existing data on
epidemiology, risk factors and natural history of BE are derived from studies of VTE in general.

8-20 | Anmutposa B, MNMeTkoBa [, [Jobpesa T.
[MpunoxeHne Ha MyKONUTUYHU NpenapaTty npm 6poHX006CTPYKTMBHM 3abonsaBaHus.

41



| Meauk Mnioc. 2023;5(mapT-anpun): 65-69.

MegukaMmeHTUTEe, KOUTO NOBNUABAT CEKpeLMsaTa Ha MyKyC Ce M3non3BaTt OT MHOIO rOAMHK, KaTo
ynotpeba MM e cBbp3aHa C OYMCTBAHE Ha AnxaTenHutTe nbTuwa. Jlekapcreata npegHasHavyeHn ga
NPOMEHST BUCKO3UTETA Ha CEKpeTa B AOMbIIHEHNE KbM MO €(PMKaCHOTO My OTAENSAHE Ca U3BECTHMU
kaTo "MykoakTMBHM". OCHOBHaTa Lien Ha NpeanMcBaHeTo Ha Ta3u rpyna MeankameHTu e aa
noBuLLIAT CNOCOBHOCTTa 3a OTXpadBaHe U/Unu aa HaManaT XMnepcekpeumsTa Ha MyKyC.
MyKOaKTUBHUTE areHTn ca CpeacTBO Ha M3bop 3a nevyeHne Ha XPOHUYHU OBCTPYKTUBHU GenoapobHu
3abonaBaHnsa U OCTpU pecnmpaTopHN NHAEKLUKN, NPU KOUTO XMNEPCEKPELMATA Ha CNy3 € YacT OT
KIMMHUYHOTO npeactaBaHe. Crnopen TEXHUS MEXaHM3bM Ha OEeNCTBME Te ce Knacuduumpart KaTo
MYKONUTULM, MYKOKMHETULIN, MYKOPETrynaTopn n oTxpaysawm. Pa3smBarikm HaweTo pasbupaHe 3a
cneumduyHnTe ePekTn Ha MyKOaKTUBHUTE areHTn, MOXeM Aa AoBeaem 0 nogobpeHa
TepaneBTMYHa ynoTtpeba Ha Te3n MeamkaMeHTU. HactosawmaT nperneq npegoctaBs obobLueHne Ha
KIMWHWUYHO 3HAYNMMUTE MYKOAKTUBHU fleKapCcTBa B AONbIIHEHME KbM MOTEHUNATHUS UM MEXaHU3BM
Ha gewncTteue.

Use of mucolytics in broncho obstructive diseases.

Medicines that affect the secretion of mucus have been used for many years, and their use is
associated with clearing the respiratory tract. Drugs designed to change the viscosity of secretions in
addition to making them more efficient are known as "mucoactives." The main purpose of prescribing
this group of medications is to increase the ability to expectorate and/or reduce mucus
hypersecretion. Mucoactive agents are the treatment of choice for chronic obstructive pulmonary
disease and acute respiratory infections in which mucus hypersecretion is part of the clinical
presentation. According to their mechanism of action, they are classified as mucolytics,
mucokinetics, mucoregulators and expectorants. By advancing our understanding of the specific
effects of mucoactive agents, we may lead to improved therapeutic use of these medications. The
present review provides a summary of clinically relevant mucoactive drugs in addition to their
potential mechanism of action

an-1 Mackanes [, MNeTkoBa A.
HENRY BENCE JONES: HOBEKbBT, NNEKAPAT, ENMOHAMBT.
TopakanHa meguumHa. 2013;5(3):65—73.

Mpes 2013 r. ce HaBbpwBaT 200 roanHu oT poxgeHneTo Ha Henry Bence Jones, aHInMNCKK nekap,
XUMUK U YYEH, YUETO NME Ce € NPEBBbPHANo B eNoHUM Ha cneumduyeH 6enTbK, KONTo ce
ycTaHoBsiBa B ypuHaTa. Henry Bence Jones e poaeH Ha 31.12.1813 r. B TopuHrtbH Xon, Mokedopa,
rpadpctBo Cbosik B AJOMa Ha CBOS 4840 NO ManvmHa nuHus Bence Sparrow, JyXOBHUK M nacTop Ha
Bekbnc. [Npe3 1827 r. e npueT B npoyyToTo yumnnuuie Harrow. lNpe3 1832 r. nocTtbnea B N3BECTHUA
Trinity College kbMm YHuBepcuteta B Kemmbpugx. MNpes 1836 r. Bence Jones nonyyasa tutnata
,0akanaebp Ha uskyctearta“. C uen nony4yaBaHe Ha LUANIOCTHO MeANLMHCKO obpasoBaHue, npes
okTomBpu 1841 r. Henry ce 3anucsa 3a ctygeHT B St. George’s Hospital B JloHaoH. Npe3 nponetta
Ha 1841 r. Bence Jones npuctura B ['MceH, kbaeTo € npuet ot J. Liebig, eanH ot BogeLwumTe Xummum
B EBpona. B pesyntaT Ha cneunanusaunaTa B [MceH y Bence Jones 3aBunHaru octaBsa ngesra 3a
NPUNOXEHNETO Ha XMMUYHUTE MeToaun B MegumumHaTa. Ot 1843r. Bence Jones 3anoysa
cUCTEMATUYHO Aa M3y4yaBa XMMUYHUS CbCTaB Ha ypuHaTa, a oT 1845 r. e uneH Ha cbBeTa npu
Konexa no xumus. MNpes 1847 r. Ton onncea NpoTeuH, OTKPUT B ypuHaTta npu naumeHT ¢ mollities
ossium (abHOpMHO OMekBaHe Ha KocTuTe). TepMuHbT "npoTenH Ha Bence Jones" e BbBedEH B
nutepaTtypata oT R. Fleischer npe3 1880 r. ImeTo enoHMM HanoMHSA 3a nekaps, XMMMKa 1 y4eHus
Henry Bence Jones.
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HENRY BENCE JONES: THE MAN, THE PHYSICIAN, THE EPONYM

2013 marks 200 years since the birth of Henry Bence Jones, an English physician, chemist and
scientist, whose name has become the eponym of a specific protein found in urine. Henry Bence
Jones was born on December 31, 1813 at Thrington Hall, Yoxford, Suffolk, England, in the home of
his grandfather on the maternal side Bence Sparrow, who was a cleric and pastor of Beccles. He
entered Harrow in 1827. In 1832 Bence Jones enrolls in the well-known Trinity College at
Cambridge. 1836 Bence Jones receives the title of Bachelor of Arts. In order to accomplish a
complete medical education, in October 1841 Bence Jones enrolls as a student at St. George’s
Hospital in London. In the spring of 1841 Bence Jones arrives at Giessen, where he is given
hospitable treatment by J. Liebig, a leading figure in chemistry in Europe at this time. As a result of
his specialization at Giessen, Bence Jones firmly assumes the idea of applying chemical methods in
medicine. In 1843 Bence Jones starts a systematic study of the chemical constitution of

urine, and as of 1845 he becomes member of the council of Chemistry College. In 1847, he
described the protein, found in urine, in patient with mollities ossium (abnormal softening of the
bones). The disease was later named multiple myeloma. The term “Bence Jones’s protein® is
introduced by R. Fleischer in 1880. This eponym reminds of the physician, chemist and scientist
Henry Bence Jones.

an -2 PapownHosa [1, lNackanes [, MNeTkoBa A.

CbaebHomeamumnHcka nutepaTypa B HayanoTto Ha XX Bek B bbnrapus: “HapbyHuk no
cbaebHa megmumnHa” ot a-p H. Hegenues n agsokart 1. Canos.

CoumanHa megunumHa. 2014;22(4):40-2.

3a NbpBO PBLKOBOACTBO MO CbAebHa MeaunLmMHa Y Hac ce npuema KHurata Ha g-p JaHuun NacmaHuk
,/13B0an n3 cegebHata meguumHa“ (1898), Hanevartana B cn. HOpugunyecku npernes”. Cnen Heq ce
ny6nukysart ,[Tomarano no cbaebHa meanumnHa 3a nekapu un topuctn® ot a-p Mapun Pyces,
nagageHo B Cogpua npes 1899 r.; ,Camoybuncteo nnu yenosekoybmnmncteo. CbaebHomMeanLNHCKN
cnyyan“ ot o-p MiBaH Muxannos (npvBaTt AOLEHT), KOMTO € NbPBUAT NpenogasaTen no cbaebHa
mMeavumHa B KOpugudeckns dakynrtet Ha BucweTto yunnuwe B Codousa (1894-96 r. n npes 1907 r.),
no-kbCcHO npepactHano B CY ,C.. KnumeHT Oxpuackun®. KOpuctoT U. H. MaHTOB n3gaBa

I IpaKTU4eCcKn ovepkun no cbaedbHa megmumHa“ B byprac npes 1905 r., ¢ kpaTka obwia yactmn c 19
obpaseLa Ha cbaebHOMEeANUNHCKN akToBe 3a ayTuoncuu; ,VIHCTpyKumn 3a cbaebHOMeMUMHCKUTE
n3cneaBaHusa Ha MbpTBUTE Tena“, paspaboTeHn No HeMckn obpasum oT [upekuusaTa 3a onassaHe
Ha obLecTBEHOTO 3apaBe, n3gageHn B Codusa npes 1911 r.; ,CbaebHa meamumnHa n aytoncumre”
oT A. JlakacaH, E. MapTuH, UumxneH, nansasna npes 1921 r.

The first guide to forensic medicine in our country is the book by Dr. Daniil Pasmanik, Forensic
Medicine Conclusions (1898), published in the journal Legal Review. It was followed by the
publication of Forensic Medicine Handbook for Doctors and Lawyers by Dr. Marin Rusev, published
in Sofia in 1899; Suicide or Homicide. Forensic Case by Dr. lvan Mihailov (Privatdozent), who was
the first professor of forensic medicine at the Faculty of Law of the Higher School in Sofia (1894-96
and in 1907), which later grew into Sofia University “St. Kliment Ohridski”. The lawyer I. N. Mantov
published Practical Essays on Forensic Medicine in Burgas in 1905, with a short general part and 19
samples of forensic autopsies; Instructions for forensic medical examinations of dead bodies,
developed according to German models by the Directorate for Public Health Protection, issued in
Sofia in 1911; Forensic Medicine and Autopsies by A. Lacassan, E. Martin, Ciljien, published 1921.
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an-3 Ctpartes B, NetkoBa [, Aumutposa B.
MepcoHanuaupaH noaxoa Npu OpoHxmManHa actMa — HOBOCTM B OLieHKaTa 1 NOBEAEHUETO.
Medicart. 2017;(4):4-8.

BbBeneHue: Actmara 3acsara mexagy 1 - 8% oT HaceneHneTo Ha 3emsiTa, kaTto 3aboneBaeMocTTa e
0KoNno 334 MIH. Aylwu C Han-BUCOKa YecToTa Ha 3abonsiBaHeTo BbB Bb3pactta mexay 10 n 14
roOOUHW 1 NPU NO-Bb3pacTHUTE

(75 -79r.). Okono 14% ot geuaTa maT CMMNTOMW Ha acTMa, KaTto 3abonaBaHeTo e Ha 14-0 MACTO
B CBETa MO CTerneH U Npoab/MKUTENHOCT Ha UHBanNuausnpaxe. NpeavwHnTe cxBallaHus, ye
actmara e 3abonsBaHe NpeanuMHO B CTPaHW C BUCOKN JOXOAMW, HE Ce MOAAbpXKaT BeYve, Tbi KaTo
noBeyeTo criyyaun ce HabnwgasaTt B CTpaHM CbC CpefeH U HUCHK 40X04 U ce CMATa, Ye YyecToTaTa
UM LLie HapacTBa.

A personalized approach in bronchial asthma — new directions in assessment and behavior

Introduction: Asthma affects between 1 - 8% of the world's population, with an incidence of about
334 million people with the highest frequency of the disease between the ages of 10 and 14 years
and in the elderly (75 - 79 years). About 14% of children have symptoms of asthma, and the disease
ranks 14th in the world in terms of degree and duration of disability. Previous perceptions that
asthma is primarily a disease of high-income countries are no longer supported, as most cases
occur in middle- and low-income countries and are expected to increase in incidence.

an - 4 Menesa 1, MeTkoBa [, umutposa B.
MHpnyeHua — Hewo 3a BonectTa n npodunaktukaTa.
Medicart. 2017;(5):10-1.

BbBeaeHue: C HacTbnNBaHe Ha ECEHHO-3UMHMS CE30H 3amnoyBaT Aa LMpPKynMpaT BUPYCU, XapaKTepHM
3a NO-CTyAEHUTE Meceun, Mexay KOUTO ca U BUPYCUTE Ha CE30HHUS rpuyn. MpUnbT € LWMPOKO pas
npocTpaHeHa BUpYyCcHa MHAEKUUS C BUCOKA KOHTarmosHocT. MIHgnyeHua BupycuTe ca 1 Hali-yectaTa
npuyMHa 3a BMcoka 3aboneBaeMocCT U CMbPTHOCT cpef rnobanHoTo HaceneHve. ToBa NpUYMHsIBa
OFPOMHU pa3xoau 3a pasfNYHUTE UHCTUTYLUN.

Influenza - facts about the disease and prevention

Introduction: With the onset of the autumn-winter season, viruses, characteristic of the colder months
begin to circulate, among which are seasonal influenza viruses. Influenza is a widespread and highly
contagious viral infection. Influenza viruses are also the most common cause of high morbidity and
mortality in global population. This causes huge costs for various institutions.

an-5 MNackanes [, NMeTtkoBa [, AtaHacos [1.

EBontoums Ha gnarHocTudHaTa TexHuka npes3 XVII-XIX Bek: ngeun, oTKpUTUSa U NMMYHOCTH.
Acknenun MexayHapogHO crniMcaHve no uctopusa n gounocodusa Ha meguumHaTa.
2017;13(1):39-47.

Xunokpart (460 — 377 np.H.e.) e Npu3HaT 3a bawa Ha cbBpemMeHHaTa MeguumHa. Cnopepg Hero
MeaMuMHCKaTa NpakTuka ce OCHOBaBa Ha HabniaeHNe Ha KIMHUYHW NPU3HaUm 1 pauyoHanHm
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3aKSHYEHNS U HE pa3dnTa Ha PEenUrMo3Hn NnpeapascbabLUn UM Marndeckn BapBaHud. Tomac
CupgeHxam (1624—-1689), nssecteH KaTo ,aHMMUNUCKUAT XUNokpaTt®, nogyeptaBa BaXXHOCTTa Ha
Habn4EHMETO Ha NauMeHTa 1 MHCTPYKTMPA fNekapuTe Aa pasrpaHndaBaT cneunuyHiTe
3abonsBaHusA, KakTo 1 Aa HamupaT cneumdpuyHM NekapcTea 3a TEXHUTE NposiBrieHns. Bunpeku
TOBa, He ce HabnoaaeaT pelwmTenHy Npobmen B TeopusaTa Ha 6onecTuTe n UCTUHCKaTa NPUYMHHO-
cnefcTBeHa Bpb3ka (vera causa) Ha bonectuTe ocTaHa HesicHa. TeopuaTta 3a bonectute ce
Bb3MNOSi3Ba 3HAYMTESTHO OT Pa3BUTMETO Ha NaTtonornyHaTa aHatomus. NMpes 1761 r. [>xoBaHn
MopraHu (1682—-1771) nybnukysa cBosi weaboBbp ,De sedibus et causis morborum per anatomen
indagatis, libri quiquie® (,3a MACTOTO M NpUYMHMUTE 3a BonecTuTe, yCTaHOBEHN Ype3 aHaTOMUYHU
nacnegBaHus B neT Toma). TpyabT cbabpxa noBeye oT 640 goknaga 3a crydam ¢ nogpobHa
KNUHWYHA UCTOPUS, NOCNeABaHM OT AOKMaA 3a naTonoruaTa, oTkpuTa npu aytoncunte. MopraHum e
MbPBUAT, KOUTO 3asBSIBa, 4Ye MMa Bpb3ka Mexay CUMNTOMUTE, U3NUTBaHM OT NauneHTa, u
naTonornyHnTE Haxo4kn cneq cmbpTTa. Npes cbwata roguHa — 1761 r., Jleonong AyeHbptorep
(1722-1809) nybnunkyBa CBOs Knacu4ecku TpakTaT, o3arnaseH: ,Inventum novum ex percussione
thoracis humani et signo abstrusos interni pectoris morbos detegendi“ (,HoB meToa, cbeTOSAL Ce B
NepKycus Ha YOBELLKUSA rPbAHUS KOLU, 3a OTKPUBAHE Ha CKPUTU B rbpante bonectu®). B Tasun kHura
TOM M306peTaABa M ONUCBa TEXHMKATA 3a NEPKYCUst HA MbpANTE Ha NauMeHTa U ToBa € paXaaHeTo Ha
cbBpeMeHHUsa omsnkaneH nperneq. Npes 1808 r. gpeHckuaT nekap KopHucap npesexaa ,Inventum
novum® n ny6nukyea kHuMrata cbC CO6CTBEHN aHOTaLUMK M NO TO3N HAYMH METOABT Ha NepKycusaTa ce
pasnpocTtpaHsaBa 6bp30 cpea meanumnHekaTta obHocT. Npe3 1816 r. PeHe JlaHek (1781-1826),
nocnegosaTen Ha KopHucap, nsobpetsaBa cTeTockona u ayckyntauusTa Kato MeTo B KNMHMYHaTa
npakTtuka. B kpas Ha 1895 r. Bunxenm PboHTreH (1845-1923) oTkpmBa peHTreHoBUTE Nbun. [1Hec
TOW ce cMmsATa 3a ,6awaTta”“ Ha guarHocTnyHaTa paguonorusi, MeauumMHckaTa crneumnanHocT, KOATo
n3nonasea n3obpaxkeHus 3a gnarHoctTmumpaHe Ha 3abonsBaHus.

Evolution of the medical diagnostic methods in the 18th and 19th centuries: Ideas,
inventions, men of science

Hippocrates (460 — 377 BC) is recognized as the father of modern medicine. According to him,
medical practice is based on observation of clinical signs and rational conclusions, and does not rely
on religious prejudice or magical beliefs. Thomas Sydenham (1624-1689), known as ,the English
Hippocrates® stressed the importance of observing the patient and instructed physicians to
distinguish specific diseases as well as to find specific remedies for their illness. However, no
decisive breakthroughs followed in disease theory and the true causation (vera causa) of diseases
remained obscure. Disease theory greatly benefited from the pathological anatomy develipments. In
1761 Giovanni Morgagni (1682—1771) published his masterpiece ,De sedibus et causis morborum
per anatomen indagatis,libri quiquie® (“Of the place and causes of diseases investigated through
anatomy®) in five books. The work contained more than 640 case reports with detailed clinical history
followed by a report of the pathology found at the autopsies. Morgagni was the first who pointed out
that there was a correlation between the symptoms experienced by the patient and the pathologic
findings post mortem. In the same year — 1761, Leopold Auenbruger (1722—-1809) published his
classical treatise entitled: ,Inventum novum ex percussione thoracis humani et signo abstrusos
interni pectoris morbos detegendi“ (“A new discovery that enables the physician to detect the
diseases hidden within the chest by means of percussion of the human thorax). In this book he
invented and described the technique of percussing the patient’s chest, and this was the birth of the
modern physical examination. In 1808, the French doctor Cornisart translated ,Inventum novum* and
published the book with own annotations and thus the method of percussion spread rapidly amongst
the medical community. In 1816, Rene La&#235;nnec (1781-1826), a follower of Cornisart, invented
the stethoscope and the auscultation as method in the clinical practice. At the end of 1895, Wilhelm
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Roentgen (1845-1923) detected the X-rays (Roentgen rays). Today he is considered the ,father” of
diagnostic radiology, the medical speciality which uses imaging to diagnose diseases.

an-6 Kalvachev N, Gospodinova-Vylkova DP, Nenkov R, Balev B, Petkova L.
Pulmonary Langerhans cell histiocytosis - a rare type of a rare disease.
Scripta Scientifica Vox Studentium. 2018 Mar 20;2(1):19-22.

Introduction: Langerhans cell histiocytosis is a rare disease (0.4 in 100,000) with a still highly
debated aetiology - either a reactive or a neoplastic process. It is most commonly divided into single-
system and multisystem disease. The pulmonary form is part of the former group and occurs mostly
in adolescent and adult smokers (2nd through 4th decade of life).Aim: The aim of this report is to
provide more clinical data of one rarely documented disorder.Materials and Methods: We present a
42-year-old male patient with a respiration-associated pain of unknown origin. His physical
examination was unremarkable. A CT scan was indicated, revealing multiple thin-walled cystic
lesions and multiple small nodules in the pulmonary parenchyma, predominantly in the middle and
upper lung segments, which was suggestive of pulmonary Langerhans cell histiocytosis. Through a
video assisted thoracoscopy, several of the nodules were resected and sent for biopsy.Results: The
patient was discharged on the day after the operation. The biopsy confirmed the diagnosis of
Langerhans cell histiocytosis. Since systemic corticosteroids were contraindicated in this particular
case, the patient was counseled to cease smoking. On the follow-up CT a tendency for a reversal of
the condition was observed.Conclusion: The pulmonary form of Langerhans cell histiocytosis is a
rare disease, most commonly seen in relatively young smokers with non-specific presentation. The
biopsy is the only definitive diagnostic procedure. The disease may resolve spontaneously or after
smoking cessation. In more severe cases corticosteroids, chemotherapy or lung transplantation may
be considered.

BenopgpobHa naHrepxaHcoBa KneTb4Ha XMCTUOLUTO3a — psAAKa Ppa3HOBUAHOCT Ha pAAKO
3abonsBaHe

BbBegeHue: JlaHrepxaHcoBaTta kneTb4yHa xuctmoumnTosa e psagko 3abonasaHe (0,4 Ha 100 000) ¢
BCe OLLle CUITHO OBCBXAaHa eTMOoNOorns - UNU peakTUBEH, UM HeonnacTUyeH npouec. Han-4ecTo ce
pasgens Ha egHOCMCTEMHO U MynTUCUCTEMHO 3abonsiBaHe. benogpobHaTa hopma e vact ot
nbpBaTa rpyna un ce cpela npeauMHO Npu FOHOLM U Bb3pacTHM NyLwiayu (2-po Ao 4-1o gecetunetme
oT »xuBoTa). Llen: LlenTta Ha To3un goknag e ga npegoctaBu noBeye KNMHUYHM AaHHW 32 €4HO PALKO
AOKYMEHTUpaHO pascTponcTtso. MaTtepuanu n metogun: Hue npeactasart 42-roguwleH nauneHT ot
MBXKW Non ¢ 6onka, cBbp3aHa C AULWAHETO, C HEM3BeCTeH npounsxon. PrUsnyecknaT My nperneg He
Bewe 3abenexuTeneH. NokasaHo e KOMNOTbPHA TOMOrpadus, paskpmealla MHOXECTBO
THHKOCTEHHM KUCTO3HU NIE3MM U MHOXECTBO Marnku Bb3nu B 6enogpobHus napeHxmm, npeaumMHo B
cpegHusa u ropHust 6enogpobeH cermeHT, KoeTo npeanonara 6enogpobHa naHrepxaHcoBa KneTb4Ha
XMcTnounTosa. Ypes BugeoacnctmpaHa TOpakoCKoONnsA HAKOMKO OT Bb3NuTe Bsxa pesekTupaHu u
nsnparteHu 3a 6uoncusa. Pesyntatu: [NauneHTbT € u3nucaH Ha cneaBalwmsa AeH crneq onepaumara.
Buoncusata notBbpan anarHosata JlaHrepxaHCcoBa KreTb4YyHa XMCTUoUmUTOo3a. Tbil KaTo CUCTEMHUTE
KOPTMKOCTEPOMAM Ca NPOTMBOMNOKa3aHW B TO3M KOHKPETEH Cly4Yain, NaumeHTbT € NOCbBETBaH Aa
cnpe nyweHeTo. Npu nocneasawaTta KT ce HabnogaBa TeHOeHUMSA 3a peBEPCUS HA CbCTOSIHUETO.
3akntoveHune: benogpobHarta hopma Ha JlaHrepxaHcoBaTta KneTb4YyHa XMCTMOLNTO3a € PALKO
3abonsiBaHe, KOETO Ce cpeLla Hanl-4ecTo Npu CpaBHUTENHO MNagum nyLwayum ¢ HecneundguyHa nssea.
Buoncuata e eanHcTBEHaTa OKOHYaTENHa AMarHoCTMYHa npoueaypa. 3abonsasaHeTo Moxe fa
n34yesHe CMOHTaHHO UNK Cneja cnupaHe Ha THITIHONYLWeEHeTO. B no-Texkn cnyyam morar ga ce
0BMUCIIAT KOPTUKOCTEPOUAMU, XMMHoTepanms unm 6enogpobHa TpaHcnnaHTaums.
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Oumutposa B, MNetkoa [, CtpaTes B.
an -7 BbTpebonHNYHM NHEBMOHUN — HACOKM 3a KITMHUYHATA NpakTuka.
MEOVNH®O. 2019;19(7):50-6.

BbTpebonHnyHata nHeBmoHus (HAP), BeHTunaTopHo acoummpaHata nHesmoHus (VAP) n
cBbp3aHaTta cbC 3apaBHu rpmxun nHeeMmoHna (HCAP) octaBaT BaXXHU NPUYNHK 3a BUCOKA
3aboneBaemMoCT M CMBPTHOCT BbMNPEKU Hanpeabka B aHTUMUKpOBHaTa Tepanusi U U3non3BaHeTo Ha
LLUMPOKOCMEKTBPHN aHTUOMOTULMN.

Hospital-acquired pneumonia - guidelines for clinical practice.

Hospital-acquired pneumonia (HAP), ventilator-associated pneumonia (VAP), and healthcare-
associated pneumonia (HCAP) remain important causes of high morbidity and mortality despite
advances in antimicrobial therapy and use of broad-spectrum antibiotics.

OumutpoBa B, MeTtkosa [1, CtpaTtes B.
an-8 Mpernen Ha HoBocTuTe cnep Lectua cBeToBeH CMMMNO3MyM NO NyfIMOHANHa XMNepTOHWUS.
GPNews. 2019;20(7):5-8.

Mpe3 1961 r. goknaga Ha EkcnepTHaTa KOMUCKUA MO XPOHMYHA KopoHapHa 6enoapobHa 6onecT Ha
CeeToBHaTa

3apaBHa opraHusaums (C30) sicHo noco4yBa, Ye cpeaHoTo 6enoapobHO apTepmnanHo HandraHe
(mPAP) obukHoBEHO

He Hagsuwasa 15 mmHg, KoraTto NnauneHTLT € B NOKOW, N U3MepBaHUSATa Ha TO3M NokasaTtes ca
cnabo noenusiHM OT Bb3pacTTa, U HMKora He HagsuwasaTt 20 mmHg. Ha nbpBus cBeTOBEH
cumnosunym no 6enogpobHa xmneptoHusa (MX) B XKeHesa npes 1973 r. B gecdmHnumnaTa ce npuema
mPAP B NOKOM n3amepeHo npu asicHa cbpaeydHa katetepusaums (4 CK) >= 25 mmHg. Tasu cpewa Ha
C30 e nocBeTeHa Ha nbpBMYyHaTa NAX HAKOMNKO roauHu cneg enngeMns, cBbp3aHa ¢ npuemMa Ha
amuHopekc. B goknaga ot Tasum cpelya ce nocoysa, Ye ropHaTa rpaHuua 3a mPAP e ycnoBHO
onpeneneHa. Tasn genHnumMa octaBa HeNMpoMeHeHa no BpemMe Ha cneapawmte ot 1998 r. o 2013
r. NOHe YacTMYHO, 3a Aa Ce M3KITYM NoTeHUManHa CBpbxamMarHocTuka u NPeKoMepHO nevYeHne Ha
Mnx.

News from the 6th World Symposium on Pulmonary Hypertension

In 1961, the report of the Expert Commission on COPD of the World health organization (C30)
clearly states that mean pulmonary arterial pressure (MPAP) usually does not exceed 15 mmHg
when the patient is at rest, and measurements of this indicator are little affected by age, and never
exceed 20 mmHg. At the First World Symposium on Pulmonary Hypertension (PH) in Geneva in
1973, the definition accepted mPAP at rest as measured by right heart catheterization (RHC) >= 25
mmHg. This WHO meeting is dedicated to primary PAH several years after an epidemic associated
with aminorex intake. The report of this meeting stated that the upper limit for mPAP was tentatively
set. This definition remained unchanged during the follow-up from 1998 to 2013, at least partly, to
rule out potential overdiagnosis and overtreatment of PH.
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Crtpares B, Netkosa A, Aumutposa B, [Jo6pesa T.
an-9 XPOHWYHA Kalununua- oLueHKa 1 noBegeHune.
GPNews. 2019;20(7):17-9.

XpoHn4yHaTa Kalunuua e Hak-4ecTUsIT nepcucTpall CMMNTOM Npu aMOynaToOpHUTE NaUUEHTH OT
BCMYKM Bb3PaCTU U € Hal-4yecTaTta NpuyMHa 3a nocelleHne npy obLionpakTukyBalLl nekap.
KawnuuaTa ce knacuduumpa Kato octpa - KosTo NpoAabikasa Ao 3 ceamuum, nogoctpa - mexay 3
n 8 cegMuUN, U XPOHMYHA - KOSITO NMpoAbIbkaBa Haa 8 cegmuun. Korato KawnvuaTa nepcuctmpa
ABLITO BPEME U € TeXKa, MOXXe Cepuo3HO [a BrioLM Ka4eCcTBOTO Ha XXMBOT U Aa AoBede A0
noBpbLUaHe, MycKynHu 6orku, dopakTypu Ha pebpa, MHKOHTUHEHUMS, ymopa U aenpecusi. ToBa uma
1 ncmxocoumaneH edekT U oka3Ba HeraTUBHO BIIMSIHUE BbPXY COLMANHUS XUBOT.

Chronic cough - assessment and behavior

Chronic cough is the most common persistent symptom in outpatients of all ages and is the most
common reason for visiting a GP. Cough is classified as acute (lasting up to 3 weeks), subacute (3-8
weeks), and chronic (longer than 8 weeks). When cough persists for a long time and is severe, it can
seriously impair quality of life and lead to vomiting, muscle pain, rib fractures, incontinence, fatigue
and depression. This also has a psychosocial effect and negative impact on social life.

an-10 MwunaHoB N, 3axapueB 3, MunaHosa M, "'eoprues O, lMNeTkoBa [, peaakropu.
HaumnoHaneH KOHCeHCyC 3a AMarHoCTUKa U NNeYeHne Ha pa3CcTPoMCTBaTa Ha ChHA U
6oabpcTBaHeTO.

Bbnrapcka Hesponoruda. 2019;20(gonbnHeHne 9):1-15.

BbBeaeHne. CHHAT € NPOMEHEHO CbCTOSIHME Ha Cb3HAHMETO, HACTbLMNBALLO ECTECTBEHO U Npe3
onpeaeneHy NHTepBanu oT Bpeme, KOeTo 3aeaHo ¢ OyaHOCTTa ohopMs CTPyKTypaTa Ha LUMpKaaHUs
puTbM. [0 BpeMe Ha CbHSA € 3HaYUTENHO HamarneH OTrOBOPbT KbM BbHLUHW CTUMYIW, BONEBUTE
ABWXeHMs ca notucHaTu. OTunTaT ce NPOMeHN B MO3bYHaTa akTUBHOCT, TeNecHaTa Temneparypa,
KaKTO W B HMBATA Ha HSAKOW XOPMOHMW.

National consensus on diagnosis and treatment of sleep-wake disorders

Introduction. Sleep is an altered state of consciousness the phenomenon occurring naturally and
through certain time intervals, which, together with wakefulness, shape circadian rhythm structure.
During sleep, response to external stimuli is significantly reduced, volitional movements are
suppressed. Changes in brain activity, body temperature, as well as certain hormone levels are
reported.

an-11 Paskalev DN, Galunska BT, Petkova-Valkova D.
TAMM HORSFALL PROTEIN: THE MEN BEHIND THE EPONYM.
Nefrologia (St-Peterbg). 2019;23(2):117-9.

Tamm-Horsfall Protein (uromodulin) is named after Igor Tamm and Franc Horsfall Jr who described
it for the first time in 1952. It is a glycoprotein, secreted by the cells in the thick ascending limb of the
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loop of Henle. This protein will perform a number of important pathophysiological functions, including
protection against uroinfections, especially caused by E. Coli, and protection against formation of
calcium concernments in the kidney. Igor Tamm (1922-1995) is an outstanding cytologist, virologist
and biochemist. He is one of the pioneers in the study of viral replication. He was born in Estonia
and died in the USA. In 1964 he was elected for a professorship in Rockefeller Institute for Medical
Research, where has been working continuously. Since 1959, he became a head of the virology lab
established by his mentor and co-author Franc Horsfall. In the course of studies on the natural
inhibitor of viral replication, Tamm and Horsfall isolated and characterized biochemically a new
protein named after their names. Franc Lappin Horsfall Jr (1906-1971) was a well-known clinician
and virologist with remarkable achievements in internal medicine. He was born and died in the USA.
He worked in the Rockefeller Hospital from 1934 to 1960, then in the Center for Cancer Research at
the Sloan-Kettering Institute. Here he was a leader of a research team studying the molecular
mechanisms of immunity, the effects of chemotherapy with benzimidazole compounds (together with
|. Tamm), coxsackie viruses, herpes simplex virus, etc.

NMPOTEMHBT HA TAMMA-HORSFALL: TIMYHOCTUTE, NPEACTABEHU OT ENOHNMA

MpotenHbT Tamm-Horsfall (ypomoaynuH) e kpbcTeH Ha Nrop Tamm 1 ®panHk Xopcdan, mnagLm,
KOUTO ro onuceart 3a MbpBu NbT Npe3 1952 r. KaTto rnMkonpoTenH, cekpeTupaH B enuUTENHUTE KNeTKN
Ha gebenata Bb3xoasdila 6pumka Ha Henle, To3n npoTenH nma peguua BaXXHM NatouU3noniornyHm
YHKUMK, BKAOYMTENHO NpeaoTBpaTsiBaHe Ha pasBUTUETO Ha MHAEKLMN Ha NUKOYHUTE NbTULa,
ocobeHo Te3un, npuumHeHu oT E. Coli, n npegoTepaTsaBaHe Ha 06pa3yBaHETO Ha KanumMeBu KaMbHU B
6b6peuunTe. Urop Tamm (1922—-1995) e nsknoumnTeneH unTonor, BUpycosior u buoxmmuk. Ton e
eOWH OT NMMOHEpPUTE B U3CeBaHETO Ha BUpycHaTa pennukauma. Ton e pogeH B EctoHus. MNpes
1964 r. e n3bpaH 3a npocpecop B PokdenepoBna NHCTUTYT 3a MEQULMHCKN N3cnenBaHusl, KbaeTo
paboTtu abnro Bpeme. Npe3 1959 r. Ton cTaBa pbKOBOAUTEN Ha BUPYCOSiOrMyHaTa nabopartopus,
cb3gageHa OT HeroBusi HacTaBHUK N cbaBTop PpaHk Xopcdon. B nscnegsaHeTo cn Bbpxy
€CTECTBEH MHXMOUTOP Ha BMpYyCcHaTa pennukauusa Tam n Xopcdon nsonupar 1 xapakrepuampar
OMOXMMMNYHO HOB MPOTENH, KOUTO € KpbCTeH Ha Tax. ®paHk JlanuH Xopcdon mnaawm (1906-1971)
€ U3BECTEH KIMMHULINCT 1N BUPYCOSIOr C U3KITHOUYUTENHN NOCTUXKEHNSA B 0BnacTTa Ha BbTpeLLHaTa
MeguumnHa. Ton e pogeH u novnsa B CALL. OT 1934 oo 1960 r. paboTtn B 6onHuuata Pokdenep,
cnep ToBa B LleHTbpa 3a pakoBu 3abonsBaHusa kbM MHCTUTYTa CrioyH-KeTepuHr. Tyk Ton e
pbKOBOAUTEN Ha n3cregoBaTesicka rpyna, Koato nadyyaBsa MOMEKyNsSpHUTE MEXaHU3MU Ha
UMyHUTETA, ePEKTUTE OT XMMMoTepanuaTa ¢ 6eH3MMMAa3onNoBM cbeanHeHus (3aegHo ¢ V. Tamm),
Bupycute Kokcaku, xepnec cumnnekc u ap.

an-12 MetkoBsa [.
MavonatuyHa 6enoapobHa pnbposa: agnarHosa u neveHue.
GPMedic. 2020;2(1):30—6.

WanonatnyHata 6enogpobHa mnbposa ce onpenens kato cneumduryHa popma Ha XPOHUYHA,
nporpecusHo ombposunpalla MHTepcTuLmManHa NHEBMOHMS C HEM3BECTHa nNpuymHa. CblyecTByBa
Bpb3Kka Mexay ToTioHonyweHeTo u IPF, ocobeHo npu nywaym ¢ uctopusa Hag 20 nakeTorogmHu.
YcTaHoBeH e nosuiieH puck oT IPF npn pegnua ekcnosvuyum Ha dpakTtopu OT OKOnHaTa cpeaa.
HnarHosata moxe aa 6bae noctaBeHa B No-rofisiMarta 4yacTt OT cnydamte Ha 6asarta Ha KNUHUYHUTE
AaHHn n gaHHuTe oT HRCT. 3abonsiBaHETO nMa NpPorpeccmBeH Xo4 1 nowa nporHo3a. JleueHmeTto
Ha IPF ce 6a3upa Ha npenopbkute Ha ATS/ERS/JRS/ALAT Clinical Practice Guideline: Treatment of
Idiopathic Pulmonary Fibrosis. An Update of the 2011 Clinical Practice Guideline. Am. J. Respir. Crit.
Care Med. 2015 Jul. 15;192(2):e3-19. HoBuTe cTpaTerum 3a ne4yeHne gaBaT HOBM Bb3MOXHOCTM 3a

49



naumeHTute. PaHHaTa gmnarHosa un CTapTbT Ha ageKBaTHO Jie4eHune ca npeaunkTop 3a ycnex ot
Jle4eHneTo.

Idiopathic pulmonary fibrosis: diagnosis and treatment

Idiopathic pulmonary fibrosis is defined as a specific form of chronic, progressively fibrosing
interstitial pneumonia of unknown cause. There is association between smoking and IPF, especially
in smokers with a history of more than 20 pack-years. An increased risk of IPF has been found in a
number of environmental exposures. It can be diagnosed in the majority of cases on the basis of the
clinical data and data from HRCT. The disease has a progressive course and poor prognosis.
Treatment of IPF is based on recommendations of the ATS/ERS/JRS/ALAT Clinical Practice
Guideline: Treatment of idiopathic Pulmonary Fibrosis. An Update of the 2011 Clinical Practice
Guideline. Am. J. Respir. Crit. Care Med. 2015 July 15;192(2):e3-19. New treatment strategies
provide new options for patients. Early diagnosis and initiation of adequate treatment are predictors
of treatment success.

an-13 MetkoBsa [.
Texka acTma — npean3BukaTencTBata B AMarHosarta u fie4eHneTo.
GPMedic. 2020;2(1):42-50.

BpoHxnanHaTa actma € XxeTeporeHHo, XpOHUYHO Bb3nanuTenHo pecnupaTopHo 3abonsBaHe,
XapakTepuaunpallo ce ¢ 06paTMMOCT U NPOMEHNNBOCT Ha O6CTPyKUMATA Ha AnxaTenHuTe NbTuwa
KbM Bb34YLUHUS NOTOK U C n3paseHa bpoHxmanHa xmneppeakTMBHOCT. JlIe4eHneTo n ce oCHoBaBa Ha
HacTosawwmTe npenopbkn Ha GINA 2019 n Ha HacokuTe Ha European Respiratory Society (ERS) n
American Thoracic Society (ATS). ,,Texka actma" ce gemnHupa kaTo actma, KOSTO U3MCKBa
rnevyeHne ¢ BUCOKM 03U UHxanaTopHu koptukoctepounam (ICS) nntoc BTopu KoHTposep wu/

UIn MHXanaunoHHN 6eTa-MMMETULN C NPOABIMKUTENHO AENCTBUE, MOHTENYKACT U/Mnu TeounmH
NI CUCTEMHMU

KopTukoctepomnan. B momeHTa ogobpeHun n pernctpmpardn B EBpona 3a neyeHne Ha Texka actma ca
neT, a y Hac -Tpu BuonornyHu BellecTsa. Te nmat gob6sbp npodun Ha 6e3onacHOCT U Morat aa
HamManaT NpuemMa Ha cTepouan B AbIITOCPOYEH MNaH.

Severe asthma: challenges in diagnosis and treatment

Bronchial asthma is a heterogeneous, chronic inflammatory respiratory disease characterized by
reversibility and variability of airway obstruction and pronounced bronchial hyperreactivity. Treatment
is based on current GINA 2019 recommendations and guidelines of the European Respiratory
Society (ERS) and the American Thoracic Society (ATS). Severe asthma is defined as asthma
requiring treatment with high-dose inhaled corticosteroids (ICS) plus a second controller and/or long-
acting inhaled beta-mimetics, montelukast and/or theophylline or systemic corticosteroids. In Europe
there are currently five approved and registered biological substances and in our country - three.
They have a good safety profile and can reduce steroid intake in the long term.

an-14 Mackanes [, NanyHcka b, MNeTtkosa A.

Nypeur BaH beTxoseH (1770-1827): CTpagaHue n my3uka.

Acknenun MexayHapogHo crniMcaHne no uctopua n gunocodus Ha meguumnHaTta.
2020;16(1):37-43.
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Mpe3 pekemBpu 1826 r., cneg NbTyBaHe B AbXA0BHO 1 BETPOBUTO Bpeme, beToBeH pasBuBa
nHeBMoOHUs. OceM AHM NO-KbCHO TOM pa3BMBa XbITeHuLa n acumTt. HanpaseHu ca 4 napaueHTesn,
HO 3[paBeTO Ha KOMMNO3UTopa ce BnoLlasa, TOM n3naga B koma u ymupa Ha 26.03.1827 r.
M3BbplueHa e ayToncus oT A-p MoxaH BarHep n HeroBuaT acucteHT Kapn doH PokutaHcku Ha 27
MapT B AomMa Ha beToseH. [pu ayToncuaTa YepHuaT gpob e onucaH kaTo "CBUT A0 NofoBMHaTa oT
obema cu, ¢ KoxXecTa KOHCUCTEHLUMS... U 3a0B6MKONEH OT Bb3NK ¢ padMmep Ha 606eHO 3bpHO".
KopemHaTa KyxuHa e nbfHa ¢ 4eTupu Mepku (okono 5,6 nutpa) TEYHOCT C UBAT Ha pbXxaa. JanakbT
€ YBesIM4yeH N NO-TBbPA OT HOPMASHOTO. YCTaHOBEHO €, Ye NaHKpeachT € MO-rofiiM 1 No-TBbpa, OT
HOPMarHOTO C pa3LUMPEH EKCKPETOPEH KaHan. ToBa NaTtofiormyHo onnucaHue npegnonara gnarHosa
YyepHoapobHa MakpoHOAynapHa unpo3sa, YCNoXHeHa OT nopTarnHa XMnepToHUs C acuuT,
acoummpaHa € C XpoHMYeH naHkpeaTuTt. Tean Haxoakn ca o6CcbXaaHN MHOMOKPaTHO 1 ca
npegnaraHn n gpyru oMarHo3un — ankoxornHa uMposa, BUPYCeH XxenaTuTt, XeMoxpomaTtosa.
NHGEeKUNO3HNAT XenaTuT e NpusHaT eaBa npes nocrnegHoTo gecetunetne Ha 20 Bek.
XemoxpomartosaTta e onucaHa npe3 1865 r., MHoro cneg cMbpTTa Ha KoMno3uTtopa. Moxe 6u
uuposaTta, KakTo 1 3acAraHeTo Ha NaHkpeaca (XpOHMYEH NaHKpeaTUT) ca CBbp3aHu rMaBHo C
noBuLleHaTa KoHCymMaLums Ha ankoxor. NpeanoxeHa e xunotesa, Ye NaHKpeaTUTbLT Ha beToBeH e
YCIOXXHEH OT OCTbp AMabeT, HO HAMa JaHHW OT U3cneaBaHe Ha ypuHaTa 3a 3axapu. bvbpeunTe ca
OnucaHun ¢ TebelnpenHn KanmueanHn KOHKPEMEHTU C pa3Mep Ha HaTPOLLEH rpax; UanoTo 3aTBOPEHO
B KNeTb4yHa membpaHa ¢ gebennHa eauH MHY 1 Kanewla MbTHa TeYHOCT. NaTonorMyHaTa kKapTuHa
npegnonara napaHedpuT n eBeHTyanHo 6vbpeyHa nanunapHa Hekposa. [lpyra npeanoxeHa
XMnoTesa e HanmuneTo Ha 6bbpeyHa Tybepkynosa. bonectTta BUHarn e BTopuMyHa cnpsiMo
B6enogpobHaTa KoHcymaumsi, HO a-p BarHep nuwe, 4e rpbagHaTa KyxuHa e 6e3 3HauYnTENHN
aHomanuu. [Npu ayToncusita "crnyxoBuTte HepBU ca aTpodupanu n ca nuweHn ot muenun”. -p
BarHep oTcTpaHsiBa KaMEHUCTUTE YacTu Ha TeMMNOpanHUTe KOCTU (B KOUTO Ce HaMMpa BbTPELLHOTO
yX0) 1 I genosupa BbB BrueHckma mysen no aHaToMMYHa natonorus. 3a cbXXaneHue te nyessat
6escnegHo. MNMpeanoxeHn ca HAKOU MeULMHCKN OMarHo3un, CBbp3aHu C Tasu NaTonorMyHa Haxogka
(6onect Ha NengxeT; capkonaosa; cMdUnnc), Ho Te He MoraT fa OBACHAT HaNbJTHO riyxoTaTa Ha
BeTtoBeH. OT agpyra cTpaHa, Kakto 6bonectTa Ha enaxeT, Taka u capkongosaTta ca onnmcaHu MHOro
crnef cMbpTTa Ha KomnosuTopa. [pes nocnegHUTe roguHN € hopmynMpaHa MHTpUryealla xunoTtesa,
npegnonaraiia XpoHM4YHa MHTOKCUKaLMS C ONOBO. AMEPUKAHCKM aBTOPU OTKpMBAT MOBULLIEHN HUBA
Ha ONOBO B KOcaTa Ha komno3ntopa. CmMsaTa ce, Ye Bb3MOXEH M3TOYHMK Ha OfTOBO € BMHOTO, Tbi
KaTo no ToBa Bpeme e buna gobaBsHa HE3aKOHHO ONOBHA 3axap (MM ONIOBEH aueTaT) KbM €BTUHO
BMHO 3a nogobpsiBaHe Ha HEroBus BKYC 1 apomart. B kpariHa cmeTka BCUYKN MEANLMHCKN anarHo3u
Ca pPeTPOCNEKTUBHU U Ca HanpaBeHn NOCT(aKTyM.

Ludwig van Beethoven (1770-1827): Misery and music

In December 1826, after a journey in rainy and windy weather, Beethoven developed pneumonia.
Eight days later he developed jaundice and ascites. Four paracenteses were made, but the
composer's health was deteriorating, he fell into a coma and died on 26.03.1827. An autopsy was
performed by Drs. Johann Wagner and his assistant Karl von Rokitansky on 27 March in
Beethoven’s home. At autopsy the liver was described as ,shrunk up to half of its volume, with a
leathery consistence... and surrounded by a bean size knots”. The abdominal cavity was filled with
four mesaures (about 5,6 liters) of rust-colored fluid. The spleen was enlarged and firmer than
normal. The pancreas was found to be larger and firmer than normal with distended excretory duct.
This pathological description suggests a diagnosis of hepatic macronodular cirrhosis, complicated by
portal hypertension with ascites, associated with chronic pancreatitis. This finding was discussed
many times and also other diagnoses were proposed — alcoholic cirrhosis, viral hepatitis,
hemochromatosis. Infectious hepatites were recognized only in the last decade of the XX century.
Hemochromatosis was described in 1865, long after composer’s death. Perhaps, the cirrhosis as
well as the pancreatic involvement (chronic pancreatitis) were associated mainly with increased
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alcohol consumption. A hypothesis was proposed that Beethoven’s pancreatitis was complicated
with acute-onset diabetes mellitus, but there were no data of urine examination for sugars. The
kidneys were described with chalky calyceal concretions size of split peas; the whole enclosed in
cellular membrane one inch thick and dripping turbid fluid. The pathology picture suggests
paranephritis and, possibly, renal papillary necrosis. Another hypothesis proposed presence of renal
tuberculosis. The disease is always secondary to pulmonary consumption, but Dr. Wagner wrote that
thorax cavity was without significant abnormalities. At autopsy, ,the acoustic nerves were atrophied
and devoid of myelin“. Dr. Wagner removed petrous parts of temporal bones (in which the inner ear
lie) and deposited them in the Vienna Museum of Anatomical Pathology. Unfortunately, they
disappeared without trace. Some medical diagnoses related to that pathological finding were
proposed (’s disease; sarcoidosis; syphilis), but they could not fully explain the Beethoven’s
deafness. On the other hand, both Paget’s disease and sarcoidosis were described long after
composer’s death. An intriguing hypothesis suggesting chronic lead intoxication was formulated in
the last years. American authors found elevated levels of lead in composer’s hair. A possible source
of lead is thought to have been the wine, as at that time lead sugar (or lead acetate) was added
illegally to inexpensive wine for improving its taste and flavor. At the end, all medical diagnoses are
retrospective and were made post factum.

an-15 MNackanes [, MNeTkoBa A.

[xoBaHn MopraHu (1682-1771): OCHOBOMONOXHMK HA MoZepHaTa NaTtonorus.
Acknenuin. MexgyHapoZHo cnncaHue no nctopma n omnocodus Ha meguumnHaTa.
2020;16(1):32—-6.

IbxosaHu Batucta MopraHu e pogeH Ha 25 cdepyapu 1682 r. BbB Popnu n ymupa Ha 5 gekemspu
1771 r. B [Magya, Ntanna. Ha wecTtHageceT roanHn Tom oTuea B BonoHs, 3a ga yuv meguumHa un
dunocodusa n ce gunrnomupa KaTo fnekap n B aearta akynteta npe3 1701 r. Mexgy 1709-1715r.
MopraHu paboTtu kato nekap b ®opnu. Npe3 1711 r. e HasHa4veH 3a Npodecop Mo npakTuyecka
MeaunumHa, a npes3 1715 r. MopraHu ctaBa npodgecop no aHatomus B yHuBepcuteTa B Nagya.
MbpBMAT My Tpya B obnactta Ha aHatomusaTa e ,Adversaria Anatomica Prima“ (1706); BTopusT ToM
ce nosiBsiBa npe3 1717 r. HeroBusaT weaboBbp € o3arnaeeH ,De sedibus et causes morborum per
anatomen indagatis, libri quinque* (,3a MACTOTO U NPUYNHUTE Ha 3abonsaBaHNATa, YCTAHOBEHM MO
aHaTOMW4YeH NbT B NeT Toma“), n e nybnukysaH npes 1761 r., korato Ton € Ha 79 roguHu. KHurata
ce cbeTom oT 70 nMcma ¢ onucaHue Ha okono 640 aytoncun. MopraHu onucsea 3a NbpPBU NbT
Bpb3KaTa Mexay CUMNTOMUTE Ha 3aboNaBaHETO N MaKpPOCKOMCKNTE NpomMeHu B opraHute. OBsiBeH e
3a ,0awa Ha cbBpeMeHHaTta naronorusa‘. YepensbT My e OTKpUT B UbpkBaTta CaHTo Macumo B Nagya
N e HanpaBeHa PEKOHCTPYKUMS Ha nuueTo ¢ HoBa 3D TexHomnorus. YCTaHOBEHO € CUITHO CXOACTBO
MeXay BUPTyanHusa mogen ¢ rpaBmpaH noprper.

Giovanni Morgagni (1682-1771): Founder of Modern Pathology

Giovanni Battista Morgagni was born on February 25, 1682 in Forli and died on December 5, 1771 in
Padua, Italy. At the age of sixteen he went to Bologna to study medicine and philosophy, and
graduated as a doctor in both faculties in 1701. Between 1709-1715 Morgagni worked as a
physician in Forli. In 1711, he was appointed professor of practical medicine, and in 1715 Morgagni
became professor of anatomy at University of Padua. His first work in the field of anatomy was
»2Adversaria Anatomica Prima“ (1706); the second volume appeared in 1717. Morgagni’s opus
magnum was entitled ,De sedibus et causes morborum per anatomen indagatis, libri quinque® (,The
seats and causes of disease investigated by anatomy in five books®) published in 1761, when he
was 79 year old. The book consisted of 70 letters with description of about 640 autopsies. Morgagni
described for first time the correlation between symptoms of the disease and the macroscopical
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organ changes. He was named ,father of modern pathology“. His skull was finded in the church of
Santo Massimo in Padua and facial reconstruction was made with new 3D technology. A strong
similarity between the virtual model with engraved portrait was found.

an-16 MeTkoBa [.
MefguumHa Ha CbHs B YCNoBUSATa Ha NaHAeMUs.
MEOVNH®O. 2021;21(7):62-7.

BbBegeHue: HouaT kopoHaBupyc SARS-CoV-2 e egHoBepwxeH PHK Bupyc. 3apaseHute ¢ Bupyca
naumeHTn pasBmBaT LUMPOK CNEKTLP OT KIMMHUYHKU NPOSABM KaTo BMCOKa TeMmnepaTypa, kawnuua,
Muanrma n ymopa. Texko 60nHUTe naumeHT Mmorat Aa pasBuaT CUHAPOM Ha OCTbp pecnupaTopeH
ANCTpeC, OCTPU CbPAEYHO-CbA0BU HapPYLLIEHUS, HEBPOSIOMMYHU NPOSABU UMK YCITOXHEHUS nopaau
BTOPUYHA UHEKUMS.

Sleep medicine in the context of a pandemic

Introduction: The novel SARS-CoV-2 coronavirus is a single-stranded RNA virus. Patients infected
with the virus develop a wide range of clinical manifestations such as fever, cough, myalgia and
fatigue. Critically ill patients may develop acute respiratory distress syndrome, acute cardiovascular
disorders, neurological manifestations, or complications due to secondary infection.

an-17 MetkoBsa [.

TpyaHo neyenune, B TpyAeH nepuoa: buonornyHa Tepanmsi npu neyeHne Ha Texka
GpoHxunanHa actma B ycnosudata Ha COVID-19.

MEOMH®O. 2021;21(7):56—60.

Cnopepn naHHm ot Global Strategy for Asthma Management and Prevention GINA 2020-2021 Haga
358 MnH. naumMeHTn OT Uuenus CBAT cTpagaTt oT bpoHxmnanHa actma. YecrtoTtaTta 3a 3abonsBaHeTo ce
nadncnsea Ha 7-18% oT HaceneHneTo B

oTaenHute ctpaHn. 10% OoT BCMYKM acTMaTuLM ce nekyBaT B BonHuuaTa NoHe BeAHBX roANLLIHO.
Cnopepg npoy4BaHe Ha [nobanHaTa TexecT Ha 3abonaBaHuaTa Ha C30 3a 2015 r. Ha acTmaTa ce
AbIkM 3arybaTta Ha 26.2 MIH. roauHU XNBOT, aganTupanm kbM yBpexaaHusaTta (DALY) nopaaum
actma unmn 1.1% ot obuiata TexecT Ha 3abonsiBaHusTa B CBETOBEH MaLlab. Beska rognHa
OpoHxunanHaTta actma npuumHaea 495 000 cmbpTHU cnydas. Mangemmnara ot SARS-CoV-2 u
nHOyuupaHa ot HekopoHasupycHa 6onect 2019 (COVID-19) nstnacka 3gpaBHuMTEe CUCTEMU SO
rpaHNLNTE Ha TEXHUS KanauuTeT No Lennsa CBAT. T NpUYnHABA TEXKO pecnupaTopHo 3abonsisaHe u
nonmopraHHa HegocTaTb4YyHOCT, cxogHu ¢ Tean npm SARS-CoV-1 n MERS-CoV, koeTo nauckesa
neyYeHne B MHTEH3MBHN oTAeNneHuns. Ta ce cBbp3Ba C BUCOKA CMBbPTHOCT.

Difficult treatment, in difficult times: biological therapy in the treatment of severe bronchial
asthma in the setting of COVID-19

According to data from the Global Strategy for Asthma Management and Prevention GINA 2020-
2021, more than 358 million patients worldwide suffer from bronchial asthma. The incidence of the
disease is estimated at 7-18% in individual countries. 10% of all asthmatics are treated in the
hospital at least once a year. According to the 2015 WHO Global Burden of Disease study, asthma
accounts for 26.2 million disability-adjusted life years (DALY) lost due to asthma, or 1.1% of the total
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global burden of disease. Each year, bronchial asthma causes 495,000 deaths. The SARS-CoV-2
and non-coronavirus disease 2019 (COVID-19) pandemic has pushed health systems to the limits of
their capacity around the world. It causes severe respiratory disease and multiple organ failure,
similar to those of SARS-CoV-1 and MERS-CoV, requiring treatment in intensive care units. It is
associated with high mortality.

an-18 MeTkoBa [.

obGanHa cTpaTterns 3a guarHocTuka , ynpasneHue n npeseHumnsa Ha XObb, COPD
GOLD.

GPMedic. 2021;3(1):21-4.

BbBegeHue: XpoHuyHata obcTpyktnBHa 6enogpobHa 6onect (XOBB) e rmobanHa envaemus,
3acsrawa Hag 300 MunrMoHa aywim B Lenusa CBAT, TpeTa Han-4yecTa npuyMHa 3a CMbpT M Bogella
npuYnHa 3a XPOHMYHa 3aboneBaemMocCT 1 XochuTanM3auun ¢ OorpoMHa MKOHOMUYECKa TEXeCT 3a
BCsIka cTpaHa . [1pe3 nocrnegH1Te HAKOMKO roavMHu ce NnpoMeHn napagurmarta 3a XObb, 6a3snpaHo
Ha HaTpPynBaHETO Ha HOBM [aHHW, KOUTO MMAaT BaXKHO 3HAYEHMe 3a ToBa Kak TpsibBa Aa
AnarHoctmumpame mn ctagupame XOBbB, kak ga pasno3HaBame pasnuyHuTe My beHoTMnoBe n aa
n3brnpame nedeHune, Kkak ga otandepeHumpame donectra n aa st pasrpaHudaBsame ot
npuapyxaBawimte 1 npunokpmeallm 3abonsBaHna. ToBa pa3bupaHe € BaXKHO KakTo 3a NocTaBsiHe
Ha npaBuiHaTa AnarHo3a, Taka M 3a Haco4BaHe TbPCEHETO Ha HOBW TEpPANEBTUYHM anNropuTMm 3a
mMoandumumpaHe Ha 3abonsBaHeTo, KOMTO Aa 6baaT Han-ePEeKTUBHM OLLE B PpaHHUTE NPOSABM Ha
GonecTTa c ornea NpeBeHLMS Ha YCNOXHEHMATA U MHBaNuamn3aumsaTa Ha nauneHTuTe.

Global strategy for diagnosis, management and prevention of COPD, COPD GOLD

Introduction: COPD is a global epidemic affecting over 300 million people worldwide, the third most
common cause of death and a leading cause of chronic morbidity and hospitalizations with huge
economic burden for every country. In the last few years, the paradigm for COPD has changed
based on the accumulation of new data that have important implications for how we should diagnose
and stage COPD, how to recognize its different phenotypes and choose treatment, how to
differentiate the disease and differentiate it from accompanying and overlapping diseases. This
understanding is important both for making the correct diagnosis and for directing the search for new
therapeutic algorithms to modify the disease, which will be most effective even in the early
manifestations of the disease in order to prevent complications and disability of patients.

an-19 MeTkoBa [, Jumutposa B, [Jobpesa T.
HapyweHnus B koarynaumata npu COVID-19.
GPMedic. 2021;3(1):32-5.

HoBusaT kopoHaBmpyc SARS-CoV-2 (TexXbK OCTbp pecnmpatopeH cuHapom CoV-2), n3BeCcTeH CbLLO
kato COVID-19, e eagHoBepwxeH PHK Bupyc. 3apaseHnte nauneHTn passmBaT LUMPOK CNEKTbP OT
KNMHUYHW NPOSIBM: BUCOKa TemnepaTtypa, Kawnuua, Mmanrna n ymopa. Texko 6onHuTe naumeHTun
MoraT [a pas3BuUSAT CUHOPOM Ha OCTbP PECNUPATOPEH ANCTPEC, OCTPU CbPAEYHO-CbA0BU
HapyLUEeHWs, HEBPOSOMMYHM NPOSIBU NN YCIOXHEHNS NOpPaaM BTOPUYHA MHAPEKUNS. YCTaHOBEHO €,
4ye KpUTUYHO BONHUTE MMaT HapyLLEHMs B Koarynauusara, KoeTo rm npegpasnosnara Kbm
KOHCYyMaTMBHU KoarynonaTtum, aptepyanHi U BEHO3HN TpOMBOeMOBONMYHN yCcnoxHeHnsa. Obwmnte
nabopaTopHM NPOMEHK BKNtoYBaTTpOMbOLMTONEHNS, noBuweH D-gumep 1 NnpoaykTy Ha
pasrpaxgaHe Ha urbpuHa n pubprHoreHa, BCUYKM T€ Cca CBbP3aHM C NO-rofiiMa TEXECT Ha
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3abonsaeaHeTo. [Npun 6onHnTe ¢ nHdekumna ot COVID-19 ce onncea BUCOK OTHOCUTENEH OAN Ha
cnyyau c 6enogpobHa embonusa, AbNOoKa BeHo3Ha TPoMB0o3a, UICXEMUYEH UHCYNT, MHGAPKT Ha
MuoKap4a u cMCTeMHa aptepuanHa embonus. [lJaHHM OT Npoy4YBaHUA covart, Ye npodmnakTukara ¢
aHTMKoarynaHTu Moxe fa gosefe A0 NO-HUCHK PUCK OT CMBbPTHOCT. PuckoeeTe 1 nonsute oT
aHTUKOArynaunoHHOTO neveHne Tpsbea 4o ce umat npenBua BbB BCEKN OTAENEH Cry4van, KaTo ce
Ha3Ha4YaBa CBOEBPEMEHHO N CbOOpa3HO TexecTTa Ha 3abonsiBaHETO M MHAUBUAYANHA OLEHKa Ha
BCEKW NaLMEHT.

Coagulation disorders in COVID-19

The novel coronavirus SARS-CoV-2, also known as COVID-19, is a single-stranded RNA virus.
Infected patients develop a wide range of clinical manifestations: fever, cough, myalgia, and fatigue.
Critically ill patients may develop acute respiratory distress syndrome, acute cardiovascular
disorders, neurological manifestations, or complications due to secondary infection. Critically ill
patients have been found to have coagulation disorders, predisposing them to consumptive
coagulopathies, arterial and venous thromboembolic complications. Common laboratory changes
include thrombocytopenia, elevated D-dimer, and fibrin and fibrinogen breakdown products, all of
which are associated with greater disease severity. A high relative proportion of cases of pulmonary
embolism, deep vein thrombosis, ischemic stroke, myocardial infarction, and systemic arterial
embolism have been described in patients with COVID-19 infection. Evidence from studies suggests
that prophylaxis with anticoagulants may lead to a lower risk of mortality. The risks and benefits of
anticoagulation treatment must be considered in each individual case, being appointed promptly and
according to the severity of the disease and individual evaluation of each patient.

an-20 MetkoBa [.
COVID-19  nguonatuyHa 6enogpobHa ¢ombpoasa.
ProMedic. 2021;3(4):58-60.

KopoHasupyc 2019 (COVID-19) e 6bp30 pasnpocTpaHsaBaLlo ce MHPEKUNO3HO 3abonsaBaHe,
NPUYMHEHO OT HOBMS KOpOoHaBmMpyc-2 (SARS-CoV-2), KOUTO Npean3BrKBa TEXbK OCTbP
pecnmpaTtopeH cMHApoM. HacTosiwata naHaAemMus oBeae 40 XUNaaM CMbPTHU Criyvaun B CBETa, KaTo
OpoAT Ha 3apaseHnTe NnpoabinkaBa ga pacte. Bvnpekn ye SARS-CoV-2 moxe ga 3apasn BCEKU,
YCTAHOBEHO €, Y€ NaumMeHTUTe, KOUTO Ca B NO-BUCOKATa Bb3PACTOBA rpyna, Kakto 1 Te3n CbC
CbNbTCTBALLM 3abonsiBaHNA, MOraT Aa pasBuAT CEPUO3HUN YCNOXHEHNS MPU Ta3n UHEKUMS.
ManonaTtuyHaTta 6enogpobHa pmbposa (IPF) e XpoHMYHO nporpecmpallo MHTepCTULManHo
©enogpobHo 3abonsiBaHe, pubpo3unpalla MHTepcTMUnanHa NHEBMOHUS, C HEM3BECTHA €TUOSOIA.
EnngemmnonornyHm gaHHm coyat, Ye pa3npocTpaHEHNETO My € NO-BUCOKO Cpep Bb3pacTHaTa
nonynauma. 3abonssaHeTo e orpaHn4eHo B 6enute apobose 1 ce onpeaernst OT XMCTONaToNnornyHms
n/Mnn peHTreHonorMyeH Mogen Ha obuyanHaTta nHTepcTnymanHa nHesmonus (IPF). (1) IPF uma
HenpeackasyemMo npoTudaHe, Briowasa ce npy 000CTpsiHMSA, KaTO Bb3MOXHOCTUTE 3a fleye Hue ca
orpaHuyeHn. OnNTMManHoTo ynpaeneHue Ha IPF 4ecTo e CnoXxHOo 1 nanckea MynTuaMCUUNINHAPEH 1
MynTUONMEHcMoHaneH noaxog. (2) Mo Hactoswem nva nyonmMkyBaHn orpaHn4yeH 6pon HayyHu
AaHHKN 3a NeYeHNeTOo Ha nauneHTun ¢ npexmesaHa COVID-19 nHeBmoHua u IPF. B Hay4HaTa
nuTepartypa ce onuceaTt OTAENHN KIMMHUYHK Cryvaun, KOMTo gaBaT MHPOPMaLUnMsa OTHOCHO KIMHUYHUS
X0, TEpaneBTUYHUTE PEXNMU, YCNOXHEHUATa 1 naxoga ot COVID-19 nHEBMOHMS Npy NAUMEHTU C
IPF. My6nukyBaHu ca npenopbku 3a naumeHTtn ¢ IPF, B cnyyan 4ye ce conbekaT cbe SARS-Cov-2
nHdpekuus. (3) OTaenHn nogxoau, OCHOBaBALLM CE HA ONUTa C TEXKMS OCTbP pPecnmMpaTopeH
cnHgpoM (SARS) n bninskonstouHusa pecnupatopeH cuHgpom (MERS), naBat Hacoku 3a
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ONTUMAarHOTO NpocreasiBaHe Ha NauneHTu, kKouto ce Bb3ctaHosaBat ot COVID-19 nHeBmoOHuMS. (4)
BposTt Ha naumeHnTuTe C IPF cpep npocneneHunte rpynn € nUMMTUPaH.

COVID-19 and idiopathic pulmonary fibrosis

Coronavirus 2019 (COVID-19) is a rapidly spreading infectious disease caused by the novel
coronavirus-2 (SARS-CoV-2) that causes severe acute respiratory syndrome. The current pandemic
has led to thousands of deaths worldwide, and the number of infected people continues to rise.
Although SARS-CoV-2 can infect anyone, it has been found that patients who are in the higher age
group, as well as those with co-morbidities, can develop serious complications. Idiopathic pulmonary
fibrosis (IPF) is a chronic progressive interstitial lung disease, fibrosing interstitial pneumonia, of
unknown etiology. Epidemiological data indicate that its prevalence is higher among the elderly
population. The disease is confined to the lungs and is defined by the histopathological and/or
radiological pattern of usual interstitial pneumonia. (1) IPF has an unpredictable course, worsens
during exacerbations, and treatment options are limited. Optimal management of IPF is often
complex and requires a multidisciplinary and multidimensional approach. (2) Currently, there is a
limited amount of published scientific data on treatment of patients with experienced COVID-19
pneumonia and IPF. Individual clinical cases have been described in scientific literature, providing
information on clinical course, therapeutic regimens, complications, and outcome of COVID-19
pneumonia in IPF patients. Recommendations have been published for patients with IPF should they
encounter SARS-Cov-2 infection. (3) Separate approaches based on experience with SARS and
MERS provide guidance for optimal follow-up of patients recovering from COVID-19 pneumonia. (4)
The number of patients with IPF among the monitored groups is limited.

an-21 MNackanes [, NMetkoBa [

MARCELLO MALPIGHI (1628-1694): OCHOBOINOJIO>XKHUK HA MUKPOCKOINCKATA
AHATOMUA N BOTAHNKA

Acknenui MexxgyHapogHO cnucaHme no uctopusi u unocoua Ha meguumnHaTa.
2021;17(1):62-8.

Mapyeno Mannurn e 6punsiHTEH UTanNUaHCKM nekap, aHaToM 1 6oTaHuK. Ton € pOaEH B
KpeBankope, 6nu3o go bonoHs, Utanusa, npe3 1628 r. Mannurn yun B yHuBepcuteta B bonoHs u
npe3 1653 r. nony4yaBa JOKTOPCKa CTEMNEH KaKTo No MeauuuHa, Taka u no gunocodusa. [lokato e B
BornoHs, Ton e yacT oT marnka rpyna no aHatomus (,Choro Anatomico®), ppkoBogeHa oT
baptonomeo Macapu, HeroB y4nten no aHatomus. lNo-kbcHO Mannuru ctaBa npodgecop no
TeopeTudHa MeguumnHa B yHnBepcuteTa B [nsa, kbaeTto e BbBeaeH oT bopenu B ATpomexaHunkaTta
(4YoBELWKOTO TANO KaTO HAbOP OT pas3NMYHN Mankn MaluMHK) K 3anoyea ga paboTn ¢ MUKPOCKO,
MHOrO BaXX€H MHCTPYMEHT B >nBoTa My. C nomoLlTa Ha MUKPOCKOMN TON OTKpMBa Kanunsapure,
rmomepynute Ha 6L0peunte, 6BLOPEYHUTE NUPaMNLM 1 anBEONUTE Ha NUNELKUTE emOpmoHn. B
AONbIIHEHME KbM aHaTOMUYHUTE CU U3CNenBaHns, TOM U3yyvaBa pacTeHnsaTa n nybnukysa kHura,
o3arnaseHa ,Anatomia Plantarum® npe3 1671 r. Mannuru cu cbTpyaHmun ¢ Kpanckoto obecTso B
JToHOOH, KOoeTo ro onpeaens 3a noyeTteH yvneH. [Npes 1691 r. Ton e nokaHeH ot nana NHokeHTun Xl|
Aa CTaHe HeroB nnyeH nekap B Pum. MIMeTo My cnyxu KaTo €NOHUM Ha MHOMO aHaTOMUYHU
CTpyKTypu. Mannurn ymupa npes 1694 r. B Pum, HO e norpebaH B bornoHs.

MARCELLO MALPIGHI (1628-1694): FOUNDER OF MICROSCOPIC ANATOMY AND BOTANY
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Marcello Malpighi was a brilliant Italian physican, anatomist and botanist. He was born in Crevalcore,
near Bologna, Italy, in 1628. Malpighi studied at the University of Bologna, and in 1653 he was
granted doctorates in both medicine and philosophy. While in Bologna, he was a part of a small
anatomical group (,Choro Anatomico®) leaded by Bartolomeo Massari, his anatomy teacher. Later
Malpighi became professor of theoretical medicine at the University of Pisa where he was introduced
by Borelli in iatromechanics (human body like a set of different small machines), and began to work
with the microscope, the very important instrument in his life. Using the microscope he discovered
the capillaries, glomeruli of the kidneys, renal pyramids, and chick embryo alveoli. In addition to his
anatomical studies, he studied plants and published a book entitled ,Anatomia Plantarum®in 1671.
Malpighi collaborated with the Royal Society of London who designated him as an honorary
member. In 1691, he was invited by Pope Innocent XlI to become his personal physician in Rome.
His name served as eponym of many anatomical structures. Malpighi died in 1694 in Rome but was
buried in Bologna.

On-22 | No6pesa T, Kupkopoea A, dnmutposa B, banes b, MNetkosa [.

AHTPONOMETPUYHM U LieanoMeTPUYHN NoKa3aTeNM KaTo NPOrHOCTUYHEH MapKep 3a
TEeXeCT U KIMHUYHA N39Ba Ha AuXaTeNHU HapyLeHNs No BpeMe Ha CbH.
MEOVNH®O. 2022;22(7):38—42.

YectoTaTta Ha [IHBC HenpekbcHaTo ce yBenuyaga. [JokasaHo €, 4ye Te npeacrasnsisar
CaMOCTOATENEH PUCKOB (PaKTOP 3a MHOMO counanHo3Havymmn 3abonsaBaHmsa. AHTPONOMETPUYHUTE
nokasatenu (BMI, Bb3pacT, non, paca, HAKOM TeNecH 0BUKONKN U KpaHnodaLumanHn ocobeHocT)
ca npegpasnonarall paktop 3a nosiBaTa Ha Te3n HapyLLeHUs 1 oNpeaendaT TeXecTTa Ha usasarta
nMm. NacneaBaHeTo UM KaTo CKPUHWMHE MPU PUCKOBW NaumeHTu e 6asa 3a eHOoTUNM3MpaHeTo Ha
naumeHTUTe 1 3a NepcoHanMaMpaH Noaxo4 B NIeYeHNeTo.

Anthropometric and cephalometric parameters as a prognostic marker of severity and clinical
manifestation of sleep-disordered breathing

The incidence of sleep-disordered breathing is constantly increasing. They are shown to be an
independent risk factor for many socially significant diseases. Anthropometric indicators (BMI, age,
sex, race, certain body circumferences and craniofacial features) are a predisposing factor for the
appearance of these disorders and determine the severity of their manifestation. Their investigation
as screening in at-risk patients is a basis for patients phenotyping and personalized approach in
treatment.

an-23 MetkoBa [, dumutposa B. SarsCoV-2, COVID 19. MHeEBMOHUS - ONUT N NPENOPBKN.
GPMedic. 2022;4(1):31-8.

Hosata kopoHaBupycHa 6onect 2019 (COVID-19) e 3abongasaHe, pe3yntaTt oT MHEeKUUs ¢ Bupyca
SARS-CoV-2 (KopoHaBupycC 2 Nnpeam3BuKBaLL, TEXbBK OCTbP pecnupaTopeH CUHOPOM).
NaeHTuduumpaHo nbpeo B YxaH, Kutan npes Hoemspu 2019 r., 3abonssaHeTo, Npean3BmMKaHo OT
BMpyca 6bp30 ce npeBbpHa B rnobanHa naHgemus . Kbm momeHta , COVID-19 e oTroBopeH 3a 389
MUIMOHA Cny4as B CBETOBEH Mallab n 5.7 MunmoHa cMbpTHU cny4das (1) No uenust CBAT KbM
HayanoTo Ha geBpyapu 2022 r. HoBuat 6eta-kopoHaBupyc, npnyumnHaeLy, bonectta COVID-19
NPOMEHM KNMHWYHATa NpakTuka B nocrneaHuTe Ase roguHn. NHeBmoHuaTa e Han-yectaTta oopma Ha
NHeKunosHo 3abonsiBaHe 1 ce CBbp3Ba C a BUCOKa 3aboneBaemMoCT 1 CMbPTHOCT Npeau 1 no
BpeMe Ha naHgemuaTa ot Covid-19. OnTumanHaTta cTpaTudmkaums Ha pycka n nevYeHneTo Ha
nauMeHTUTE e BaXXeH BbNPOC 3a NporHosaTa 1 HamarnsiBaHe Ha pyUcka OT cMbpT . HacToswara
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nangemuns Covid-19 geMoHCTpuMpa BaXXHOCTTa Ha 6bp30TO pa3no3HaBaHe Ha CEPUO3HOTO
NMHEeKUMOo3HO 3abonsBaHe, BUpyCcHaTa U BakTepmanHa KOMHMEKUUSA, HanM4nMeTo Ha MHEBMOHUSA U
anxaTtenHa HeJOCTaTbYHOCT M3MCKBALLM NPOTUBOBUPYCHO, MPOTUBOBBH3NANTUTENHO U
UMyHOMOAYNMpaLLo feyeHne, aHTnbakTepunanHa Tepannsa n MeToam nognomMmarallmn ULaHeTo.
HacTtosuwaTa paboTta o6o6LwiaBa Hay4yHUTE NO3HaHWS, Npe3 norrneaa Ha aBTopuTe U TEXHUSA
KNMUHUYEH onuT B fiedeHneTo Ha naumeHTtn ¢ COVID-19 nHeBMOHUS.

Petkova D, Dimitrova V. SarsCoV-2, COVID 19. Pneumonia - experience and recommendations.

Coronavirus disease 2019 (COVID-19) is an illness resulting from infection with the virus SARS-
CoV-2 . First identified in Wuhan, China in November 2019, the disease caused by the virus quickly
became a global pandemic. Currently, COVID-19 is responsible for 389 million cases worldwide and
5.7 million deaths (1) worldwide as of early February 2022. The novel beta-coronavirus causing the
disease COVID-19 has changed clinical practice in the last two years . Pneumonia is the most
common form of infectious disease and is associated with high morbidity and mortality before and
during the Covid-19 pandemic. Optimal risk stratification and treatment of patients is an important
issue for prognosis and reducing the risk of death. The current Covid-19 pandemic demonstrates the
importance of rapid recognition of serious infectious disease, viral and bacterial co-infection, the
presence of pneumonia and respiratory failure requiring antiviral, anti-inflammatory and
immunomodulatory treatment, antibacterial therapy and respiratory support methods. The present
work summarizes the scientific knowledge, through the eyes of the authors and their clinical
experience in the treatment of patients with COVID-19 pneumonia.
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