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Jdapuna MureBa. PoJia Ha koMOpOMIHUTE 3200/15IBAHUS U HAKOM OMOXMMUYHHM MapKepH B
ompeaeJjisiHe TeKeCTTa M MPOrHO3aTa HAa INHEBMOHHMS MNpPUAOOMTAa B 001IECTBOTO.
JAucepranuonen Tpya 3a npuchbxaane Ha OHC «1okTop no meaumuna» (Al)

BobBenenue: IIneBmonusra npumodbura B obmectBoto (ITI1O) ca yecto 3aboisBane,
KOETO NpOTHYa C XETePOreHHa KIMHWYHA KapTUHA — OT JIEKO M J00pe MOoJJaBamio ce Ha
amMOyJIaTOpHO JIeueHue, 110 TeKKa U )KUBOTO3acTpalllaBaia HHPEKIHs.

Hea: Jla ce mpoyuu poista Ha KOMOpPOUIHMUTE 3a00JBaHMS M HAKOM OHOMapKepu
BBPXY TEXECTTa U U3X0Ja OT THEBMOHUS MPUA00UTA B 0OIIECTBOTO.

Marepunan u Meroau: PeTpocrieKTUBHO U IPOCIIEKTUBHO ca n3cieaBanu 1292 nmanueHtu
c IO, npemunanu npe3 Knmaumkara mo nHeBmosoruss u ¢rmsuarpus kbM YMBAJI ,.Cs.
Mapuna® - Bapna 3a mepuona 2012 — 2015 r. [Ipu manumeHture ca NMpOBEACHU KIMHUYECH
npersien, oOpa3HU M3CiEBaHUs, Ja0OPATOPHU M3CIIEABAHUS - M3CJIEBAHE HA ITbJIHA KPbBHA
KapTtuHa (1Mo aBToMaruyHa metomuka) u C-peaktuBeH mporenH (CRP) (mo matexc moacuieH
UMyHOTYypOuumeTpuueH meron). [Ipu 160 manuenra Oe omnpenesieH U3X0AEH NPOKAIUTOHUH
(PCT) B nens Ha xocnmranuzanusra (o crangaptHia ELISA meronuka), a mpu 144 narnuenTa 6e
nscaensad Jl-aumep (10 JaTekce MOACUIEH UMYHOTYpOuanMeTpudeH Metos). OleHKa TexecTra
Ha THEBMOHHMATA CE€ M3BBbPUIM 0 MeXxAyHaponaHo yreepaeHun ckaimu — PSI, CURB-65,
kputepuntre Ha IDSA/ATS. Ouenka Ha nmpuapykaBamiuTe 3a00JsBaHUS CE€ U3BBPILIM upe3
Charlson Comorbidity Index (CCI).

Pe3syaraTtu: Cpeanara Bb3pacT Ha narueHTuTe € 59,94r.+£17,03 1. [Ipn usBbpuiBane Ha
YHUBapHUaHTEH aHAJIW3 HA MPUAPYKaBaLIUTE 3200 IsIBaHUS C U3UMCIISIBAHE HA ChOTHOIIEHUETO Ha
mancoBere (OR) mo oTHouleHHe Ha BBTPEOOIHMYHATA CMBPTHOCT Hal-BucokM OR mokaszaxa:
nemennus (OR 6,85; 95% CI 5,97-11,86), kapuunom ¢ metactaszu (OR 4,33; 95% CI 1,4-13,1),
MCB ( OR 4,05; 95% CI 2,77-5,92) u xponnuna 6s0peuna Hegocrarbunoct (OR 3,66; 95% CI
3,35-5,73). HanuuueTto Ha XpoHMuYHa yepHoJpoOHa Oosect, XCH, 3ax. nuaber u MBC chiio
CUTHU(HUKAHTHO MOBHIIABAT BHTPEOOIHUYHATA CMBPTHOCT. BBIpPEKH MO-4ecTOTO pa3BUTHE HA
HAKOM YCIIO)KHEHHUSI KaTO JAMXaTelHa HeIOCTaThbYHOCT, Hanuuueto Ha XObb He mnoBumasa
BbTpeOonHnyHaTa cMbpTHOCT OT I[II1O. KommekcHoTo BiMsHME Ha KOMOpPOWIHOCTHUTE,
orpazeHo B CCI>3, cwiio uma Bucoka npenuktuBHa ctoHocT ¢ OR 6,82 (4,74-9,80). CRP, JI-
mumep U PCT ca CUrHU(UKAaHTHO TO-BHCOKM MpU MOYMHAJIUTE MAlUEHTH B CpPaBHEHUE C
OLIEJIETIUTEe M HApacTBaT B TEXKKUTE I'PyNU M MO TpuTe ckaiau. OT u3cienBaHUTE OHMOMapKepH
Hail-BUCOKa NMPEJUKTHUBHA CTOMHOCT MO OTHOIIEHHE Ha cMbpTHOCT uMa PCT>2ng/ml ¢ OR 8,73
(2,27-13,45). Ananu3upaHeTo Ha pUCKOBUTE (PAKTOPHU 32 CMBPTHOCT HH MO3BAIM JIa pa3paboTuM
pPUCKOB mMpo(uia Ha MAalMEHTUTE C BKIIOYEHW KOMOpPOMIHHM 3a00isgBaHUS U OHOMapKepH.



Bb30ocHOBa Ha TOBa € U3rpajicH aJIropuThM 3a noBeneHue npu namuenture ¢ [1110, BkiroyBai
YeTUpPH HHBA Ha HAOJIOJIEHWEe M JICYeHHEe — aMOynaTopHO, OONIOOO0IHUYHO OTIEICHUE,
WHTCH3U(UIIUPAHO HAOIOJACHUE B CICHHAIM3UPAHA TYJIMOJIOTHYHA KIMHUKA W WHTECH3MBHO
OTJCIICHHE.

3akaouyenue: KomopOugHute 3a00isiBaHHMS OKa3BaT ChHINECTBEHO BIIHMSIHHE BBPXY
nporuyadero U npornosara ot III1O. KymynaTuBHaTa UM TeXecT MoXKe J100pe J1a ce OLIEHU
ype3 CCI, xoiito TpsOBa Ja ce BKIIOYM B MOJEIH 33 ONpEeNsHE Ha PHCKA. YJauHO € CBHIIO
n00aBsiHETO Ha OMOMapKepu KbM OCTaHAINTE (aKTOPH, BKIOYECHU B OCHOBHUTE CKaJIH, C OTJIE]
nogoOpsiBane crpatudukanusaTa Ha pucka npu mnamuentute ¢ [II10. IlpaBunHara orneHka Ha
pUCKa 1€ TMOMOTHE Ja ce€ HUACHTU(UIUpAT MAlMCHTUTE C TOBHUINCH PHUCK, MPH KOUTO €
HEOOXOJUMO I10-aKTMBHO HAOJIOJICHWE W arpecMBHO JICUCHHME, C KOETO IIe ce Ioao0pu
MPOTHO3aTa Ha 3a00JISIBAHETO.

Darina Miteva. Role of comorbid diseases and some biochemical markers in determination of
severity and prognosis of community acquired pneumonia. Dissertation paper for awarding the
educational and scientific degree of ,,Doctor*

Introduction: CAP is a common disease with heterogeneous clinical picture — from mild
and well amenable outpatient treatment, to severe life-threatening infection.

Aim: to investigate the role of comorbid diseases and some biomarkers on the
community-acquired pneumonia severity and outcome.

Material and Methods: 1292 CAP patients hospitalized in the Clinic of Pneumology
and Phthisiatrics at “Saint Marina” University Hospital for the period from 2012 to 2015 were
studied retrospectively and prospectively. The following methods were used: clinical
examination, diagnostic imaging, laboratory tests - complete blood count analysis (with
automated machines) and C-reactive protein (CRP) (by latex-enhanced immunoturbidimetric
method). The initial PCT on the day of hospitalization was determined in 160 patients (by
standard ELISA method) and D-dimer was studied in 144 patients (by latex-enhanced
immunoturbidimetric method). Internationally established scales were used to assess the severity
of CAP — PSI, CURB-65, IDSA/ATS criteria. The comorbid diseases were assessed through
Charlson Comorbidity Index (CCI).

Results: The average age of the patients was 59,94+17,03 years. When performing
univariate analysis of concomitant diseases by calculating the odds ratio (OR) in terms of in-
hospital mortality, the highest OR showed the following diseases: dementia (OR 6,85; 95% CI
5,97-11,86), cancer with metastases (OR 4,33; 95% CI 1,4-13,1), cerebrovascular disease ( OR
4,05; 95% CI 2,77-5,92) and chronic renal failure (OR 3,66; 95% CI 3,35-5,73). Chronic liver
disease, CHF, diabetes mellitus and IHD also significantly increased the in-hospital mortality.
Despite the more frequent development of some complications such as respiratory failure, the
presence of COPD does not increase the in-hospital mortality from CAP. The complex impact of
comorbidities reflected in CCI>3, also had a high predictive value with OR 6,82 (4,74-9,80). In



non-survivors CRP, PCT and D-dimer were significantly higher than in survivors and increased
significantly with increasing the severity of CAP assessed by the three scales. Among the tested
biomarkers PCT>2ng/ml had the highest OR 8,73 (2,27-13,45) for in-hospital mortality.
Analyzing risk factors of in-hospital mortality allowed us to establish a risk profile of patients
which included comorbidities and biomarkers. An algorithm for choosing a site of care and
monitoring patients with CAP was developed. The algorithm includes 4 levels of care —
outpatient, treatment in a general internal unit, intensified treatment and treatment in an ICU

Conclusion: Comorbid diseases have significant impact on the course and prognosis of
CAP. Their cumulative burden can be well assessed through CCI, which may be incorporated in
risk assessment models. It is also appropriate to add biomarkers to other factors included in the
main scales in order to improve risk stratification of CAP patients. Proper risk assessment will
help to identify high-risk patients who require active monitoring and more aggressive treatment
in order to improve the prognosis of the disease.

Jdapuna MuteBa. IIlHeBMOHUM. AKTyaJlHM AacleKTH Ha JHATHOCTHKATA, JieYeHHETO M
npeennusaTra. Monorpapus. U3narescreo MY-Bapua. Suyapu 2020r. 254 crpaHuum.
ISBN 978-619-221-236-0. ( B3)

Pecniuparopuure MHpEKIMN BUHAru ca OWJIM M JHEC OCTABaT CHIIECTBEH MEAUIIMHCKHU
npo6semM. OCHOBHO MSCTO Cpel TAX c€ Maja Ha MHEeBMOHHHTE, KOUTO Ca COIMAIHO-3HAYAMO
3a00JIsIBaHe, CBBP3aHO C TOJISIM OpO BU3UTH IIPH JIEKAP, XOCTUTATN3AINH, HETIPHEMIIBO BUCOKA
CMBpPTHOCT, KaKTO M C H3KJIIOUYHUTEIHO BHUCOKM MPEKH U HENpeKu 3JpaBHU paszxonu. B
HacTosmata MOHOTpadusi ca TMpeICTaBeHM CHBPEMEHHUTE I[I03HAaHMWA 3a ITHEBMOHMHTE.
Pasrnemann ca akTyaJHUTE €NUAEMUOJOTHYHM W  €TUOJIOTMYHU XapaKTEpUCTUKU Ha
3abomsBaneTo. [IpencraBenu ca KIMHUYHUTE OCOOEHOCTH B MPOTHUYAHETO HA PA3IMYHUTE BUJIOBE
[THEBMOHUM — TPHUAOOUTH B OOILIECTBOTO, BHTPEOOJHUYHM ITHEBMOHUH, IMHEBMOHUHU IPH
MMYHOKOMIIPOMETHUpPAaHU TalueHTu. Pasrneganun ca ocoOEHOCTHTE B INPOTHUYAHETO Ha
3a00JIIBaHETO TNPU KOHKPETHUTE ETHUOJOTUYHH TPUUYMHUTEIN — OaKkTepHaliHU, AaTUIINYHH,
BUPYCHHU, I'bOMYKOBU. AKIIEHT € IIOCTaB€H BBPXY CBHBPEMEHHHUTE METOAM 3a JAMArHOCTHUKA,
npodunakTuka 1 0co0EHO BbPXY aKTyaJIHUTE HACOKHU 3a JICYEHHUE B CBETIIMHATA Ha HapacTBalla
aHTUOMOTHYHA pe3ucTeHTHOCT. IlpeiacraBeHM ca TepaneBTUYHUTE BB3MOXKHCTH, KOUTO
IpeJularat HAKOM HOBOCHHTE3UpPaHU aHTHOMOTHIM. B pa3zpaboTkara ca 000OIIEHH JaHHUTE OT
Hall-CKOpOIIHUTE MYyOJMKAallMM B CBETOBHATAa MEAMILMHCKA JIMTEpaTypa U ca IpelCTaBeHU
pe3yaTaTu OT COOCTBEHM KJIMHUYHU MPOYYBAHUS, KAKTO M PE3YITaTH OT OBJIrapCcKd aBTOPU B
obmactra. KimtouoBu dakropu 3a 61aronpusaTeH U3Xo7 OT 3a00JISIBAHETO Ca MPABMIHHUAT 300D
Ha MSCTO Ha MPOBEXJAHE Ha JICYEHHETO U M300p Ha aJeKBAaTHO AHTUOAKTEPHUAIHO JIEUCHHUE.
HeoOxonuMm e uHIuMBHAyaldu3upaH IMOAXOJ] KbM BCEKHM KOHKpeTeH ciyuyail. Ilo3HaBanero Ha
ChbBPEMEHHUTE KOHIIETILUHU M0 MpobiieMa Iie HU MO3BOJIM Ja MOJ00pUM eXeJHeBHATa IprkKa 3a
HAIIUTE MalUMEHTH U IMOCTUTHEM MO-J00pU KIMHUYHM pe3yiTaTH B Oopbara ¢ pecnupaTopHUTE
MHEKIUH.



Darina Miteva. Pneumonia. Contemporary aspects of the diagnosis, treatment and prevention.
Monograph. Medical University-Varna. Jan 2020, 254 pages. ISBN 978-619-221-236-0.

Respiratory infections have always been and remain today a major medical problem.
Pneumonia is a socially significant disease associated with a huge number of doctor visits,
hospitalizations, still high mortality, as well as with extremely high direct and indirect health
costs. This monograph presents current knowledge of pneumonia. The contemporary
epidemiological and etiological characteristics of the disease are considered. The clinical
presentations of the different types of pneumonia are presented - community-acquired
pneumonia, hospital-acquired pneumonia, pneumonia in immunocompromised patients. The
peculiarities of the disease caused by specific etiological agents - bacterial, atypical, viral, fungal
are considered. The monograph focuses on the current methods of diagnosis, prevention, and
especially on current treatment guidelines in the light of increasing antibiotic resistance. The
therapeutic opportunities offered by some newly synthesized antibiotics are presented. The paper
summarizes the data from the most recent publications in the international medical literature and
presents the results of own clinical studies as well as results of Bulgarian authors in the field.
Key factors for a favorable outcome of the disease are the correct choice of site of treatment and
adequate antibacterial treatment. An individualized approach to each case is needed. The
knowledge of current concepts of the problem will allow us to improve the daily clinical care of
our patients and achieve better clinical outcomes in the fight against respiratory infections.

II'baHOTEKCTOBY NYOJUKALMHA B CIMCAHUA pedeprupaHy U HHAEKCHPAHU B CBETOBHU 0a3u
AAHHU ¢ HAYyYHA HHpopMaLus

1. Darina Miteva. Treatment of hospitalized patients with community-acquired
pneumonia in daily clinical practice. International Medical Journal. April 2020, vol.
25, Issue 4, pp. 1703-1712. ISSN 13412051 (I'7-1)

Community-acquired pneumonia (CAP) is a common disease with a high hospitalization
and mortality rate. The choice of appropriate empirical antibiotic treatment is still a matter of
debate. The aim of the study was to analyze the prevalence of different antibiotic regimens and
their impact on clinical outcome in hospitalized patients with CAP and to assess the impact of
the corticosteroids on the in-hospital mortality. 1292 consecutive patients hospitalized at the
Clinic of Pneumonology and Phthisiatrics of UMHAT “Saint Marina” — Varna were
retrospectively studied for the period 2012 to 2015. The in-hospital mortality was 11.5%. The
severity of pneumonia was assessed by CURB-65. The most commonly used therapeutic
regimens were: beta-lactam monotherapy (34%), beta-lactam/fluoroquinolone combination
(33.1%), and beta-lactam/macrolide combination (23.5%). The combination of beta-
lactam/macrolide was associated with the lowest in-hospital mortality rate - 4.8%; OR 0.45 (95%
CI 0.25-0.8), p <0.001, lowest rate of treatment failure (15.4%), p<0.001 and shortest hospital



stay (7.76 = 2.82 days). In severe CAP (CURB>3), this combination showed significantly lower
in-hospital mortality of 33.3%, whereas the mortality on beta-lactam/fluoroquinolone
combination was 50% (p <0.001). The treatment failure was significantly associated with
increased in-hospital mortality (16.7% vs. 6.8%, OR 2.76 (95% CI 1.83-4.16), p <0.001. There
was no significant difference in mortality rate between patients treated with or without
corticosteroids (7.9% vs 8.9%, p> 0.05). The combination of beta-lactam/macrolide was
associated with better clinical outcomes. The choice of appropriate initial antibiotic treatment is
crucial for the prognosis.

Keywords: Community-acquired pneumonia, beta-lactams, macrolides, fluoroquinolones,
corticosteroids

HNapura MureBa. JleueHne Ha XOCHHTAIM3WpPAHW MAIMEHTH C THEBMOHHUS MNpHaoOuTa B

00IIIeCTBOTO B €XKETHEBHATA KIIMHUYHA MTpakTuKa. International Medical Journal. Aripun 2020 r.,
ToM 25, O6poii 4, ctp. 1703-1712. ISSN 13412051

[TueBmonusTa npunodbuta B obmectsoto (IIT1O) e yecto cpemano 3adosiBaHe ¢ BUCOK
MIPOLIEHT Ha XOCHHUTAIU3alUs U CMBPTHOCT. M300pbT HA MOAXOIAII0 EMIUPUYHO AHTUOMOTUYHO
JIeYeHHE BCe OllE € BhIIpoc Ha nebat. LlenTta Ha U3cneaBaHETO € /1a ce aHalu3Kupa 4ecToTara Ha
ynotpeda Ha pa3NIuYHUTEe aHTHOMOTHYHU PEKUMU U TAXHOTO 3HAYCHHE 33 KIMHUYHUS PE3yNITaT
npu xocrnutanusupann mnanuentd ¢ IO, kakto M Ja ce OLEHHM BIUSIHUETO Ha
KOPTHKOCTEPOUIUTE BBPXY OOJHUYHATA CMBPTHOCT. PerpocrekTuBHO ca wu3cieaBaHu 1292
MIOCTIeIOBATEIIHY MAI[MeHTH, XOCTIUTAIM3MPaHu B KiTMHUKaTa 1o mMHeBMOJIOTHS ¥ PTH3HATPHS HA
YMBAIJI ,CBera Mapuna” - Bapua 3a mepuoma 2012 r. mo 2015 r. Bwrpebonmnuunara
cmbpTHOCT € 11.5%. Texecrra Ha nHeBMOHMsTa € oueHeHa upe3 CURB-65. Haii-uecto
W3MOI3BaHUTE TEPANIEBTUYHH PEXKHUMH ca: MOHoTepanus ¢ Oera-nmaktamuu (34%), koMOMHALINS
6era-nmaktam/payopoxunonon (33.1%) wu koMmOuHarmus Oera-maktam/makponua  (23.5%).
KoMbOunanusta OeTa-makTaM/MakpoJIdJ € CBbp3aHa C Hal-HUCHK MPOIEHT Ha OOJHUYHA
cMbpTHOCT — 4.8%; OR 0,45 (95% CI 0.25-0.8), p <0.001, Haii-psaako HaOar0AaBaH HEycleX OT
nedenueto (15.4%), p <0.001 u Hail-kparbk OonaHMYEH npectoit (7.76 + 2.82 num). Ilpu Texka
[I10 (CURB=>3) Ta3u xoMOuHaus noka3Ba 3HaUUTEIHO MO-HUCKA BHTPEOOJHUYHA CMBPTHOCT
(33.3%), nokaTo CMBPTHOCTTA TPU KOMOMHaIMsATa OeTa-naktam/dayopoxunonon € 50% (p
<0.001). HeycnexsT OT MbPBOHAYAIHOTO JICUEHHE € CUTHU(PUKAHTHO CBBpP3aH C TMOBUIICHA
6omanyHa cMBpPTHOCT (16.7% cpemy 6.8%; OR 2.76 (95% CI 1.83-4.16), p <0.001. Hsama
3HaYMMa pa3ifKa B CMBPTHOCTTa MEX]y MAIlMEHTH, JIEKYBaHU ChC WIH 0€3 KOPTUKOCTEPOUIH
(7.9% cpemy 8.9%, p> 0.05) B 3aknroueHue KoMOMHANUATa OT OeTa-TaKTaM/MakKpoOIuJ €
CBBbp3aHa C MO-J00pU KIMHUYHM pe3ynTatd. M300pbT HA MOAXOIAIIO HAYAIHO aHTHOMOTHYHO
JIeYeHHe € OT pelllaBalllo 3HaueHHe 3a MPOTrHO3aTa.

KirouoBn naymu: MHEBMOHUS, MpuUaoOWTa B OOMIECTBOTO, O€Ta-IaKTamH,

MaKpOJIHH, (PITyOPOXUHOIOHH, KOPTUKOCTEPOUIN



2. Darina Miteva, Yordan Radkov, Lilyia Ivanova, Trifon Chervenkov, Vanya
Kostadinova. Prognostic value of pro-adrenomedullin, procalcitonin and C-reactive
protein in community- acquired pneumonia. CBU International Conference
Proceedings 2017,vol. 5, p. 978-982. Print ISSN 1805-997X. Online ISSN 1805-9961.
DOI: http://dx.doi.org/10.12955/cbup.v5.1055 (I'7-2)

Introduction: Various biomarkers are used to evaluate the severity and prognosis of
community acquired pneumonia (CAP).

Objectives: To study and compare the prognostic value of MR-proADM, PCT and CRP
in predicting the severity and outcome of CAP.

Methods: A prospective cohort study of 92 patients hospitalized with CAP in the Clinic
of Pneumology and Phthisiatrics of MHAT “Saint Marina”Varna in 2015 was conducted. The
biomarkers were measured on admission. Midregional pro-adrenomedullin (MR-proADM) and
procalcitonin (PCT) were measured by standard ELISA, and C-reactive protein (CRP) was
determined by latex-enhanced immunoturbidimetric assay. CAP severity was assessed by
CURB-65.

Results: Patients were on average 59.2+16.8 years of age; 68.5% of them were male. The
in-hospital mortality rate was 7.6%. The three biomarkers MR-proADM, PCT and CRP were
significantly higher in non-survivors compared to survivors (0.918+0.045 ng/ml vs.
0.397+0.269ng/ml, p<0.001; 2.14+£0.60ng/ml vs. 1.12+0.68ng/ml, p<0.001 and 215.12+96.39
mg/L vs.175.74+221.5mg/L, p<0.05 respectively). In patients who needed intensive care, the
biomarkers were also significantly higher than those in patients treated in the general hospital
unit (0.509+0.336ng/ml vs. 0.414+0.28ng/ml, p<0.05; 1.924+0.76 ng/ml vs. 1.15+0.70ng/ml,
p<0.05 and 221.98+100.34 mg/L vs. 165.31+122.84 mg/L, p<0.05 resp.). MR-proADM and PCT
showed a moderate correlation with the CURB-65 (r=0.33, p<0.01 and r=0.30, p<0.05
respectively). CRP did not correlate with the CURB-65 (r=0.10, p>0.05).

Conclusion: MR-proADM, PCT and CRP were significantly higher in non-survivors and
in patients treated in the intensive care unit. MR-proADM and PCT showed a moderate
correlation with the CURB-65, while the correlation coefficient for MR-proADM was higher.
CRP did not correlate with the CURB-65.

Keywords: MR-proADM, PCT, CRP, CAP, prognosis

Jlapusa Murepa, Mopnan Pankos, JTumus Meanosa, Tpudon Uepsenkos, Bans Kocramunosa.
[IporHocTuyHa CTOMHOCT Ha MPO-aJApPEHOMEAYINH, MPOKAIIUTOHUH M C-peakTUBEH MNpPOTEHH
npu nMHeBMOHMA npupodura B obmectBoto. CBU International Conference Proceedings 2017,
op.5, crtp. 978-982. Print ISSN 1805-997X. Online ISSN 1805-9961. DOI:
http://dx.doi.org/10.12955/cbup.v5.1055

BobBenenue: Paznnunu OnoMapkepu ce M3MOJ3BAT 3a OI[CHKA Ha TeXeCTTa U MPOTrHO3aTa
Ha THeBMOHHUS nipuaoouta B obmectsoto (I1110).


http://dx.doi.org/10.12955/cbup.v5.1055

Hea: [la ce uscienBa M CpaBHU NMPOTHOCTUYHATA CTOMHOCT HA CPEIHO-PETMOHATHUS
MIPOaJPEHOMENYIJINH, MPOKAIUUTOHUH U C-peakTHUBEH MPOTEUH KAaTO MPEIUKTOPU Ha TEKECT U
u3xon Ha [IT10.

Metoau: IlpoBene ce mpoCHEeKTUBHO MpoyuBaHe Ha 92 ManMeHTa, XOCHUTAIU3UPAHU B
Knunauka mo mHeBMonorus u ¢rusuatpus ©Ha YMBAJI «CB.Mapunan-Bapua mpe3 2015r.
buomapkepure ca usmepeHu npu xocnuranuzanusara. CpeJHO-peruoHaleH Npo-aIpeHOMENYINH
(MR-proADM) u npokanuutonus (PCT) ca usmepenu no crannaptia ELISA mertonuka, a C-
peaktuBHus npotenH (CRP) e u3aMepeH mo naTekc-yCcuiIeH UMYHOTYPOUAMMETPUYEH METO/I.
Texecrra Ha [1T10 e onpenenena o ckanata CURB-65.

Pesyararu: [lanmenture ca Ha cpenHa Bb3pact 59.2+16.8 roaunu, 68.5% ot Tax ca
Mbxke. Bprpebonnununara cMbpTHOCT € 7.6%. Tpute 6uomapkepa MR-proADM, PCT u CRP ca
CUTHU(HUKAHTHO MO-BHCOKM TIPH IMOYMHAIIUTE B cpaBHEHUE ¢ onernenute namuent (0.918+0.045
ng/ml cpemry 0.397+0.269ng/ml, p<0.001; 2.14+0.60ng/ml cpenry 1.124+0.68ng/ml, p<0.001 u
215.12496.39 mg/L cpemy 175.74+221.5mg/L, p<0.05 pecnextuBHO). [lpm mnamuenrture,
HYX/JIaelld c€ OT MHTCH3MBHO JieueHHEe OMOMAapKEepUTe CHII0 ca CUTHU(DHUKAHTHO MO-BUCOKU B
CpaBHEHHE C Te3H, JieKyBaHH B o0mo6omanuHo otnenenue (0.509+0.336ng/ml cpemy
0.414+0.28ng/ml, p<0.05; 1.92+0.76 ng/ml cpeuryl.15+£0.70ng/ml, p<0.05 u 221.98+100.34
mg/L cpemy 165.31£122.84 mg/L, p<0.05 pecnektuBHo). MR-proADM u PCT nokazaxa
ymepena kopenanust ¢ CURB-65 (r=0.33, p<0.01 u r=0.30, p<0.05 pecn.). CRP ne xopenupa c
CURB-65(r=0.10, p>0.05).

3akiarouenue: MR-proADM, PCT u CRP ca curHudukaHTHO 10-BUCOKM NpU
MOYMHAINTE MAUUEHTH W IpU JEKyBaHUTE B MHTEH3UBHO otneneHue. MR-proADM u PCT
noka3Bar ymepeHa kopenamus ¢ CURB-65, kato kopemannoHHusT KoepunueHT Ha MR-
proADM e no-Bucok. CRP ne xopenupa ¢ CURB-65.

KmouoBn nymun: MR-proADM, PCT, CRP, III1O, nporuosa

3. Darina Miteva. Influenza infection as trigger for acute myocardial infarction and
stroke. J of IMAB (in press) ISSN 1312-773X (I'7-3)

Influenza affects millions of patients every year. The manifestations vary from mild
respiratory symptoms to severe pulmonary and extra-pulmonary complications and even death.
Recently scientific evidence has been accumulating that influenza infection can trigger acute
myocardial infarction and stroke. Both diseases are the leading causes of death worldwide and
the recognition of the risk factors is crucial for adequate prevention. This article reviews the
pathogenetic links between influenza and the development of myocardial infarction and stroke. It
presents the incidence, timing and outcome of these acute cardiovascular events after influenza
infection and the role of vaccination for their prevention. The aim of the review is to focus the
attention of medical practitioners on the association between influenza and cardiovascular events
in order to improve the prevention and management of the high-risk patients.

Keywords: respiratory infections, pneumonia, influenza, acute myocardial infarction, stroke



Hapuna MuteBa. ['purinaTa HHGEKIUSA KaTo TPUrep 3a OCThP MHOKap/IeH HH(DAPKT U MO3bUYCH
uncynt. J of IMAB (rmog meuar) ISSN 1312-773X

I'pumnbT 3acsira MUITMOHHM XOpa €XeroaHo. [IposBuTe BapupaT OT JEKH pecUpaTOpHU
CHMIITOMH JI0 TEXKH OEIoJpOOHM W W3BBHOEIOAPOOHU YCIOXKHEHUS W JIOPH CMBPT.
Hamocnenpk ce HaTpynmBaT Hay4YHH JIOKA3aTeNICTBA 3a TOBA, 4Ye TPHUITBT yBelMYaBa PUCKA 3a
pa3BUTHE HAa OCTHP MHOKapJieH MHPAPKT U UCXEMUYCH MO3buUeH MHCYIT. J[BeTe 3a0osiBaHms ca
BOJICIIM MPUYMHU 32 CMBPTHOCT B CBETOBEH Maiad ¥ MO3HABAHETO Ha PUCKOBHUTE (PAKTOPHU € OT
KIIFOUOBO 3HA4YeHHME 3a TpeBeHnusATa. CTarusra pasrieka MaTOreHETUYHHUTE BPB3KH MEXIY
rpurHata HHQEKIHS ¥ Pa3BUTHETO Ha MUOKapaeH UH(APKT u HHCYNT. TS MpeacTaBs 4ecTorara,
BpPEMETO Ha HACTHIIBAHE M U3X0JIa OT T€3H KapJAUOBACKYJIAPHH YCIOKHEHUS CJIC] TPUIT U POJISATA
Ha BaKCHHAIMATA 3a TAXHATa npeBeHnus. llenta Ha 0030pa € Aa 3a0CTpHM BHUMAHHETO Ha
KIMHHUIIMCTUTE BHPXY Bpb3KaTa MEXIy IPUITHATA MH(EKIHUS U ChPJICYHO-CHJOBUTE CHOUTHS C
orJie]] mo00psiBaHe Ha MPOTHO3aTa U JICYCHUETO Ha BUCOKO-PUCKOBUTE MAI[UCHTH.

KirowoBn nmymu: pecnupartopHd HHQGEKIUW, MHEBMOHUS, TPUI, OCTHP MHOKApICH
UH(}APKT, HHCYNT

IIbaHOTEKCTOBH nyﬁnnkaunn B CIUCAHUSA ¢ HAYYHO PCUCH3UPaHEe

1. B. KocragunoBa, /. MwurteBa. Uaumonatuuna Oenoapodna ¢uodposza. Medical
magazine, mapt 2020, 6p. 74, ctp. 14-17. ISSN 1314-9709. (I'8-1)

Nnnonatuuynara Oenogpobna ¢uodpoza (MbD) e cnenmuduuna dopma Ha XpoHUYHA,
nporpecupaiia, Gpudpo3upaiiia UHTEPCTUIIMAIHA THEBMOHMS C HEM3BECTHA NMpU4KHa. M3sBsBa ce
C IIOCTEINEHHO MPOTpecHpaIiy 3a4yX U Kalllula U ce XapaKTepu3upa ¢ KOMIIOTbp-ToMorpagdcka
(KT) m xwucrojormyHa kapThMHa Ha OOMKHOBEHa HWHTepcTUlUanHa mHeBMoHus (OUII).
Juarnozarta Ha Ub® e komrmuiekcHa, 6a3upaHa Ha OINpeNeNieH aJTOPUThM U C€ M3BBPIIBA OT
MyJATUAUCIMIUIMHApEeH  ekun. CraTusata NpeAcTaBs  OCHOBHUTE  IATOTEHETMYHU U
natomopdosoruunu npomenu npu Ub®. Pasrnenanu ca KIMHUYHUTE NPOSIBH, (PU3HMKAIHUTE
HaXo/JK1 M (PYHKIMOHAJIHHU MPOMEHM, XapaKTepHHU 3a 3aboiisiBaHeTo. CTaTUATA € OHArJeeHa C
oOpa3Hu u3cjelBaHUs Ha MallMeHTH, JiekyBaHu B KilnHuKa mo mHeBMosiorus U prusuarpus Ha
YMBAIJI «CB. Mapuna»-Bapna. [IpencraBeHu ca HOBHTE TEpPalleBTHUYHHU Bb3MOXKHOCTH, KOUTO
MPENOCTaBAT AHTU(PUOPOTUYHUTE MEIUKAMEHTH — HHUHTENaHUO M NHUpPQEHUIO0H, KOUTO ca
onobpenu u peumodypcupanu ot H30K B bwarapust ot 2018r. Benpeku, ue e 1o6pokauecBeHO
3abonaBane, Ub® mma mManurHeH XojA U 3aBbpIlIBa JIETAIHO B paMKHUTE Ha 2-3 TOJUHU. 3aTOBa
HAIlleTO BHUMaHHE TpsiOBa Ja Ob/ie HACOYEHO KbM MpOo(UIaKTHKA, U3pa3siBalla c€ OCHOBHO B
OrpaHUYaBaHE Ha TIOTIOHOMYIIEHETO U Bb3JEHCTBHETO HA JIpyTU (pakTopu Ha cpenara, KOUTO ca
noteHuuanHu tpurepu Ha Mb®, kakTo M KbM paHHA AMATHOCTHKA U CBOEBPEMEHHO JICUEHUE,
LeJsnio Aa 3abaBy mporpecusara Ha pudpo3sara.



V. Kostadinova, D. Miteva. Idiopathic pulmonary fibrosis. Medical magazine, March 2020, issue
74, pp. 14-17. ISSN 1314-9709.

Idiopathic pulmonary fibrosis (IPF) is a specific form of chronic, progressive, fibrosing
interstitial pneumonia with an unknown etiology. It manifests itself with gradually progressive
shortness of breath and cough and is characterized by computed tomography (CT) and histologic
picture of usual interstitial pneumonia (UIP). The diagnosis of IPF is complex, based on a
specific algorithm and is made by a multidisciplinary team. The article presents the main
pathogenetic and pathomorphological changes in IPF. The clinical manifestations, physical
findings and functional changes specific to the disease are examined. The article is illustrated
with imaging studies of patients treated at the Clinic of Pneumology and Phthisiatrics of MHAT
“Saint Marina”Varna. It presents also the new therapeutic options provided by the antifibrotic
drugs - nintedanib and pirfenidone, which have been approved and reimbursed by the national
health insurance fund in Bulgaria since 2018. Although IPF is a benign disease, it has a
malignant course and ends lethaly within 2-3 years. Therefore, our attention should be focused
on prevention, expressed mainly in restrictions of smoking and other environmental factors,
which are potential triggers of IPF, as well as on early diagnosis and timely treatment aimed at
slowing the progression of fibrosis.

2. Jlapuna MmwuteBa. PuckoBH (akTopu 3a AHTHOMOTHYHA PE3UCTEHTHOCT MPH
NHEeBMOHUSI M HOBH TepameBTUYHM Bb3MOxkHOCTH. Hayka Ilyamosiorms 2019;
TI'onuna XIV, opoii 4 (53), crp.5-11. ISSN 1312-8302 (I'8-2)

[Ipe3 mocnegHUTe TOAMHM AHTUOMOTUYHATA PE3UCTEHTHOCT C€ MpPEBpbBIIA B INI00AJEH
mpobiieM, 3ariamBal] J1a KOMIPOMETHpPA JEUEHHUETO Ha MHOro HMH(MEKIHMO3HU 3a00JIIBaHMSL.
JlHec roBOpUM 3a MYJITHJIEKAPCTBEHA, €KCTEH3MBHA U JOPHU IMAH-JIEKapCTBEHA PE3UCTEHTHOCT.
Nudexuunre ¢ pe3UCTEHTEH TMPUUMHUATE KPUSIT PHCK 32 HEMOJIXOAN0 EMIHUPUIHO
aHTHOUOTHYHO JIeueHHe U HeOmarompusTeH u3xof. [lopaan ToBa € BaXHO pa3MO3HABAHETO Ha
puckoButTe (axTopu 3a MH(EKIUSA, MPUYMHEHA OT pe3ucTeHTeH mnpuuuHuten. [Ipu TakaBa
MH(DEKIHs TepaneBTUYHUTE Bh3MOKHOCTH YECTO Ca OTPaHUYSHH, 0COOEHO KaTO ce MMa MPeIBU/
CpPaBHHUTEITHO MajKus Opod HOBOCHHTE3MpaHU aHTHOWOTHIM. Hacrosimarta ctatusi pasriexnia
pUCKOBHUTE (PAKTOPH 3a pa3BUTHE HA IMHEBMOHUS, MPUUYMHEHA OT PE3UCTCHTECH NMPUYUHUTEN, U
MPEACTaBsl HAKOM OT HACKOPO BHBEJCHHWTE B KIMHMYHATA MPAKTHKA aHTUOMOTHIM, HACOUEHU
OCHOBHO KbM PE3MCTEHTHHTE OakTepuu. [IpencraBeHn ca KakTO HSIKOM HOBM KOMOWHAIIMH HA
nedamocnopunn C  P-makramazHu ~ WUHXUOUTOPH (Ceftazidime/avibactam u
Ceftolozane/tazobactam), Taka W HSKOW HambJIHO HOBH aHTHOMOTHIM (Omadacycline, cramar
KbM TeTpamukianHoBata rpyma; Delafloxacin  u  Nemonoxacin, criaiarm KbM
¢nyopoxunononure; Solithromycin, ¢ayopokeronuy, chagan KbM YETBbpPTa TaHepalus
Makponuay; Lefamulin, mbpBUAT MOTYCHHTETHYEH MJIECBPOMYTUIUH). HoBUTE aHTHOMOTHIIH



pasmmMpsBaT TEpareBTUYHUTE Bb3MOKHOCTH U MPEJCTaBISIBAT MOILIEH MHCTPYMEHT B OopOaTta ¢
PE3UCTEHTHUTE OAKTEPUU.
KittouoBu nymu: aHTUOMOTHYHA PE3UCTEHTHOCT, THEBMOHUS, HOBU aHTHOUOTHIIH

Darina Miteva. Risk factors for antibiotic resistance in pneumonia and new therapeutic options.
Science Pulmonology 2019; Year X1V, Issue 4 (53), pp. 5-11. ISSN 1312-8302.

In recent years, antibiotic resistance has become a global problem, threatening to
compromise the treatment of many infectious diseases. Today we are talking about multidrug,
extensive and even pan-drug resistance. Infections with a resistant agent carry the risk of
inappropriate empirical antibiotic treatment and adverse outcome. Therefore it is important to
recognize the risk factors for infection, caused by a resistant agent. In this case, the therapeutic
options are often limited, especially considering the low number of newly synthesized
antibiotics. This article discusses the risk factors for the development of pneumonia, caused by a
resistant agent and presents some of the recently introduced in the clinical practice antibiotics,
specifically targeting resistant bacteria. Some novel combinations of cephalosporins with -
lactamase inhibitors (Ceftazidime/avibactam and Ceftolozane/tazobactam) and as well as some
completely new antibiotics (Omadacycline, which belongs to the tetracycline group;
Delafloxacin and Nemonoxacin which belong to the fluoroquinolones; Solithromycin, a
fluoroketolide belonging to the fourth macrolide generation; Lefamulin, the first semi-synthetic
pleuromutilin) are presented. The new antibiotics widen the therapeutic options and are a
powerful tool in the fight against resistant bacteria.

Keywords: antibiotic resistance, pneumonia, new antibiotics.

3. Jlapuna MureBa. Excrpanyiamonannu nposiBu npu uHpexuusi ¢ Mycoplasma
pneumoniae. MEDINFO nexemBpu 2019, 6poii 12, ronmna XIX, crp. 24-28. ISSN
1314-0345. ISSN online 2603-4158. ( I'8-3)

Mycoplasma pneumoniae (MP) e decT npuuuHUTEN Ha UHPEKIMY HA TOPHUTE U JOJIHU
AUXaTeaHu MbTUINA. KIMHUYHNTE NpOsIBH BKJIIOUBAT pPa3BUTHE HA TOH3WINT, PUHUT, (DapUHTHT,
TPaxeoOpOHXUT, OPOHXMOJUT M B Majka YacT OT CJlydyauTe ITHEeBMOHHUS NpUIoOHTa B
00IIIeCTBOTO, KAaTO IO-YECTO Ca 3acerHatd jaena M miaau xopa. OcBeH ¢ pecnupaTOpHH
CHUMIITOMM, MHKOIUIa3MEeHaTa MH(EKLHUs Cce XapaKTepuszupa ¢ MHOXECTBO H3BBbHOENOIpOOHU
MPOSIBH, KOMTO HAa MPAKTHKA MOTAT Jla 3aCETHAT MOYTH BCHYKHA OPTaHHW M CHCTEMH B OpraHH3Ma.
N3BbHOEIOpOOHM YCIOKHEHUS ce Ha0Jt01aBatT Mpu 0KoJio 25% OT manuueHTuTe, MHPEKTUpaHu
¢ MP. IlposiBuTe UM MOXe /1a BR3HUKHAT TI0 BCIKO BpeMe Ha MUKOIUIa3MeHaTa WHQEKIHs, J0pr
OpH TANWEHTH, TPH KOUTO JIUICBAT pecnupaTopHu mnposBu. Crartuara pasriexiaa
eKCTpanyJIMOHAJTHUTE MPOSBU IPU MHUKOIUIa3MEHa MH(QEKIHMs, KaTo TpeAcTaBs TEXHHUTE
NATOreHEeTHUYHHU U KIMHUYHU OCOOCHOCTH. ALIEHT € IOCTaBEH Ha OCOOCHOCTUTE B JICYEHHUETO Ha
MHUKOIIJIa3MeHaTa MH(EKIHs, KOraro € HajHlle M eKCTpamyJIMOHAJIHO aHraxupane. J[oO6poro
MO03HABaHE HAa Pa3HOOOPA3HUTE MPOSBU HAa MHUKOIUIa3MEHaTa MH(EKIUSA € OT BaKHO 3HAUYEHHUE C



orjea npeanpucMaHe Ha H606XOI[I/IMI/IT6 JUAarHOCTUYHU M TCPAallCBTUYHHU MEPKH 3a TAXHOTO
OBJIaJsIBaHC.

Darina Miteva. Extrapulmonary manifestations of Mycoplasma pneumoniae infection.
MEDINFO December 2019, Issue 12, Year XIX, pp. 24-28. ISSN 1314-0345. ISSN online
2603-4158.

Mycoplasma pneumoniae (MP) is a common causative agent of upper and lower
respiratory tract infections. Clinical manifestations include tonsillitis, rhinitis, pharyngitis,
tracheobronchitis, bronchiolitis and, in a small proportion of cases, community-acquired
pneumonia, more commonly in children and young people. In addition to respiratory symptoms,
mycoplasma infection is characterized by numerous extra-pulmonary manifestations which can
affect practically all organs and systems. Extrapulmonary complications occur in about 25% of
patients infected with MP. They can occur at any time of mycoplasma infection, even in patients
without respiratory symptoms. The article examines extrapulmonary manifestations in
mycoplasma infection, presenting their pathogenetic and clinical features. It focuses on the
peculiarities of the treatment of mycoplasma infection in case of extrapulmonary involvement.
The good knowledges of the various manifestations of mycoplasma infection are important in
order to undertake the appropriate diagnostic and therapeutic measures to control them.

4. Japuna MurteBa, Bans KocragunoBa. OTHOBO 32 rpumna — no3HaT u U3HeHaBalll.
Medical magazine, nexemBpu 2019, 6p.71, crp. 18-22. ISSN 1314-9709 (I'8-4)

I'punsT € enHo oT Haii-uecTuTe MHGEKIHMO3HU 3a00JIIBaHUS, 3acsiIranio MHJIMOHH XOpa
exeronHo. KnuHMYHUTE NposSiBU ca pa3HOOOpa3HM KaTo BapupaTr OT JIEKH PECIHpPAaTOPHU
CUMIITOMH JI0 TEXKH O€IoApOOHM W W3BBHOCIOAPOOHU YCIOKHEHUS-TbPBUYHA TPUITHA
ITHEBMOHUS, BTOPUYHA OaKTepHaaHa MHEBMOHMS, eHIehaIuT, NepUKAPIUT, MUOKApIUT U Ap. 3a
JMarHo3a W TUNW3UpaHE Ha TPUIIHUS BHPYC HAM-4YyBCTBUTENHHUAT MeETOA € oOpaTHa
TpaHCKpHMnTa3zo-nonumepaso-seprkHa peakiuss (RT-PCR). IlporuBorpunHuTe BakCHHU ca
OCHOBHOTO IIPEBAaHTHBHO CPEJICTBO, KaTO IMpe3 MOCIEAHUTE TOJWHU CE€ M3I0JI3yBaT
YeTUPUBAJIEHTHU BaKCHMHH, HACOUEHU KbM JiBa Illama oT rpun A u jaBa mama ot rpun B. Bce
ome obaue BaKCHMHAaTa HE € JIOCTaThYHO IIMPOKO u3noi3yBaHa. Ilopagu ToBa ot 2019r B
bearapus e pazpaboTeHa HallMOHaJIHA Mporpama 3a MOBUIIaBaHE 00XBaTa Ha PUCKOBUTE TPYIU
nanueHTH. HeBpaMuHuaasHuTe HHXMOUTOPU ca OCHOBHHUTE TE€pAIeBTHUHU CpeCTBa B bopbara ¢
rpunHara WHQEKIUsA, HO OT CKOPO TEPareBTUUYHUTE BB3MOXKHOCTH C€ pas3IIUpsBaT ¢ HOB KJlac
MeankameHTH- Baloxavir marboxil (Xofluza), uuiito MexaHU3MBT Ha ACWCTBHE € MHXUOUpaHE
Ha TOJMMEpa3Ha KUCEJIMHHA EHJIOHYKJIEa3a, €H3MM, KOHNTO € OT CBIIECTBEHO 3HAYEHHUE 3a
BHpYCHAaTa PEIIMKalLlMs B KJIETKUTE rocronpueMHui. HacTosmara cratus Lenau aa 3arno3Hae
MEIUIIMHCKUTE CIIEIUATMCTH ¢ MHOTOOOpa3HUTE MPOSBICHUS Ha TPUITHATA WH(EKINS, KaKTO U C
aKTyaJJHUTE BBH3MOKHOCTH 3a TpeBeHIUs U JedeHue. Ilo-moOporo mo3HaBaHe Ha mpobiiema



L,TPUIT 1e TOoAoOpW TpWKara 3a MalMeHTUTe H IIe JONpHUHECe 3a HaMmajsBaHe Ha
3a00JIeBaEMOCTTA | 1OI00psIBAHE HA MTPOTHO3aTa.

KirodoBu mymu: rpur, 6e101po0HN U M3BbHOETI0IPOOHH YCIIOKHEHUS, JICYCHHE,
npopuIaKTHKa

Darina Miteva, Vanya Kostadinova. About the infuenza again- familiar and surprising. Medical
magazine, December 2019, Issue 71, pp. 18-22. ISSN 1314-9709

Influenza is one of the most common infectious diseases affecting millions of people
every year. Clinical manifestations range from mild respiratory symptoms to severe pulmonary
and extra-pulmonary complications - primary influenza pneumonia, secondary bacterial
pneumonia, encephalitis, pericarditis, myocarditis, and more. For the diagnosis and typing of the
influenza virus, the most sensitive method is the reverse transcriptase-polymerase-chain reaction
(RT-PCR). Flu vaccines are the main preventative tool, and in recent years four-valent vaccines
have been used targeting two strains of influenza A and two strains of influenza B. However, the
vaccine is not yet widely used. As a result, a national program has been developed in Bulgaria in
2019 with the aim to increase the covering of patients at risk. Neuraminidase inhibitors are the
main therapeutic agents against the influenza infection, but recently the therapeutic options have
been expanded with a new class of medicines - Baloxavir marboxil (Xofluza), whose mechanism
of action is the inhibition of polymerase acid endonuclease, an enzyme that is essential for viral
replication in host cells. This article aims to make the medical professionals familiar with the
variety of clinical manifestations of influenza infection, as well as with the current prevention
and treatment options. A better knowledge of the problem “influenza” will improve patients’
care and contribute to reducing the morbidity and improving the prognosis.

Keywords: influenza, pulmonary and non-pulmonary complications, treatment, prevention

5. Bans Kocragunosa, /lapuna MurteBa. bnoornuno jieueHne npm Texka
oponxuajgna actrma. MEDINFO nexkemspu 2019, opoii 12, roquna XIX, crp. 12-14.
ISSN 1314-0345. ISSN online 2603-4158. (I'8-5)

Bponxunannara actMa € 4ecTo cpeniaHo U MOTEHIIMATHO CEPUO3HO XPOHUYHO 3a00Is1BaHe,
OKa3BaIll0 3HAYMTEITHO BIUSHUE BHPXY MAIIMEHTUTE, TEXHUTE ceMmeiicTBa u obimectBoTo. [Ipe3
MOCJICIHUTE TOJMHU C€ HaOJI0JaBa TEHACHIIUS 32 HapacTBaHEe Ha 3a00JIEBAEMOCTTAa OT acTMa,
0co0eHo B HAycTpuanuupanute ctpanu. Oxoso 340 MIIH. aymiy 1o cBeTa 0oJieyBaT OT acTMa,
a exxerogHo okojio 250 000 mymmwm 3aruBar oT actMma. llanueHTHTE ¢ TeXKa acTMa ChCTaBIIsSIBA
eaBa 3.4% OT BCHMYKU Cily4au, HO MUMAT 3HAYMMHU CUMIITOMH, YECTO W3MUTBAT CTPAHUYHUTE
ebekTH Ha Je4YeHHeTo (Hali-Be4e HA CHCTEMHUTE KOPTHUKOCTEPOHIHU), 3a00NISIBaHETO TH
WHBAJIUJIM3UPA, UMAT MO-BUCOK PUCK OT CMBPT U u3pazxoasat 60% oT MEAUIIMHCKUTE CPEJICTBA
3a actMa. [lo Ta3u mpUUMHA JICUEHHETO HAa TEXKaTa acTMa € TMPEIU3BUKATEIICTBO TIPE.
mynMmojiora W aneprosiora. JledeHmero Ha OpoHXHMaJHaTa acTMa € CTBHIAJIOBHIHO CIOpEN
Hacokute Ha GINA u mpu Texka acTMa Ha 5-Ta CThINKA ce€ OOCHXKAAa HEOOXOAUMOCTTa OT



ouosornyHo jedeHune. Crtatuara pa3riexaa pa3TudHuTe (GEHOTUTIOBE TeKKA OpOHXHAIHA acTMa
U MOAXOIAUIOTO 3a TAX OuonornyHo yedenue. IIpeacraBenu ca kakto anti- IgE-Ononornunara
Tepamus, ¢ KOATO B bbiarapus wma IBATOrOMWINEH OMHUT, Taka | mo-HoBuTe anti- IL-5
MEJMKaMEHTH 3a JICYeHHE Ha TeXKa e03MHO(UIHA acTMa, peMMOypcHUpaHu OTCKOPO B bhirapus.
Pasrnenanu ca cpmo anti-IL-4 u anti-IL-13 anTutena, ¢ xouto B beiarapus Bce omie HsiMa
KIMHUYCH ONUT. JIBATOTOAMINHM TPOYYBAHHS Cca HEOOXOIUMHU 3a OIleHKa edekra Ha
MOHOKJIOHAJIHUTE aHTUTENA BbPXY MPOTPECUATa Ha acTMarta.

Vanya Kostadinova, Darina Miteva. Biological treatment for severe bronchial asthma.
MEDINFO December 2019, Issue 12, Year XIX, pp. 12-14. ISSN 1314-0345. ISSN online
2603-4158.

Bronchial asthma is a common and potentially serious chronic illness that has a
significant impact on patients, their families and the community. In recent years, there has been a
trend of increasing incidence of asthma, especially in industrialized countries. About 340 million
people worldwide suffer from asthma, and about 250,000 people die from asthma each year.
Patients with severe asthma make up only 3.4% of all cases, but have significant symptoms,
often experience side effects of treatment (mainly systemic corticosteroids) and the disabling
effect of the disease, have a higher risk of death, and spend 60% of medical resources for asthma.
For this reason, treating severe asthma is a challenge for the pulmonologist and allergologist.
Treatment of bronchial asthma is stepwise in accordance with GINA guidelines, and in severe
asthma on step 5 the need for biological treatment is considered. The article presents the various
phenotypes of severe bronchial asthma and the appropriate biological treatment for them. Both
anti-IgE-biological therapy, which has many years of experience in Bulgaria, as well as the
newer anti-IL-5 medicines for the treatment of severe eosinophilic asthma, recently reimbursed
in Bulgaria are presented. Anti-IL-4 and anti-IL-13 antibodies are also considered, with still no
clinical experience in Bulgaria. Long-term studies are needed to evaluate the effect of
monoclonal antibodies on asthma progression.

6. apuna MureBa, Bana Kocragunoa. GINA 2019 — kakBo HOBO B JieYeHHETO Ha
oponxuaanara actma? GP news, noemspu 2019, 6p. 11(234), cTp. 34-38. ISSN 1311-
4727. (I'8-6)

bponxuannara actma (bA) e coumanmHo 3HauuMoO 3a0oisiBaHe, Koeto 3acsra 1-18% or
HACEJICHUETO B Pa3IMYHUTE CTPaHH. 3a00ISIBAHETO € CEPHO3EH MPOOJIeM Ha 3IPAaBHUTE CUCTEMH,
BOJIEIIO /10 BUCOKA KOHCYMAIIMsI Ha 3JJpaBHU Pa3XOH, CHIIIECTBEHO MOBIHUIBAIIO KAaY€CTBOTO HA
JKUBOTA Ha TAIMEHTUTE W TEXHUTE cemeiicTBa. Ha nmime e 3Haumma CMBPTHOCT, CBBp3aHa C
acTMma, BKJIIOUMTENHO mpu Miaau xopa. Global Initiative for Asthma (GINA) exerogHo
MyOJIMKyBa MPETMOPHKU 32 TMATHOCTUKATA U JICYCHUETO HA MAIMEHTHTE ¢ acTMa. [IpernopbkuTe
Ha nocnennara pegakuus GINA 2019 cbabpikar ChIIECTBEHU IPOMEHU, OCHOBHO IO OTHOIIIEHUE
JIEYCHUETO Ha Jiekata actMa. llenTa Ha HacTOAMIMAT 0030p € Ja 3almo3Hae METUIIUHCKUTE
CHEIMAMCTH C Te3U HOBU npenopbku. Muxanatopuute koprukoctepouau (MKC) ca ocHOBHUAT



MPOTHBOBB3MAIUTEICH MeAUKaMeHT mpu OponxmamHa actmMa 1 GINA 2019 mnpenopbuBa
neuenuero ¢ UKC pga 3amouHe Bb3MOXHO Hali-paHO cjell MOCTaBsSHE Ha JUarHo3ara, KaTo Ha
I'BPBUTE JIBE CTHIIKH CE JIOMYyCKa ynoTrpedbara UM MpU HYXJa B KOMOMHALMS ¢ (POPMOTEPOIT WU
O0bp3oaeiicTBany 2-arornct. CaMocTosTeHATa yroTpeda Ha Obp3oaeiicTBamy B2-arOHUCTH ce
n30sTBa JOpM HAa WIbpBa CTHIKA, ThH KAaTo BOAM JO IOBHUIIEH PHCK OT eK3alepOanuu |
Halpe/BaHE Ha PEMOJICIUPAHETO HAa JUXATEIHUTE MbTUIIA. BB3MOXKHOCTUTE 3a OMOJIOTMYHO
JIeYeHHEe Ha TeTa CThIKA ChIIO Ca Pa3IIMPEHH, C KOETO Ce LEH MoJ00psiBaHe HA KOHTPOJA Ha
acTMara U Ka4ecTBOTO Ha KHUBOT Ha MaIlUEHTHUTE.

Darina Miteva, Vanya Kostadinova. GINA 2019 - What's New in the Treatment of Bronchial
Asthma? GP news, November 2019, vol. 11 (234), pp. 34-38. ISSN 1311-4727.

Bronchial asthma (BA) is a socially significant disease that affects 1-18% of the
population in different countries. The disease is a serious problem of the health systems, leading
to high consumption of health resources, significantly affecting the quality of life of the patients
and their families. There is a significant mortality associated with asthma, including in young
people. The Global Initiative for Asthma (GINA) publishes annually recommendations for the
diagnosis and treatment of asthma patients. The recommendations of the latest edition of GINA
2019 contain significant changes, mainly in the treatment of mild asthma. The purpose of this
review is to make the health professionals familiar with these new recommendations. The
inhaled corticosteroids (ICS) are the main anti-inflammatory medications in bronchial asthma
and GINA 2019 recommends that treatment with ICS should be started early after the diagnosis
is established, as on the first two steps they may be used on demand in combination with
formoterol or short acting B2-agonists (SABA). The monotherapy with SABA is avoided even
on the first step as it leads to an increased risk of exacerbations and progression of airway
remodeling. The opportunities for biological treatment on the fifth-step are also widened in order
to improve asthma control and patients quality of life.

7. Jlapuna Muresa, Hopaan Paakos, Bans Kocragunosa. Benosen TpoM60eMG0In3bM
NPHU NANUEHTH ChC 310KauecTBeHn 3adoasaBanus. Hayka Ilyamosiorus 2018, roa.
XIII, 6p. 3, cTp. 16-19. ISSN 1312-8302. (I'8-7)

Bompekn ycrnexuTe B JMAarHOCTUKaTa M JIEYEHHUETO, 3JIOKAaYECTBEHHUTE 3a00JIIBaHUSA
IPOABIKABAT Jla Ca OCHOBEH MEAMLUHCKU IpoOJeM B CbBPEMEHHOTO o0mecTBo. EqHo ot
OTHOCHUTEIIHO YECTUTE YCIOKHEHUS, 10 KOUTO T€ BOJST, € BEHO3HUAT TpomOoemOonusam (BTE).
Toit BkIIOYBA OCHOBHO [bJIOOKa BEHO3Ha TpoMOo3a M OenoapoOHa TpomOoembonus. B
eXeJHEeBHaTa paboTa Ha MYJIMOJIOra YeCTO Ce HajaraT KOHCYJITAlMH MpU TO3M crenupuueH
KOHTHHTeHT nanueHTH. CTaTusTa pas3riexaa puckoBUTe (HakTOpU M ChbBPEMEHHHUTE MPEHOPbKU
3a npodunaktuka u jedyenue Ha BTE npu nmanuenTtu ¢ kapuuHoM. Pasrienanu ca Tpurte rpymnu



puckoBuTe (haKTOpH: OT CTpaHa Ha paka (Hal-BUCOK PUCK MPU MO3BYHU TYMOPH, KapIMHOM Ha
MaHKpeaca, CTOMaxa, MaJIMTHEHH XEMOINAaTWW U Jp., 3HAUEHHETO Ha cTajus Ha OoyiecTTa U
nbpopMaHc cTatyca), pUCKOBUTE (DaKTOPH, CBbP3aHU C JICUCHUETO (HSAKOH IIUTOCTATHIIN KPHUST
MI0-BUCOK PUCK OT JIPYTH), KAKTO U (PaKTOPUTE OT CTpaHa Ha MalKeHTa (Bb3pacT, 1M0JI, TeHETHYHH
dakropu u np). Jledennero Ha JIBT npu mamueHTH ¢ KapUMHOM KaTo ISUI0 HE CE pas3iinyaBa
CBILECTBEHO OT TOBA MpH APYruTe nauueHTu. IIpoabikuTenHocTTa Ha JIEYEHUETO € O0MYaiiHO
3-6 mecela, a B HAKOU Cllydyau JOKaTO KapLUMHOMBT € aKTUBEH. B IPOABIKUTENIHOTO JIEYUEHNE U
3a BTOpHYHA MPO(UIAKTUKA OCHOBHA POJI UIPasAT HUCKOMOJIEKYISIpHUTE XenapuHu. CraTusita
MMa OCHOBHO TMpaKkTU4Yecka HACOUYEHOCT M LM MOJANOMaraHe Ha KIWHULUCTUTE B
TEparneBTUYHUTE PELICHUs ¢ OTJie/l MoJo0psiBaHe HA MPOrHO3aTa Ha TOBA MOTEHIIMAIHO (PaTaiHo
yCIIO’KHEHHUE.

KnrouoBu nymu: BeHO3eH TpomMOOEMOOIHM3bM, KaplUHOM, CTpaTH(HKanus Ha pHUCKa,
npodUIIaKTUKA U JICUCHHE

Darina Miteva, Yordan Radkov, Vanya Kostadinova. Venous Thromboembolism in Patients
with Malignant Diseases. Science Pulmonology 2018, Year XIII, Issue 3, pp. 16-19. ISSN 1312-
8302.

Despite the success in diagnosis and treatment, malignancies continue to be a major
medical problem in modern society. One of their relatively frequent complications is venous
thromboembolism (VTE). It includes mainly deep vein thrombosis and pulmonary
thromboembolism. In daily clinical work of the pulmonologist, consultations for this specific
patient contingent are often required. The article represents the risk factors and current
recommendations for the prevention and treatment of VTE in cancer patients. The three groups
of risk factors are considered: type and stage of cancer (highest risk have brain tumors,
pancreatic cancer, stomach, malignant haemopathies, etc., role of disease stage and performance
status), risk factors associated with the treatment (some cytostatics lead to higher risk than
others) as well as patient’s factors (age, gender, genetic factors, etc.). The treatment of DVT in
cancer patients in generaly is not significantly different from that in other patients. The duration
of treatment is usually 3-6 months, and in some cases while the cancer is active. Low molecular
weight heparins play a major role in long-term treatment and secondary prophylaxis. The article
has principally practical application and aims to assist clinicians in their therapeutic decisions in
order to improve the prognosis of this potentially fatal complication.

Keywords: venous thromboembolism, cancer, risk stratification, prophylaxis and treatment

8. Jlapuna Mnurea, Bansi Kocraauuosa, WMopmam Paakos. Ilorien BBpXy
ChbBPEMEHHHUTE ACNEKTH B JiedYeHHeTO Ha OpoHxmanHara actma. Medical magazine,
M. aBryct 2018, 6p. 56, cTp.46-50. ISSN: 1314-9709. (I'8-8)

BpOHXI/IaJ'IHaTa acTMa € 4€CTO 3a6OJI$IBaHC, KOCTO 3HAYMMO IIOBJIMsABa KadyCCTBOTO Ha
J)KMBOT Ha MHALMEHTUTE M TEXHUTE CEMENCTBa. HGHTa Ha HaCTOAIIHA 0630p € Ha npcacTaBu
CBBPEMCHHUTE IIOCTAHOBKH 3a JICUCHUC Ha 3a00/IIBaHETO B CHOTBETCTBUE C IIocCJICJHaTa



penakumst Ha GINA 2018, kato akIeHTHpa BBPXY JECYCHHUETO MPU HAKOW CHEHUPUIHI
KOHTUHI€HTH TAIlUEHTH, KAaKTO M BbPXY HOBHUTE BBH3MOKHOCTH 32 (DEHOTHUITHO OPHUEHTHUPAHO
JieYeHUe Tpu Tekka actMma. [IpencraBeHm ca pasznuyHuTe (EeHOTUNM OpOHXHMAIHA acTMa:
anepruueH (EHOTHUN, HeaJepruyHa acTMa, acTMa ¢ KBCHO Hadyalo, acTMa ¢ (UKcHpaHa
OOCTpYKIIMST Ha JMXATEIHUTE IBTHUINA, aCTMa ChC 3aTIbCTABaHE. PasrienaHu ca OCHOBHHTE
MPUAPYXKaBaIIK 3a00SBaHUs, YUETO aJIEKBATHO JICUCHHE € CHIECTBEHO 3a MOCTUTAaHE Ha JOOBD
KOHTPOJ Ha 3a00JIIBaHETO — PUHHT, CHHY3UT M HOCHA IIOJIMII03a, XpPaHUTEIHA alleprus U
aHaduiakcus, 3aTIbCTSABaHE, TacTpo-e3odarearneH peduiykc, TPEBOXKHOCT M JICTIPECHUS.
[IpencraBeH € CTHIATOBUIHUS ITOIXO/] B JICUEHUETO HA acTMaTa B ChbOTBETCTBHE C IPETIOPBHKHUTE
Ha GINA 2018. Pasrienano € JieueHHeTo MPU HAKOM Creu(DUIHA KOHTUHTCHTH TAIlUEHTH KaTo
OpEeMEHOCT, MePUMEHCTPyaJIHa acTMa, acTMa IPH BB3pacTHHU, pedpakTepHa U TEeKKa acTMa. B
3aKJIF0YCeHNE OpOHXHMAIHATA aCTMa € CJIIOKHO M Pa3HOJIMKO 3a0oisBaHe. HIMBU YA TH3UPAHUST
MIOJIXO/T 1€ TTOI00pH KOHTPOJIa Ha 3a00JISIBAHETO U KAYECTBOTO HA )KMBOT HA MAIIMCHTHUTE.

Darina Miteva, Vanya Kostadinova, Yordan Radkov. A look at the contemporary aspects in the
treatment of bronchial asthma. Medical magazine, August 2018, Issue 56, pp. 46-50. ISSN:
1314-9709.

Bronchial asthma is a common disease that significantly affects the quality of life of the
patients and their families. The purpose of this review is to present the contemporary concepts
for the treatment in accordance with the latest edition of GINA 2018, focusing on treatment in
some specific patient populations, as well as on the new phenotype-oriented treatment options
for severe asthma. The different phenotypes of bronchial asthma are presented: allergic and non-
allergic asthma, late-onset asthma, asthma with fixed airway obstruction, obesity asthma. The
main concomitant diseases, whose appropriate treatment is essential for disease control are also
considered - rhinitis, sinusitis and nasal polyposis, food allergy and anaphylaxis, obesity, gastro-
oesophageal reflux, anxiety and depression. The step-up approach in asthma treatment in
accordance with the recommendations of GINA 2018 is presented. The particularities in the
treatment of some specific contingents of patients such as pregnancy, perimenstrual asthma,
adult asthma, refractory and severe asthma are considered. In conclusion, bronchial asthma is a
complex and heterogeneous disease. A personalized approach will improve disease control and
patients quality of life.

9. Jlapuna Muresa, Hopaan Paaxos, Bans Koctaaunosa. OcThbp KOpOHAPEH CHHAPOM
NPHU NAIHEHTH ¢ ocTpa pecnuparopHa uHgexnus. Medical magazine, m. FOun 2018,
op. 54, cTp.26-30. ISSN: 1314-9709. (I'8-9)

[Ipe3 mocnenHuTe TONMHU C€ HATPyHBaT BCE IIOBEUE JI0KA3aTeiCTBa, Y€ OCTPUTE
MHMEeKIMH M Ha MHPBO MSCTO, OCTPUTE PECHUPATOPHM HMH(EKIUH, MOBUIIABAaT pHUCKa 3a
pa3BuTHETO Ha ocThp KopoHapeH cunapoM (OKC). Hacrosmiara cratus e 0030p Ha yectoTrata u



MaTOr€HETUYHUTE MeXaHW3MU Ha Bb3HHMKBaHe Ha OKC B Xoma Ha ocTpaTta pecnupaTopHa
uH(pekuus, Ha 3HAYEHUETO My 3a H3XoJa Ha 3a00JIIBaHETO U BBH3MOXKHOCTHTE 3a
npodunaktupanero My. Pecnmparopuute HH(EKINH BOIAT 10 HECTAaOMJIHOCT Ha KOpOHapHaTa
IUTaKa Ype3 pa3BUTHUE Ha CUCTEMHO BB3INAICHUE U MHPHUITPUpPAHE HA IUIAKaTa C Bb3MAJIUTEIHH
KJIETKH, MPOU3BEXKAAIM PA3IU4YHU LIUTOKMHU U BOJELIM /10 €HJOTEJIHAa yBpEla, pa3BUTHE Ha
IIPOKOAryJIaHTHO ChCTOSIHUE, BapUALlUM B CUCTEMHUS U KOPOHApEH ChJOB TOHYC, XUIIOKCEMMUS,
MOBHIIICHH METa0OIUTHU HYX/IU HAa MHOKapa u j1p. PucksT 3a pazsurue Ha OKC e Haii-BUCOK B
II'BPBUTE THU OT MH(EKIMATa, HO OCTaBa IMOBHUIIEH aopu a0 3 meceua. PuckoBure akropu
BKJIFOUBAT OCHOBHO IMOJUIEXKAIIO ChpACYHO 3a00siBaHe U TeXKa MHeBMOHUs. HacTbrnBaneTro Ha
OKC B xoma Ha uH(eKIusATa 3HAYMMO MOBUIIABA CMBPTHOCTTA. [IpeBaHTHUBHUTE cTpaTeruu
BKJIIOUBAT NPOTHUBOTPHUIIHA BaKCHHA, YyMOTpebda Ha aHTHArperaHTH W CTaTUHU. JleTallliHOTO
[I03HABaHE HA MEXAHU3MHUTE Ha TOBAa CEPUO3HO YCIIO)KHEHHE 1€ JONpPHUHECE 3a IO-I00pOTO
pa3no3HaBaHe HAa PUCKOBUTE IPYNHU MAIMEHTH U MPUIOKEHUETO HAa €PEKTHBHU MPOTCKTHBHU H
TEparneBTUYHU CTPATETUU.
KirouoBu mymu: octpa pecriuparopHa WHGEKIUs, THEBMOHUS, OCThP KOPOHAPEH CHHIPOM

Darina Miteva, Yordan Radkov, Vanya Kostadinova. Acute coronary syndrome in patients with
acute respiratory infection. Medical magazine, June 2018, Issue 54, pp. 26-30. ISSN: 1314-9709.

In recent years, there has been increasing evidence that acute infections, and in the first
place, acute respiratory infections, increase the risk of developing acute coronary syndrome
(ACS). This article is overview of the incidence and pathogenetic mechanisms of the ACS
during acute respiratory infection, its impact on the outcome of the infection and the prevention
strategies. Respiratory infections lead to instability of the coronary plaque through the
development of systemic inflammation and infiltration of the plaque with inflammatory cells
which produce various cytokines leading to endothelial injury, development of procoagulant
state, variations in systemic and coronary vascular tone, hypoxaemia, increased methabolic
demands of the myocardium etc. The risk of developing ACS is highest in the first days of
infection, but remains elevated up to 3 months. The risk factors include mainly underlying heart
disease and severe pneumonia. The onset of ACS during infection significantly increases
mortality. Preventive strategies include influenza vaccination, use of antiplatelet agents and
statins. Detailed knowledge of the mechanisms of this severe complication will contribute to
better identifying patients at risk and implementing effective protective and therapeutic
strategies.

Keywords: acute respiratory infection, pneumonia, acute coronary syndrome

10. Japuna MwuteBa, Bana KocragunoBa, Wopanan Paagkos. BbTpeboannynn
NMHEBMOHMHU — CBBPEMEHHM aCIEKTH Ha AUArHoCTukatra M JICYCHHETO. Haylca

IMyamogorus 2018, roa. XIII, 6p. 1, cTp.4-9. ISSN 1312-8302. (I'8-10)



Bobrpebonmuuunure mHeBmonnu (BBII) ca oTHOocWTeNnHO dYecTo sBiIEHHE, OCOOCHO B
WHTEH3WBHUTE XUPYPrUUYHU M TEpaNeBTUYHU OTAeNeHUs. Te BOIAT [0 yIabJDKaBaHE Ha
OOJHHUYHUS MPECTON, BIIOIIABAHE HA MPOTrHO3aTa U MOBHILIABAHE HA Pa3XOJUTE 3a JICUCHHE Ha
XOCHHUTAIM3UPAHUTE ManueHTu. Hacrosimara craTus pasriiexaa ChbBPEMEHHHTE AaCIeKTH B
TuarHocTukara u yieuenuero Ha BBII B cBeTiimHaTa Ha HOBUTE MPENOPHKA HA AMEPUKAHCKOTO
APY>KECTBO 1O HMH(EKINO3HH 00JecTH U AMEPHUKAHCKOTO TOpakalHO ApyxkectBo oT 2016
roguHa. llpeacraBeHH ca MATOreHETHYHUTE OCOOEHOCTH, ETHOJIOTUYHUTE MPUYUHHUTEIH H
puckoBuTe dakTopH 3a pesucteHTHOCT npu BBII. Twii kaTo MukpoOHaTa duiopa ce 1OMUHHUpA OT
I'pam-oTpuLIaTeTHUTE MATOr€HU U PUCKBT 3a pe3ucTeHTHocT npu BBII e moBwuieH, TAXHOTO
JICYEHUE C€ pa3linyaBa CHILIECTBEHO OT TOBAa INpPH IMHEBMOHUS Npuao0uTa B OOIIECTBOTO.
Cratusita mpeAcTaBs MOAXOIALIUTE AHTUOMOTUYHM KOMOHMHAIIMM, KAaKTO M ChBPEMEHHUTE
HACOKH 3a TO-KPaTKH aHTUOMOTHYHHM KYpCOBE M TPWIOKEHHE Ha JEeeCKalHupalla Tepamus, C
KOETO ce IeNd M30ArBaHe HAa HETaTUBHUTE IOCIECIUIM OT aHTUOMOTHYHATA CBPBXYMOTpeda
(cenmexTupaHe Ha PE3WCTCHTHU ImamoBe, wH(ekus ¢ Clostridium difficile, ockbsiBaHE Ha
neuenuero). IIpornoszata Ha BBII ocraBa cepuo3na. CBoeBpeMeHHaTa [HWAarHOCTUKAa H
a/IeKBaTHO aHTUOMOTUYHO JICYEHHE Ca OT OCHOBHO 3HAUYEHHUE 3a OJIArONpHUATHHS U3XO/.

KntouoBn nymu: BBTpEeOOTHHUYHA IMHEBMOHHS, BEHTHJIATOP-acOLMHMpaHAa ITHEBMOHUS,
JMarHOCTHKA, JICYCHUE

Darina Miteva, Vanya Kostadinova, Yordan Radkov. Hospital-acquired  pneumonia -
contemporary aspects of diagnosis and treatment. Science Pulmonology 2018, year XIII, issue. 1,
pp- 4-9. ISSN 1312-8302.

Hospital-acquired pneumonia (HAP) is a relatively common event, especially in intensive
surgical and therapeutic units. It leads to longer hospital stay, poor prognosis and increased
treatment costs for hospitalized patients. This article presents the contemporary aspects of the
diagnosis and treatment of HAP according to the current guidelines by the Infectious Diseases
Society of America and the American Thoracic Society from 2016. The article examines the
pathogenetic features, etiologic agents and risk factors for resistance in HAP. As the microbial
flora is dominated by Gram-negative pathogens and the risk of resistance in HAP is increased,
their treatment differs significantly from that of community-acquired pneumonia. The article
presents the appropriate antibiotic combinations, as well as the current recommendations for
short- course antibiotic therapy and application of de-escalation therapy with the aim to avoid the
negative effects of antibiotic overconsumption (selecting of resistant strains, Clostridium difficile
infection, increase of treatment costs). The prognosis for HAP remains serious. Timely diagnosis
and adequate antibiotic treatment are essential for a favorable outcome.

Key words: hospital-acquired pneumonia, ventilator-associated pneumonia, diagnosis, treatment

11. Darina Miteva, Yordan Radkov, Vanya Kostadinova. Role of D-dimer in Predicting
Severity and Mortality of Community-acquired Pneumonia. British Journal of



Medical and Health Research. October 2018; Vol. 5, Issue 10, p.41-46. ISSN: 2394-
2967. (I'8-11)

Introduction: Coagulation disturbances are one of the markers of systemic
inflammation.

Aim: To evaluate the role of D-dimer (DD) in predicting severity and mortality of

hospitalized patients with community-acquired pneumonia.

Material and Methods: 143 CAP patients hospitalized in the Clinic of Pneumology and
Phthisiatrics at “Saint Marina” University Hospital were retrospectively studied. D-dimer was
measured on admission by latex-enhanced immunoturbidimetric method with reference value of
0,232mg/L. The severity of CAP was determined by PSI, CURB-65 and IDSA/ATS criteria.

Results: Patients were on mean age 62.12+15.54 years, 59.4% - male. Elevated levels of
D-dimer were found in 86.70% of the patients. The mean DD in non-survivors was significantly
higher than in survivors (2.19+2.0lmg/L vs. 1.28+1.46mg/L, p<0.05). DD increased
significantly with increasing the severity group according to PSI, CURB-65 and IDSA/ATS
criteria, but the correlation coefficients were weak (r=0.25; r=0.23; r=0.22 resp., p<0.001).
DD>1mg/L increased the risk for in-hospital mortality with OR 4.25 (1.48-12.14; p<0.01).

Conclusion: D-dimer is able to predict severity and outcome of CAP.

Japuna Murtega, ﬁopnaH Panxos, Baus Kocragunosa. Pons Ha D-numep B mporHo3upaHero Ha
TEKECTTa U CMBPTHOCTTA OT ITHEBMOHUS Ipua00uTa B oOmiecTBoTo. British Journal of Medical
and Health Research. OxtomBpu 2018; ToMm 5, 6poit 10, ctp.41-46. ISSN: 2394-2967.

BobBenenne: KoarymanmoHHWTE HapylIEHHs ca €IHU OT MAapKEpUTe 3a CHCTEMHO
BB3MAJICHUE.

Hen: Jla ce ouenu ponsita Ha [-mumep (IIJ]) 3a mporHo3upane Ha TeXecTTa U
CMBPTHOCTTA IPU XOCIUTAIM3UPAHU MAIIMEHTH C MTHEBMOHUS puaoduta B obmmectsoto (I1110).

Martepuan u Meroam: PerpocnexktuBHO ca wuscneaBanu 143 mamuenta c III1O
xocnutanusupanu B Kiunuka no ITneBmonorus u ¢prusuatpus Ha YMBAIJI “Cs.Mapuna”. JI-
JTUMEp € M3MEpEH MPHU XOCTUTAIU3ALUATA YPE3 JATEKC-YCUIEH UMYHOTYPOUIMMETPUUEH METO/
c pedepentHa croitHocT 0,232mg/L. Texecrra Ha III1IO e omenena upe3 PSI, CURB-65 u
kputepuute Ha IDSA/ATS.

PesynraTn: Ilaunenture ca Ha cpengHa Bb3pacT 62.12+15.54 rogunu, 59.4% - mbxe.
[loBumenu HuBa Ha J[-numep ce ycraHoBuxa npu 86.7% ot maumenture. Cpennusar 1 npu
MOYMHAIINTE € CUTHH(PUKAHTHO TO-BHUCOK OT To3u mpu orenenure (2.19+2.01mg/L cpemry
1.28+1.46mg/L, p<0.05). JIJ] ce moBumaBa CUTHU(PHKAHTHO C TOBUIIABaHE HA TEXECTTa Ha
nueBMoHusTa crnopen PSI, CURB-65 u kputepunte Ha IDSA/ATS, HO KOpenanuoHHHTE
koedurmentu ca cnadbu (r=0.25; r=0.23; r=0.22 pecnextuBHo, p<0.001). JI/[>1mg/L moBumara
pucka 3a BpTpeboHnYHa cMBpPTHOCT ¢ OR 4.25 (1.48-12.14; p<0.01).

3akirouyenue: J[-numep € B CbCTOSIHUE J1a IPEeIBUKAA TexecTTa u u3xoaa npu I1I10.



12. Darina Miteva, Yordan Radkov, Vanya Kostadinova. Role of C-reactive protein in
severity assessment and monitoring of hospitalized patients with community-
acquired pneumonia. World Science 2018 June, Ne 6 (34), Vol.5, p. 23-28. ISSN
2413-1032. DOI:https://doi.org/10.31435/rsglobal_ws/12062018/5848 (I'8-12)

Introduction: C-reactive protein (CRP) is one of the markers widely used in everyday
clinical practice for monitoring of patients with infections.

Aim: To evaluate the role of CRP in severity assessment and monitoring of hospitalized
patients with community-acquired pneumonia (CAP).

Material and Methods: 1292 patients hospitalized with CAP were retrospectively
studied. CRP was measured on admission and on day 4-5. The severity of CAP was determined
by PSI, IDSA/ATS criteria and CURB-65.

Results: The mean CRP in non-survivors was significantly higher than in survivors
(171.85£83.17mg/L vs. 123.42 + 99.68mg/L, p<0.001). CRP increased significantly with
increasing the severity group according to PSI, IDSA/ATS criteria and CURB-65, but the
correlation coefficients were weak (r=0.21; r=0.26; r=0.23 resp., p<0.001). CRP>200mg/L
increased the risk of mortality (OR 2.74 (1.89-3.95) p<0.001). Patients with CRP decline <50%
on day 4-5 had significantly higher mortality rate, increased risk of complications and longer
hospital stay.

Conclusion: CRP is useful marker in monitoring patients with CAP. Both initial and
control value can serve as predictors for severity and adverse outcome of CAP.

Keywords: community-acquired pneumonia, C-reactive protein, severity, mortality

Jlapuna Mutesa, VMopnan Pankos, Bans KocramguuoBa. Pons Ha C-peakTHBHHS NPOTEHH B
OLIEHKa Ha TEXKECTTa M MOHHTOPHUPAHETO HA XOCIHUTAIM3UPAHW TANWEHTH C ITHEBMOHUS
npunobura B obmectBoto. World Science ronu 2018 , Ne 6 (34), Opoii 5, ctp. 23-28. ISSN
2413-1032. DOI: HTTPS: //doi.org/10.31435/rsglobal_ws/12062018/5848

BobBeaenue: C-peaxtuBHusT npoteuH (CRP) e equn oT MapkepuTe, MMPOKO U3MOI3BAHU
B €XeJIHEeBHATa KJIMHUYHA IPAaKTHKA 3a HAaOII0eHNE Ha TAllMeHTH ¢ HHPEKIUY.

Hen: Jla ce ouenu ponsita Ha CRP B oneHkara Ha TeXeCcTTa U MOHHUTOPUPAHETO Ha
XOCTUTAIM3UPAHH TMAIIMEHTH C MTHEBMOHUS TTpoioduta B obmecteoro (I1T10).

Marepuan wu Meroau: PerpocnekTuBHO ca wu3cieABaHuW 1292 manueHTH,
xocrmtanusupanu c I1I10. CRP e uzmepen npu xocnuTtann3anusra U Ha jaeH 4-5. Texecrra Ha
[1ITO e ouenena upe3 PSI, kputepunrte Ha IDSA / ATS u CURB-65.

Pesyararu: Cpennara croitnoct Ha CRP npu nmounHanute € CUTHU(QHUKAHTHO MO-BHCOKA
B cpaBHeHHe ¢ ouenenute (171,85 + 83,17 mg/L cpemry 123,42 £ 99,68 mg / L, p <0,001). CRP
HapacTBa 3HAYMTENIHO C YBEJIWYAaBaHETO Ha rpymnarta Ha TexecT crnopen PSI, kpurepunte Ha
IDSA / ATS u CURB-65, Ho xopenannonnute koehunuentu ca ciadu (r = 0,21; r = 0,26; r =
0,23 pecn., P <0,001). CRP>200mg/L moBumana pucka ot cmbpTHOCT (OR 2,74 (1,89-3,95) p



<0,001). IMTamenture che cnag Ha CRP <50% nHa 4-5-us AeH MMaT 3HAYUTEIHO TO-BHCOKa
CMBPTHOCT, IOBHILIEH PUCK OT YCJIIO)KHEHUS U MO-IBJIBI OOJIHUYEH MIPECTOM.

3akmouenue: CRP e monesen mapkep 3a MoHutopupaHe Ha mnauueHTu c [II1O.
Havannara, kKakTo W KOHTpOJHATa CTOMHOCT MOTaT Ja CIYXaT KaTo MPEIUKTOPHU 3a TEKECT U
HEOJIaroNpUATEH U3XO0/ OT 3a00ISIBAHETO.

Kiaro4yoBu 1ymu: mHEBMOHHS MPUAOOUTA B 0011eCTBOTO, C-peakTUBEH MPOTEHH, TEKECT,
CMBPTHOCT

13. Darina Miteva, Vanya Kostadinova, Yordan Radkov. Analysis of the In-hospital
Mortality in Patients with Community-acquired Pneumonia. British Journal of
Medical and Health Research 2017,vol.4, issue 10, p. 20-28. ISSN 2394-2967. (I'8-13)

Introduction: Community-acquired pneumonia (CAP) is a common disease with
frequent hospitalization and still high mortality rate.

Aim: To analyze the clinical characteristics of patients who died in the hospital from
CAP.

Materials and Methods: 1292 patients hospitalized in the Clinic of Pneumonology and
Phthisiatrics of MHAT “Saint Marina” — Varna were retrospectively and prospectively studied
for the period 2012 to 2015. Data were analyzed with statistical program SPSS.20.

Results: 148 patients (11,5%) died during the hospital stay. The non-survivors were
significantly older than the survivors (67,6+14,2 vs. 58,9+17,1 years, p<0,001). No significant
difference in the mortality rate between male and female was proven (12,3 % vs. 10,3 %,
p=0,15). Charlson comorbidity index was significantly higher in non-survivors compared to
survivors (3,28+2,21 vs. 1,36+1,63, p<0,001). Patients with dementia, chronic renal failure and
chronic liver disease as concomitant comorbidities had the highest mortality rate (43,3%; 28,6%
and 27,6% resp.) C-reactive protein was also significantly higher in non-survivors compared to
survivors (171,85£83,17mg/L vs.123,424+99,68mg/L, p<0,001). The most common complication
was acute respiratory failure (89,9%). Of the deceased patients 16,9% did not meet the criteria
for severe CAP according to IDSA/ATS on admission. Most of the deceased patients (52%) died
within the first 3 days of the hospital stay.

Conclusion: Older patients with comorbidities had higher risk of dying in the hospital.
Patients with CAP need intensified monitoring especially in the first 3 days even if they do not
have severe pneumonia on admission.

Key words: Community-acquired pneumonia, severity, mortality

Hapuna Mutesa, Bana KocraguHosa, ﬁopnaH PankoB. AHanu3 Ha BBTPEOOJIHMYHATA CMBPTHOCT
MIpH MAlMEHTH ¢ MTHEBMOHUS MPpUI00uTa B 001ecTBoTO. British Journal of Medical and Health
Research 2017, Tom 4, 6poii 10, ctp. 20-28. ISSN 2394-2967.

BobBenenue: IlneBmonusta npumobura B obmectBoto (IIIIO) e yecto cpemano
3a00JIIBaHE ¢ BUCOKO HUBO Ha XOCIHTAIM3AIMS U BCE OIE BUCOKA CMBPTHOCT.



Hen: Jla ce aHamu3upar KIMHUYHUTE XapaKTEPUCTHKW Ha MAlUEHTH, MOYMHAIA B
oosaunara ot I1I10.

Marepuan u meroau: PeTpocnekTMBHO M MNPOCHEKTHMBHO ca wu3cieaBaHu 1292
nanueHTy, Xxocnutanmsupanu B Knmanka mo [THeBmonorus u grusuatpus Ha MBAJIL ,,CBera
Mapuna” - Baphna 3a nepuoaa 2012 no 2015 r. JlanHuTe ca aHaJIM3UpPAaHU CbC CTATHCTUYECKA
nporpama SPSS.20.

Pesyararu: 148 manmentu (11,5%) ca mounHanu mo BpeMe Ha OOJHUYHHS TPECTOM.
[TounHanuTe MAMEHTH ca 3HAYUTEIIHO MO-BB3PACTHU OT omenenute (67,6+14,2 roquHu cpeury
58,9+17,1 rogunm, p<0,001). He ce ycraHoBu 3HauMMa pa3ivKka B CMbPTHOCTTa MEXIY MbXKE U
wenn (12,3% cpemy 10,3%, p=0,15). Ungexcht Ha komopOugHoct Ha Charlson e
CUTHU(UKAHTHO TO-BUCOK MPHU MOYMHAIIUTE B cpaBHEHHE ¢ ouenenute (3,28 + 2,21 cpemy 1,36
+ 1,63, p <0,001). [TaunenTuTe ¢ neMeHIus, XpOHUYHA OBOpEYHA HENOCTATHYHOCT U XPOHUYHO
4epHOAPOOHO 3a00JIsIBaHE KaTO CHIIBTCTBAIIY CHITBTCTBAIIM 3a00JIIBAaHMS UMAT HA-BUCOK PBCT
Ha BBTpeOOTHNYHA cMBPTHOCT (43,3%; 28,6% u 27,6% pecit.) C-peakTUBHUAT MIPOTEHH CHIIO €
CUTHU(HUKAHTHO TO-BUCOK INPH TOYHHAINTE B CpaBHEHHE A0 omenenute namueHTtH (171,85+
83,17mg/L cpemy 123,42+99,68 mg/L, p<0,001). Haif-yectoTo yCIOXXHEHHE € OCTpaTa
nuxateliHa HenocTaThbyHOCT (89,9%). OT moumnHanmurte mnanueHTH 16,9% HE oTroBapsAT Ha
KpuTepuute 3a Texkka mHeBMoHHs criopen IDSA/ATS B MomeHnta Ha xocnurtanuzamusta. [lo-
rojisiMa 4acT OT TNanueHTute (52%) ca MOYMHAIM MPe3 ITbPBUTE 3 THU OT OOTHUYHHS IIPECTOM.

3akuouenue: [lo-Bb3pacTHUTE MAIMEHTH CHC CHIIBTCTBAIM 3a00JIIBAaHUS WMAT I10-
BHCOK PUCK 32 CMBPTHOCT 1O Bpeme Ha Oonnnunus npectoit. [lanmenture ¢ [1I1O ce nyxnasar
OT MHTCH3U(PUIIUPAHO HAOIIOJACHHE, 0COOCHO Mpe3 MBPBUTE 3 THU OT XOCHUTAIN3ANUATA, TOPU
aKO B HAYaJIOTO HE MOKPUBAT KPUTEPUUTE 3a TEKKA THEBMOHUS.

KuiouoBu 1ymMu: mHEBMOHMS MPUI00UTA B OOIIECTBOTO, TEKECT, CMBPTHOCT

14. Darina Miteva, Yordan Radkov, Lilyia Ivanova, Vanya Kostadinova. Trifon
Chervenkov. Role of some biomarkers in determining the risk of mortality of
hospitalized patients with community-acquired pneumonia. Scripta Scientifica
Medica 2017, Vol.49, Ne4, p.35-40. ISSN 0582-3250 (Print) ; ISSN 1314-6408
(Online) (I'8-14)

Introduction: Various biomarkers are used to determine the severity and risk of
mortality in community-acquired pneumonia (CAP).

Aim: The aim of this article is to evaluate the prognostic value for in-hospital mortality
of leucocyte count (Leuc), C-reactive protein (CRP), procalcitonin (PCT), and mid-regional
proadrenomedullin (MR-proADM) in patients with CAP.

Materials and methods: This was a prospective study including over 92 patients with
CAP hospitalized in the Clinic of Pneumology and Phthisiatry at St. Marina University Hospital
in Varna. Biomarkers were determined at hospitalization, the leucocyte count was determined by
automated methodology, CRP - by latex-enhanced immuno-turbidimetric method, and MR-



proADM and PCT were determined by standard ELISA. The severity of CAP was determined by
PSI and CURB-65.

Results: The patients were at a mean age 59.2+16.8 years, 68.5% men. In-hospital
mortality was 7.6%. The optimal cut-off value of MR-proADM for in-hospital mortality was
0.88 ng/ml (sensitivity 85.7% and specificity 85.8%). The positive predictive value was 33.3%
and the negative predictive value was 98.6%. The optimal cut-off value of PCT was 1.84 ng/ml
(sensitivity 71.4% and specificity 81.1%). The positive predictive value was 23.8% and the
negative predictive value - 97.1%. Cut-off values for CRP and leucocytes could not be
established. By performing ROC curves, MR-proADM, PSI, PCT and CURB-65 were good
predictors for in-hospital mortality (AUC 0.91; 0.90; 0.89; 0.86, respectively).

Conclusion: MR-proADM and PCT are promising markers in predicting CAP prognosis.
Their predictive value for mortality is similar to that of PSI and CURB-65. CRP and Leuc cannot
serve as predictors.

Keywords: CAP, MR-proADM, PCT, CRP, mortality

Jlapuna Murepa, Mopnan Pankos, JTunus Vipanosa, Bans Kocramunosa. Tpudon UepBeHKOB.
Ponst Ha Hsxou Omomapkepu 3a OmpeleNsiHE Ha PUCKAa OT CMBPTHOCT IPU XOCHHUTAIU3ZUPAHU
MalMEeHTH ¢ MHEBMOHUA Hpuaoduta B obmiectBoTo. Scripta Scientifica Medica 2017, tom 49,
Ne4, c. 35-40. ISSN 0582-3250 (ITeuar); ISSN 1314-6408 (onnaiin)
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BbBenenue: Pasnnyau 6MoMapkepy ce M3IMOJ3BaT 3a OINpeJelissHe Ha TEKECTTa U pUcKa
OT CMBPTHOCT IIPU MHEBMOHHUSA npuooura B obmectoto (I1T10).

Hen: Llenra Ha HacTosIIaTa CTaTUS € Ja C€ OLEHM IMPOTHOCTUYHATA CTOMHOCT 3a
BbTPEOOJIHNYHATA CMBPTHOCT Ha Ouomapkepure: jeBkonuTuTreH Opoil (Leuc), C-peakTtuBeH
nporeuH (CRP), mnpoxamuurtonunn (PCT) u cpenHopervonanen mnpoajgeHoMmenyauH (MR-
proADM) npu nanuentu c I1I10.

Martepunan u meroam: llpoBene ce NPOCHEKTUBHO NPOYYBaHE, BKIKOYBAIIO 92
nanuenta xocnutanusupanu c¢ [0 B Knunuka no ITneBmornorus u ¢grusnatpus 8 YMBAJI
"Csera Mapuna" - Bapna. buomapkepute ca M3MEpeHHM B MOMEHTa Ha XOCHUTAIN3ALUATA.
JleBkoMTHUAT Opoii Oe ompeseseH ype3 aBToMaTH3upana Mmeroauka, CRP - upes natekc-ycuien
uMyHo-TypouaumerpuueH meroa, MR-proADM u PCT ca onpenenenu cbe ctangaptHa ELISA
Meroauka. Texxectra Ha [1I10 6e onpenenena upe3 PSI u CURB-65.

Pesyararu: IlammenTtute ca Ha cpemHa Bb3pacT 59,2 + 16,8 rogunm, 68,5% mbKe.
Borpebonnnynara cmbpTHOCT € 7,6%. OntuManHara pazaenurenatHa cToiHocT Ha MR-proADM
3a OomanuyHa cMbpTHOCT € 0,88 ng/ml (uyBctBUTEenHOCT 85,7% U cnemmduyaHoct 85,8%).
[lonoxxurenHara npeauKTUBHA cToMHOCT € 33,3%, a oTpuuaTeNHaTa NIPEIUKTUBHA CTOMHOCT €
98,6%. OnTumannara paszaenutensa croiHoct Ha PCT e 1,84 ng/ml (uyBctBuTennoct 71,4% u
cneunpuynoct 81,1%). IlonoxxkuTenHnara npeaukTUBHA cToWHOCT € 23,8%, a oTpuLaTenHaTa
IIPEINKTUBHA CTOMHOCT - 97,1%. Ontumannau pazaenurenHu croiHocty 3a CRP u neBkonuTuTe
He Mokaxa aa Owpaat yctaHoBeHH. Upe3 moctposiBane Ha ROC xpuBm ce ycranoBu, ye MR-



proADM, PSI, PCT u CURB-65 ca nobpu npenukTopu 3a BbTpedomanyHaTa cMbpTHOCT (AUC
0.91; 0.90; 0.89; 0.86, CbOTBETHO).

3akiouenue: MR-proADM u PCT ca oOemaBamu Mapkepu 3a IpEABHKIAHE
nporHo3ara 3a [1I10. TsaxHaTa IpeIuKTUBHA CTOMHOCT 32 CMBPTHOCT € MoI00Ha Ha Ta3u Ha PSI
u CURB-65. CRP u Leuc He morar fa ciykat KaTo NpeauKTOpH.

Kiarouosu nymn: 11110, MR-proADM, PCT, CRP, cmbpTHOCT

15. Jlapuna MureBa, Mopnan Paaxos, Jiuaus ViBanosa, Tpudon Yepsenkos, Bans
Kocragunosa. 3nayenne Ha MR-proadrenomedulin B onpenensine Ha TexxecTTra M
NMPOrHo3aTa Ha NHEeBMOHHUA npuaodouTra B o0mecTBoTo. Crniucanue MJI, cexkuust
Meauuunara gaec B boarapus. ®espyapu 2017r. bp. 1(97), roa.XIV, crp. 71-74.
ISSN 1312-4471 (I'8-15)

BobBenenue: Paznuunm OMoOMapkepw ce H3ION3BAaT B OMpEIENssHE Ha TEXECTTa |
MporHo3aTa Ha MHEeBMOHMA npuaodoura B obmectBoro (III1O). Enun oT Haii-o0OemaBamure €
MR-proadrenomedulin (MR-proADM).

Hea: [a ce npoyuu ponsta Ha MR-proADM B omnpenensiHe Ha T€KECTTa U MPOrHo3aTa
Ha [1I10.

Marepuan u Meroau: [IpocniekTuBHO ca wu3cienBaHM 92 NAUEHTH, MPOJIEKAIU B
knuHukara o [TueBmonorus u prusuatpus Ha MBAJI“CB.Mapuna“-Bapua npes 2015roa. MR-
proADM e omnpezenen npu xocnuranuzanusata no crangaptHa ELISA meroauka. TexecTtra Ha
[1I10 e onpenenena no CURB-65 u PSIL.

Pe3yararu: W3cnenBanure mamueHTd ca Ha cpenHa Bb3pact 59,2+16,8 rox, 68,5%
Mbxe.  BbTpebomnuunara  cmbptHOcT € 7,6%.  Cpemnust  MR-proADM e
0,437ng/ml+0,293ng/ml. [lpu moumHamu TOW € CUTHU(UKAHTHO TO-BHCOK B CPaBHEHHE C
ouenenure nauentu (0,918+0,045ng/ml cpemy 0,397+0,269ng/ml, p<0,001). [Ipu namuenture,
JIeKyBaHU B HMHTEH3UBHO otTneneHue MR-proADM cbl0 € CUTHHU(HMKAHTHO IO-BHCOK B
CpaBHEHHE C Te3H, JieKyBaHU B 00mo6oaHnuHo otaenenue (0,509+0,336 ng/ml cpemry
0,414+0,28 ng/ml, p<0,05). MR-proADM mnoka3Ba ymepena kopenauus ¢ CURB-65 (r=0,33,
p<0,01) u PSI (r=0,29, p<0,01). JluncBa curHu(UKaHTHA pa3IMKa B CTOWHOCTUTE Ha
oumomapkepa npu [IIIO ¢ mokazan OakrepuajeH NPUUUHUTEN U TPH JIMIICA HA YCTAaHOBEH
npuunHUTeNn (0,388+0,182ng/ml cpemy 0,448+0,31ng/ml, p>0,05). Toit He Kopenupa c
6omanynus npectoi (r=0,10, p>0,05).

3akiarouenue: MR-proADM e curHuukaHTHO MO-BUCOK MPH MOYMHATIN HAllMEHTH U
IIPYU TE3H, JEKyBaHU B MHTEH3UBHO oTAeneHue. Toll nokas3sa ymepena kopenanus ¢ CURB-65 u
PSIL

KimrouoBn nymn: MR-proADM, I1I1O, TexecT u nporsosa

Darina Miteva, Jordan Radkov, Lilia Ivanova, Trifon Chervenkov, Vanya Kostadinova. Role of
MR-proadrenomedulin in determining the severity and prognosis of community-acquired
pneumonia. MD Magazine, Medicine today in Bulgaria. February 2017 No. 1 (97), year XIV,
pp. 71-74. ISSN 1312-4471



Introduction: Various biomarkers are used in determining the severity and prognosis of
community-acquired pneumonia (CAP). One of the most promising is MR-proadrenomedulin
(MR-proADM).

Objective: To study the role of MR-proADM in determining the severity and prognosis
of CAP.

Material and methods: 92 patients hospitalized in the Clinic for Pneumology and
Phthisiatrics at UMHAT “St. Marina” - Varna in 2015, were prospectively studied. MR-
proADM was measured on admission by a standard ELISA method. The severity of CAP was
assessed by CURB-65 and PSI.

Results: The patients were on average age 59.2+16.8 years, 68.5% male. The in-hospital
mortality was 7.6%. The mean MR-proADM was 0.437ng/ml+0.293ng/ml. It was significantly
higher in deceased patients than in the survivors (0.918+0.045 ng/ml vs. 0.397 + 0.269 ng/ml, p
<0.001). In patients treated in the intensive care unit MR-proADM were also significantly higher
than in those treated in the general ward (0.509 + 0.336 ng/ml vs. 0.414 £ 0.28 ng/ml, p <0.05).
MR-proADM showed a moderate correlation with CURB-65 (r = 0.33, p <0.01) and PSI (r =
0.29, p <0.01). There was no significant difference in the values of the biomarker in CAP with a
proven bacterial agent and without established causative agent (0.388+0.182ng/ml vs.
0.488+0.31ng/ml, p> 0.05). It did not correlate with the length of hospital stay (r = 0.10, p>
0.05).

Conclusion: MR-proADM was significantly higher in deceased patients and those
treated in the intensive care unit. It shows a moderate correlation with CURB-65 and PSI.

Keywords: MR-proADM, CAP, severity and prognosis

16. B. Kocranuunosa, M. Pagkos, T. Croesa, JI. Mutepa. Ilpunokpusane na XOBB u
OpPOHXHMEKTAIMH — eJHOTOAMINHO mpociaensibane. Topakanna menunuuna. HoemBpn
2016r. Tom VIII, 6p. 3. Ctp. 58-69. ISSN 1313-9827 (I'8-16)

BnBenenne: Xponuunata oOcTpykTuBHa  Oenogpobna  O6omect (XObb) wu
OpoHXHEKTa3HaTa OOJECT CHOJAENAT OO0IM MaTOo(MU3HOJIOTHYHU, KIMHHUYHU U (DYHKIHOHAIHU
XapaKTepUCTHKU U MOTaT Ja ChILIECTBYBAT 3ae/HO. Ta3u KOMOPOUIHOCT ce u3cieaBa OT CKOpO U
uMa HeoOXOMMOCT OT OILE JAHHH 33 B3aMMO/ICHCTBHETO MEX]y JIBETE 3200 IsIBaHMS.

Hea: /la ce ouenu kak cpnbrerBanuTe Oponxuekrazuu (bE) nosnussaT nporuyaneTo Ha
XOBbBb.

MeTtoau: [IpoBese ce eTHOTOIUIITHO MPOCTIEKTUBHO 00CEPBAIIMOHHO TTpoy4BaHe Ha 137
nauuenta ¢ XObb (mbxe — 79%, cpenno ®EO1 — 46%), pazneneHu Ha JaBe TpyNu CIOPEN
Hamuaueto (35%) wnm He (65%) Ha OpoHxmekTazuu. ['pynuTe ca cpaBHEHH IO JeMorpadCcku
XapaKTepUCTHKHU, OenonpoOHa (YHKIMS, CHUMITOMH, (U3MUYECKH KamalHuTeT, CHCTEMHO
BB3MaJIEHUE, MUKPOOUOJIOTHS Ha XpayKa.

Pesyararu: Ilanuentute ¢ BE umar mo-romsma mgaBHocT Ha XOBb (7.93 cpemy 4.93
ronunn; p=0.05) u mo-manko m3nymenu nuurapu (37.12 cpemry 46.97 naketo-roguan; p=0.05) ot
nanuentute 6e3 BE. Ilorennuanno nmarorenan mukpoopranusmu (I11IM) B xpauka B cTaOMIIHO
checTostHUE ce yctaHoBsiBat npu 11 ot 15 (73.3%) 6omuu ¢ BE u ipu 7 ot 39 (17.9%) 6omuu 6e3
BE (p<0.001). ITamuentute ¢ BE wumar mnoBeue ex3aunepbauuu (2.15 cpemy 1.84) u



xocnutanuzanuu (1.47 cpemy 1.36) npenxoanara roauHa (p=NS), Mo-u3pazeHH CUMITOMHU
(CAT — 26.8 cpemy 21.4; p=0.012), mo-nomo kadectBo Ha )UBOT (SGRQ — 66.1 cpemnry 56.7;
p=0.006), no-uzpazeno cucrtemHo Bv3nanenue (CRP — 10.28 cpemy 6.67 mg/L; p=NS), no-
HUCBHK pusznuecku kananuteT (O MWTD — 337 cpenty 370 m; p=NYS).

3akmouenue: [Tauenture ¢ ®EO1<50% u Te3u, Ipu KOUTO B CTAOMITHO CHCTOSIHUE CE
uzonupat [1IIM oT Xxpauka, ©MaT MO-rojsiMa BEPOATHOCT 32 HaJH4ue Ha OPOHXHEKTa3uu U Ouxa
nmanu nomnsza or BPKT. bponxuekrazuure ce acouuupaT ¢ MOBUIIEH PUCK OT HEOJIaronpusTHU
cpOuTUs (ex3auepOanuy, XOCHUTAIMU3AIMU U CMBPT), MO-U3PA3eHH CHUMITOMH M TO-JOLIO
KauecTBO Ha KUBOT.

KuarouoBu nymu: XOBb, 6poHxuekTa3zuu, KOMOpOUIHOCT, eK3alepoaun

V. Kostadinova, Y. Radkov, T. Stoeva, D. Miteva. Overlap COPD and bronchiectasis — one year
follow-up. Thoracic Medicine. November 2016, Volume VIII, Issue 3, pp. 58-69. ISSN 1313-
9827

Introduction: Chronic obstructive pulmonary disease (COPD) and bronchiectasis share
common pathophysiological, clinical and functional characteristics, and can exist
simultaneously. This comorbidity is recently examined and there is a need for more data on the
interaction between the two conditions.

Aim: To assess how the accompanying bronchiectasis (BE) influenced the course of
COPD.

Methods: This was one year prospective observational study of 137 COPD patients
(male — 79%, mean FEV1 — 46%), divided into two groups according to presence (35%) or not
(65%) of bronchiectasis. The groups were compared by demographics, pulmonary function,
symptoms, physical activity, systemic inflammation, microbiological examination of sputum.

Results: Bronchiectatic subjects had longer duration of COPD (7.93 v/s 4.93 years;
p=0.05) and smaller smoking burden (37.12 v/s 46.97 pack-years; p=0.05) than patients without
bronchiectasis. Potentially pathogenic microorganisms (PPMs) in sputum samples were detected
in 11 of 15 (73.3%) stable patients with bronchiectasis and in 7 of 39 (17.9%) stable patients
without bronchiectasis (p<0.001). Bronchiectatic subjects experience more exacerbations (2.15
v/s 1.84) and hospitalizations (1.47 v/s 1.36) in previous year (p=NS), more pronounced
symptoms (CAT — 26.8 v/s 21.4; p=0.012), worse quality of life (SGRQ — 66.1 v/s 56.7;
p=0.006), higher systemic inflammation (CRP — 10.28 v/s 6.67 mg/L; p=NS), lower physical
capacity (6MWTD — 337 v/s 370 m; p=NS).

Conclusion: Patients with FEV1 <50% and those with PPMs in sputum in steady state
had a greater likelihood of bronchiectasis and would benefit from HRCT. Bronchiectasis were
associated with increased risk of adverse events (exacerbations, hospitalizations and death), more
prominent symptoms and worse quality of life.

Keywords: COPD, bronchiectasis, comorbidity, exacerbations



17. Tapuna Mutesa, Mopaan Pagkos, JIunus Usanosa, Tpudon Uepsenkos, Bans
KocraaunoBa. CpaBHUTeJIeH aHAJIM3 HA OMOMapKepuTe JieBKouuTeH opoii, C-
PeaKTHBEH NPOTeNH U NPOKAJIIHUTOHUH KATO NPEeJIMKTOPH HA TeKeCT H CMbPTHOCT
npu nHeBMoHus npuaodura B odomecrsoro (IIINO). Hayka [Iyamosiorus 2016,
roa. XL, op. 4, cTp.29-33. ISSN 1312-8302 (I'8-17)

BobBenenue: Paznuuam Ouomapkepu ce H3IOJ3BAT 3a OMpEACNsHE Ha TEXECTTa U
nporHo3ara Ha I1I10.

Hea: la ce cpaBHAT 3-Te Omomapkepa — jgeBkonuTeH Opoii, C-peaktuBeH npotenH (CRP)
u npokannuTonuH (PCT) kaTo npeaukTopu Ha TexecT U cMbpTHOCT OT [1T10.

Marepuan u meroau: IlpocnekTuBHo ca u3cneaBanu 160 nanueHTH, XOCIUTAIA3UPAHU
¢ IIINIO B Knunuka no ITaeBmonorus u ¢rusuarpus Ha MBAJI“Ce. Mapuna“-Bapha mpe3
nepuoga 2014-2015rox. Tpure Ouomapkepa ca OnpeneneHy Mpu Xocnuraiu3anusaTa. Texecrra
Ha nHeBMoHUsTA € ornpeneneHa no CURB-65.

Pe3yaraTu: W3cnenBannre nmanueHTy ca Ha cpenHa Bb3pacT 55,5+18,3roqunu; 65,6%-
MBke. Bprpebomnnunara cMbptHOCT € 6,3%. CRP u PCT ca curHnukaHTHO TO-BUCOKH TIPH
MOYMHAINTE TAllMeHTH B cpaBHeHHUE ¢ ouenenute (214,3£76,6mg/L cpemy 166,3+118,3mg/L;
p=0,034 u 3,03+2,37 ng/ml cpemry 1,04+1,26 ng/ml; p<0,001cboTB.). Te ca curauuKaHTHO MO-
BUCOKU CBHIIO MPHU MALUEHTUTE C YCIOKHEHA MHEBMOHUS W TPU TE3U, HYKIAelHU Cce OT
WHTEH3UBHO JieueHue. He ce ycraHOBsiBa 3HaumMMa pa3iuka B HHBaTa Ha JICBKOLIMTUTE MpU
nounHay U onenenu nanuentu (10,454+6,95 cpemry 11,47+£5,58 x109/ L, p>0,05) , kakTo u 1ipu
TE3HW C YCJIOKHEHA MHEBMOHHUS W ¢ HE0OXoauMocT oT mHTeH3uBHO JieueHue. PCT kopenmpa
ymepeno ¢ CURB-65 (1=0,43, p<0,001 ). He ce ycranossiBa kopenarusi Ha CRP u neBkorutute
¢ CURB-65. Jlekomutn <4x10°/L, PCT>2ng/ml m CRP>200mg/L ca cHrHHUKAHTHE
MpeAuKTOpH 3a BbTpebosHnuHa cMbpTHOCT ¢ OR 9,06 (1,44-57,1; p<0,05), 8,73 (2,27-33.,45;
p<0,01) u 7,29 (1,46-36,4; p<0,01) cboTBETHO.

3axiiouenune: PCT u CRP ca curin¢pukanTHO MO-BUCOKM IMPH MMOYMHAIUTE MALlUEHTH,
P YCIOKHEHA MMTHEBMOHUS, KaKTO U MPH MALKUEHTH ¢ HEOOXOAMMOCT OT MHTEH3UBHO JICUECHHUE.
Camo PCT xopenupa ¢ CURB-65. Haii-cunen npeaukrop 3a BbTpeOOJHHYHA CMBPTHOCT ca
JIEBKOIIUTHU <4x109/L, cinenaBanu ot PCT>2ng/ml.

KuatouoBu aymu: III10, npokanuutonuH, C-peakTUBEH MPOTEUH, JEBKOIUTH, TEXKECT U
nporHo3sa Ha [1I10

Darina Miteva, Yordan Radkov, Lilyia Ivanova, Trifon Chervenkov, Vanyia Kostadinova.
Comparative analysis of biomarkers WBC count, C-reactive protein and procalcitonin as
predictors of severity and mortality in patients with community-acquired pneumonia (CAP).
Science Pulmonology 2016, Year XI, Issue 4, pp. 29-33. ISSN 1312-8302

Introduction: Different biomarkers are used to determine the severity and prognosis of
CAP.

Aim: To compare the three biomarkers- WBC, count, C-reactive protein (CRP) and
procalcitonin (PCT) as predictors of severity and mortality in patients with CAP.



Material and Methods: 160 patients hospitalized with CAP in Clinic of Pulmonology
and Phtysiatrics in UMHAT "St. Marina"-Varna for the period 2014-2015 were prospectively
studied. The biomarkers were measured on admission. The severity of CAP was evaluated with
CURB-65.

Results: Patients were on mean age 55,5+18,3 years; 65,6% - male. The in- hospital
mortality was 6,3%. CRP and PCT were significantly higher in non-survivors compared to
survivors  (214,3£76,6mg/L.  vs. 166,3+118,3mg/L; p=0,034 and 3,03+2,37ng/ml vs.
1,04+1,26ng/ml, p<0,001 resp.). They were also significantly higher in patients with complicated
pneumonia and in those in need of intensive care. WBC showed no significant difference
between non-survivors and survivors (10,45i6,95X109/L vs. 11,47+5,58x109/L, p>0,05) neither
in complicated pneumonia and need of intensive care. PCT correlated moderately with CURB-65
(r=0,43, p<0,001). CRP and WBC did not correlate with CURB-65. WBC<4x10°/L,
PCT>2ng/ml and CRP>200mg/L were significant predictors of in- hospital mortality with OR
9,06 (1,44-57,1; p<0,05), 8,73 (2,27-33,45; p<0,01) u 7,29 (1,46-36,4; p<0,01) resp.

Conclusion: PCT and CRP were significantly higher in non-survivors, in complicated
pneumonia and in patients in need of intensive care. Only PCT correlated with CURB-65. The
strongest predictor of in- hospital mortality were WBC<4x109/L followed by PCT>2ng/ml.

Key words: Community-acquired pneumonia, procalcitonin, C-reactive protein, WBC,
severity and prognosis

18. B. Kocragunosa, M. Pagkos, T. CtoeBa, JI. MureBa. Ex3anepoanun na XObb u C-
peakTuBeH nporenH. Topakanna meauuuna 2015. Tom VILGp. 4, cTp.34-43. ISSN
1313-9827 (I'8-18)

BouBenenune: Exzanepbanuute Ha XOBb ca XeTeporeHHM CbHCTOSHUS, KOHTO ClEIBaT
MTOBUIIIEHOTO BB3MAJICHUE B JUXATECIHUTE IIBTHUILA.

e na npoyuBanero: Jla ce cpaBusAT croiiHocTuTe Ha CRP mpu marnueHTH ¢ paznuyHu
tunoBe ek3anepbanun Ha XOBb u Bpbp3kaTa UM ¢ yecToTaTa Ha JOKa3aHUTE MOTEHIMAIIHO
naroreHHu mukpoopranusmu (ITIIM) B kynTypa ot xpauka.

Marepunanu u Mmeroau: AHanusupaxme 214 xocnuTtanuszaluy nopaau ek3anepOoanuu npu
87 mnamuentn c¢ XObb. basupaiiku ce Ha mNIbpBOHAYalHAaTa KIMHWYHA IIPE3EHTALMs U
Kputepunte Ha Anthonisen 3a HyXAaTa OT aHTUOMOTUYHO JIEUYECHHE pa3JelIuXMe 000CTpsSHUsATA
Ha BeposATHO HeOakTepuanHu (Anthonisen tum III) u BeposiTHO GakTepuanuu (Anthonisen tun I
u Il npu HamMuue Ha THOWHU Xpaykh) U MHEBMOHUHU. OmnpenennuxMe U CpaBHUXME CPETHHUTE
croitHoctn Ha CRP mpu mocTenBaHe B OONHMIIA M CleN JIeYCHHE, KaKTO M 4YecToTaTa Ha
n3onupanute ot xpauka [11IM.

Pesyararu: CpliecTByBa CTaTUCTUYECKH JIOCTOBEpPHA pasiuka B cToHoctuTe Ha CRP
Mpely JIeYeHUE MEXIy: MallMeHTHTE C BEpPOATHO HeOaKkTepHallHa M BEPOSTHO OakTepuaiHa
exzamepOammst  (12.55 mg/LL cpemy 68.86 mg/L; p=0.001); namueHTHTe C BEPOSTHO
HeOakTepuanHa ek3anepbanus u mHeBMOHHS (12.55 mg/Lepemyl162.18 mg/L; p=0.001);
MAlMEeHTUTEe C TTHEBMOHUS M Te3u ¢ ek3anepOarus u rHoiHu xpauku (I-Bu u Il-pum Tum mo



Anthonisen) (162.18 mg/L cpemy 68.86 mg/L; p=0.001). Cnen neuenue croiinocture Ha CRP
cieaBar nogooHa quHamuka. Cpennara croitHocT Ha CRP npenu neyenue HapacTBa 3HaYUMO OT
[II-tu xbM I-Bu TD oGocTpsne cnopen kpurepuure Ha Anthonisen (p=0.001). [IporeHTsT Ha
[IATOTEHHUTE MUKpPOOPTraHW3MHM, M30JMpPaHM OT Xpauka € Hail-Bucok npu Anthonisen tum I
ex3auep6Oanus (31.9%) u e cxonen ¢ To3u npu nHeBMoHUs (30.8%), KaKTO U CUTHHU(PHUKAHTHO
mo-Bucok oT Anthonisen tum III o6octpsiusiTa (5.3%).

3akaouenue: CRP e wmapkep Ha Bb3NAJICHHE, KOHUTO MOXE Ja CIYXH Karo
JOMBIHUTENICH OPUEHTUD 32 HEOOXOJUMOCTTA OT aHTUOAKTEPHUATIHO JICUEHUE Ha eK3alepoanuu
Ha XOBbBb.

KumrouoBu nymu: XOBbb, exzanepoauus, CRP

V. Kostadinova, Y. Radkov, T. Stoeva, D. Miteva. COPD exacerbations and C-reactive protein.
Thoracic Medicine. December 2015, vol.VII, Issue 4, pp.34-43. ISSN 1313-9827

Introduction: Exacerbations are heterogeneous conditions following increased
inflammation in the airways.

Aim: To compare the values of CRP in patients with different types of COPD
exacerbations and its relationship to the incidence of proven potentially pathogenic
microorganisms (PPMs) in sputum.

Matherials and methods: We analyzed 214 hospitalizations due to exacerbations in 87
patients with COPD. Based on the initial clinical presentation and Anthonisen criteria for the
need of antibiotic treatment, exacerbations were defined as probably nonbacterial (without
presence of purulent sputum or Anthonisen type III), probably bacterial (types I and II in the
presence of purulent sputum) and pneumonias. The average CRP levels at the day of hospital
admission and after treatment were determined and compared. Also the frequency of PPMs was
assessed.

Results: There was a statistically signifcant difference in the CRP levels at admission
between patients with probably non-bacterial and probably bacterial exacerbation (12.55 mg/L
vs. 68.86 mg/L; p=0.001); between patients with probably non-bacterial exacerbation and
pneumonia (12.55 mg/L vs.162.18 mg/L; p=0.001); between patients with pneumonia and those
with an acute exacerbation and purulent sputum but without X-ray data for lung parenchyma
consolidation (Anthonisen type I and II) (162.18 mg/L vs. 68.86 mg/L; p=0.001). After
treatment CRP levels follow similar dynamics. The average CRP levels before treatment
increased significantly from the Anthonisen type III to type I exacerbation (p= 0.001). The
percentage of pathogenic microorganisms isolated from sputum was highest in Anthonisen type
I exacerbation (31.9%) and was similar to that of pneumonia (30.8%) and significantly higher
than Anthonisen type III exacerbations (5.3%).

Conclusion: CRP is an inflammatory marker which can serve as an additional marker to
the need for antibacterial treatment of COPD exacerbations.

Keywords: COPD, exacerbation, CRP



II. [IbaHOTEKCTOBY MYOJIMKALMU U3BbH 3abJKUTEJTHUTE 32 NIOKPUBaHe HA
MHUHHUMAJIHATE U3UCKBAHUSA 32 NPUI00MBAHE HA AKAJeMUYHA JJIbKHOCT
5»JOIEHT*

1. JJapuna MwurteBa, ﬁopuaﬂ PaakoB, Bansi KoctaauHoBa. AHTMOMOTHYHATA
Pe3MCTEHTHOCT — ry1o0ajieH mpoodsem npe3 21 Bek. MedPost.2018, opoii 28, cTp. 44-
47. ISSN 2367-6469

AHTHOMOTHYHATA PE3UCTEHTHOCT ce JAe(pUHMpa KaTO YCTOWYMBOCT Ha OaKTEpPUUTE KBM
M3IMOI3BaHUTE 3a JICUeHHEeTO UM anTuOnoTuiu. Omie B CBOATa ped nmpu BphuBaHe Ha HobenmoBara
Harpajzia OTKpUBarenaT Ha neHuiinHa A. OreMUHr mnpeaynpexjiaBa 3a HaTUYUETO Ha
OaKkTepuu, PE3UCTCHTHU HA MEHUIWINH. Pa3BUTHETO HA YCTOWYMBOCT C€ CBBP3Ba C T€HETHUYHU
MPOMEHU B YYBCTBUTEIHUTE OaKTEpUH, Pa3MpOCTpaHECHUE HA TE3M TC€HETHYHH MPOMEHH KbM
JIpyrd, OO TOraBa YyBCTBUTEIHHM OaKTepUU, M CENEKIMs Ha PE3UCTEHTHUTE IamoBe. JlHec
TOBOPHM BEYE 32 MYJITUJIICKAPCTBEHA PE3UCTEHTHOCT, EKCTEH3UBHA JIEKAPCTBEHA PE3UCTEHTHOCT
U JIOpH MaH-JeKapCcTBEHA Pe3UCTeHTHOCT. HpekuuTe ¢ pe3uCTeHTHH NPUYUHUTENN BOAAT 10
MO-BJIBT OOJIHUYEH MPECTOM, MO-BUCOKA I[eHa Ha JICUEHUETO U M0-BUCOKa CMBbPTHOCT. ETO 3a11o
€ BaXKHO J1a Ce II03HaBa YecToTaTa Ha PE3UCTEHTHM IIaMOBE B HalllaTa CTpaHa, KakToO U Jla ce
pa3no3HaBaT PUCKOBUTE (PAKTOPHU 3a pa3BUTHUE HA MHQEKIUS C PE3UCTCHTEH NMPUYHHHUTEI TPU
BCEKM KOHKpETEH mareHT. ToBa Ie MOANOMOTHE aJeKBaTHUsA U300p HAa aHTHOMOTUYHO
JICYCHUE, KOETO TIOHE B HAYAJOTO Hai-uyecTo € emmnupudHo. [IpoOieMbT aHTHOMOTHYHA
PE3UCTEHTHOCT Ce€ MpEeBpbIlNa B riIolaneH npodiem Ha 21-Bek, mopaau KOETo Ha cBosita 68-ma
CeeroBHa acambOnest mpe3 2015 roguna C30 o006sBu [nobaneH mnaH 3a JAelCTBHE Cpelry
aHTUMHUKpOOHaTa pe3ucTeHTHOCT [6]. Llenta Ha TO3M mMiaH € a OCUTYpU YCIEIIHO JICYeHHE U
MpeBeHIMs Ha WH(EKIHO3HUTE 3a00JsIBaHUS ¢ €PEeKTUBHU U OE30MACHU METUKAMEHTH, KOUTO
UMaT 100po KauecTBO, U3MOJ3aHU ca MO0 pa3yMEH HAYMH U ca JOCTHIIHM 32 BCUYKU HYKIAeIlu
ce. B mpoueca Ha orpaHnuyaBaHe Ha aHTUOMOTHYHATA PE3UCTEHTHOCT pOJII HUIpae LSJIOTO
00II1eCTBO — MAIMEHTH, JeKapH, (apMaleBTUUHAa UHIYCTPUS,, HKOHOMHUYECKH U TMOJTUTHYECKU

CTPYKTYpH.

Darina Miteva, Yordan Radkov, Vanya Kostadinova. Antibiotic resistance - a global problem in
the 21st century. MedPost.2018, Issue 28, pp. 44-47. ISSN 2367-6469

Antibiotic resistance is defined as resistance of bacteria to the antibiotics used for their
treatment. In his Nobel Prize speech, penicillin discoverer A. Fleming warned of penicillin-
resistant bacteria. The development of resistance is associated with genetic changes in
susceptible bacteria, spread of these genetic changes to other previously sensitive bacteria, and
selection of resistant strains. Today we are talking about multi-drug resistance, extensive drug
resistance and even pan-drug resistance. Infections with resistant agents lead to longer hospital
stay, higher treatment costs and higher mortality rates. Therefore, it is important to know the
incidence of resistant strains in our country, as well as to identify the risk factors for developing
an infection from resistant pathogens in each individual patient. This will contribute to the choice



of appropriate antibiotic treatment, which is often, at least initially, empirical. The antibiotic
resistance becomes a global problem of the 21st century, therefore the WHO, at its 68th World
Assembly in 2015, announced a Global Action Plan on Antimicrobial resistance [6]. The aim of
this plan is to ensure the successful treatment and prevention of infectious diseases with effective
and safe medicines of good quality, used in responsible way and accessible to all who need them.
In the process of limiting antibiotic resistance, the whole society should be involved - patients,
clinicians, the pharmaceutical industry, economic and political structures.

2. B.Kocraaunosa, M. Paaxos, T. Ctoesa, JI. MuTtesa. Muxkpogiopa Ha T10JHUTE
AUXATEJTHH MbTHINA NPU XPOHUYHA 00CTPYKTUBHA OestoapodHa 6oect (XOBB).
MedPost. 2018, 6poii 28, cTp. 40-43. ISSN 2367-6469

bakrepuute, n301MpaHu OT PECIUPATOPHUS TPAKT HA XOpa, MOTaT Jia ce pa3fAeiisiT B JIBE
Ipyny: TOTEHUUANTHO maToreHHM MukpoopranuzmMu (IIIIM) u He-mOTEeHIMAIHO NATOTeHHH
Mukpoopranu3mu (He-IIIIM). IlbpBuTe, Tpeau3BHKBAT AMXATENIHU HWHQPEKIUU, a BTOPHUTE
o0MYaifHO HE ca OTrOBOPHU 32 HMH(EKIMHM TpPU UMYHOKOMIETEHTHH XOpa, a ca d4acT OT
HOpMasTHaTa MHUKpoduiopa Ha OopodapHHKCa W TacTpO-WHTECTHHAIHUS TpakT. Hammumero Ha
MHUKPOOPIraHW3MH, KOUTO HSAMAT yBpexnaanl e(heKT BbpXY TOCTONPUEMHHKA U HE CTUMYJIHPAT
€CTECTBEHUTE MY 3alllUTHU MEXaHU3MH, ce€ Hapuya KojoHu3auus. Cratusta pasmiexaa
MUKpoduiopaTta Ha JOJHUTE AUXATENHU MbTUINA NpH nanueHTH ¢ XOBb B cTabmiHo chcTOAHME
U 1o BpeMe Ha ek3auepOauusa. IIpeacraBeHn ca KakToO akTyalHW JIaHHU OT MPOYYBAHHS B
CBETOBHATA JIUTEpaTypa, Taka U PE3ylATaTd OT COOCTBEHH KIMHWYHM TpoyuBanus. [I[IM ce
M30JIMpaT 3HAYMMO I10-4€CTO B Xpaukute Ha nanueHture ¢ XObb m  cembprcTBamm
OpOHXHEKTa3uM, KaTo TOBa € BaJIMJIHO KakTO B CTaOWJIHO CBHCTOSIHHE, Taka U IO BpeMe Ha
ex3anepoanus. [latoreHHM MUKpOOpraHu3Mu, u3oiaupanu npu namueHTute ¢ XObb B ctabmiHO
ChCTOSHUE JIONPUHACAT 32 MOAIbpPKAHE HA HUCKOCTENIEHHO Bh3MaJIeHUE B IUXATEHUTE MbTUIIA,
croco0CTBAaT 3a CTPYKTYpHATa UM yBpeJa, 3a (OpMUPAHETO Ha OpPOHXMEKTAa3UM, HaMaJliBaHE Ha
@®EOI n uHaynupaHeTo Ha exk3alepoanuu.

V. Kostadinova, Y. Radkov, T. Stoeva, D. Miteva. Microbial flora of the lower respiratory tract
in chronic obstructive pulmonary disease (COPD ). MedPost. 2018, Issue 28, pp. 40-43. ISSN
2367-6469

Bacteria isolated from the human respiratory tract can be divided into two groups:
potentially pathogenic microorganisms (PPM) and non-potentially pathogenic microorganisms
(non-PPM). The PPM cause respiratory infections, and the non-PPM are usually not responsible
for infections in immunocompetent individuals but are part of the normal microflora of the
oropharynx and gastrointestinal tract. The presence of microorganisms that do not have a
damaging effect on the host and do not stimulate its natural defense mechanisms is called
colonization. The article examines the microflora of the lower respiratory tract in patients with
COPD in stable condition and during exacerbations. Both current data from the world scientific
literature and results from own clinical trials are presented. PPMs are significantly more often



isolated in the sputum of patients with COPD and concomitant bronchiectasis, and this is
observed both in stable state and during exacerbation. Pathogenic microorganisms isolated in
stable COPD patients contribute to maintaining low-grade inflammation in the respiratory tract,
leading to their structural damage, to formation of bronchiectasis, decrease of FEV1 and
induction of exacerbations.

3. Bans Kocraaunosa, [lapuna MureBa, ﬁopuan Paakos. /Ibiarorpaiino JieueHue ¢
makpouauau. MedPost. SInyapu, ¢peBpyapu 2017r. Bpoii 21, cTp. 40-43. ISSN 2367-
6469

Maxkponuaure ca OakTEpUOCTATUYHU AHTHOMOTHUIIM, KOUTO MOTHCKAT MPOTEUHOBATA
CHUHTE3a Ha MHUKpPOOpPraHuW3MHTE dYpe3 cBbp3BaHe ¢ S50S pubo3omuara cybenununa. Te
MIPUTEKABAT MIUPOK AaHTUMHUKPOOEH CrieKThp cpemy ['pam-nonoxxurensu, [ paM-oTpunatenu u
BBTPEKJIIETPYHU  MHUKpoopraHusmu, a clarithromycin u azithromycin — u  BBbpXy
HETyOepKyno3HUTe MuKoOakTepun. OOWYAHO MAaKpOJUIAUTE CE€ TpWiarar B KpaTKH
aHTHOaKTepuaHU JieueOHU KypcoBe. Bce moBede ce m3cienBa M ABITOTpaiiHaTa UM yroTpeda
(ot 6 Mecela 10 HAKOJKO FOJUHU) MPH MAIlUEHTHU C XpOHUYHU OenoapoOHu 3abonsBanud. Haii-
rojsM e onuThT ¢ azithromycin. [Ipu ABATOTPAHOTO MAaKPOJIHMIHO JEUEHUE Ce M3MOJ3yBa HE
caMO aHTUOAKTEepPHATHOTO, HO M TMPOTUBOBB3NAIUTEIHOTO M HUMYHOMOIYJIATOPHOTO UM
neiicreue. Peauna npoyuBanus u3cieABaT IbJITOTpaiiHaTa MaKpOJIMAHA Tepanus Mpu KUCTHUYHA
¢ubpo3a, He-K® Oponxmekrazun, XObb. Ilpm manmentn ¢ XOBB ce ycraHoBsBa, dHe
MaKpOJIHMIUTE 3HAYMMO peAyIpaT YecToTaTa Ha eK3alepoannunTe, yBelInyaBar Opos Ha O0IHUTE
06e3 obocTpsiHUS, HamaisBaT cnaja Ha OenojpoOHara (yHKIUS, MOBUIIABaT YecToTaTa Ha
epaauKanys Ha TIOTCHIMAIIHO IIATOTEHHUTE MHUKPOOPTaHM3MU B JIMXATEIHUTE IBTUIIA.
CrpaHn4HuTe €PEeKTH OT MPOIBIDKUTENHOTO JIEYEHHE Ca PEelKM U CaMO B €IMHHYHH CIy4yau
HaJlarat cnupaHe Ha MequkameHTuTe. Heo6xoanma e MHAMBUIyalHa OLIEHKA Ha ChOTHOLIEHUETO
M10J133/PUCK 32 BCEKH MALUEHT.

Vanya Kostadinova, Darina Miteva, Yordan Radkov. Long-term treatment with macrolides.
MedPost. January, February 2017 Issue 21, pp. 40-43. ISSN 2367-6469

Macrolides are bacteriostatic antibiotics that inhibit the protein synthesis of
microorganisms by binding to the 50S ribosomal subunit. They have a broad antimicrobial
spectrum against Gram-positive, Gram-negative and intracellular microorganisms, and
clarithromycin and azithromycin also on non-tuberculous mycobacteria. The macrolides are
usually administered in short antibacterial treatment courses. The long-term application (from 6
months to several years) in patients with chronic pulmonary disease is also being investigated.
There is biggest experience with azithromycin. The benefits of the long-term macrolide
treatment include not only their antibacterial but also anti-inflammatory and immunomodulatory
effects. A number of studies have investigated long-term macrolide therapy in cystic fibrosis,



non-CF bronchiectasis, COPD. In COPD patients the macrolides reduce significantly the
exacerbations rate, increase the number of patients without exacerbations, delay the decline of
pulmonary function, and increase the incidence of eradication of potentially pathogenic
microorganisms in the airways. The adverse effects of the long-term treatment are seldom and
only on rare occasions lead to discontinuation of the treatment. An individual benefit/risk
assessment is needed for each patient.

4. Jlapuna Muresa, Bans Kocragunosa, Hopaan Paakos. CpaBHHTeJeH aHAJIH3
MEKIY OCHOBHHMTE CKAaJIM 32 TeKeCT Ha IHEBMOHHS, NPHI00MTAa B 00LIECTBOTO
(ITITO). MedPost. Siuyapu, ¢pespyapu 2017r. bpoii 21, c1p.36-39. ISSN 2367-6469

BobBenenne: PaznuyHu cKalu ce U3MNOJI3BAaT 3a OLICHKA HAa TEKECTTa M PUCKA OT
cmbpTHOCT I1pu [IT1O. Beska oT TX MMa CBOM IIPEIUMCTBA U OTPaHUYCHMS.

Hea: Jla ce cpaBHM NpeJUKTHUBHATA CTOMHOCT Ha OCHOBHUTE CKaju 3a TexecT Ha [II10
10 OTHOILIEHHE Ha BbTPEOOIHIUYHA CMBPTHOCT.

Martepuan wu Mmeroau: PerpocnexktuBHO ca wu3cinenBanu 1292 manueHtw,
xocnuranmsupanu ¢ [1I110 B knmuauka no [TaeBmornorus n ¢grusznatpus Ha MBAJI“CB. Mapuna“
3a nepuoga 2012-2015 roauna. Texxectra Ha [1I10 e ouenena no PSI, CURB-65, kputepuute Ha
IDSA/ATS. Ouenka Ha npuapykaBauute 3a0oisBanus € HanpaseHa 1o Charlson Comorbidity
Index (CCI).

Pe3yararu: M3cneaBanure nauueHTu ca Ha cpeaHa Bb3pacT 59,94r.£17,03 roa., 57,2%
Mbxe. Bprpebonmanunara cmbpTHOCT € 11,50 %. Ilpu msrpaxmane Ha ROC-kpuBH Kato Hai-
100pu NPEAUKTOPU 3a BBTpeOOoIHUYHA cMbpTHOCT ce u3sBsBar PSI u IDSA/ATS kputepuure,
caeaBann oT CURB-65 u CCI. AUC 3a Bcaka ot ckanute € ¢choTBeTHO 0,859; 0,852; 0,849 n
0,769.

3akiarouenue: Pasrnenanure ckaaum ca  J00OpHM  NPEIUKTOPU Ha BBTPEOOTHHUYHA
CMBPTHOCT, KaToO Hail-BHCOKa NpeaukThBHA cToMHOCT moka3BaT PSI u IDSA/ATS kpurepuure.
Bwnpeku no-mankus Opoit M3MOI3BaHM MOKa3aTenu, npeaukTuBHara croifHocT Ha CURB-65 ce
n00nmKaBa 10 Ta3M Ha Jpyrute JBe ckanu. OLeHKaTa Ha NpUApYyXKaBaluTe 3a00JsIBaHUs Ype3
CCI cb1110 € HafekKACH IPEIUKTOP 3a CMBPTHOCT OT 3a00JIIBaHETO.

Darina Miteva, Vanya Kostadinova, Yordan Radkov. Comparative analysis of the major severity
assessment scales of community-acquired pneumonia (CAP). MedPost. January, February 2017
Issue 21, pp.36-39. ISSN 2367-6469

Introduction: Different scales are used to assess the severity and mortality risk of CAP.
Each of them has its advantages and limitations.

Objective: To compare the predictive value for in-hospital mortality of the major severity
scales in CAP.



Material and Methods: 1292 patients hospitalized with CAP at the Clinic of
Pneumology and Phthisiatrics in UMAL “St. Marina" for the period 2012-2015 were
retrospectively studied. The severity of CAP was assessed according to PSI, CURB-65,
IDSA/ATS criteria. Concomitant diseases were evaluated by Charlson Comorbidity Index (CCI).

Results: The patients were on mean age of 59.94 + 17.03 years, 57.2% male. In-hospital
mortality was 11.50%. When building ROC curves, the PSI and IDSA/ATS criteria, followed by
CURB-65 and CCI, were the best predictors of in-hospital mortality. The AUC for each of the
scales was 0.859; 0.852; 0.849 and 0.769 respectively.

Conclusion: The examined scales are good predictors for in-hospital mortality, with PSI
and IDSA/ATS criteria showing the highest predictive value. Despite the smaller number of the
included indicators, the predictive value of CURB-65 is close to that of the other two scales. The
assessment of concomitant diseases by the CClI is also a reliable predictor of disease mortality.

5. A. Hones, C. HenkoBa, /I. Ilumutpos, B. lumurpona, /. MurteBa, K. KucnoBa.
HammsaTt necerroguiieH ONUT B AUATHOCTHKATA M JieYeHHETO HAa 0e101poOHUsI
TpoMOoemoOoau3amM. Cobpue-0si1 apod 2006r, rommna 12, 6p. Ne3,cTp.48-54. ISSN
1310-6341

[IpencraBeHu ca OCHOBHUTE AMATHOCTUYHHU METOAHU U TPANIEBTUYHU CXEMH, U30JI3YBaHU
npe3 TOCIECIHUTE TOJAUHM TpH OoJIHUTE C OenoapodeH TpomMOOeMOONIH3bM, KOWTO ca
xocnutanusupain Bue Btopa knunuka no mynamonorus ¢ MPO mpu MBAJI“Cs.Mapuna‘-
Bapna. /IluarHocTHYHHTE MMOCTUKEHUS Ca CBBP3aHU C NMPHIIOKEHUETO KAKTO Ha TPaJULIMOHHUTE
na0opaTOpHU, KIMHUYHM M amapaTHU METO/AM, Taka M Ha nepdy3HMoHHAaTa CUMHTUrpadus u
nyaMoHanHaTa aHruorpagus. CeBpemeHHaTa (uOpunonuza c rtPA Alteplase u Reteplase
IpuTexaBa BUCOKa epekTHBHOCT. KarerbpHara ¢parmeHTanuss u eMOOJEKTOMHUSI Ca €IHU OT
Hall-HaJeK THUTE METO/IH 3a JIeUeHHE Ha MAaCUBHUS 0e01poOeH TPOMOOEeMOOIN3BM.

KntouoBn nymu: OenmonpoOeH TpomOoemMOONM3bM, JUarHos3a, JedeHue, Mneppy3uoHHa
cuuHTUTpadus, mMyaMOoHaIHA aHTuorpadus, GpudpuHoIN3a

A. Tsonev, S. Nenkova, D. Dimitrov, V. Dimitrova, D. Miteva, and K. Kisyova. Our 10-Year

Experience with the Diagnosis and Treatment of Pulmonary Embolism. Heart-Lung 2006, Vol.
12, Issue 3, pp.48-54. ISSN 1310-6341

The main diagnostic methods and therapeutic schedules recently used in the patients with
pulmonary thromboembolism who are hospitalized in the Second Pulmonology Clinic of
Pulmology with Intensive Respiratoty Care Unit at St. Marina University Hospital of Varna are
presented. The diagnostic achievements relate with the application not only of conventional
laboratory, clinical and apparatus methods but also of the perfusion scintigraphy and pulmonary
angiography. Contemporary fibrinolysis with rtPA Alteplase and Reteplase possesses a high
effectiveness. Both catheter fragmentation and embolectomy are some of the most reliable
methods for treatment of the massive pulmonary thromboembolism.



Keywords: pulmonary embolism, diagnosis, treatment, perfusion scintigraphy, pulmonary
angiography, fibrinolysis

III. Pe3omera ny0JMKYBaHU B MEKIYHAPOJAHHU CIIUCAHUSA ¢ UMNAKT (pakTop

1. Vanya Kostadinova, Yordan Radkov, Temenuga Stoeva, Darina Miteva.
Relationship of HRCT-diagnosed emphysema and clinical features in COPD.
European Respiratory Journal 2018,Vol. 52, suppl. 62: PA4081; DOI:
10.1183/13993003.congress-2018.PA4081.
http://erj.ersjournals.com/content/52/suppl_62/PA4081 (III-1)

Aim: To evaluate emphysema prevalence on HRCT in a COPD cohort and its relation to
some clinical and laboratory parameters.

Methods: This was an observational study of 131 patients with moderate to very severe
COPD divided into two groups according to HRCT presence or not of emphysema. The groups
were compared by clinical and laboratory parameters.

Results: CT data of emphysema had 42,7% (n=56) of the patients, 92,9% (n=52) were
men. Emphysema was centrilobular in 24,4% (n=32) and panlobular in 18,3% (n=24) of the
cases. Patients with emphysema had more severe airway obstruction than those without (FEV1 —
44,4% vs. 51,1%; p=0,024). Exacerbation and hospitalization frequencies at the time of
enrolment were similar in both of the tested groups — 1,95 vs. 1,95 and 1,50 vs. 1,43 events per
year respectively. Emphysema did not affect the time to first exacerbation (247,1 vs. 248,9 days;
p=0,968), but had a tendency to shorten the time to first severe flare-up, requiring hospitalization
(225,6 vs. 325,0 days; p=0,071). Patients with emphysema, in comparison to those without, had
more symptoms (CAT 25,5 vs. 21,4 points; p=0,015), more severe dyspnea (mMRC score 2,40
vs. 1,82; p=0,002), worse quality of life (SGRQ 66,63 vs. 51,42 points; p=0,001) and worse
physical capacity (6MWTD 304,1 vs. 377,5 m; p=0,049). Systemic inflammation was slightly
lower in emphysematous patients (CRP 7,88 vs. 8,45 mg/L; p=0,731). Emphysema did not
influence sputum microbiology in stable state.

Conclusion: Almost half of the tested cohort has CT-diagnosed emphysema.
Emphysema was associated with more severe airway obstruction, more prominent symptoms,
worse quality of life and physical capacity.

Bans Kocragunosa, ﬁopnaH PankoB, Temenyra CroeBa, J[lapuna Muresa.
B3aumoBpb3ka Ha em@uzeMa, AMATHOCTULHMPAH Ype3 BHUCOKOpAa3JeIUTeNHa KOMITIOThPHA
toMorpadus u knuHuuHuTe Xapakrepuctuku npu XOBb. ERJ 2018, tom 52, mpunox. 62: 11
4081.

Hea: Jla ce omeHW pa3npocTpaHEHHETO Ha eMpu3eMa, [IMAroCTUIMpaH 4pe3
BHCOKOpa3aenuTenHa kommorbpHa ToMorpadus (BPKT) B xoxopra ot mamuentu ¢ XOBb u
Bpb3KaTa My C HSKOU KJIMHUYHU U TaOOpaTOPHU NapaMeTpH.


http://erj.ersjournals.com/content/52/suppl_62/PA4081

Metoau: IIpoBeze ce odcepBaninoHHO TTpoy4BaHe Ha 131 manueHTa ¢ ymepeHa 10 MHOTO
texka Gopma Ha XOBb, pasznenenu B Be Tpynu CHOpe] HAIUYUETO WM OTCHCTBHETO Ha Ha
empuzem mnpu mpoBeaeHatra BPKT. I'pymute ca cpaBHeHHM 1O KIMHUYHU W JaOOpaTOpHU
IIOKAa3aTeNH.

PesyaraTru: KT nannu 3a empuzem umar 42,7% (n = 56) ot mauuenrturte, 92,9% (n = 52)
ca Mbxe. EMpuzemsbT e nentpunodynaper B 24,4% (n = 32) u nannodynapex B 18,3% (n = 24)
oT ciaydaute. [lanuenTure ¢ eMpuzeM UMaT MO-TEKKO M3pa3zeHa OOCTPYKIMSA HA TUXATCIHUTE
mbTHILIA B cpaBHeHHE ¢ Te3u 0e3 empuzem (PEO1 - 44,4% cpemy 51,1%; p=0,024). YUecroTaTa
Ha eK3alepOanuy U XOCIUTAIN3alud KbM MOMEHTA Ha BKJIIOYBAHE B IIPOYUYBAHETO Ca CXOAHHU B
JIBETE€ TECTBAHMU T'pymnu - choTBeTHO 1,95 cpemy 1,95 u 1,50 cpemy 1,43 cbOUTHS TOAMIIHO.
EmduzembT HE moBausBa BpeMeTo 10 mbpBara ek3anepoOarus (247,1 cpenty 248,9 num; p = 0,
968), HO TMOKa3Ba TEHIEHIMA 3a CKBHCSBAHE HA BPEMETO JO ITbpBaTa TEXKKa eK3alepOarvs,
M3HCKBama xocnuranusanus (225,6 cpemry 325,0 gam; p = 0,071). [Manmentute ¢ emduseMm, B
cpaBHeHHE ¢ Te3u 0e3, nMaT no-uspazenu cumnromu (CAT 25,5 cpemy 21,4 Touku; p = 0,015),
no-texka gucnHess (mMRC ckop 2,40 cpemy 1,82; p=0,002), mo-iomo KayecTBO Ha KUBOT
(SGRQ 66,63 cpenry 51,42 touku; p = 0,001) u mo-nom pusuvecku kanamuter (MWTD 304,1
cpeuty 377,5 m; p = 0,049). CucteMHOTO Bb3MalIEHUE € MAJIKO MO-HUCKO IpHU eM(dU3eMaTo3HU
naiueHtd  (CRP 7,88  cpemy 8,45 mg/L; p=0,731). Emduszembt He nOBIUABA
MUKpPOOHOJIOrMYHUS PE3yJITaT Ha XPAUKUTE B CTAOUITHO CHCTOSIHUE.

3akarouenue: [louru mnojoBHHATa OT TECTBaHaTa KOXOpPTa € C JMAarHOCTULIMpaH
empuzeMm, ycranoBeH upe3 BPKT. Emduzembr € cBBp3aH ¢ MO-TeKKa OOCTPYKIUS Ha
JTUXATETHATE THTUIIA, MO-U3PA3CHH CUMITOMH, IO-JIONIO KA4eCTBO HA KMBOT M (DU3MUECKH
Karamurer.

2. Vanya Kostadinova, Yordan Radkov, Temenuga Stoeva, Darina Miteva. Six
months azithromycin treatment in COPD patients with high risk of further
exacerbations. European Respiratory Journal 2017 Vol. 50, (Suppl. 61): PA
3244; DOI: 10.1183/1393003.congress-2017.PA 3244
http://erj.ersjournals.com/content/50/suppl_61/PA3244 (1I1-2)

Introduction: Macrolides are used to reduce COPD exacerbations and the loss of lung
volume via reduction of local bronchial inflammation.

Aim: To access the efficacy of azithromycin in patients with COPD and frequent
exacerbations (>2/year) and to examine changes in pathogenic microorganisms in sputum and
throat swab samples.

Methods: Treatment with azithromycin 500 mg three times weekly to standard COPD
therapy (n=30) were compared to standard therapy only (n=30). The patients were assessed by
demographics, pulmonary function, symptoms, physical capacity, systemic inflammation,
microbiology of sputum and throat swab.

Results: Analyzed patients had severe airway obstruction (mean FEV1 — 44%), 50%
were men, mean age-63,5 years. Macrolide treatment in comparison to standard therapy led to


http://erj.ersjournals.com/content/50/suppl_61/PA3244

higher reduction of exacerbation frequency (-1,37 vs. -0,87 events per patient/year) but not of
hospitalization frequency (-0,57 vs. -0,53 events per patient/year). Time to first moderate or
severe exacerbation was longer in azithromycin group (233 days) than in control group (125
days) (p=0,011). Bronchiectasis did not influence the effect of tested macrolide. They were
found in 30% of azithromycin group and 43,3% of control group. Changes in lung function,
symptoms, CRP levels, quality of life and physical capacity were not dependent on treatment.
Macrolide therapy did not reduce the number of patients with PPMs in sputum and did not lead
to increased emergence of new pathogens.

Conclusion: Azithromycin reduced the frequency of exacerbations and delayed the time
to first exacerbation without significant effect on lung function, symptoms, quality of life,
physical capacity and sputum and throat swab microbiology.

Bansa Kocragunosa, ﬂopnaH PankoB, Temenyra CroeBa, lapuna MuteBa. lllectmeceuno
JedeHue ¢ a3uTpoMuIvH npu manueHTH ¢ XOBb u Bucok puck ot O0baemnu ek3anepoaruu. ERJ
2017, rom. 50, (ITpunosxk. 61): IT 3244,

BbBenenune: MakposnauTe ce M3MOI3BaT 3a peAyLMpaHe YecToTaTa Ha eK3alepoauunTe
Ha XOBb u 3arybara ma OemoapoOHa (QyHKIHS 4pe3 HaMasiBAaHE Ha JIOKATHOTO OpPOHXHAITHO
BB3MAJICHUE.

Hea: Jla ce onenn edukacHOCTTa Ha a3UTPOMUIIMH npu mamueHTH ¢ XOBb u uectn
eKk3alepbanuu (>2/roauHa) U Jja ce U3Cie/BaT MIPOMEHUTE B NMaTOTCHHUTE MUKPOOPTraHU3MHU B
M30JIaTH OT Xpadka U I'bpJICH CEKpeT.

Metomu: Jleuenuero ¢ asutrpomuimH 500 mg Tpu HbTH CEAMUYHO J00ABEHO KbM
crannaptHa tepanus Ha XOBb (n = 30) e cpaBHeHO cbc craHgaptHara Tepamnusg (n = 30).
[TaruenTuTEe Ca OLIEHEHUM MO JeMOrpadCKu IoKazaTeiau, OenolpodHa (YHKIUS, CUMITOMH,
(¢u3MyYecKn KaraluuTeT, HaJU4ue Ha CHCTEMHO Bb3NAJIEHHWE, MUKPOOHOJIOTHYEH pe3yaTaTr OT
XpayKa U I'bPJIEH CEKpET.

Pesysararn: AHanu3upaHuTe NAlMEHTH HMAaT TeXKa OOCTPYKLUS Ha JUXaTEIHUTE
nbpruia (cpeneH @EOIL - 44%), 50% ca mbxke, cpeaHa Bb3pacT - 63,5 rogunu. JleueHnuero c
MakpoJIMIUd B CpPaBHEHHME CBhC CTaHJApTHATa Tepamnus BOJIM 1O IMO-TOJIIMO HaMmajsiBaHe Ha
yecroTaTa Ha ek3auepbanuu (-1,37 cpemy -0,87 cbOUTHA Ha MalMEHT / TOJMHA), HO HE U Ha
gyecroTa Ha xocnuranuzauuu (-0,57 cnpsamo -0,53 cpbutus Ha manMeHT / roguHa). Bpemero 1o
IbpBaTa yMepeHa WM TeXKa eK3alepoalus € mo-abiro B rpymnara ¢ a3uTpoMuniud (233 qHu) B
cpaBHEeHUE ¢ KoHTposHaTa rpymna (125 aum) (p = 0,011). Hanuuuero Ha OpOHXHMEKTa3uu He
MOBIUsABAa eeKTa Ha U3CIIeNBaHUs Makpoiua. TakuBa ca yctaHoBeHU mipu 30% oT rpymara Ha
azutpoMuiiuH U 43,3% ot koHTponmHaTa rpymna. Ilpomenutre B OenogpobHara (yHKIUS,
cumnromure, HuBata Ha CRP, kauecTBOTO Ha *KMBOT U (pU3MYECKaTa CIOCOOHOCT HE 3aBUCAT OT
JeyeHnero. MakponuaHaTa Tepanus He HamaisBa Opos Ha MalUMEHTHTE C MOTEHIMAIHO
MAaTOreHHU MUKPOOPTaHU3MM B XPauKUTE U HE BOAM JI0 TOSBA HA HOBU MATOT€HHU.

3akioueHne: A3UTPOMHMLMHBT HaMmajsBa YECTOTaTa Ha ek3alepOauuuTte U 3a0aBs
BpPEMETO JI0 MbpBaTa ek3auepOanus, 0e3 Aa uma 3HauuM edekT BbpXy OenoapoOHaTa QyHKIMS,



CUMITOMHUTE, KaYeCTBOTO Ha >KUBOT, (PM3UYECKHUS KAIallUTET U MUKPOOUOIOTUYHUS PE3YITaT OT
XpayKa U I'bpJIeH CEKpET.

3. Darina Miteva, Yordan Radkov, Lilyia Ivanova, Trifon Chervenkov, Vanyia
Kostadinova. Role of procalcitonin in predicting severity and in-hospital
mortality in patients with community-acquired pneumonia. European
Respiratory Journal 2016; vol. 48 (Suppl 60), PA 2589. DOI:
10.1183/13993003.congress-2016.PA2589. (II1-3)

Introduction: Different biomarkers are used to determine the severity and prognosis of

community-acquired pneumonia (CAP)
Aim: To evaluate the role of procalcitonin (PCT) in predicting the severity and risk of
in-hospital mortality in patients with CAP.

Materials and Methods: 160 patients hospitalized with CAP in UMHAT"St. Marina"-
Varna in 2014-2015 were prospectively studied. PCT, C-reactive protein (CRP) and WBC count
on admission were measured. PSI and CURB-65 were calculated. PCT was measured by ELISA
method.

Results: Patients were on mean age 55,5+18,3 years; 65,6% - male. The in- hospital
mortality was 6,3%. The mean PCT was 1,16 £1,43ng/ml. It was significantly higher in non-
survivors compared to survivors (3,03+2,37ng/ml vs. 1,04+1,26ng/ml, p<0,001). PCT was also
significantly higher in ICU patients (1,93+2,03ng/ml vs. 0,93+1,09ng/ml, p<0,001) and in
patients with complications (1,39+1,65ng/ml vs.0,77+£0,8ng/ml, p<0,01). PCT had a weak
correlation with CRP (r=0,25, p<0,01), and did not correlate with the WBC. PCT correlated
moderately with PST and CURB-65 (r=0,45, r=0,43 resp.,p<0,001). In contrast, CRP and WBC's
showed no significant differences between non-survivors and survivors (214,3+76,6mg/L
vs.166,3+118,3mg/L; resp. 10,45+6,95x 10°/L vs. 11,4715,58x109/L, p>0,05). CRP and WBC
did not correlate with both severity scales. In univariate regressive analysis PSI was the strongest
predictor of in-hospital mortality, followed by CURB-65 and PCT (B = 0,5; 0,37; 0,34 resp.,
p<0,001)

Conclusion: The correlation of PCT with PSI and CURB-65 is moderate. Its predictive
value for in-hospital mortality is lower than this of PSI and similar to CURB-65.
Key words: Community-acquired pneumonia, procalcitonin, severity and prognosis

Jlapuna MuteBa, Mopnan Pankxo, Junms Weanosa, Tpudon UYepsenxop, Baus
KocragunoBa. Ponst Ha mNpokaluMTOHMH MNpU NPOrHO3MpPAHE Ha TEXECTTa M OOJHUYHATA
CMBPTHOCT IIPU MAUMEHTH ¢ MHEBMOHHU, Tpugoduta ot odmuoctTa. ERJ 2016; Tom 48 (IIpu.
60), IT 2589.

BobBenenue: PasznuuHu OMOMapkepu ce H3MOJ3BAT 3a ONpPENENsHE Ha TEKeCTTa U
IIPOTrHO3aTa Ha ITHEBMOHMS npunooura B obuiectBoTo(I1T10)
Hen: [a ce ouenu ponsta Ha npokanuuToHuH (PCT) 3a mporHo3upaHe Ha TexecTTa u
pucka oT O0NHUYHA CMBPTHOCT pu MALUEHTH C [1I10.



Marepuanu u Mmeroau: [IpocniekTuBHO ca nmpoyueHnu 160 marueHTH, XOCIUTATM3UPaAHT
¢ IO B YMBAIJI ,,Cs. Mapuna“ -Bapua npe3 2014-2015 r. Ilpu xocnuranuzanusita ce
mmepuxa PCT, C-peaktuBen npotend (CRP) m neBkoumtHmst Opoii. Ompenenuxa ce PSI u
CURB-65. PCT oe U3MEpeH gpe3 ELISA METO/I.

Pesyararu: Ilanmenture ca Ha cpeana Bb3pact 55,5 £ 18,3 roaunu; 65,6% - mbxe.
Bonnnunara cmbptHOCT € 6,3%. Cpemnara croiinoct Ha PCT e 1,16 £ 1,43ng/ml. Toit e
3HAQYMMO TO-BHCOK IMPUIOYUHAIUTE B cpaBHEeHHE c ouenenute nauuentu (3,03 + 2,37ng/ml
cpemy 1,04 = 1,26ng / ml, p <0,001). PCT e 3Ha4uMO 1MO-BHUCOK CBHIIO MIPH MAIMECHTH, JEKYBaHU
B uHTEeH3uBHO oTaenenue (1,93+2,03ng/ml cpemy 0,93+ 1,09ng/ml, p <0,001) 1 npu narueHT ¢
yenoxHeHus (1,39+1,65ng/ml cripsimo 0,77+0,8ng/ml, p <0,01). PCT moka3zBa ciaba kopenamust
¢ CRP (r=0,25, p <0,01) u He xopenupa ¢ neBkouutHHs Opoii. PCT kopenupa ymepeno ¢ PSI u
CURB-65 (r = 0,45, r = 0,43 cvorBeTHO, p <0,001). 3a paznuka ot ToBa, CRP u neBkouutute HE
MOKa3BaT CUTHU(PUKAHTHU Pa3IUKA MEXIy modwHamu u ouenemu (214,3£76,6 mg/L cpemry
166,3 £ 118,3 mg/L; pecn. 10,45+6,95x109 / L cpemy 11,47 £ 5,58x109 / L, p> 0,05). CRP u
JIEBKOIIUTUTE HE KOPEIUpaT C IBETE CKalu Ha TexecT. [Ipu yHHUBapHaHTEH pEerpecuBeH aHaIu3
PSI e naii-cunen npeaukTop 3a 60IHHYHA CMBPTHOCT, ocaensan or CURB-65 u PCT (f = 0,5;
0,37; 0,34 pecr., P <0,001)

3akimouenue: Kopenanuara va PCT ¢ PSI u CURB-65 e ymepena. IlporHosnarta my
CTOMHOCT 3a OOJIHMYHATa CMBPTHOCT € MOo-HHMCKa OT Ta3u Ha PSI m momo6na ma CURB-65.
KuarouoBu nymm: I1110, npokalliuTOHUH, TEXKECT U IPOTHO3a

4. Vanya Kostadinova, Yordan Radkov, Temenuga Stoeva, Darina Miteva.
Impact of bronchiectasis on the course of COPD. European Respiratory
Journal 2016; vol. 48 (Suppl 60), PA 1547. DOI: 10.1183/13993003.congress-
2016.PA1547. (I11-4)

Introduction: Bronchiectasis—COPD overlap syndrome (BCOS) was recently defined
and need further investigations.

Aim: To assess how bronchiectasis influence the course of COPD.

Methods: HRCT were performed in 119 COPD patients followed up for one year (men-
79,8% (95), mean FEV1-47,5%). Patients were divided into two groups according to presence or
not of bronchiectasis. The groups were compared by demographic parameters, pulmonary
function, symptoms, physical activity, systemic inflammation, microbiological examination of
sputum.

Results: 37,3% of analyzed subjects had bronchiectasis, mean radiological Reiff Score—
4,49, mean BSI-9,95.They had longer duration of COPD (8 vs.5 years; p=0,001), worse
pulmonary function (FEV1-41,9% vs. 50,3%; p=0,017) but smaller FEV1 decline (42 vs. 109
ml/year), smaller smoking burden (33,2vs.47,1 pack-years; p=0,004) than patients without
bronchiectasis. Potentially pathogenic microorganisms (PPMs) in sputum samples were detected
in 12 of 19 (66,7%) stable patients with bronchiectasis and in 2 of 32 (6,3%) stable patients



without bronchiectasis (3°=18,021;p<0,001). Bronchiectatic subjects experience more
exacerbations (2,30 vs.1,86) and hospitalizations (1,53 vs. 1,43) and the percentage of PPMs in
the sputum samples of these patients was higher (31,9%) than in patients without bronchiectasis
(12,8%) (p<0,001).In addition, bronchiectasis leads to more symptoms (CAT-26 vs. 22), worse
quality of life (SGRQ-64,66 vs. 54,44) and higher systemic inflammation (CRP—-8,95 vs.
7,03mg/L) but the differences were not statistically significant. Physical capacity was similar in
both groups (6MWTD-356vs.360m).

Conclusion: Bronchiectasis are associated with longer duration of COPD, worse lung
function, smaller smoking burden, increased rate of airways bacterial presence in stable state.

Bansa Kocragmuosa, ﬂopnaH Pankos, Temenyra CroeBa, lapuna MurteBa. Biusinue Ha
Oponxuekrazunre BrpXy xoaa Ha XObb. ERJ 2016; Tom 48 (ITpuin. 60), IT 1547.

BbBenenue: CunapoMbT Ha npunokpuBane Ha OponxuekTtazuu u XOBb (BCOS) e
nedpuHUpaH HACKOpO u ce HYXJae oT JOMBIHUTEITHU U3CJIeIBAHUS.

Hen: Jla ce omenu BiusHHETO Ha OpoHxuekTazuuTe BbpPXYy xoxa Ha XOBb.

Meroau: HRCT e wm3Bbpmien npu 119 mnamumentn ¢ XObb, mnpocneasBanu B
MpOIbIDKEHNE Ha enHa roauHa (Mbxke-79,8% (95), cpenen @EO1 - 47,5%). [lauuentute ca
pas3zeneHy B B TPYIH CIIOPE] HATMYUETO MM HEe HAa OpOHXHMEKTa3uu. [ pynuTe ca CpaBHEHH 110
nemorpadcku mapameTpu, 6enoapodHa QyHKIHS, CAUMITOMH, (U3HYECKA aKTUBHOCT, CHCTEMHO
BB3IIAJIICHUE, MHUKPOOHOIOTUIHO u3cie/iBaHe Ha Xpayka.

Pesyaratu: 37,3% oOT aHanu3upaHUTe JHUIA Ca HMaJIM OpPOHXUEKTa3UH, CPEICH
pentreHosornueH ckop Ha Reiff — 4,49, cpeana croitHoct Ha BSI — 9,95. Te ca ¢ no-romnsima
npoabmkutenHoctT Ha XObb (8 cpeury.5 ronunu; p = 0,001), no-noma 6enoapodHa GyHKIMS
(DEOI1- 41,9% copsmo 50,3%; p = 0,017), Ho mo-mansk crnag Ha PEO1 (42 cpemry.109 ml /
roauHa), Mo-Manbk mymadeckun ctax (33,2 cpemy 47,1 makero/romunu; p = 0,004) ot
nanueHTuTe 6e3 Oponxuekrasuu. [loTennuanyno narorenHn Mukpoopranuzmu (PPM) B mpoOu ot
Xpayku ca oTKpuTH npu 12 ot 19 (66,7%) ctabunHu nauueHTH ¢ OpOHXUEKTa3uHu U pu 2 oT 32
(6,3%) crabwinu mamueHTH 6e3 Oponxuektazuu (}2 = 18,021; p <0,001 ). [Nanuenture c
NpUApYXaBalll OpOHXMEKTAa3UH MpeXuBsBaT mnoBede oboctpsHUs (2,30 cpemry 1,86) u
xocnuranuzanuu (1,53 cpemy 1,43), a mpouentsT Ha PPMs B mpoGurte OT Xpauku HpU Te3U
nanueHT € mo-Bucok (31,9%), oTkonkoro mpu manueHTH 6e3 Oponxuekrazuu (12,8%) (p
<0,001). OcBeH ToBa OpoHXHMEKTa3uUTE BOIAT 10 moBede cumnToMu (CAT-26 cpemty 22), mo-
jouio kaudectBo Ha XUBOT (SGRQ-64,66 cpemty 54,44) u 10-BHCOKO CHCTEMHO BBb3INajeHUE
(CRP — 8,95 cpemy 7,03mg/L), HO pa3nukuTe HE Os1Xa CTATUCTUYECKH 3HAUMMHU. DU3NIECKUsIT
KamauTeT € CXOJEeH B JBeTe Tpymu (6-MUHYTeH TecT ¢ xoieHe - 356 cpemry 360m).

3akirouenue: bpoHxuekTazunTe ca CBbpP3aHU € MO-AbJIra NpoabKUTeHOCT Ha XOBb,
no-ynoma (yHKUIUsS Ha Oenure OpoOOBE, MO-Malika TEXKECT OT TIOTIOHOIYIIEHETO, I0-4eCTO
MpUChCTBUE HAa OakTepuaiHa ¢Jopa B IUXaTeHU MBTUIIA B CTAOMIIHO ChCTOSTHHE.



5. D. Miteva, Y.Radkov, V. Kostadinova, A. Dyakova. The impact of
comorbidities on the in-hospital mortality in patients with community-
acquired pneumonia. European Respiratory Journal 2015; vol. 46 (Suppl
59), P1840. (I11-5)

Introduction: Community-acquired pneumonia is a common disease with frequent
hospitalization and still high mortality rate. The influence of comorbid illnesses on the course of
pneumonia is often underestimated.

Aim: To evaluate the impact of comorbidities on the in-hospital mortality in patients with
CAP.

Materials and Methods: 1203 patients hospitalized with CAP for the period of 3 years
2012-2014  were retrospectively  studied. Data were analyzed with  SPSS.20.

Results: The patients were on average age 59,9+17,1 years, 56,2%-male, 43,8%-female.
Comorbidities had 68,3%. The most common comorbidities were: ishaemic heart disease
(24,5%), diabetes mellitus (23,6%), chronic heart failure (23,5%) and cerebrovascular disease
(17,2%). Patients with dementia (OR 6,85; 95% CI 5,97- 11,86), cancer with metastases (OR
4,33; 95% CI 1,4-13,1); cerebrovascular disease (OR 4,05; 95% CI 2,77-5,92) and chronic renal
failure (OR 3,66; 95% CI 2,35-5,73) had the highest risk of dying in the hospital. The total
mortality rate was 11,7%. In patients with comorbidities it was 15,8%; without comorbidities-
2,9% (p<0,001). The mean Charlson Comorbidity Index (CCI) was 1,58. It was significantly
higher for non-survivors than for survivors (3,28 vs. 1,36 p<0,001). CCI was a good predictor of
in-hospital mortality although its predictive value was lower than this of the basic scales (AUC
for PSI, IDSA/ATS criteria, CURB-65, CRB-65 and CCI were 0,860; 0,845; 0,834; 0,817 and
0,717resp.)

Conclusion: Comorbidities increase the risk of in-hospital mortality of patients with CAP
and need extra- attention by the physicians.

J. Muresa, ﬁ.PanKOB, B. Kocragunosa, A. J/IaxoBa. BiusitHue Ha ChI'bTCTBAIUTE 3200 IIBaAHUS
BBpPXY OOJHHYHATA CMBPTHOCT MPU MAIMEHTH C MHEBMOHHUA MpuaoOuTa B oOmiecTBoTOT. ERJ
2015; Tom 46 (ITpun.59), I1 1840

BnBenenne: [TneBMoHusITa pugoOUTa B OOIMIECTBOTO € YECTO 3a00JsBaHE C BHUCOKO
HHUBO Ha XOCIUTAJU3AIMs M BCE OIIE BUCOKA CMBPTHOCT. BIHSHHETO Ha CHIBTCTBAIIHUTE
3a00IIBaHMs BbPXY X0/1a Ha THEBMOHHUSITA YECTO CE MO/LICHSBA.
Hexa: [la ce oneHn BB3ACHCTBHETO HA CHIIBTCTBALIUTE 3a00/sIBAHUS BbPXY OOTHUYHATA
cMbpTHOCT ITpu nanueHTH ¢ II10.
Marepuan u meroam: 1203 nauuenrtu, xocnutanusupanu ¢ [1I10 3a nepuox ot 3 roaunu
2012-2014 r., ca n3cneaBaHu peTpocnekTuBHO. /lanHuTe ca ananmsupanu ¢ SPSS.20.
Pe3yararu: Ilanmenture ca Ha cpemHa BB3pacT 59,9 + 17,1 rogunu, 56,2% - mMBXKe,
43.8% - xeuu. CopobrcTBan 3a0oisBaHus wuMar 68,3% or nammenTtare. Hali-uecture
CHIIBTCTBAIIM 3a00JISIBAHUSA ca: MCXeMHYHa Oosect Ha cbpuero (24,5%), 3axapeH aumadet
(23,6%), xpoHnyHa cbpAedYHa HemocTaTbuHOCT (23,5%) m Mo3bpuHO-chaoBa Oosect (17,2%).



[Tanmentn ¢ nemennums (OR 6,85; 95% CI 5,97-11,86), pak ¢ meracrazu (OR 4,33; 95% CI 1,4-
13,1); mo3puHO-chaoBa Oosect (OR 4,05; 95% CI 2,77-5,92) u xpoHuuHna ObOpedyHa
HenoctarbuHOCT (OR 3,66; 95% CI 2,35-5,73) umaT Hail-BUCOK PUCK OT CMBPT B OOJIHHUIIATA.
Oo6mara cmbptHOCT € 11,7%. Ilpu manmeHTH cbC CHIBTCTBANIM 3a0oisBaHus T € 15,8%;
nokaro 6e3 cepTeTBaAIIM 3a0o0msBanus - 2,9% (p <0,001). CpenHusT UHAEKC HA KOMOPOUIHOCT
Ha Yapncen (CCI) e 1,58. Toif e curHU(UKAHTHO MO-BUCOK NPU MOYMHAIUTE B CPAaBHEHHE C
ouenenure (3,28 cpemry 1,36 p <0,001). CCI e 1o0Bbp MpOrHOCTHYEH KpUTEpUH 3a OOTHUYHATA
CMBPTHOCT, BBIIPEKH Y€ MPEAUKTUBHATA My CTOMHOCT € MO-HUCKA OT Ta3W Ha OCHOBHHUTE CKaJIH
(AUC 3a PSI, IDSA/ATS xputepun, CURB-65, CRB-65 u CCI ca 0,860; 0,845; 0,834; 0,817 u
0,717 pecn.).

3akiouerHue: ChIrbTCTBANUTE 3a00/ISIBAHNS YBEIUYaBaT PUCKA OT OOJHHYHA CMBPTHOCT
Ha narreHT ¢ [1110 u ce Hy)KIasT OT TONBJIHUTSIIHO BHUMAHKE OT JISKapHUTE.

6. V. Kostadinova, Y. Radkov, T. Stoeva, D. Miteva, A. Dyakova. Sputum
microbiology in patients with stabile COPD. European Respiratory Journal
2015 46: (Suppl 59), PA2532; DOI: 10.1183/13993003.congress-2015.PA2532
(I11-6)

Introduction: Chronic bronchial infection in COPD patients is defined as presence of
potential pathogenic microorganisms (PPMs) in their respiratory secrets.

Aim: To assess the presence of pathogenic microorganisms in sputum of patients with
stable COPD and its association with commonly used clinical variables.

Matherials and methods: Medical history, physical examination, pulmonary function
tests, microbiological examination of sputum (spontaneous or induced by inhalation of 4,5%
NaCl), blood samples and high resolution CT of 53 patients were performed. T-test analysis, x*-
test and Pearson correlation were used as statistical methods.

Results: PPMs were detected in the sputum samples of eleven patients: Pseudomonas
aeruginosa(3), Streptococcus pneumoniae (2), Klebsiella spp.(2), Haemophilus spp.(2), Serratia
marcescens(l), Stenotrophomonas maltophilia (1), Enterobacter agglomerans (1). Two sputum
samples were positive for Candida spp. The presence of PPMs is significantly associated with
CT data of bronchiectasis (Pearson x2=15,519; p=0,001). Bronchiectasis and PPMs are strongly
positively correlated (r=0,541). Pathogenic microorganisms are more often detected in patients
with respiratory failure than in those with normal blood gases (Pearson's x2=8,500;
p=0,014).There are no significant differences in age, BMI, duration of COPD, smoking burden,
symptoms (according to CAT and MRC), previous exacerbations, CRP levels, pulmonary
function, BODE index and 6MWT in patients with and without bronchiectasis and in patients
with positive or negative sputum culture.

Conclusion: The presence of pathogenic microorganisms in the sputum samples of
patients with stable COPD is associated with bronchiectasis and respiratory failure



B. KocramuHoBa, . PankoB, T. CroeBa, JI. MuteBa, A. JlskoBa. MHKpOOHOIOTHIHO
M3CIIe/IBaHe Ha Xpadka npu mamueHTH cbe crabmiaa XObb. ERJ 2015 46: (ITpun.59), 112532;

BnBenenune: Xponnunara OponxuanHa uHdekius npu nanmeHtu ¢ XOBb ce ompenens
KaTo HaJlM4yhe Ha MOTEHLMAIHO MaToreHHH MukpoopranusmMu (PPM) B TexHute nuxareiaHu
CEKPETH.
Hea: Jla ce olleHH HATUYMETO HA MATOT€HHU MUKPOOPTaHU3MU B XPAuKUTE HA MAIUECHTH
cbc crabmnHa XOBb M TAxHaTa BpbB3KAa € YECTO W3MOJI3BAHU KIMHUYHU TNPOMEHJIUBH.
Marepuan u Meroau: V3BBpIIeHH ca MEIWIIMHCKA aHaMHe3a, (DU3MKaJICH Mperien,
(YHKIIMOHATTHU W3CJICIBAHUS, MHUKPOOHMOJIOTHMYHO H3CICABAHE HA Xpadk (CIIOHTAaHHA WU
uHaynupana upe3 uaxanamus Ha 4,5% NaCl), kxpeBau npodu u KT ¢ Bucoka pa3nenurenHa
crocobHocT Ha 53 mamueHTH. T-tecT, y2-TecT U Kopenaius Ha Pearson ca u3MON3BaHU KaTo
CTaTUCTUYECKHU METO/IH.
Pesyaratru: PPM ca oTkput B mpoOUTE OT Xpaukud HaA EAMHAECeT MaI[MeHTH:
Pseudomonas aeruginosa (3), Streptococcus pneumoniae (2), Klebsiella spp. (2), Haemophilus
spp. (2), Serratia marcescens (1), Stenotrophomonas maltophilia (1) , Enterobacter agglomerans
(1). [ABe mpodbu ot xpauku ca mnoioxurennu 3a Candida spp. Hammumero ma PPM e
curanukanTHo cebp3ano ¢ KT nmannm 3a Oponxuekrazuu (Pearson ¥2 = 15,519; p = 0,001).
Hanuumnero na Oponxuektazuu u PPM mokasBar cuiina nosoxkutenna kopenamus (r = 0,541).
[laToreHHUTE MUKPOOPraHU3MH C€ OTKpUBAaT TMO-4eCTO TMpU MAlMEeHTH C JUXareiaHa
HEJOCTAaThUYHOCT, OTKOJIKOTO MPHU TE3U ¢ HOpPMalIHHU KpbBHHU razoBe (Pearson's y2 = 8 500; p =
0,014). Hama 3nauumu paznuku BbB Bb3pactta, U'TM, mpogbmxurennocrra Ha XOBb, Texxecrra
Ha TIoTIoHOMYyIeHeTo, cumnromute (cnopen CAT u MRC), npenxonuu o00CTpsiHUSI, HUBaTa HA
CRP, 6enonpobuara ¢pyukius, BODE nnnekca u 6-MHUHYTHHUS TECT C XOJIEHE MPHU MAIMEHTH ChC
1 0e3 OpOHXHMEKTa3UH U MPU MAIMEHTH C TOJIOKUTETHA WM OTPUIIATETHA KYJITypa Ha XpauKHUTE.
3akiouenue: Hanmuumero Ha MAaTOreHHW MUKPOOPTaHU3MH B TPOOMTE OT Xpaykd Ha
nanueHTn cbe crabunHa XOBb e cBbp3aHo ¢ HamMuumeTo Ha OPOHXMEKTAa3WH M JMXareiHa
HEJOCTAThYHOCT.

7. D. Miteva, V. Kostadinova, Y. Radkov, I. Mircheva. Comparison of the
prognostic value of different severity scales in community-acquired
pneumonia. European Respiratory Journal 2014; vol. 44 (Suppl 58), P2479.
(I11-7)

Background: Severity scores are used to determine prognosis of community-acquired
pneumonia (CAP).

Aim: To compare prognostic value of CURB65 and CRB65 scores, Pneumonia severity
index (PSI) and IDSA/ATS severity criteria for Intensive care unit admission (ICU) and in-
hospital mortality in patients hospitalized with CAP.



Methods: A retrospective survey for the period of lyear. It includes 408 hospitalized
patients with CAP, average age 61,3+16,7 years;59,6% men (n=243).

Results: PSI (AUC=0,866) is superior to CURB65 (AUC=0,844), CRB65 (AUC=0,831)
and IDSA/ATS criteria (AUC=0,827) in predicting the need of intensive care (p<0,001). Mean
PSI score in a hospital ward is 83,4 and in an ICU — 149,7; (t=-15,526; p<0,001). PSI and
IDSA/ATS criteria can predict the total in-hospital mortality better than CURB65 and CRB65
(AUC=0,861; 0,859; 0,849 and 0,842, respectively). Mean PSI score in survivors is 88,4 and in
non-survivors — 160,9 (t=-12,824; p<0,001). For early in-hospital death IDSA/ATS criteria are
the best predicting tool (AUC=0,830). The PSI class, IDSA/ATS criteria, CURB65 and CRB65
scores classified 39,4%, 18,9%, 21,5% and 20,1% as severe CAP, respectively.

Conclusion: Although PSI is the most reliable tool in predicting the need of intensive care,
IDSA/ATS criteria have greater discriminatory power for the prognosis of early in-hospital
mortality. Both, PST and IDSA/ATS criteria, are similar in predicting total in-hospital mortality.

JI. Muresa, B. Kocraamnosa, M. Paakos, M. MupueBa. CpaBHEeHHME HAa MNPOrHOCTHYHATA
CTOMHOCT Ha Pa3IMYHUTE CKaJM 3a OIpeAesHE Ha TEXECTTa MPU MHEBMOHHUS MPUIOOUTa B
obmectBoTo. EBpornelicku pecimpatopen xxypHain 2014; 06. 44 (Suppl 58), P2479.

BobBenenue: PasnuuHu ckamy ce M3MON3BAT 3a ONpEZeisHE Ha IIPOrHo3ara Ha
IHEBMOHHUSA npuaoouTa B 00IIIECTBOTO (ITI10).
Mea: Jla ce cpaBHM nporHocTuyHaTta cToiHocT Ha ocHoBHUTE ckanu CURB65 u CRB65,
MHJICKCHT Ha TexecT Ha mHeBMOHMATA (PSI) n xpurepunte Ha IDSA/ATS 3a HE0OXOIUMOCT OT
WHTEH3UBHO JIeYeHHEe M OOJHMYHA CMBPTHOCT MpU HNalUeHTH, Xocnutanusupanu c III10.
Metoau: IIposene ce peTpoCIEKTUBHO ITpOy4YBaHe 3a nepuon ot 1 roguna. M3cnenBaxa ce
408 xocnuranusupanu nanueHtu ¢ 11O Ha cpenna Bv3pact 61,3 £ 16,7 ronunn; 59,6% Mbxe
(n = 243).
PesyaraTru: PSI (AUC = 0,866) nperb3xoxaa CURB65 (AUC = 0,844), CRB65 (AUC =
0,831) u xpurepunte Ha IDSA / ATS (AUC = 0,827) npu nporHo3upase Ha HEOOXOIUMOCTTA OT
uHTeH3uBHO jeuyenue (p <0,001). Cpeanara croitHoct Ha PSI B GonHuyHO oTnenenue e 83,4, a B
WHTEH3UBHO oTaeneHue - 149,7; (t = -15,526; p <0,001). PSI u xpurepuute Ha IDSA/ATS
npeaBmxkAaT obmara 6onmHMYHA cMBpPTHOCT mo-100pe ot CURB65 u CRB65 (AUC = 0,861;
0,859; 0,849 u 0,842, crorBeTHO). Cpeanust PSI ckop npu ouenenute € 88,4, a mpu MOYMHAIHUTE
- 160,9 (t =-12,824; p <0,001). 3a pannata 6onHMYHA cMBPT KpuTepunte Ha IDSA/ATS ca nHaii-
noopust nporaoctuyeH uHCTpyMeHT (AUC = 0,830). PSI, xputepuute Ha IDSA/ATS, CURB65
u CRB65 kmacudunupar I1I1O xato texka crorBeTHo nipu 39,4%, 18,9%, 21,5% u 20,1% ot
MALUEHTUTE.
3akiaroyenue: Bwrnpeku ye PSI e Hall-HaneXAHMAT MHCTPYMEHT 3a NPOTHO3HMpAaHE Ha
HEoOXOIMMOCTTa OT HWHTEH3UBHO JeueHue, kpurepuute Ha IDSA/ATS wumar mno-Bucoka
MpPEeIMKTUBHA CTOMHOCT 3a MPOTHO3MpaHe Ha paHHa OosiHWYHa cMbpTHOCT. U nBere ckanu PSI u
IDSA/ATS ca cxonHu pu IPOrHO3UpaHe Ha 0011aTa O0ITHUYHA CMBPTHOCT.



8. V. Kostadinova, D. Miteva, Y. Radkov, I. Mircheva. In-hospital mortality
risk assessment in patients with community-acquired pneumonia. European
Respiratory Journal 2014; vol.44 (Suppl 58), PA 2477 (111-8)

Background: Community-acquired pneumonia (CAP) has a high mortality rate despite
of contemporary antibacterial treatment.

Aim: To determine predictive factors for in-hospital death in patients with CAP.

Methods: Population of 1278 hospitalized patients with CAP has been studied
retrospectively for the period of 3 years. Mean age is 60,3+16,9 years, men are 57,4%.Receiver
operating characteristics (ROC) curve, t-test analyses, nonparametric correlation and logistic
regression were used.

Results: CURB65 and CRB65 have greater predictive value than IDSA/ATS severity
criteria for total in-hospital death (AUC 0,887; 0,879 and 0,804, respectively) (p<0,001).Results
for early in-hospital death are similar. Correlation between CURB65 and IDSA/ATS criteria is
moderate (R=0,572;p<0,001). Age is a more powerful mortality criteria than CRP (AUC 0,710
vs.0,679; p<0,001).The mean age of survivors (59) is lower than that of non-survivors (71), (t=-
7,735;p<0,001). Mortality rate increases from 2% under the age of 50 to 19% at the age over
70.There is a significant difference in CRP levels among the survived and the deceased patients
(122,7 vs.179 mg/L; t=-6,078;p= 0,003). Hypoxemia have 86,9% of deceased and 24,4% of
survived patients, comorbidities - 95,4% and 63,6%, multilobar pneumonia-49,2% and 16%,
respectively (p<0,001).The odds for in-hospital death is higher for patients with hypoxemia (OR
=7,71), followed by comorbidities (OR 4,32) and multilobar pneumonia (OR = 1.64).

Conclusion: CURB65 and CRB65 are accurate mortality predictors followed by
IDSA/ATS severity criteria, age and CRP levels. Respiratory failure, comorbidities and
multilobar infiltrates raise mortality too.

B. Kocraguuosa, J. Murepa, . Pamkos, 1. Mupuesa. Oumenka Ha pHuCKa OT GONHHMYHA
CMBPTHOCT NP MAIMEHTH ¢ MHEBMOHUs npuaoouta B obmectBoto. ERJ 2014; tom.44 (Ilpum.
58), 112477

BbBeaenue: [TneBMonusTa npunoduta B odmectsoto (I1110) nma BHcoka CMBPTHOCT,
BBIPEKU CbBPEMEHHOTO aHTUOAKTEPHAITHO JIEUECHUE.

Iea: [la ce onpeaensT MpOrHOCTUYHHUTE (HAKTOPH 3a OOJTHUYHA CMBPT MPH MALUEHTH C
[II10.

Metoan: 1278 xocnutanuzupanu nanueHtu ¢ [1I10 ca uscnenBanu peTpoCneKTUBHO 3a
nepuoa ot 3 ronuan. CpenHara Be3pact € 60,3 + 16,9 ronuan, mexete ca 57,4%. M3non3Banante
CTaTUCTUYECKU METOM ca u3rpaxkaanene Ha ROC-kpuBw, t-TecT, HerapaMeTpu4yHa Kopenanus 1
JIOTUCTUYHA PETPECHS.

Pesyararn: CURB65 u CRB65 numar no-rossiMa npeJuKTHBHA CTOMHOCT OT KPUTEPUUTE
3a Texect Ha IDSA/ATS 3a obmara 6omanana cmbpTHOCT (AUC 0,887; 0,879 1 0,804,
cboTBeTHO) (p <0,001). Pesynrarute 3a panHa 60JIHUYHA CMBPTHOCT ca noaooHu. Kopenamusra



mexny kputepunte CURB65 n IDSA/ATS e ymepena (R = 0,572; p <0,001). Bs3pacrra € mno-
MotieH kputepuit Ha cMbpTHOCT 0T CRP (AUC 0,710 cpemy 0,679; p <0,001). Cpennara
BB3pacT Ha onenenure (59) e mo-Hucka ot Ta3u Ha nmouunHanute (71), (t =-7,735; p <0,001).
CwmppTHOCTTA ce yBennyaBa oT 2% nox 50-roaumina Bb3pact 10 19% BbB Bb3pactTa Hazg 70
ronunu. ma 3Haunma pasznuka B HuBata Ha CRP cpen onenenuTe 1 NOYMHAIUTE NAUEHTH
(122,7 cpemy 179 mg/L; t =-6,078 ; p = 0,003). Xunokcemus umar 86,9% ot nounHaiure u
24,4% ot ouenennuTe NalueHTH, ChIIFTCTBAINN 3a00IIBaHUA CHOTBETHO - 95,4% u 63,6%,
MynTuiobanna nHeBMoHus - 49,2% u 16% cwvotBetHo (p <0,001). bonuuunaTa CMBPTHOCT € 110-
BHCOKa npu namueHTu ¢ xunokcemust (OR = 7,71), mociaenaBana oT ChI'bTCTBANTUTE 3a00JISIBAHUS
(OR 4,32) u myntuno6anna naeBMoHus (OR = 1,64).

3akmouenue: CURB65 u CRB65 ca akyparHu npeiuKTopy 3a CMBPTHOCT, TOCIEABAHH OT
kputepuute Ha IDSA/ATS, Bp3pactra 1 HuBata Ha CRP. JluxaTtenHara HeIOCTaThYHOCT,
CBHIIBTCTBAIIUTE 3200JIABAaHUS U MYJATHUI00ATHUTE HHPUITPATH CHILO MOBUIIABAT CMBPTHOCTTA.

Bapna
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