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I. Ily0simkanuu 3a NOKPpUBAaHe HA MUHUMAJIHUTE U3MCKBAHUA 32

NnpuIo0MBaHe HA AKAJEMUYHA JUIbKHOCT ,,JlomeHnT*

Jnasiaa Mupqua. OHTI/IMH3I/lpaHe HA I'PUKUTE 32 MANMUCHTUTE CHC ChpACIHA

HEAOCTATBYHOCT CJIed ACXOCIIUTAJIU3AIIUATA. I[ncepTaunoneH TPYA 32 IPUCBHKAAHE HA

OHC «1okTop no megunuua» (Al)

BoBenenune: Chpaedynara HEIOCTATHUYHOCT € BOJCIIATA MPUYMHA 33 XOCTHUTAIM3AIUS CPel
MalUEeHTUTE HaJ 65 TOIUIIIHA BB3PACT. XOCHUTAIU3ALMATA 32 ChbpJCYHA HEIOCTATHhYHOCT €
€AUH OT HAl-CWJIHWUTE MNPEAUKTOPU 3a CMBPT U MPEACTABSISIBA OIPOMHAa MKOHOMMYECKA
TEXKECT BBPXY 3APaBHOOCUTYpUTETHATA cucTeMma. Bbopekun Hampeabka B MEIUIIMHATA,
MPOIICHTHT Ha PEXOCIUTAIU3ANMHUTE MPOABIKABA J]a HApacTBa M JOCTUTA MPUOIUZUTEITHO
30% B pamkutre Ha 60 mo 90 auum cien um3nucBaneTo. [lo-rossiMaTa 4YacT OT pPaHHUTE
pexocnuTanu3alud MoraTt Aa ObJaT MpeIoTBpaTeHH upe3 pa3paboTBaHE HA MPOTpaMH 3a
HaOo/IeHHe, KOUTO ce (OKycHupar BBpPXY MPOCIESASIBAHETO HA TMAIMEHTUTE CIIe]
n3nucBaneTo. PazpaboTBaHeTo Ha crnienuanu3upad amMOyIaToOpeH KaOWHET Wik aMOyJiaTopHa
KJIIMHHUKA 33 ChpJIeYHA HEJTOCTATHYHOCT MOXKE JIa ONTHMHU3HUPA TPHUIKUTE 3a MAIMEHTUTE Ype3
TepamneBTHYEH KOHTPOJI, MOJ0OpsBaHEe Ha KauyeCTBOTO Ha >KMBOT W MO-H00pa MporHo3a 3a
te3u nanueHTH. Llenu: Pa3BuTHe Ha cnenmanu3upad kabUHET 3a aMOyJIaTOpHO HAOMIOACHHE
n neyenue Ha nanueHTH cbe CH I1-1V knac mo NYHA nHa Tepuropusta Ha YHUBEpCUTETCKA
6onauna CBera Mapuna — BapHa; ananu3 Ha yecToTara U MPUYMHUTE 32 PEXOCTIUTAIN3ALUU
MIPU W3CJICJIBAHUTE TTAITUEHTH B CPaBHEHUE C KOHTPOJIHA TPyMa OT MOJ00HH MaIlMEeHTH, KaKTO
U HUCTOPUYECKH KOHTPOJM; OILICHKAa Ha CTENEHTa Ha KOMIIGHCAllUs 4Ype3 H3MEpBaHE Ha
NTproBNP, 0b0peuna (QyHKOHS ¥ €IEKTPOJIUTH, OICHKA Ha (PU3NYCCKUS KaNalHuTeT H
Ka4yeCTBOTO Ha JKMBOT Ype3 6 MUHYTEH TECT C XOJIEHE M BBIIPOCHUIIN 32 Ka4e€CTBO HA KUBOT;
OIlCHKA Ha (PYHKIMATA Ha JIsIBaTa Kamepa 4pe3 exokapauorpadcka orieHKa Ha Gpakiusara Ha
W3TIIACKBaHE; OIlEHKAa Ha YJOBIETBOPEHOCTTa HA YYaCTHHIIUTE OT MporpaMara B Kpas Ha
MPOCIIEIIBAHETO; pa3paboTBaHe Ha MPUMEPEH AITOPUTHM 32 aMOYJIaTOPHO MPOCIEAsIBaHE Ha
nanuentu ¢ CH cien n3nuceane ot 6onHUNaTa. Matepuanu u meroau: HaGmrogaBanu ca 156
narueHTH cbe CH I1-1V xnac mo NYHA, nexyBanu u usnucanu ot Bropa kapauonorunyHa

KiIMHUKa - HeuHBazuBHa Ha YMBAJI C. Mapuna, Bapna, bbarapusa. Beceku yuyacTHUK €



IIPOCJIENIEH B MPOJBIDKEHNE HAa 6 Mecela, a NEPUOABT Ha u3cieasBaHe € oT HoeMmBpu 2014 r.
no centemBpu 2016 r. B koHTposnHara rpyna ca BKIOUYeHHH 42 marueHTta - 23 OT THX,
MOANUCATH HHHOPMUPAHOTO ChITIACHE, HO HE Cca MOCETUJIM HUTO BEIHBK HIIM CaMO BEAHBK
KIMHUKaTa 1 19 manueHTH, KOUTO MMAT MOJOOHU XapaKTEPUCTUKHU KAaTO YYACTHHUIINTE B
NPOYYBaHETO, HO HE ca 3alMCaHu Ja ydacTBarT B HaOmropenuero. KoHTponHarta rpyna ce
aHaJIM3Mpa B paMKHUTE Ha 6-Te Mecela cje/ U3MUCBAHeTO UM 3a XOCIUTAIN3aluu U (paTtaaHu
cpOuTus. Meronu: M3nons3BaHu ca clieqHUTE METONU: AeMorpadcku JaHHU W KIMHUYEH
nperyies; OMOXMMUYHM napameTpu - kpeatuHuH, Na +, K +, NTproBNP, 6-mMunyTeH tect ¢
XOJIEHE, BBIIPOCHUIM 32 Kaue€CTBO Ha >KMBOT - KaH3acKu BBIPOCHUK 3a Ka4ECTBO HA XKUBOT,
EQ-5D, VAS, exokapauorpadusi, OlleHKa Ha MeIMKaMEHTO3HOTO JICUYCHHE, ITPOCIICsIBAHE 32
pEXOCIUTANIM3ANA U CMBPTHOCT; CTaTUCTHYeCKH MeTonu. Pesynratu: Karo wnsmo ca
BKJItoueHU 198 manmenTa, 156 OT TAX aKTMBHM Y4YacTHMLIM U 42 KOHTPOJIHU - 23 ¢ IbpPBO
nocenieHue, Ho 6e3 npocnenasiane U 19 norenuuanyuo gomyctumu. Mbxere ca 137 (69%),
0e3 pasnuka MEXIy TOJOBETE MEXIY YYaCTHHIIUTE M KOHTpoJuTe - 69 cpemy 71%, p =
0,858. JIBeTe rpymu ca CXOJHHM IO OTHOIICHHWE Ha BB3pacT U (pakius Ha HM3TIACKBaHE.
Cpennara BB3pact € 67,69 = 12,62 ronunu (19-87 rogunm), a cpennara ®U e 43,82% +
14,09% (11-83%). O6mo 122 (68%) nonyuaBar PAAC unxuburopu npu BKiIOuBaHe, 139
(78%) ca na Oerta-Omokepu, 151 (84%) na MRA u 88 (49%) umar 1snata Tepanusi 1O
HacTosuuTe npenopbku. PAAC nnxuburopu u 6eta-010kepu ca Ha3HAUYEHU €THOBPEMEHHO
Ha 101 mamuenra (56,4%). Babpaaun e BriatoueH npu 31 (39%) oT yuacTHUIIMTE B CHHYCOB
puthM, 7,5 mg nBa mbTu qHeBHO npul8 (22,5%) ot TaX M 5 mg aBa MbTH AHEBHO — nipu 13
(16,3%). Tlo Bpeme Ha mnpocieasBaHeTo aonbiIHUTENHO 25,4% mnonyuaBar PAAC
uHxuburtopu, 23,6% OGeta-6nokepu, 17% cnupononakton u 11,7% uBabpanuH. YcTraHOBU
ce, ye 52 mamuentu (26,3%) ca Owin pexocnuTalu3UpaHd B Mepuoja Ha HaOmoneHue. B
akTuBHata rpyna uma 33 (21,6%) pexocnmuTanusaiuu, IOKAaTO B KOHTpoJiHATa rpyma 19
(42,2%), p = 0,011. TloBeueTro OT TAX UMAT CaMO €JlHA PEXOCMUTAIU3AIMSA MO BpeMe Ha
MpociieisiBaHe, ChC 3HAUUTEITHA pa3sinka Mexay usciensanute rpymnu (10,5% cpemty 31%, p
=0,016). CpennoTto BpeMe 10 mbpBata xocnuTtanu3anus ¢ 185,36 nam (95% CI 173,29-195,3
nau). PasmmHaBaneto Mexay kpuBuTe 3amouBa cinex 30 maHu Ha mpocnensBane. [lpu
IIPOMOPLIMOHANIEH perpecuoHeH aHain3 Ha CoX MaluMeHTUTE OT KOHTPOJHAaTa rpyna uMar
2,55 mBpTH MO-TOJsIMa BEPOSITHOCT JIa OBJIaT PEXOCHUTAIM3UPAHU TI0 BpeMe Ha 6-MECEYHOTO
npocienssane - HR = 2,55, 95% CI = 1,44-4,53 (p = 0,001). AHanu3bT Ha MPEKUBIEMOCTTA
B IpocjeleHaTa rpyma mnokasBa, e ob0mo 24 mnamuentu (12%) ca nmoumnHamm cien 6-

MECEYHOTO Mpociie/siBaHe. B KOHTpoiHaTa rpyma CMBPTHOCTTa € JBa I'bTH I0-BHCOKA,



OTKOJIKOTO B akTuBHara rpyma - 9 (20%) cpemy 15 (9,8%), p = 0,074, cboTBeTHO.
Menunanara Ha NTproBNP camo Ha aktuBHHTe yuyactHuu € 3107 pg / ml B Haganorto (IQR
1000-6776,5, n = 153) u cmaga mo 2207 pg / ml ciaex 6 mecena (IQR 804,75-4876,5, n = 124).
Bompekun ye HamansBanero € cpenHo cbe 346,64 = 5137 pg / ml (p = 045) u e
CTATUCTUYECKM HE3HAYUTEITHO, UMa TEHJICHIIUS HA KJIMHUYHA KOMICHCAIUS U CTa0MIN3alus
10 BpeMe Ha aMOyJIaTOPHOTO MpOCIIeJsiBaHe 3a 6-MeceyeH MepuoJl. Y CTaHOBEHO €, ue HsAMa
3HAYUTENIHA PA3JIMKa B TEJIECHOTO TEIJIO MEX]Yy Pa3IMYHUTE MOCEUICHMs, C U3KIIIOUEHUE Ha
MBKETEe MEXAy 2-po U 5-TO TMOCEHICHHEe, KOraTto ce perucrpupa cpeaex cnag ¢ 1,7 kg (p =
0,012). Te3u pe3ynTatu MOKa3BaT, Y€ MPOMEHUTE B TEJIECHOTO TETJO ca HecrneuuduyueH
Mapkep 3a IMpocielsBaHE Ha TeEXKecTTa Ha 3a00JsiBaHETO. YCTAaHOBHUXME, 4Ye HsAMa
ChILIECTBEHA MPOMSHA B ChpJieUHATa YECTOTAa 10 BpeMe Ha MPOCIIEIIBAHETO, BhIIPeKU ue 79%
OT MAIIMEHTUTE ce JIeKyBaT ¢ OeTa-Omokepu, a 38,8% OT TAX B CHHYCOB PUTHM IMOIy4aBaT
uBabpaauH TUIIOC Oeta-Oyokep. Ilo BpeMe Ha OTAETHUTE TOCEHICHHWS CE YCTAaHOBSBAT
CTAOWJIIHM CTOWHOCTH KaKTO Ha CHCTOJIHOTO, TaKa ¥ Ha JMACTOJIHOTO KPBBHO HAaJsITaHE.
Cp3naBa ce BIlEYaTJIEHUE 32 JIEKO, HO CTAaTUCTUYECKH 3HAYMMO YBEJIMYEHHE Ha CHCTOJIHOTO
aprepuanHo Hamsrane. CTOWHOCTUTE HA KpEaTMHHHA OCTaBaT OTHOCHTETHO CTa0WIIHU 3a 6-
MECEYHHMsI MEepPUOJl Ha TpociensBane. JIek He3HAUYWTENEeH PBCT ce 3abensi3Ba B Xoja Ha
W3CJIEJIBAHETO, KOUTO HSMa MPAaKTHYECKa CTOMHOCT. 3a ChXKaJICHHE HsIMa TO0JI00pEeHHE BHB
dpakumsiTa Ha W3TIACKBaHE YCTAaHOBEHA eXoKapAauorpadCKu, IOpU € PETHCTPUPAHO
CTAaTUCTUYECKU He3HauuTeHo HamaneHue ¢ 0,98% (95% AU ot -3,16% na 1,19%, p = 0,37).
VY CTaHOBEHO €, Y€ N3XOHOTO PA3CTOSHUE NPU 6 MUHYTHHS TECT € XOJeHe € cpeaHo 214,31 +
103,04m, xoeTo OOEKTHMBHO OTpassBa (akTa, 4e M3CIEeIBaHUTE NAIMEHTH HAWCTUHA ca C
orpannueH ¢usndyecku kamanuteT B III-l1 dynkumonanen kmac. U3BbpuieH e aHaiau3 Ha
npomenute NYHA xnaca cineng 6 mecemna. YcraHoBHU ce, 4e 46,7% OT MalMeHTHTE ca ce
nonobpunu ¢ moHe 1 ¢yHKIMOHAJIeH Kimac B pamkuTe Ha 6 wmecema. CpaBHABaMKU
pasmpeneneHueTo no (GyHKIMOHAIEH KJIac c€ YCTAaHOBU 4e B HadanoTo 5,5% ca BB Il DK,
mo-roiasamara 4JacT 82,12% ca B Il m 12,9% ca B IV ®K. Cinen 6 mecena ce Habmaomasa
3HAYUTENHO TpepasnpeseneHne Ha (YHKIMOHATHUS KJIac, KaTo MOBeYEe OT MOJIOBUHATA OT
nauuenture (51,6%) Beue ca B kiac kinac Il u camo 9,6% B knac [V; uma 1 naiiueHTH, KOUTO
muHasatT B | @K nac NYHA - 0,8% OT BcHUKkU. YUacTHUIIMTE MOMBIHUXA COOCTBEHOPHUHO,
M3XOAHO W cien 6 Mecela, BBIPOCHUIM 3a KadecTBO Ha XHBOT - KCCQ (BBIIPOCHUK 3a
kapauomuonarus B Kanzac Cutu), EQS5 (Bpmpocuuk EuroQol 5) u BuzyanHa anamoroBa
ckana - VAS. YcTaHOBU ce 3HAYUTEITHO MOA00PEHNE B KAYeCTBOTO Ha KUBOT HA MAIIMEHTUTE

CaMO B PAMKHUTC Ha 6 MECCla, KOCTO Kopeipa C OCTAHAJIMTC PE3yJITaTU KaTo IMO-TOJIAMO



M3MUHATO Pa3CTOsIHUE 32 6 MUHYTH U T0-100bp pyHKumoHaneH kiaac no NYHA. MuTtepecHo
Oere ja ce YCTaHOBH JIalTM HAJTMYUETO Ha T0100eH amOyiaTopeH kKaOWHET U HaOIIOACHHETO
clien M3MMCBAHETO ca OT mossa 3a nanueHture cbe CH. B kpas Ha 6-meceunus mepuon 6e
MOJATOTBEHA aHKETa 32 CAMOOIICHKA. Y CTAHOBH C€ MOYTH OTJIMYHA OILIEHKAa Ha Mporpamara -
9,61 + 0,83 (panr 6-10), xaro 10 e Haii-BucokaTta. 3axiroueHue: HabmromeHuero B Taka
pa3paboTeHUsAT KaOWHET 3a amMOyJlaTOpHA TpHKa 3a ChpACYHA HEIOCTATHUHOCT HE CaMoO
HaMalsiBa  XOCHUTAIM3AIMUTE M CMBPTHUTE Ciy4yaw, mojoOpsiBa Qusuueckus u
(GYHKIIMOHATICH KalaluTeT, KaKTO M XEMOJWHAMUYHHUTE U JTAOOpaTOpHHU MapaMeTpu, HO €
BHCOKO OIICHEHO OT manueHTuTe. OYHKIMOHUPAHETO HA TaKWBa KaOWHETH MOXeE Ja Oble OT
MoJI3a 3a MAMEHTUTE CJIe]] M3IHCBAHETO UM OT OOJHHIA. [IpeAcTaBeHHST aJrOPUTHM 3a
npociensBane Ha nanueHTH cbe CH, BKitouBall onpezenex Opoil mocemieHus, M3MepBaHe Ha
OMOXMMHYHU TapaMeTpu U Ouomapkepu, 6 MHUHYTEH TeCT C XOJIeHe, exoKapauorpadckara
OIICHKA ¥ OI[EHKAa Ha KaueCTBO HA JKUBOT € €(EKTUBEH M JIECHO MPWIOKHM B €KETHEBHATA

IIPaKTHKA.

Lilyana Mircheva. Optimization of care for patients with heart failure after dehospitalization.

Dissertation for the award of "Doctor of Medicine” (A1)

Introduction: Heart failure is the leading cause of hospitalization among adults 65 years of
age. The hospitalization for heart failure is one of the strongest predictors for excess mortality
and puts an enormous economic burden on the health insurance system. Despite some
medical progress, the rate of rehospitalizations continues to rise, and reaches approximately
30% within 60 to 90 days from discharge. The majority of the early readmissions could be
prevented by developing disease-managing programs which focus on the follow-up of the
patients after discharge. The development of a specialized ambulatory office or an
ambulatory clinic for heart failure could optimize the patient care through therapy control,
improvement of the quality of life, and better prognosis for those patients living with heart
failure. Aims: Development of consulting office for ambulatory control and treatment of
patients with HF 11-1V NYHA class based on the University Hospital St Marina — Varna;
analysis of frequency and causes for rehospitalizations and for cardiovascular events in
studied patients in comparisons of control group of similar patients, as well as historical
controls; assessment of the HF compensation by measurement of NTproBNP, renal function,
and electrolytes at discharge and after 6 moths; Evaluation of quality of life in the patients by
6 minutes walking test and quality-of-life questionnaires at discharge and after 6 months; left



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



follow-up — HR=2,55, 95%CI=1,44-4,53 (p=0,001). Survival analysis in the followed group
shows that totally 24 patients (12%) have died after the 6-month follow-up. In the control
group the death rate is twice higher than in the active group — 9 (20%) vs 15 (9,8%), p=0,074,
respectively. The median of NTproBNP of the active participants only is 3107 pg/ml at
baseline (IQR 1000-6776,5, n=153), and drops down to 2207 pg/ml after 6 months (IQR
804,75-4876,5, n=124). Although the reduction with mean 346,64+5137 pg/ml (p=0,45) is
statistically insignificant, there is a trend of clinical compensation and stabilization during the
ambulatory follow-up at 6 months. It is found that there is no significant difference in body
weight between the different visits, with the exception of males between 2" and 5" visits
when a mean drop with 1,7 kg is recorded (p=0,012). These results show that the body weight
changes are nonspecific marker for following the disease severity. We find out that there is
no significant change in HR during follow-up, although 79% of the patients are treated with
beta-blockers, and 38,8% of these in sinus rhythm receive ivabradine plus beta-blockers.
Stable values of both systolic and diastolic blood pressure are found during the separate
visits. There is an impression of slight but statistically significant increase in the SBP through
the project. The creatinin values remain relatively stable for the 6-month period of follow up.
A slight insignificant rise is noticed in the course of the study which does not have practical
value. In the study done by us of 6-month follow-up measurements of EF at baseline and at 6
months have been set. Unfortunately, there is no improvement in this parameter, with even
statistically insignificant decrease with 0,98% (95%CI from -3,16% to 1,19%, p=0,37). The
baseline 6MWT distance has been found to be on average 214,31+103,04 m which
objectively reflects the fact that the patients studied are really with limited physical capacity
in HF NYHA class I11-1V. Analysis of the NYHA class changes after 6 months is done. It is
found that 46,7% of the patients improve with at least 1 functional class within 6 months.
Comparing the functional class distribution at baseline to that at 6 months we find out that at
the beginning 5,5% are in class 11, the majority of the patients - 82,12% have been in FC Il
and 12,9% have been in IV FC. After 6 months, there is a substantial redistribution of the
functional class, with more than the half of the patients (51,6%) already in NYHA class Il
and only 9,6% in class IV; there are also patients who drop down to NYHA class | — 0,8% of
all. At enrollment and after 6 months the participants filled in themselves quality of life
questionnaires — KCCQ (Kansas City Cardiomyopathy Questionnaire), EQ5 (EuroQol 5
questionnaire) and the visual analogue scale — VAS. There is a significant improvement in
quality of life of the patients within 6 months only which correlates with the other results for
longer distance on 6MWT and better NYHA functional capacity. It is interesting to find out if



the presence of such ambulatory office and the surveillance after discharge are beneficial
according to the patients. An inquiry interview has been prepared for self-assessment at the
end of the 6-month period. The data processing reveals almost excellent rating of the
programme - 9,61+0,83 (rank 6-10), with 10 being the highest. Conclusion: Our results show
that the effectiveness of the office for ambulatory heart failure care not only reduces
hospitalizations and deaths, improves the physical and functional capacity, as well as the
hemodynamic and laboratory parameters, but is very highly rated by the patients. The
functioning of such offices may be beneficial for the complex care after the hospital
discharge.The presented algorhythm of follow-up of patients with HF after their hospital
discharge including certain number of visits, measuring biochemical parameters and
biomarkers, 6-minute walking test, echocardiographic evaluation and quality of life

assessment is effective, easily applicable, and highly rated by the patients.

Iyoankanuu u 10KIa11, NyOJUKYBAHH B HAYYHM U31aHNsl, pedepupanu u
HH/IEKCHUPAHU B CBETOBHOU3BECTHU 0a3M JaHHU ¢ HAYYHAa UHGopManus

(r'7)

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

Heart failure (HF) affects quality of life (QoL). High heart rate (HR) is an important
prognostic factor and worsens further the QoL in patients with HF. Aim: to assess the
benefits of early administration of Ivabradine (Iv) on QoL in patients with HF. Subjects and
methods: Overall, 156 patients at a mean age 68 years, 69% males, were actively followed for
6 months. All patients were evaluated for their demographic data and etiology and by

echocardiography at baseline before dehospitalization from the Clinic and lab tests including



NTproBNP, quality of life measures, 6 minute walking test (6MWT), NYHA class, and
clinical examination at followup visits were done. Results: Iv was administered in 18.4% of
all patients, 27% of the patients in sinus rhythm. The administration of Iv improved all

measures of QoL. The distance covered at 6GMWT increased more with 53.9 m in Iv group.

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

in all dimensions.

Mupuesa JII', Moros WT. Ilon3u oT paHHOTO NpPHIOXKEHHE HA MBAGPAIMH NPU CTAGHMIHHU
MalUCHTHU, XOCHUTAJIU3UPAHU 110 IMOBOJ 0600TpeHa CbpA€duHa HCAOCTATHYHOCT: MU3BOAU OT
Optimize Heart Failure Care Program. European Journal of Heart Failure. Maii
2019;21(TTpua. 1):408-408 (I'7-1)

Covpaeunara sHemoctaThuHocT (CH) mopassiBa KadyecTBOTO Ha JKMBOT Ha TMAIMEHTHTE.
Bucokara cepaeuna uectora (CH) e BaxkeH NPOTHOCTHYEH (AKTOP U JAOMBJIHUTEIHO
BJIOIIIABA KAa4e€CTBOTO Ha >KMBOT npu nanueHTH cbe CH. Len: [la ce o6exTuBU3MpaT moa3uTe
OT PaHHO MPUJIOKEHUE HA MBAOpaJMH BBPXY KaueCTBOTO Ha JKMUBOT mpu mamnueHtu cbc CH.
Marepuan u MmeToau: 3a meproj oT 6 Mecera ca npocienean oomo 156 manuenta cee CH Ha
cpeqHa BB3pacT 68r., 69% or kouto Mbxke. [Ipy BCHMYKM MAalMEHTH ca WU3CIEABAHU
nemorpadcku moka3aTenu u ca chbOupanu naHHu 3a eruonorusta Ha CH. Exokapauorpadus,
naboparopuau u3cinensanus 3a NTproBNP, BenpocHHIM 32 Ka4eCTBO HA KUBOT M 6 MUHYTEH
TECT C XOJIEHE ca MPOBEXKIaHU W3XOJHO U Ha 6-Tus Mecell. OneHka Ha (PyHKIIMOHAIHHUS KJlac
no NYHA, kakTo u KITMHUYEH Mperie/ ca MPOBEXIaHU IPU BCSIKO MOCEHICHHE Ha MallueHTa.
Pesynratu: BaOpanun e npunoxxeH npu 18,4% oT mauueHTHTe, KOUTO MpencTaBiasBat 27%
OT TAIMEHTUTE B CHUHYCOB pUTHM. l[IpmioxeHuero Ha wuBaOpaauH MOAOOPSBa BCUYKU
MoKa3aTelu Ha KayecTBO Ha >kuBOT. HaGmronaBa ce HapacTBaHe ¢ 53,9M. Ha pa3CTOSIHHETO
M3MMHATO 32 6 MUHYTH.

3axnmroueHne: PaHHOTO OOTHUYHO MPUIIOKEHUE HA MEIUKAMEHTH, HaMallsSBallld ChpAcuHaTa

gyeCcToTa Karo I/IBa6paIII/IH, HO,Z[O6p51Ba KauC€CTBOTO HA JXUBOT BbB BCUUKUTC MY ACIICKTH.



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

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

quality of life in patients with HF.

I'eopruesa M, Pymma M, Mupuesa JI, MotoB UT. dyHKuMOHAIEH KanalUTET IPU MALMEHTH
ChC ChpPJIEYHA HEIOCTATHUHOCT, BKJIIOYCHH B aMOyjaTOpHa IMporpamMa 3a IpOocCIie/sBaHe.

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

BwBenenune: I[lpocrnensBanero Ha TamMeHTH B aMOylnaTopeH KaOWMHET 3a ChpJeYHa
HenoctarbuHocT (CH) OM MOTJO Ja ONTHMHU3Mpa TPUWXKHTE KbM TIX W Jla TOJ00pU
(YHKIMOHATHHUS UM KJIAC 4Ype3 CTPUKTHO MOHHUTOPHpAHE Ha IMOKa3aTeIUTe M PEIOBHO
obyuenne. Llen: [la ce anammsupa edexra Ha amMOyJIaTOPHOTO TpociensBaHe 6 Mecera cief
nexocrnuranuianuaTta, BepxXy QpyakiumoHanaus kiac (PK) mo NYHA u 6 MuHyTHUS TecT C

xoneHe. Matepuan u meronu: Ilpocnenenu ca o6mo 156 manuenta csec CH II-IV ©OK 3a



nepuon ot 6 mMecera B pamkute Ha nporpamata OPTIMIZE HF. Ot tax 108 ca mbxe ( 69%),
Ha cpefaHa Bwb3pacT 67.69+12.62 rogunu,. DOYHKIMOHAIHUAT Kiac € JOKYMEHTHpPaH OT
cecTpaTa WM JieKaps NpU BCSKO IMOCEIIEHWE Ha MalueHTa B KiIMHMKaTa. [Ipu Bcuuku
MAIUEHTH U3XOJHO € U3BBPIICH 6 MUHYTEH TECT MO CTaHAAPTEH MPOTOKOJ C XOJACHE, a MPHU
124 nanuenra e npoBeAeH U Ha 6-Tus Mecell. [Ipu nanyeHTUTe, KOUTO HE Ca B ChCTOSHUE 1A
U3BbpIIBAT 6 MUHYTEH TECT € NMPOoBeJeH 4 MeTpoB TecT ¢ xoAeHe. Pesynraru: M3xoaHo 5.5%
or mamuenture ca BB |l OK, 82.12% ca B Ill ®K, 12.9% B IV. Cruexg 6 Mecema ce
HaON0/1aBa 3HAYMMO MpEepasnpeesieHne Ha MalMeHTHTe MO (YHKIIMOHAJEeH KIac, KaTo
noBeue OT nojioBuHaTa ot Tax (51.6%) npemunasat B kinac Il u camo 9,6% ocraBat B Kjac
IV mo NYHA. Karo msuo 46.7% ot mamuenture ca ce nogoopwm ¢ none enqun @K 3a 6
Mecena. CpenHoto mogobpeHne B 6 MHUHYTHHSA TeCT ¢ XoneHe € ¢ 25.944+94.79 wm
(95%C1=9.09 42.79), menuana 30m. p=0.003. [TomoOpenue ¢ moeue T 20M ce HaOMIOIaBA
npu 67 nanuenta (54%) p=0.007. 3axmtoucHue: CTPUKTHOTO HAOMIO/CHHE U OOydYCHHE B
amMOyatopeH kaOuHeT, wu3Bbpmano ot cectpu mo CH, Boam 10 mOmOOpsBaHE BHB

(IJYHKI_II/IOHaJIHI/ISI KJIaC 1 Ka4C€CTBOTO Ha XXMBOT HA INATUCHTUTEC CHC CH.

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

Introduction: Heart failure (HF) is the leading cause of hospitalization among adults 65 years.
The majority of the early readmissions could be prevented by developing disease-managing
programsafter discharge. Aim: To assess the effect on rehospitalization rate of strict -
ambulatory monitoring among patients with HF in out-patient HF program.
Material and subjects: We followed 198 patients with HF I11-IV NYHA functional class (156
in active group and 42 in control group) for 6 months in HF out-patient program. Analysis of
frequency and causes for rehospitalizations in studied patients in comparisons of control
group of similar patients is made. Results: Overall 52 patients (26,3%) have been
rehospitalized. In the active group there were 33 (21,6%) events, while in the control group
were 19 (42,2%), p=0,011. Most of them has only one rehospitalisation during follow-up.
The curves’ divergence starts after 30 days of follow-up. In Cox proportional regression
analysis, the patients in the control group have twice higher probability to be rehospitalized
during the 6-months follow-up — HR=2,55, 95%CI=1,44-4,53(p=0,001). Conclusion: The



majority of the early readmissions are prevented by developing disease-managing programs
which focus on strict follow-up of the patients after discharge.

Mupuesa JII', Pymmung M, YamskoBa T., MoroB U. 3HaueHnero Ha mpoCiensiBAHETO B
aMOyJaTopHa TporpamMa 3a HaMajsiBaHE Ha PEXOCHUTAIM3AIMUTE 32 XPOHWYHA ChpACYHA

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

Boeenenne: Copaeunara negocrarbunocT (CH) e Boxema npuymHa 3a XOCIUTATU3ANH TTPU
nmanueHTH Haja 65 roauinHa Bb3pacT. [lo-romsiMaTta yacT OT pexOoCHUTaIM3aluUTe MOTaT Ja
ObJaT MPeNOoTBpAaTEHU 4Ype3 M3TpaKJaHe Ha CHEHUANIM3UpPaHU MPOrpaMH 3a aMmOyIaTOPHO
npocneasBane Ha mnanueHTH cbc CH. Ilem: Jla anaswnmmpa edexta OT CTPUKTHOTO
amMOynaTOpHO TpociensBaHe B amOynaropHa mnporpama 3a CH Bbpxy uectoTara Ha
pexocrmranuzanuute o nosog CH. Marepuan u metonu: Ilpocinenenn ca 198 mamuenta
cec CH -1V NYHA xmac ( 156 B akTuBHa Tpyna u 42 KOHTPOJIH), KOUTO ydacTBaT B
aMOyJaTOpHO MPOCIEIsBaHe 3a MEepuoa OT 6 Mecela ciel HU3MHCBAHETO UM OT OOJHHUIIA.
HampaBen e aHanm3 Ha 4YecToTara W MPHYMHUTE 32 PEXOCIUTAIH3AIUN B JBETE TPYIIH.
Pesynratu: O6mmo 52 manuenra (26,3%) ca pexocnuTanu3upand. B akTBHO HaOJIr01aBaHaTa
rpyna ca 6w otuereHn 33 (21,6%) pexocmuTaiM3anuy, J0KaTO B KOHTpoJHaTa rpyma 19
(42,2%), p=0,011. IloBeuero oT HaOIIOJABAaHWTE TMAIMEHTH ca HMald caMO eJHa
pexocnuTanu3anys 3a nepuoja Ha HaomojeHnue. Kpupara Ha pasnenenue 3amnousa cien 30-
THS JIeH Ha npocienssane. [Ipu uzpbpiiBane Ha COX MPOMOPIIMOHAIICH aHATN3 Ce OKa3Ba, ue
IpU KOHTPOJIHATA Tpyla € HalWIe JABa MBTH MO-BHCOK PHUCK OT PEXOCHHUTAIU3alUU B
nepuojia Ha 6 Mmeceuno npocnenaane — HR=2,55, 95%Cl=1,44-4,53(p=0,001). 3akiroucHue:
BoNmMHCTBOTO OT paHHHUTE PEXOCHMUTAIM3AINA MOTraT Ja ObJaT MPEeJIOTBPATCHU Upe3
W3rpakaaHe Ha aMOYJaTOPHH TPOTrpaMH, HEJSIIA CTPUKTEH MOHUTOPHHI Ha TAIIMCHTUTE

CJICO N3IIMCBAHCTO UM OT 6OJ'IHI/ILIa.

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

Introduction: Chronic heart failure (CHF) is the most common diagnosis at admission in

patients above 65 years. The introduction of ivabradine as a new medication is expected to



cope with HF. Aim: To assess the effect of ivabradine (lv) after 6 months in patients with
CHF NYHA class I11-1V post hospitallization. Materials: We followed 180 patients with CHF
for 6 months in an out-patient program. Of them, 80 were in sinus rhythm (SR). The baseline
and 6 months levels of NTproBNP, ejection fraction (EF), 6 min walking test (6MWT),
NYHA functional class, and renal function were evaluated. Results: Iv was initiated in 40.3%
of patients with SR. After 6 months, the 6MWT improvedt (62.5 m in the Iv vs 23.5 m in the
non-lv group; p=0.043), NTproBNP reduced with median 680 pg/ml and 552,5 pg/ml
(p=NS), respectively, and EF increased in Iv with 4.02% and decreased with 1.14% in non-
Iv, p=0.06. After 6 months, 77% of the lv patients were in class I, whereas only 45% of the
controls were in class I-1l (p=0.023). Conclusions: lvabradine in CHF leads to subjective
improvement, increases the systolic function, improves the quality of life and functional
NYHA class.

Mupuesa JIT', Moros UT, Bouepa $Ib. MBabpaauH U ChpeUHA CHPACUHA HEJOCTATATHUHOCT:
CIOZIeITHE Ha OIUT OT KJIMHWYHATa mpakTtuka. European Journal of Heart Failure. Maii 2017
;19(TTpun 1):406-406. (I'7-4)

Boeenenue: Copaeunara HegoctarbuHocT (CH) e Hali-uectata mpuunHa 3a XOCTIHTAIA3AITUN
NIPY TAIMEeHTH Haj 65 TOAMIITHA Bh3pacT. BhBeXIaHETO Ha HOBH MEIMKaMEHTH 3a JICUCHHE
Ha CH karo uBaGpaauH 1aBa Hajex/a 3a cipassHe ¢ nmpobaema. Len: Jla ananusupa edexra
OT MPHUJIOKEHHE Ha UBaOpaJuH ciel 6 MecedHo JiedeHue mpu nauueHtu ¢ xponununa CH 111-
IV NYHA ¢yskumonanen kinac. Matepwin: M3cneaanu ca 180 mamuenta ¢ xpoanyHa CH B
nmpoabbkeHne Ha 6 Mmecena B aMOyiatopHa mporpama 3a mpociemsBane. Ot Tax 80 ca B
CUHYCOB puThbM. AHanusupanu ca npomenute B NTproBNP, ¢pakmusra Ha u3tnackBane, 6
MUHYTHHS TeCT ¢ XoJeHe, pyHkiroHanHus kinac no NYHA u 0s0peunara QyHKIUS U3XOTHO
u cien 6 mecena. Cien 6 MeceuyHo NMPUIIOKEHNE Ha UBaOpaJNH ce yCTaHOBABA MOJOOpPEHNE B
6 muHyTHUS TecT ¢ (62.5 M B rpymata ¢ uBaOpaauu cripsiMo 23.5 M B KOHTpOJIHATa rpyma
p=0.043), mamamenre Ha NTProBNP cpemgno ¢ 680 pg/ml u 5525 pg/ml (p=NS),
PECIIEKTUBHO M MOKayBaHe Ha (paklusATa Ha U3TJIACKBAaHE B rpymnaTta, npremMalia uBadpaauH
¢ 4.02%, cvrorBeTHO Hamanenue ¢ 1.14% B xonTposHarta rpyma, p=0.06. Ha 6-tus mecer
Cnen 6-tms Mecenm /7% oOT mamueHTUTe B Tpynata ¢ wuBaOpaguH MuHaBaT BbB |l
(GyHKIMOHAJIEH KJIac, JOKaTO B KOHTpoJiHaTa rpyna camo 45% ca B |-l ¢pyHkumonanen kiac

(p=0.023). 3axmouenue: Ilpunoxenuero Ha wuBaOpaauH npu xponumuna CH Bomu 1o



CyOeKTHBHO NOJ00peHue, moaoopsiBa ¢pakuusaTa Ha M3TIACKBAHE, KAUECTBOTO HA KUBOT U

(byHIMOHATHUS KIac.

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

B-type natriuretic peptide (BNP) and the 6-minute walking test (6MWT) are both related to
the severity and prognosis in chronic heart failure (HF) patients. Aim: to assess the
correlation between NTproBNP and 6MWT in patients with HF in NYHA 1lI-IV class.
Materials and methods: Plasma NT-proBNP, 6MWT, demographics, creatinine level and
glomerular filtration rate were measured at discharge in 38 patients, within the program for
outpatient HF clinic. Pearson’s and Spearman'’s bivariate coefficients and multiple linear
regression analysis with 6MWT as dependent variable were used. Results: The majority of
the patients were males - 24 (63%) and mean age was 71£10.8 years. The mean ejection
fraction was 42.47+14.31%. Atrial fibrillation was present in 37% and 52% were in sinus
rhythm. The median NTproBNP was 24155 pmol/l. The average 6MWT was
194.82+123.58m. There was a mild insignificant correlation between NTproBNP and 6MWT
— Spearman’s p=-0.245, p=0.138. Age was found as the only predictor of decrease in
functional capacity, p=-3.99 (95%CI-7.95;-0.39) p=0.031, while NTproBNP values failed to
do so (B=-33.52, p=0.108). Conclusions: There is no significant correlation between BNP and
6MWT. Both tests are in different aspects important for the diagnosis of HF. The BNP levels
are related to the hemodynamics, while 6MWT reflects age and functional capacity.

Mupuesa JIT', Motos MT. ma nu Bpb3ka Mexay B-type natriuretic peptide u 6 mumyTHHS
TecT ¢ xoneHe mnpu mamuentd cbec CH? European Journal of Heart Failure. Maii
2015;17(ITpwn 1):346-346. (I'7-5)

Husara na B-tun Harpuypernynns nentun (BNP) u nucrannmsra u3smMuHara npu 6 MUHYTEH
TecT ¢ xojeHe (6MTX) ca mokasareiau 3a TEXECT M IPOrHO3a MpHU MALUEHTH C XpPOHUYHA
cepreuna HepoctarbuHOocT (XCH) Ilem: [la amanmsupa Bpb3KaTa MEXIy NpOMsSHATa B
NTproBNP u 6MTX npu mammnentu ¢ XCH B -1V NYHA xmac. Marepuan u meronu:
N3cnenBanu ca minazMenute HuBa Ha NT-proBNP, kpeatunun m creneH Ha riaomepyiiHa

¢unTpanus, KakTo U 6 MHHYTEH TECT C XOJeHe, nmpu 38 malueHTa B pPaMKHATE Ha



amMOyJaTOpPHO MpocesBaHe. 3a cTaTUCTHYecKa 00pabdoTKa ca M3MOI3BaHHU TecT Ha Pearson,
OmBapuaTeTeH KOCPUICHT Ha Spearman w MyJTHIUICH JIMHEapeH PErpecHOHEH aHalu3 3a
3aBucuMute Bapuadbwiau npu 6MTX. Pesynratu: [loBedeTo oT mamueHTUTE ca MBxe - 24
(63%) na cpemna Bw3pact 71+10.8 romunm. Cpennata ¢pakuuss Ha W3TIACKBaHE €
42.47+£14.31%. Ilpu 37% e peructpupaHo HpeACHPAHO MBXKIEHe, a npu 52% - cuHycOB
purbM. Cpennara croitHoct Ha NTproBNP e 2415.5 pmol/l. Cpennara namunata aucTaHims
3a 6 MuHyTH € 194.82+123.58M. YcTaHoBuU ce jieka, CTAaTUCTUYECKA HE3HAUYMMa KOopeJaius
mexay NTproBNP u 6MTX — Spearman’s p=-0.245, p=0.138. Oxka3a ce, ye BB3pacrTa €
CIMHCTBEHHSI MPEAUKTOpP 3a HamaieHue Ha (yHKuuoHaimHus kamarmmrer =-3.99 (95%CI-
7.95;-0.39) p=0.031, moxaro nuBata Ha NTproBNP msamat orHomenue (f=-33.52, p=0.108).
3aximouenue: Hama Bpb3ka mexxay HuBata Ha BNP 1 uamunartute merpu 3a 6 Munytu. /IBara
TECTa ca HeaBHCHMO €IUH OT JApYr BakHHU 3a auarHozata Ha CH. Huara na BNP 3aBucsat
mpeAr BCHUYKO OT XeMoAuHamukara, jgokato O6MTX ce Biuse OT Bb3pacTra H

(GyHKIMOHATHUS KI1ac.

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

Depression is one the most frequent comorbidities among elderly chronically ill patients and
leads to worse outcomes and increased mortality. Depression in HF patients increases the risk
of rehospitalisations, poor adherence to treatment, and reduction in the functional status.
Aim: To assess the prevalence of depression in elderly patients, hospitalized with HF, and to
review the factors that may influence it. Methods: We asked 39 (17 female and 22 males)
consecutive patients with HF NYHA functional class I11-IV, at a mean age 72.9+6.0 years,
voluntarily to fill in themselves the 15-items Geriatric Depression Scale (GDS). We
evaluated some additional factors, such as social deprivation (living alone or with spouse or
relatives), place of living (urban or rural), level of education, and left ventricular ejection
fraction (EF) on echocardiography. If score is below 5 there are no signs of depression, when
5-10 the depression is possible, score > 10 points - almost definite. Results: The median score
was 7 points. The majority of the patients was in the possible depression group — 21 (54%),
14 women and 7 men, while 11 (28%) had definite depression and only 7 males (18%) —
score<5. The female gender is more affected by the depressive status — all of them had >5
points on GDS, while 68 % of the males had scored similarly (p=0.012). There was no



difference in the depression prevalence according to age and EF, but more patients with
preserved EF had score 5-10. There was a trend of lower prevalence of depression in the
patients living not alone — 27% vs 6% (p=0.11) and living in the villages — 31% vs 9%
(p=0.1). Education did not affect the GDS scores. Conclusions: Depressive symptoms are
often present in elderly patients with HF but are difficult to detect. The females with
preserved EF are prone to have depression. The social deprivation and the urban residence
may have effect on becoming depressive, while education does not show relationship. Active
screening of the patients with HF and the early diagnosis and treatment of the depression may

improve their prognosis.

Mupuesa JIT', Motos . Jlenpecus cpes Bb3pacTHH NMALHEHTH ChC ChPICUHA HEJOCTATHUHOCT
B OOJIHMYHHM yCJIOBHS: KaK Jla TIpeABUIUM HeliHaTa nosiea? European Journal of Heart Failure.
Maii 2013;12(T1pun.1):S126-S126. (I'7-6)

Jlenpecusita € eHa OT Hali-4YeCTUTE CHITBTCTBALIM 3a00JsIBAaHUS CPEJl Bb3PACTHU XPOHUYHO
OOJHM MaUEeHTH U BOAM J0 MO-JIOLIU PEe3yJITaTh M MOBHUIIEHA CMBPTHOCT. Jlenpecusta npu
nagueHTn cbc CH yBenmnyaBa pucka OT PEXOCHUTAIM3ALMUA, JIOIIO MNPUABPKAHE KbM
JICYEHHETO U BJOLIaBaHe Ha (QyHKUMOHaNHMA KamauuteTr. Llem: Jla ce oueHu
pasmpoCTpaHeHHEeTO Ha  Jelpecusita NpU TNAUUMEHTH B  HalpeaHaja  Bb3pacT,
xocnutanusupanu cbc CH, u na ce npepasrienar pakTopute, KOUTO MOTaT Aa W MOBIIUSAT.
Metoau: ITomonuxme 39 mocnenoBarenHo npuety narueHTH (17 xxenu u 22 mbxke) cbe CH
kiac [II-IV NYHA ¢yskunonanen kiac, Ha cpefHa Bb3pact 72,9 + 6,0 ronunu, 100poBOITHO
Jla TIOMBJIHAT repuaTpudHa aenpecus ¢ 15 Bbrpoca (GDS). OnieHnxMe HIKOU TOMBIHUTEITHA
¢dakTopu, KaTo colMaiHa enpHuBalus ((KUBOT CaM WU CbC ChIIPYT / ChIIPYTa WK POJHUHN),
MSICTO Ha KHUBOT (IPaJICKO WIU CEJICKO), HUBO Ha 00Opa3oBaHKe U (ppakiivs HA U3TIACKBaHE HA
nsBata kamepa (PU%). Axo pe3ynTarsT € 1oj 5, HAMa NpU3HALM Ha Jernpecus, Mexay 5-10
€ Bb3MOXKHA JIenpecHsl, pe3yarar > 10 TOUKHU - MOYTH KaTerOpuY€eH 3a HAIMYUE Ha JACTIPECHsl.
Pesynraru: Cpenuust pesyatar e 7 Touku. [lo-ronsiMara yact OoT maieHTUTE ca B rpymnara ¢
BB3MOXkHa nenpecus - 21 (54%), 14 xenu u 7 mbxe, qokato 11 (28%) umat xateropuyHa
nenpecus U camo 7 Mbxe (18%) - pesynrar <5. JKeHCKMAT 1on € MO-3acer’Har oT
JIENIPECUBHUS CTAaTyC - BCUUKHU T€ ca UMaiM =5 Touku no GDS, nokato mbxkere ¢ nogodeH
pesynrar ca 68% (p = 0,012). Hama paznuka B pa3snpocTpaHEHUETO Ha JAETPEcHUsiTa Criopen
Bb3pactta U DPU%, HO mnoBeue nammeHTH cbc 3anazeHa PU% wumar pesynrar 5-10.
HabmtonaBa ce TeHAEHIMS Ha MO-HUCKO Pa3lpOCTpaHEHHE Ha JeTpecHusTa MpH MarUeHTUuTe,

xKuBeely He camu - 27% cpemry 6% (p = 0,11) u xuBeemu B cenara - 31% cpeury 9% (p =



0,1). Oka3a ce, ue 00pa30BaHUETO HAMA BIMSHKUE BBPXY pesynrarute no GDS. 3akiroueHue:
JlenpecuBHUTE CUMIITOMM YECTO MPUCHCTBAT MU MalMEHTH B HamnpeaHana Bb3pact cbc CH,
HO ca TPyAHHU 3a oTKpuBaHe. JKeHuTe cbhe 3ama3zeHa (Qpakiys Ha U3TJIACKBAHE Ca MO-CKIOHHU
KkbM genpecus. CouuanHara AeNpUBaLUsi U IPaJCKOTO MECTOKMBEEHE MOraT J1a MOBJIUSAT
BBPXY JENpecHsra, JOKaTO O0Opa30oBaHMETO HSAMAa OTHOUICHHWE. AKTHBHHMAT CKPHHHUHI Ha
nanueHTure cbec CH u paHHaTta AMarHocTrKa U JIeYeHHE Ha JeNpecusTa Morar Ja noxoopsT

TAXHATa IIPOrHo3a.

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

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



Conclusions: UF is a novel method for management of CHF and hypervolemia reduction, but
may have small impact on survival. Potential factors that may worsen the prognosis are the
advanced age, need for catecholamine treatment before the UF. Other factors that may
influence the survival are female gender, non-ischemic etiology, high diuretic dose before the

procedure, the number of procedures needed.

Mupuesa JII', Moros WUT, AnrenoB AA, Kumesa AP, Kynues OI. Vinrpabuarpauus u
MPEeKUBIEMOCT Ha TAalMeHTH ¢ pedpakTepHa Ha JIEUEHHWE 3aCTOMHA ChpAeYHa
HepoctarbuHocT. European Journal of Heart Failure. Maii 2013;12(ITpun. 1):S317-S317.
T7-7)

3acroiiHaTa cbpraeuHa HenoctaTbuHOocT (CH) ocraBa OCHOBHa MNpHYMHA 332 CMBPT U
XOCHUTAIN3AlMY, BBIPEKHM BBBEKIAHETO HA pA3IMYHM HOBU METOAM 3a JICUEHHUE.
Yarpadunrpanusara (Y®P) e obemapai MeTo 3a Je4eHre Ha narueHTu ¢ pedpakrepHa CH ¢
xunepBosiemud. Llen: ga ce uzcneaBaT HemocpenCcTBEHUTE epeKTH U yclokHeHus Ha YO u
HEIHOTO BIIMSHUE BBPXY HpexuBsieMocTTa Ha nmanuenture cbc CH. Martepuan u meroau:
Onenuxme 41 nanumentu (10 >xenu u 31 MBbxke) Ha cpenHa Bb3pacT 63 + 11,3 rogunu c
pedpakrepna Ha nedenue CH IV kmac mo NYHA, npu xouto e nposenena YO B O0JTHUYHU
ycnoBus. OLeHeHu 0s1xa peTpOCHEeKTUBHO OCHOBHU JeMOTpa)CKu U KIIMHUYHHU TPOMEHIIUBH,
MPOBEJICHETO MEAMKAMEHTO3HO JIeYeHHe, KaKTO M BB3HUKBAHETO HAa BBTPEOOTHUYHU
ycnoxHenus. [lpunoxu ce myntudaxkropen COX perpecMoOHeH aHajiu3 U Ce Ch3/azoxa
KpuBH Ha ouensBane no Kamtan-Maiiep. Pesynraru: IloBede oT nosioBUHATa OT MALIUEHTUTE
(53%) ca ¢ ucxemuyHa Kapauomwuonatus, a 24% ca ¢ KJIalHA CHPACYHHU 3a00JISIBAHMS.
Cpennara ¢pakuus Ha n3TinackBane € 30 + 12,8%, a cpennara no3a Ha ¢pypozemua e 120 mg.
Cpennusar npectoit B 6onmuuna e 10 £ 4,5 nau obmo u 1,7 + 2,1 auu cien YO. CpenHoro
HamasieHue Ha TesiecHoTo Terio e 10,2 kg (95% CI = 8,2-12,1 kg). Perucrpupanu ca o010 8
YCIOXKHEHUsT — MpH 3 manueHtd — ¢aTajeH Kpail, 3 ciayyas Ha ocTpa LMPKYJIaTOpHA
HenoctaTbuHOCT (1 daranen u 1 Boxemr 1o npekpatsaBane Ha YD), 1 undeknus, 1 tpomb03a
Ha mnepudepHata BeHa M | XemaroM OKojo KareTbpa. CpenHaTa HpPEXHUBSIEMOCT Clel
usnucBanero ¢ ouna 4 mecena (ot 1 go 58 mecena). [Ipu enHodakropuus ananu3 Ha Kokc ce
Ha0No/laBa TEHJACHLMS KbM MOBHUIIEH PHUCK OT CMBPT NpPU MAUEHTH C HEUCXEMHYHA
€THOJIOTHS, BB3pacT > 63 TOAMHM, KEHCKU IMOJI, moBede OT 3 mpouenypu YD, BUcCOka
J03UPOBKA Ha MPEINpPOIEIypeH AUYPETHK M HEOOXOJUMOCT OT KaTe€XOJaMHUHOBA IMOJKpena

npenn UF. B MHorogakropHus aHanus, cjiell KOpUTHMpaHEe Ha MHOTO (pakTopu, 3HauuMma



ocTaBa caMO Bb3pacTTa Haja MeauaHata > 63 rogunu. - HR = 1,99, 95% CI 0,89-4,44 (p =
0,09), u ynorpebara na momamun - HR 2,06, 95% CI 0,92-4,61 (p = 0,08). 3axmoucHue:
Yarpadunrpanusara € HOB METOJ 3a MOBJIUSIBAHE HA XUIIEpBoeMusTa Ipu xponnyHa CH, Ho
Heu3BecTeH eeKT BhpXy npexuBsieMoctTa. [loTeHmanau hakropu, KOUTO MOTAT Ja BIOIIAT
MPOTHO3aTa, ca HaIMlpeHAIaTa Bb3PAacT U HEOOXOJUMOCTTA OT JICYCHHUE C KATEXOJAMUH MPEeIu
V®. JXeHCKUAT TO0JI, HEMCXEMHYHATa €THOJIOTHS, BUCOKATa JUypEeTHYHA J103a MpEeau
npoueaypara, KakTo U MO-TojeMusi Opos MPOBEAEHH MPOIEIypH, ChIIO MOTaT Ja BIOIIAT

IMPOrHo3ara Ha IMaluCHTHUTC.

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

Introduction: Infective endocarditis (IE) remains one of the fatal diseases even in the 21th
century. The nurses’ role in hospital and outpatient care for the patients is unquestionable and
that’s why it is important they understand the disease process in order to assess and plan
appropriate care. The lack of knowledge of this disease and its implication on the patients
may lead to complications, especially in the recovery phase of the illness. Aims: To create a
standard protocol for nursing care which is going to be incorporated in the complex treatment
of IE. This protocol will include information for the patients about their condition in order to
make them active participants in the curative process, as well as education of the newly
arrived and undergraduate nurses about IE. Methods and results: A retrospective study of the
patients who were treated for IE for the period 2008-2010 in our clinic were studied. There
were overall 20 patients — 12 men and 8 women. An algorithm of the different steps for
patients care from the first encounter till the end of the treatment was created, including blood
drawing, monitoring of the important health parameters, follow-up of the antibiotic treatment
and its side effects, etc. Conclusion: The treatment of IE needs a multidisciplinary approach
including team of cardiologists, nursing staff, experts in infectious diseases, cardiac surgeons,
and other healthcare specialists, such as physiotherapists, psycholo- gists. The effective care

program focusing on facilitating knowledge and improving patient health is rewarding.

XpucroBa ILII., MupueBa JI., Kumesa A, Horos M, CupakoBa B. HWudeknunozen

EHJOKapaAuT: Jo0paTa rprka 3a MalMeHTUTE KaTo MPEANOCTaBKa 3a ObICIIOTO UM MO-100p0



3apase. European Journal of Cardiovascular Nursing. Mapr 2012;11(ITpun. 1):S75-6. (I'7 —
8)

BoBenenue: Undekuuoznuar enpokapaut (ME) octaBa eqHo oT (daranaute 3a00siBAaHUS
nopu mpe3 21 Bek. Ponsita Ha MEOWIIMHCKUTE CECTPH B OOJHUYHHUTE W M3BHHOOTHUYHUTE
TPYKU 32 TMMAMEHTUTEe € Oe3CIOopHa W 3aToBa € BAXKHO TE Ja pa30MpaT MEXaHU3MHUTE Ha
0oJIeCTHUS TpOILIeC, 3a Ja OIEHAT W TUIAHUPAT MOIXOIAIIN TpYKHU. JIurcara Ha MO3HAHUS 32
ToBa 3aboisiBaHE W HETOBOTO OTPAKEHUE BBPXY MAIMEHTUTE MOXE Ja JOoBele J0
YCIIOXKHEHHSI, 0COOCHO BBHB (hpazaTa HA BB3CTaHOBsIBaHE OT 3aboimsBanero. Llemm: [la ce

Ch37ae CTAaHJAPTCH IPOTOKOJ 33 MEIUIIMHCKH CECTPH, KOWTO Ja ObJie BKIIOYEH B
koMIuiekcHoTo JiedeHne Ha ME. To3u nmpoTokos ga BKIOYBa HH(MOpMAIUS 3a MAIUEHTUTE U
TAXHOTO CHCTOSIHHME, C OTJIE] J1a BKIIOYH CECTPUHCKHS ChCTaB aKTUBHO B JieUeOHUS IMPOIIEC,
KaKTO W Jla TOCTYXKH 3a oOyuutenHud Iend. Meroam u pesynararu: [IpoBemeHo e
PETPOCIIEKTUBHO NMPOYYBaHE Ha MAIMEHTHTE, JieKyBaHH 1o oo UE 3a mepuoma 2008-2010
I. B HamaTa kiauHuKa. [Ipemunanu ca o6mo 20 marmuenTa - 12 muxe u 8 xenu. Ch3nanaeH e
QITOPUTHM OT CTHIIKU 32 TpYKa 3a MAIMEHTHTE, OT MbpBaTa MM Cpella ¢ METUIMHCKAaTa
cecTpa J0O Kpas Ha JICUCHHETO, BKIIOYBAI B3€MaHE HAa KPbB, MOHUTOPUHT Ha BaXHU
KIIMHUYHA TTapaMeTpH, TPOCIIeIBaHe HAa aHTHOMOTHYIHOTO JICYCHHE W HETOBHTE CTPAHWIHU
edexTu u np. 3akmodyeHue: Jledenuero Ha UE ce Hykmae oT MyITHAUCIMIUIMHAPEH TTOIXO,
BKJIFOUBAII] €KHIT OT KapINOJI031, MEUIIMHCKU CECTPU, EKCTIIEPTH M0 WH(GEKIIMO3HU 00JIeCTH,
KapAWNOXUPYp3H H JAPYTH 3ApaBHU CIEIMUAIUCTH, KaTo (DU3HOTEPANeBTH, TICHXOJIO3H.
W3rpaxxgaHeTo Ha KOMIDIEKC OT CECTPUHCKM TPHXKH, HACOYCHH KbM OOOTaTsBaHe Ha

IMO3HAHHUATA U IIO-CUCTECMATU3HPAaHA I'PpUKa 3a IMallUCHTA, ou HO,Z[O6pI/IJ'IO TAXHATa MIPOTrHO3a.

IyOoaukanuu v 10KJIaaH, NyOJMKYBaHU B HepedepupaHu
CIIMCAHMS C HAYYHO PelieH3UPaHe WK NyOJIUKYBAHH B
peAaKkTHpaHu KoJeKTUBHU ToMoBe (I'-8)

JI. Mup4yeBa. OHKOJIOTMYHH MEJUKAMEHTH, KOMTO MOraTr Ja NOTHCHAT IOMIIEHATA
(pyHknus HA MHOKapaa WM [a BJOWIAT ChbpAe4YHATa HeA0CTATBYHOCT. B: Ocrtpa u
XpPOHUYHA CchpaeyHa HexocTaTbyHOCT. Codusi: Apomauc; 2017. crp.391-416. ISBN :

978-619-7063-24-0, (I'8-1)



Cppreynara HEAOCTATHUHOCT € HOBATa €MUJEMUS Ha BeKa. ToBa € Haill-uecTara nmpU4yuHa 3a
npueM B OOJNHWIA TIPH TALMEHTUTE HaJ O05-TOOUINHA BB3PACT. XOCIUTAIU3AUUTE 32
ChpJCYHA HENOCTATBYHOCT Ca IOBEYE OT TE3M 3a BCUYKU KapUMHOMHU. 3a CBXKaJICHUE,
BBIPEKU HAaIpeIbKa B MEIUIMHATA, IPOrHO3aTa Ha OOJHUTE ChC ChpAECYHA HEIOCTHUYHOCT
OCTaBa JIOIIa U CMBPTHOCTTA OT HEs HAaJMHMHABa Ta3u NP MOBEYETO (JOPMHU Ha KApLUHOMU C
U3KIJIIOUYEHUE Ha paka Ha Oenus Apod. BposAT Ha mauueHTuTe, pa3BUBAIIM €IHOBPEMEHHO
HEOIUIa3MM U ChpJIeYHA HEJOCTaThUHOCT, HApacTBa HeNpeKkbcHaTo. Puckosure dakropu u 3a
nBeTe 3a00JIIBaHUS ca CXOJHM M Ce€ NpUIOKpuBaT. TrOTIOHOMyLIeHeTo, ynorpebara Ha
aJIKOXO0JI, 00E3UTETHT U METAOOIUTHUAT CHHIPOM MOBHIIABAT PHCKA KAKTO OT Pa3BUTHE HA
ChpJIeYHa HEJOCTaThYHOCT, Taka M 3a pPa3BUTUE HA HEOIUIaCTUYHO 3abossiBaHe. [Ipu
MAUEHTUTE, KOUTO B MUHAJIOTO Ca MMAJIA HEOIUIa3Ma, € HAJIMLE II0-BUCOK PUCK 3@ PA3BUTHE
Ha MCXeMHM4YHa OOJIECT M ChpAEYHA HEAOCTAaTBYHOCT JI0 Kpas Ha KHBOTa MM, CPAaBHEHH C
ocTraHanuTe mnanueHTH. OT CHIIECTBEHO 3HAUYEHUE 3a TO3M B3aMMOCBBP3aH MpoOiieM —
KapUMHOMHU M ChpJIeYHa HEJAOCTAThYHOCT, Ca KapJAMOTOKCHYHUTE €(PEKTH Ha rojiiMa 4acT OT
CbBPEMEHHUTE XUMHOTEpaneBTUIH. OHKOJOTMYHUTE MEIUKAMEHTH, KOUTO MoraTr Ja
MOTUCHAT ChpJieuHaTa (YHKIMS WIM Ja BIOIIAT HAIMYHA ChpJIEYHA HEAOCTaThYHOCT, Ca
MHoro. [loutn BcHYKH IPOTUBOTYMOPHHU CPEJCTBA MPUTEKABAT JUPEKTHU UM UHJIUPEKTHU
KapAUOTOKCUYHU edekTH. VHIMpEeKTHOTO BB3JEHCTBUE Cce€ H3pa3siBa KAaTo OTpHIATETIeH
MHOTPOIIEH WJIM XPOHOTPOIIEH €(EeKT, BIUSHUE BbPXY apTepHAIIHOTO HaJsraHe, puTbMa Ha
CBpPIIETO, PUCKA OT TPOMOOTHYHH YCIOKHEHUS U Ap. Hsikou MequkaMeHTH uMatr JTUPEKTEeH
TOKCHYEH e(QeKT BbpXYy MUOKapAa. B ucropuuecku miaH mbpBO € yCTaHOBEHA acoLlMMpaHaTa
C aHTPALMKINHH Kap- AMOTOKCHYHOCT. C Hampebka Ha MeAUIIMHAaTa obade cTaBa siCHO, Y€ U
HOBUTE KJIACOBE MEJMKAMEHTH, KaTO TapreTHaTa W HMMYHOJIOTMYHATA TEpalvs, ChIIO ca
KApAMOTOKCUYHHA. MeXaHU3MUTE, IO KOMTO BB3HMKBA TO3M IPOLEC U BPEMETO 3a M35BA,
ChIIO ca pa3auyHU. CHpAEYHO-CHAOBUTE YCIOKHEHUS HA OHKOJOTMYHHUTE MEIUKAMEHTH
BKJIIOYBAT TOTHCKaHE Ha ChbpjAedYHaTa (QYHKIMS U pa3BUTHE HA ChbPJACYHA HEJOCTATHYHOCT,
KOpOHapHa OOJIECT Ha CBHPIETO, KJIAMHU JIE3UH, Pa3IMYHU BHUJOBE PUTBMHU HapyIICHUS,
apTepuanHa XUMEepPTOHUs, TPoMOOEMOOJIMYHU HWHIMJEHTH, nepudepHa cbaoBa OoyieCcT U

UHCYJITH, 0el10ApoOHa XUIEep- TOHUS U NIEPUKAPAHU YCII0KHEHNUS.



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

Heart failure is the new epidemic of the century. This is the most common reason for hospital
admission in patients over 65 years of age. Hospitalizations for heart failure are higher than
for all cancers. Unfortunately, despite advances in medicine, the prognosis of the patients
with heart failure remains poor and mortality exceeds that of the most forms of cancer except
lung cancer. The number of patients developing both conditions - neoplasms and heart failure
is constantly increasing. The risk factors for both diseases are similar and overlap. Smoking,
alcohol use, obesity and metabolic syndrome increase the risk of developing both heart
failure and neoplastic disease. Patients who have had a neoplasm in the past have a higher
risk of developing ischemic heart disease and heart failure for the rest of their lives than other
patients. Cardiotoxic effects of many modern chemotherapeutics are essential for this
interrelated problem - carcinomas and heart failure. There are many cancer drugs that can
suppress heart function or worsen existing heart failure. Almost all antitumor agents have
direct or indirect cardiotoxic effects. Indirect effects are expressed as a negative inotropic or
chronotropic effect, effect on blood pressure, heart rate, risk of thrombotic complications and
others. Some drugs have a direct toxic effect on the myocardium. Historically, anthracycline-
associated cardiotoxicity was first identified. However, with the advancement of medicine, it
has become clear that new classes of drugs, such as targeted and immunological therapies, are
also cardiotoxic. The mechanisms by which this process occurs and the time of manifestation
are also different. Cardiovascular complications of oncological drugs include worsening of
heart function and the development of heart failure, coronary heart disease, valvular lesions,
various types of arrhythmias, hypertension, thromboembolic events, peripheral vascular

disease and stroke, pulmonary hypertension and pericardial complications.
Iy61ukyBaHa riaBa ot KoJieKTuBHA MoHOTpadus (I'-9)

J.MupueBa. Pexocnuragu3auumu 3a cbpAe4yHa HeaocrarbyHocT. B: Cbpaeuna
HeIOCTATBYHOCT -AuarHoctuka u Ttepanusi. Copusi: ApoOusmc; 2017. crp. 205-219.

ISBN: 978-619-7063-23-3 (I'9-1)

Cepneunara HenoctarbyHocT (CH) e kiIMHMYEH CHHAPOM C LIMPOKO Pa3mpOCTpPaHEHUE —

yecToTaTa My cpell obmara nomyanus Haj 18 roa. e 1-2%, a BB Bb3pacToBaTa rpymna HaJ



70 roguau noctura >10%. Beeku 1 ot 5 mbxe Ha Bp3pact 40 roa. me pazsue CH 1o xpast Ha
KMBOTa CH. BBIpexkun Hampeabka Ha MEIUIMHATA W PAa3sBUTHETO HAa TEXHOJOTMUTE B
nedenueto Ha OomHuTe che CH, cMBpTHOCTTA MpU TAX OcTaBa BHCOKa. IlerromuimHara
BBH3PACTOBO-KOPUTHPAHAa CMBPTHOCT € 0KoJIo 50%, T.e. Bceku BropH nanueHT cbe CH Hima
7a € MeXay XKUBHUTE ciell 5 roguau. ChpledyHata HeAOCTaThYHOCT € Hali-uecTara MpHUYuHa
3a XOCHUTAIM3AlMK P MAUEHTH Haj 65-roauiiHa Bb3pacT. Xocnuranuzanuure 3a CH ca
JiBa I'bTU IOBEYE OT TE3M 3a BCUYKU BUAOBE KapUUHOMHU. Te ca H3KIIOYMTENIHO CUJICH
npeauKkTop 3a JjeranureT. Briomenata CH, pesyntupamia B XOCHMTalIM3alus, BOIAH J0
ChbpACYHH W/WiM OBOpEeuHU yBpeau, KOUTO MOTaT 10 AOBEAAT J0 mporpecust Ha camata CH.
Xocrmranu3upanute naueHTd ¢cbe CH nmpoapinkaBar ga UMaT BUCOKA CMBPTHOCT M YECTOTA
Ha pexocnuranuzanuute — okoyio 15% u 30%, pecnexktuBHo Ha 30-us u 60-ust geH cuen
u3nucBaHero. IlepuoabT cien M3MMCBAaHETO MOXKE J1a ce pa3felid Ha TPU OCHOBHHU (a3u —
ByJHepabuinHa Qasa, miaro ¢asza u KpaiHa ¢aza Ha maaunauuu. KpM MOMEHTa HsAMa TOYHU
KIMHAYHA KPUTEPUH 3a ONpeJeNisiHe Ha HyXKAara OT pexocnuranm3amus mo mosoj CH.
l'onAMa 9acT OT ManUEeHTUTEe, KOUTO OMBAT XOCHUTAJIU3UPAHU IO IOBOJ CUMITOMM Ha
KOHIeCTHsI, MoraT Ja ObJaT JEeKyBaHUW B CIEHIHM 3BEHA WM aMOyJaTopHO, 4pe3 Obp30
MOBIIUSIBAHE HA XUIIEPBOJIEMUATA, 3a J1a c€ n30erne HeoOX0AUMOCTTa OT OOJTHUYHO JICUCHHE.
Hanuue ca peauma Mepkd, KOUTO OMXa HaMaldwid HEOOXOJUMOCTTa OT YEeCTH
pexocnuTanu3zauud. B paznuuHMTE CTpaHu ca pa3pabOTeHH pa3IMyHU MpOrpaMu 3a
amMOynaTopHO mpociensBaHe Ha nanueHTH cbe CH. M3rpaxkpaneTo Ha crnenualn3upaHu
amOynaTopHu KIMHUKK 3a CH, KakTo M TOYEH anropuThM 3a MpociesBaHe Ouxa HaMaluin
yecrorata Ha pexocnurtanuzanuure rno moox CH, Ouxa onTUMH3Mpanud TepanmusTa u

l'IOI[O6pI/IJ'II/I IMPOrHo3aTta U Ka4€CTBOTO Ha JKHUBOT HA TC3U OOIHU.

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

Heart failure (HF) is a widespread clinical syndrome - its incidence in the general population
over 18 years of age is 1-2%, and in the age group over 70 years it reaches > 10%. Every 1 in
5 men over the age of 40 will develop HF for the rest of their lives. Despite advances in
medicine and the development of technology in the treatment of patients with HF, mortality
remains high. The five-year age-adjusted mortality is about 50%, ie. every second HF patient
will not be alive after 5 years. Heart failure is the most common cause of hospitalization in

patients over 65 years of age. Hospitalizations for HF are twice as many as for all types of



cancer. They are an extremely strong predictor of mortality. Worsened HF resulting in
hospitalization leads to heart and / or kidney damage, which can lead to progression of HF
itself. Hospitalized patients with HF continue to have high mortality and rehospitalization
rates - about 15% and 30%, respectively, on the 30th and 60th day after discharge. The period
after discharge can be divided into three main phases - vulnerable phase, plateau phase and
final phase of palliation. There are currently no precise clinical criteria for determining the
need for rehospitalization for HF. Many patients who are hospitalized for symptoms of
congestion can be treated in the emergency department or on an outpatient basis by rapidly
responding to hypervolemia to avoid the need for hospital treatment. There are a number of
measures that would reduce the need for frequent rehospitalizations. Different outpatient
follow-up programs for HF patients have been developed in different countries. The
establishment of specialized outpatient clinics for HF, as well as an accurate monitoring
algorithm would reduce the frequency of rehospitalizations for HF, would optimize therapy

and improve the prognosis and quality of life of these patients.

I'b1HOTEKCTOBY MYOJMKAIUN B HAYYHH CIMCAHNUS M COOPHMUM , U3BbH
MHUHHMMAJHUTE HAYKOMETPUYHH M3UCKBAHMS 32 3aemaHe Ha A/l ,,JoneHT*

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

The increase of serum uric acid (SUA) levels over the reference values is defined as
hyperuricemia. Sustained hyperuricemia is an important risk factor for cardiovascular
diseases.

Aims: To evaluate the prevalence of hyperuricemia by age and sex and main hyperuricemia-
related comorbidities in a nationally representative sample of 1242 Bulgarian patient. To
establish whether uric acid levels could be used for evaluation of metabolic status in 200
patients with heart failure (HF) by analyzing its correlations with creatinine levels,
glomerular filtration rate, in-hospital diuretic dose, ejection fraction, blood glucose, during
follow-up visits after hospital discharge. Results: The study found that 33.9% of patients had
hyperuricemia, which makes it a very common condition in Bulgaria. 27.3% of patients of



both sexes had arterial hypertension and every third patient had a high uric acid level.
Hyperuricemia was present in 84% of heart failure patients and diabetes with statistically
significant difference depending on the presence and type of diabetes. Patients with HF and
insulin-dependent diabetes had relatively highest uric acid levels. A statistically significant
considerable positive correlation was established between SUA levels and creatinine, a
statistically significant moderate negative correlation between sUA levels and eGFR as well
as a modest, but statistically significant positive correlation between sUA levels and in-
hospital diuretic dose. The increased levels of sSUA are a significant risk factor for atrial
fibrillation. This is the first epidemiological study of the prevalence of hyperuricemia in

Bulgarian population.

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

syndrome

KzroBa IIM, Cumosa I, Moros UT, ITeesa KI', 'eopruesa H, Mupuesa JI. Xunepypuxemus
U CBhPICYHO-CBHJIOB pHCK cpea Owbirapckara momynanus. Annal Card Cardio Ther: ACCT.
2020; 1 (1): 1-8. (1))

[ToBuienuTe HUBa Ha cepymHara nukovyHa kucenuHa (I1K) nan pedepentaure croitHOCTH ce
ompesens KaTo XUNepypukeMusi. XunepypuKkeMusTa € BaKeH PUCKOB (PaKToOp 3a ChPJICYHO-
cboBU 3a0onsaBanus. Llenm: [la ce oueHM pa3NpoCTpaHEHMETO Ha XMUIIEPYPUKEMHUATA I10
BB3pPACT U TOJI U OCHOBHHUTE, CBbP3aHU C XUIEPYPUKEMUS, CHI'BTCTBAIU 3a00NIIBaHUS B
HAI[MOHATTHO TIPEJCTaBUTENIHA H3BaJKa OT 1242 Obparapcku nmanueHTd. Jla ce ycTaHOBU Janu
HUBaTa Ha NMMKOYHA KHCEJIMHA MOraT Ja CE€ M3IO0J3BaT 3a OLIEHKa Ha METa0OJUTHHS CTaTycC
mpu 200 manueHTH cbe chpaeuHa HenmoctaThbuHOCT (HF), kato ce amammsupar HeitHUTE
KOpeNaluu ¢ HUBaTa Ha KpeaTMHHWHA, CKOPOCTTa Ha TIoMepysHa ¢uiTpamus, go3ara Ha
OOMHWYHUS AUYPEeTHUK, (ppakuuara Ha HM3TIACKBaHE, KpbhBHATA 3axap, MOCEIIEHUSATA CIIe]
u3nucBane ot Oonuunara. Pesynratu: [lpoyuBanero ycranoBu, ue 33,9% oT nmanueHTuTe ca
MMaJlid XUTIEPYPUKEMHUS, KOETO TO TPaBH MHOTO YECTO CPEIIaHO ChCTOsHWE B bbirapwus.
27,3% OT mauMeHTUTE OT JBara Ioja ca MMaju apTepHualiHa XUIEPTOHMUS M BCEKU TPETH
MAIUMEHT € MMaJl BUCOKM HHMBA HAa MMKOYHA KHCeIuHa. XunepypukeMus € Hanuue npu 84% ot
MAlUEHTUTE ChC ChPJIEUHA HEJOCTATHYHOCT M 3aXapeH JUA0ET ChC CTAaTUCTUYECKH 3HAYMMa
pasnMka B 3aBUCHMMOCT OT HaluyueTo W Bujpa Ha auabera. [lamumenture cbe CH m

HHCYJIMHO3aBHUCHUM I[I/Ia6eT ca C OTHOCHUTEIHO HaM-BHCOKM HHBAa Ha IMMKOYHA KHCEIIMHA.



YcTaHoBeHa € CTAaTUCTUYECKH 3HauuMa IIOJOKHUTEIHA Kopcianugd MCKAY HHBATa Ha
cepymuara [1K u kpeatnHnHa, CTATUCTUYECKU 3HAUYMMa yMEPEHA OTPUIIATEIIHA KOPEIAlHs C
eGFR, kakTo u ymepeHa, HO CTAaTUCTUYECKH 3HAYMMa MOJIOKUTETHA KOpealus ¢ 103aTa Ha
npunaranus B 6onHumara auypetuk. [losumennte auBa Ha 1K ca BakeH puckoB ¢dakTop u
3a  MOpeAChPAHO MBXACHE. ToBa € WIBPBOTO ENHAEMHOJOTHUYHO IMPOYYBaHE Ha

PasMpOCTPAHEHUETO HA XUIEPYPUKEMHUSITA Cpell ObIrapCKOTO HACEJICHHUE.

KarouoBu AYMU: XUIICPYPHUKEMHA, CHPACHHA HCEAOCTATBYHOCT, aApTCpHAIHA XUIICPTOHUA,

npeaACHPAHO MBKIACHE, METa00IUTEH CHUHIPOM.

MupueBa JI., A. Kumea, A. AnrenoB, O. KynueB, U. HoroB. OcobeHoctu B
NPOTHYAHETO HA ChPAeYHATA HEJOCTATHYHOCT MPH BH3PACTHH MANHEHTH B OOJTHUYHH

ycaosusi. U3Bectue Ha Cbro3a Ha yyenure 2012, 1.17 (2)

B nocneanurte peceTwsieTsi chpedYHAaTa HENOCTAThUHOCT 3acsAra MPEAMMHO BB3PAacCTHU U
cTapu Xopa, Karo cpeaHara Bwp3pacT Ha namueHture c¢b¢ CH e nHag 70r. Hamumne ca
MHOX€ECTBO (haKTOPH, KOUTO AOMPUHACST 3a TO3U IPOIIEC, KaTo 3acTapsBaHe HA HACEICHUETO
U Hampeabka B MEIUKaMEHTO3HOTO, WHTEPBEHIIMOHAIHOTO U XUPYpruyHo seuyeHue. [Ipu
BB3PACTHHU U CTapH Xopa npoTuuyaHeTo Ha CH mma HsIKoM 0COOEHOCTH: T€ Ca OCHOBHO KEHH,
umar 3anaszeHa JIK mommena QyHkius, n3MepeHa upe3 ¢pakuusATa Ha M3TIACKBaHE, U IO
NPaBUJIO CTpazaT OT MHOXKECTBO NpPUIpYKaBalld 3a00JABaHUS (XMIIEPTOHHS, 3aXapeH
nuaber, anemus u ap.). Len: [la ce nmpocnenst kKIMHUYHUTE U AeMorpadcku 0cOOEHOCTH Ha
xocnutanusupanu 6oiHu cbe CH Hazg 75 roa. B cpaBHEHHE ¢ NO-MJIaJ KOHTPOJIH, KaKTO U
poMsiHaTa Ha OCHOBHUTE XapaKTEPUCTUKU B JIEYEHHWETO Ha Te3u OomHu Hajx 80 ron. 3a
nepuoA ot 5 rog. Marepuan u Mmetoau: VM3non3BaHu ca 1aHHU OT MEIMLMHCKUTE JOCHETa Ha
nanueHTH ¢bc CH, Xxocnuranu3upaHu nociaeA0BaTeIHO B KIIMHUKATA 32 TPUMECEUEH MEPHOJ]
(ssayapu-mapt 2011r.). ChiuTe ca cpaBHEHHU C JIAaHHUTE HA MAIlUCHTH, XOCIUTAIU3UPaHU B
cblus BpemeBu nepuoa Ha 2006r. Ananusupanu ca 444 nauuentu (326 3a nepuoja ssHyapu-
mapt 2011r. u 118 3a cpums nepuox npe3 2006r.). OnieHenu ca qeMorpagCKUTe MmoKa3aTes,
etnosnorusita Ha CH, mpuapy:kaBamuTe 3a005IIBaHUS, HSIKOM JIaDOpAaTOPHU MOKa3zaTelnu M
TEpareBTUYHO MOBE/AECHUE. 3a AUXOTOMHUTE TMOKA3aTeNM ca M3IOJ3BAHU Y2-TECT WM TecTa
Ha Fisher, a 3a HempexkbcHaTuTe TpoMeHnMBH - t-Tect. Pesynraru: YcraHoBu ce, ue
MAUEeHTUTe >75T. ca OCHOBHO xeHU — 75 (57%) copsmo 86 ( 44%), p=0.032). Te xusesT

OoCHOBHO B Tpaga — 98 (74%) copsimo 105 (54%). UYecrotata Ha HAKOU MPUAPYKABAIIU



3a00IIsIBaHUs, KaTO XUMEPTOHUS, MPEACHPAHO MBXKICHE, aHEMHUS M aOpTHA CTEHO3a, € TO-
rojisiMa B rpynara Ha MalMeHTHTE HaJ 75T., HO HE C€ yCTAaHOBH CHIIECTBEHA pa3jiuKa IO
OTHOIIIEHWE Ha 3axapeH auadeT u OenonpoOHa maronorus. He ce ycraHoBU curHHU(UKaHTHA
pasiuKa Mo Bh3pacT B HA3HAYEHOTO MEJUKAMEHTO3HO JICUEHUE, HO MPHU Bb3PaCTHUTE OOIHU
ca OWJIM TIPOBEJICHU MO-MAJIKO PEBACKYJIAPU3ALMOHHU MPOLEIYPH — NEPKyTaHHA KOpOHApHA
untepBennus (PCI) mpu 10% ot mammenture >75r. cnpsmo 31% (p=0.0005), a aopro-
kopoHapen Oaiinac omeparusi (CABG) - mpu 3.8% cpemy 10% (p=0.05). Boanuunust
JeTanuTeT Hall U Tof 75roA. € 6mi peciekTuBHO 3.8% u 2% (NS). 3a mepuos ot 5 roauHu ce
€ YBEJIMYMUII KaKTO aOCONIOTHUSAT, TaKa M PEJATUBHUAT OpOM HA OCEMJIECETIOJIUIITHUTE CPE
nanuenture, xocnuranuzupanu cb¢ CH ot 16 (13.5%) na 66 (20%), p>0,05. Cpennara
BB3pacT ¢ HapacHaima ot 81.9+1.8 ma 83.4+2.9 rox. (p=0.015). 3axmouenue: JlenbT Ha
Bb3pacTHUTEe manueHTd ch¢ CH HapacTBa HempekbcHaTo. Te ce MpeaAcTaBiIT ¢ TO-
pazHoOOpa3Ha M YeCTO aTHMHWYHA KIMHWYHA KapTHHA M MMaT M3pa3eHa MOJIMMOPOHUIHOCT,
KOETO 3aTpyAHsIBa TUArHOCTUYHUA W JieueOeH mpoiiec. M3mon3BaHeTo Ha HOBH KJIAaCOBE
MEIMKaMEHTH chOOpa3HO ChbBPEMEHHHUTE €BPOIEUCKH MPENOPbKU U MO-IIMpoKaTa yrnorpeda
HAa WHBA3MBHH MPOIIeTypyu OU MOTJIO Ja o1o0pu MporHo3ara u Ja Hamalld CMBPTHOCTTA MPU

TC3U IIAIUCHTU.

KirouoBu AYMHU: CbpAC€YHAa HEAOCTATHYHOCT, BB3PAaCTHH, XOCIIUTAIU3al[UA

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

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

In recent decades, heart failure mainly affects the elderly people, with the average age of
patients with HF being over 70 years. There are many factors that contribute to this process,
such as population aging and advances in medical, interventional and surgical treatment. In
the elderly, the course of HF has some peculiarities: they are mainly women, have preserved
ejection fraction, and usually suffer from many concomitant diseases (hypertension, diabetes,
anemia, etc.). Objective: To evaluate the clinical and demographic characteristics of
hospitalized patients with HF over 75 years compared with younger controls, as well as the
change of the main characteristics in the treatment of these patients over 80 years for a period
of 5 years. Material and methods : Data from the medical records of patients with HF,
consecutively hospitalized in the clinic for a period of three months (January-March 2011)
were used. They were compared with the data of patients hospitalized in the same time period



of 2006. 444 patients were analyzed (326 for the period January-March 2011 and 118 for the
same period in 2006). Demographic characteristics, etiology of HF, concomitant diseases,
some laboratory data and therapeutic behavior were assessed. The %2 test or Fisher's test was
used for the dichotomous parameters, and the t-test was used for the continuous variables.
Results: It was found that patients >75 years. are mainly women - 75 (57%) compared to 86
(44%), p = 0.032). They live mainly in the city - 98 (74%) compared to 105 (54%). The
incidence of some concomitant diseases, such as hypertension, atrial fibrillation, anemia and
aortic stenosis, was higher in the group of patients over 75 years, but no significant difference
was found in diabetes and lung pathology. There was no significant age difference in the
prescribed medication, but fewer revascularization procedures were performed in adult
patients - percutaneous coronary intervention (PCI) in 10% of patients >75 years. compared
to 31% (p = 0.0005), and coronary artery bypass graft surgery (CABG) - at 3.8% vs. 10% (p
= 0.05). Hospital mortality over and under 75 years. was 3.8% and 2% (NS), respectively.
Over a period of 5 years, both the absolute and the relative number of octogenarians, among
patients hospitalized with HF increased from 16 (13.5%) to 66 (20%), p> 0.05. The mean age
increased from 81.9 £ 1.8 to 83.4 = 2.9 years (p = 0.015). Conclusion: The proportion of
adult patients with HF is constantly increasing. They present with a more diverse and often
atypical clinical picture and have a pronounced polymorbidity, which complicates the
diagnostic and treatment process. The use of new classes of drugs in accordance with current
European recommendations and the wider use of invasive procedures could improve the

prognosis and reduce mortality in these patients.

Key words: heart failure, elderly patients, hospitalization

Mupuesa JI., ILIlanaiioro, W.MotoB, A.Kmmesa, H./lonues, B.IInmes,

JlereHepaTuBHU 3200JIsIBAHUS HA MHUTpajHaTta kjiana, Copue-0s1 a1pod 22/2016, 3-12

(3)

JlerenepatuBHUTE 3a00/sIBAaHUS HAa MHTpalHaTa Kiama ca TJaBHA MPUYMHA 32 ChPIEYHO-
ChJI0Ba OOJIECTHOCT U CMBPTHOCT. JlereHepanusara Ha MHUTpajHaTa Kjamna € yecTa yBpeaa,
3acqrama okoyio 2% oT HaceneHuero. Haii-uecta Haxoika € KJaleH IpoJIalc, BOJAEIl B
pazauyHa Mo cTeneH MmurpanHa peryprutauuss (MP). MurpanHusaT kianeH mnposarc,

MPUYMHEH OT JIeT€HepaTUBHU NMPOMEHU Ha MUTpajHaTa Kjama MOXe Ja € B pe3yJTaT Ha



pa3aMYHM MPOMEHM: OT IMpOCTa pPyHTypa Ha XOpAa, BOJEIIA 10 IpoJjanc Ha H30JIMpaH
CErMEHT OT HOpMaJlHa MO CTPYKTypa KJama J0 MYJITHCETMEHTEH MpOJIallC Ha €JHOTO WJIU
JIBETE IJIaTHA Ha KJama ¢ MoBeuye ThKaH M JUiIaThpaH npbcTeH. [IporHozara Ha MUTpagHUs
KJIAIeH MPOJIAINIC € CPABHUTENIHO OJIarONpUsTHA U HE CE pa3jinyaBa ChILECTBEHO OT Ta3H Ha
oCTaHajlaTa NOIyJalys, HO XopaTa C JOMBJIHUTEIHU PHUCKOBH (PAaKTOPH KAaTO BB3PACT,
JeBOKaMepHa JAUC(YHKLHMSA, 3HAUMMa MUTpajHa peryprutauus, AujaTalus Ha JIsBO
npeachpaue/kaMepa U NpeAChbpAHO MBXKACHE, ca C MOBUIIEH PUCK OT 3HAYUMH ChPICYHO-
CbJI0BU chOUTHS. [IpenoppyuBaH METOJ Ha JIeYEHUE € IUIACTHKAa Ha MUTpAlHaTa Kiama, Thi
KaTo BOJH JI0 T0-100pH pe3yJITaTH B CPAaBHEHHE C MPOTE3UPAHETO HAa MUTpaiHarta kiuana. Ot
CHILIECTBEHO 3HAUYEHHWE € JETAalHO IMpPeJIoNepaTUBHO pa3lO3HABAHE HAa KOHKpEeTHaTa
MATOJIOTUSI KAKTO OT KapJIuOJIOT Taka M OT KapAHOXHPYPT, Thil KaTO ca HaJHIE Pa3IMYHU
ONEPAaTUBHU TEXHUKU 32 PEKOHCTPYKIMs Ha MuUTpajgHata kiama. CBoeBpeMeHHaTa u
CbOTBETHA MO BHJ HMHTEPBEHLHUS Ha TALMEHTUTE C JETCHEPATUBHU 3a00JsABaHUS Ha

MUTpajHaTa Kjiarna MOXE 1a HOI[O6pI/I IMPOrHo3ata U Ka4€CTBOTO HA JKUBOT Ha TE3U 0OIHU.

KarouoBu AYMU: MUTpAJIHA Kilala, ACTCHCPATHBHO 38.60J'ISIB8.HC, mpoJrariC Ha MUTpPAJIHATA

KJjiaria

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

Degenerative mitral valve disease is recognized as an important cause for cardiovascular
morbidity and mortality. Degeneration of the mitral valve is a common disorder affecting
around 2% of the population. The most common finding in patients is leaflet prolapse,
resulting in varying degrees of mitral valve regurgitation. Mitral valve prolapse due to
degenerative disease is defined by a spectrum of lesions, varying from simple chordal rupture
involving prolapse of an isolated segment in otherwise normally shaped valve, to multi-
segmental prolapse of one or both leaflets in a valve with significant excess tissue and large
annular size. The prognosis of mitral valve prolapse is usually benign and is not different
from that of the general population, but these with risk factors, such as age, left ventricular
dysfunction, significant mitral regurgitation, enlarged left atrium/ventricle, and atrial
fibrillation, are at increased risk of adverse cardiovascular events. The recommended
treatment for degenerative mitral valve disease is mitral valve reconstruction, because valve

repair is associated with improved event free survival as compared to valve replacement.



Preoperative differentiation by both cardiologist and surgeons is important because the
techniques, surgical skills and expertise required to achieve a repair vary among the different
etiological subsets. The appropriate timing and type of intervention for patients with

degenerative mitral valve regurgitation can improve the outcomes and quality of life.

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

A. Amnrenos, A. Kumena, JIl. MupueBa, M. Horos, HanuensiBane Ha nperect-
BEPOSAATHOCTTA 32 HAJIMYMe HA OOCTPYKTHMBHA KOPOHApPHa 00/ieCT NMPHM U3IMO0JI3BaHE HA
TPAAMUMOHHHUSA NpeauKkTHBeH Moaesa Diamond-Forrester npu maumeHTH, U3cjeIBaAHU C

KOMIIIOTHP-TOMOrpadcka kopoHapHa anruorpadusi, bbarapcka xkapauonorus 3/2016;

51-59 (4)

3a ompeJensiHE Ha MPETECT-BEPOATHOCTTA 32 HAIMYME Ha OOCTPYKTHMBHA MCXEMUYHA 0O0JIeCT
Ha cweprero (MBC) mpu mamumentn cbe crabmnHa anruHa nekropuc (All) ce m3monsmar
Mojieny, Oa3upamiu ce Ha Bb3pacTra, [OJIa M XapaKTepUCTHKAaTa Ha TpbaHaTa OoJKa.
ChIleCTBYBAT JaHHU, Y€ TPAJAUIMOHHUTE MOJEIM 3a mpemukims kato Diamond Forrester
Classification (DFC) naanensiBat BepossitHocTTa 3a Hannuue Ha ooctpyktueHa MBC (oUBC).
en: Jla ce u3cnensa kakBa e yecrorara Ha oMBC mpu OoyHM, HACOYEHH 3a KOMITIOTHP-
tomorpadcka koponapHa anrmorpadus (KTKA), B cpaBHenme c ompenenenara ¢ DFC.
Marepuan u wmerox: WscnenBanu ca 208 mocienoBaTelqHM MAIMEHTH CbC CTaOWIHA
CUMITOMaTuKa Ha rpbjaHa 6onka 0e3 m3BectHa BC, Hacouenu 3a nposexnane Ha KTKA.
Cnopen ompeneneHara nperect-BepostHocT 3a Hamuuue Ha oMBC (DFC), marnmeHtute ce
knacuduupar kato Huckopuckonu (< 20%), ¢ ymepen puck (20-70%) u ¢ BUCOK pucCK (>
70%). Ha 6a3zara Ha kilacuueckuTe puckoBH (akropu e ompeneneH 10-rogumHusAT pUCK 3a
nosisa Ha UBC ¢ Framingham Risk Score (FRS). Jlunara ¢ 10-rogumen puck < 10% ca
KJIacU(PUITUPAHN KaTO HUCKOPUCKOBH, & Te3u ¢ puck 10-20% u puck > 20% CHOTBETHO B
KaTeropuuTe UHTEpMEeauepeH U BUCoK puck. [Ipu mposexxnane Ha KTKA nanuuue na oMbC
ce TMpueMa MpHU yCTAaHOBABAaHE Ha 3HauMMa creHo3a S 50% OT JlyMeHa Ha CHOTBETHHS CBI.
Pesynraru: Bucokara nperect-BepositHocT 3a Hanumuue Ha oMIBC (DFC) ce acoumupa mo-
YecTO € BHUCOK CBHPIEYHO-CHI0B pHUCK (25%) cnopen FRS. OGpatHO, MHO3MHCTBOTO OT
JUIaTa ¢ HEcKa npetect-BeposiTHOCT 3a oMIbC ca ¢ HuChK chpaeuHO-cha0B pHUCK (73,8%) u
camo 1% ot Tsx ca ¢ BHCOK puck crnopen FRS (p < 0,01). Haimunero na tunwuna All ce

acoruupa ¢ Bucoka yectora Ha oMIBC B cpaBHeHue ¢ 6omuuTe ¢ arummmyaHa All (58% vs 25%,



p < 0,01) u Te3u ¢ HeaHrnHO3HA TpHAHA Oonka (58% Vs 8,6%, p < 0,001). ITpoBeneHara
KTKA ycranosBa HeoOCTpyKTUBHA KOpoHapHa Oosect npu 25% ot 6onnure, a npu 15% e
HamepeHa oMBC. Huckara npeTecT-BepOATHOCT HE M3KIIOYBA HAIIBJIHO HAJIUYHUETO Ha
3HauuMa KopoHapHa cTeHosa (3,9%). Uecrorata Ha oMIbC HapacTBa CUTHU(GUKAHTHO NPU
O0onHMTE C yMepeHa mperecT-BeposTHOCT (19,1% vs 3,9%, p < 0,001) u moctura 62,5% B
rpynara ¢ Bucoka mperect-BepositHocT (P < 0,001). YcranoBenara ¢ KTKA dectota Ha
oMIBC ce oxa3Ba mo-Hucka ot ompexaeneHata ¢ DFC u B TpuTe karteropum Ha mperect-
BeposTHOCT. [IpenuktuBaust monen DFC nanuensiBa BepostHocTTa 3a Hanmuyue Ha oUBC
IIPYU BCUYKH, KaTO TOBA € MPEAH BCHYKO 32 CMETKa Ha CHJIHO HAJIICHEHUS PUCK IPH )KECHUTE.
3axmoyeHne: Pe3ynTatuTe OT TOBa €JHOIEHTPOBO IMPOYYBAaHE MPHU CHMIITOMHHU OOJHH,
Hacouenn 3a KTKA, mokasBaT, 4ye ompeiensiHeTo Ha mnperecT-BeposaTHocTtTa 3a oMbC ¢
TpaaulMoHeH npeaukTuBeH mozen karo DFC naanenssa BepositHocTTa 32 Hanuune Ha oUBC
0COOCHO TIpU OOJTHUTE OT JKEHCKH TIOJI.

KmrouoBn nymu: mcxemMuyHa OOJECT Ha CBHPIETO, IPETECT-BEPOSITHOCT, KOMIIOTHP-

ToMorpadcka KOpoHapHa aHruorpapus

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

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

Guidelines recommend use of age, sex, and chest pain characteristics-based probability
models to estimate the pretest probability of coronary artery disease (CAD) in patients
presenting with stable chest pain. There are some data that the traditional pretest models like
Diamond Forrester Classification (DFC) overestimate the probability of obstructive CAD
(oCAD). Aim: To examine how rates of oCAD in a population referred for computed
tomographic coronary angiography (CTCA) compare to those reported by DFC. Methods: A
total of 208 consecutive patients with stable chest pain without known CAD were scheduled
to undergo CTCA. According to the pretest probability of oCAD (DFC) patients were
classified to be at low (< 20%), intermediate (20-70%) or high (> 70%) risk. The patient’s
cardiovascular risk was categorized into low (< 10%), intermediate (10-20%), and high (>
20%) according to the Framingham Risk Score (FRS). Assessment of the coronary arteries by
CTCA was performed and coronary lesions s 50% in lumen stenosis were defined as
obstructive. Results: The high pretest probability of oCAD (DFC) was strongly associated



with having high cardiovascular (CV) risk (25%) according to the FRS. Contrariwise, the
majority of the low probability patients had low CV risk (73,8%) and only 1% of them were
at high CV risk (p < 0,01). Typical angina was associated with the highest prevalence of
0CAD compared with atypical angina (58% vs 25%, p < 0,01) and non-anginal pain (58% vs
8.6%, p < 0,001) category. The overall prevalence of non-obstructive CAD and oCAD was
25% and 15%, respectively. The low pretest probability (DFC) does not exclude oCAD
(3,9%). The prevalence of oCAD increased significantly in the intermediate pretest
probability group (19.1% vs 3.9%, p < 0,001) reaching 62.5% in the high pretest probability
patients (p < 0,001). When the patients were stratified by DFC, observed prevalence of
0oCAD was lower than reported by DFC in the three different probability groups. The disease
prevalence was overestimated by DFC in all patients but markedly in the female subgroup.
Conclusion: In this singlecenter study of symptomatic patients referred for CTCA,
determination the pretest probability of oCAD by the widely used traditional model DFC

overestimates the probability of o)CAD, specially in women.

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

P. KoaeBa, JI. MupueBa, benoapodna tpomoOoemOosusi. Ilpuuunn u mnoBexeHue.

Bapuenckun meanuuncku ¢popym 1.3, 2014, 6poii 1, 21-28 (5)

benoapo6naTa em6onus (BTE) e ceprno3Ho 1 1mo- HAKOTra )KHUBOTO3aCTPAIIABAIIO ChCTOsICHUE,
KOe- TO MOXE Jla BB3HHKHE BBB BCAKa €JHA 00JIacT Ha Me- OuiuHata. TpyaHa € 3a
JTMATHOCTUIIMPAHE U JISCHO MOJXKE Jla C€ MPOITyCHE, KOeTO MOXKe Ja JoBeje a0 (a- TaneH
Kkpail. B Hacrosmus 0630p ca pasriieqaHu Oc- HOBHUTE MeTonu Ha auarHoctuka Ha BTE,
KaTo € Ha0JIETHATO Ha PAaHHOTO CKPUHUPAHE W TUATHOCTHIIMPAHE Ha ChbMHUTEITHUTEITHUTE
6omau. O000IIEHN ca W OCHOBHUTE alTOPUTMHU 3a TMOBeJAeHWE Npu Hanu- yue Ha BTE B
3aBUCUMOCT OT (hopMaTa M TEKECT- Ta Ha KJIMHUYHATA KapTuHa. [locoueHn ca u oc- HOBHUTE

po(UIAKTUYHU MEPKU 32 IPEBEHIINS HA TOBA TEXKKO 3a00IIsIBaHE.

KarouoBu xymm: 6enoapodHa TpoM60eM0O0:11s, AUarH03a, TeParneBTUYHU allTOPUTMHU



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

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

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

MupueBa JI, Horos I7[, AnresoB A, KumeBa A, Kynues O, CupakoBa B,
Excrpakopnopajana yarpaguiarpanusi npu pedpakrepHa cbpaeyHa HeI0CTATHYHOCT,

Copue-0s11 apo6 21/2015, 3-11 (6)

Cwpneunara negoctarbuHocT (CH) e 3HauuMM 3/paBeH U couuajeH NpodieM U BBIPEKH
HampeIbKka Ha MEeIUIMHATA MPOIbJKaBa a Oblie BoJela MPUUMHA 32 XOCIUTAIU3AlUUTE B
pazButute crtpaHu. OCHOBHAa H3sgBa Ha JEKOMIICHCAIUS € XHUIEPBOJIEMHSTA, KOSTO IPHU
pedbpakrepua CH TpyaHo Moke na ObjJe TOBIWSHA C TO3HATUTE Jocera cpeacTtBa. B
HacTOsIIUST 0030p € pasriedaHa moaApoOHo yaTpadunTpanusta (YD) kato HaIEKIEH,
Oe3omaceH U epEeKTUBEH METOJ] 3a JeueHue Ha 3acToiHa pedpaktepHa CH. Onmcanu ca
MCTOAWKATa, HM3BCCTHUTC KIMHUYHH IIPOYUYBAHHA B Tasu O6J'IaCT, KaKTO M OCHOBHHTC
WHJIUKAIMU U KOHTPAUHIUKALIMK 32 HETHOTO MPUJIOKEHHUE.

KuarouoBu xymu: cepaeuna HenoctarbuHocT(CH), xuneponemust, ynrpadunrparus(yY D).

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

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



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

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

N.MoroB, M.Pymna, Mupuena Jl., A.KumeBa, I'.ApadaxxueBa, O.Kynuen, X.I|BATKOB,
A.bouyeBa. Xunepypukemusi npu 00JHH CbhC ChbpAeYHA HEAOCTATBLYHOCT, bbarapcka
kapauosorus 1/2018; 31-38 (7)

Copaeunata HegoctarpuHocT (CH) e 3abonsBane ¢ noma nporHosa. [loBuinenure HUBa Ha
IIMKOYHA KHCEJIMHA C€ Cpellar 4YecTo Cpel Ta3u TIpyna MalueHTH U IOBJIUSIBAT
HeOmaronpusTHo pa3Butueto Ha CH. llenta Ha mpoyuyBaHeTO € Ja YCTAaHOBH YeCTOTaTa Ha
xunepypukemusita npu 6oaHuM cbc CH, KakTO W NPUIOKEHHETO Ha MEAMKAaMEHTH 3a
MHXHOMpaHe Ha KCAaHTMHOKCHJAa3aTa MpH HalM4KMe Ha BUCOKM ypaTHM HHBAa. Martepuan u
metoau: Brmouenn ca 200 nocnenosarennu 6onHu cbe CH, Xocnuranuzupanu 3a nepuosi ot
2 Mecena B KIMHMKA 10 KapAHOJIOrHs, Ha cpenHa Bb3pact 71,19 £10,95 rox., ot xouto 51%
ca )KeHHM. M3cienBanu ca cepyMHUTE HUBA Ha MMKOYHA KUCEIMHA, KPEATUHUH U € U34HCIIeHA
CKOpOCT Ha TmiioMepyinHa ¢unTpauus. JleBokamepHaTa cucToilHA (QYHKIUS € OIEHEeHa
exokapauorpadcku 4pe3 (pakius Ha U3TIACKBaHE MO CTaHAapTeH Mmeron. M3cnenBanu ca
ernosiorusita Ha CH, Hanmuyuero Ha pPa3IUYHM TUIOBE 3aXapeH IuabeT U MpenchPIAHO
MbxaeHe. Pesynraru: Hait-uectata npuunna 3a CH e apTepuaiinata XUNepToHuUs, ciieIBaHa
OT UCXEMHUYHAaTa 0OJIECT Ha ChPLETO, MPUAOOUTUTE KIIAMTHU MOPOIM Ha CHPLETO U €IUNHUYHU
ClIyyau Ha BpOJIEHU CbpaedyHM nopouu. Yectorara Ha xunepypukemus € 40,5% 3a Bcuuku
6omHu U 24% npu Te3u 6e3 BiomeHa ObOpeuHa ¢yHkuus. [loBuiieHnTe HMBA Ha NMUKOYHA
KHcenuHa Kopenupar ¢ KkpeatmHuHa, €GFR, m ®U. Ilpu MHOrodakTtopeH JIWHECH
perpecuoneH aHanu3 eauHcTBeHO €GFR m @OV moBnusBaT HETaTMBHO HMBAaTa HAa MUKOYHA

KHCeNrHA. AJONypuHON € mpuiarad ensa npu 8,6% orT OOJIHHUTE C XHUIIEPYpPUKEMHUS HU



HapacTBa 10 79% mpu HM3MHMCBAaHETO, KAaTo MpeoOianaBaT HUCKUTE J03U. 3aKIIIOYCHHE:
YecroraTa Ha xunepypukemus npu 6omHu cb¢ CH € cpaBHUTETHO BHCOKA, JOPU U TIPH
OTCHCTBHE Ha XPOHHYHO OBOpeuHO 3a0oisBaHe. HuBara Ha mMUKOYHA KHCEIWHA KOpEIUpat
orpunarenHo ¢ OvOpeuna ¢yukuus u  OU. llpunoxenuero Ha HMHXUOUTOP Ha

KCaHTHUHOKCHAAa3aTa € HCAOCTAaThbYHO U TpSI6Ba Ja CC YBCIIMYHU.

KirouoBu AyMH: TIMKOYHa KHUCCJIIMHA, XHUIICPYPUKEMUA, ChpACHHA HCEAOCTATHYHOCT,

aJIOILy pUHOJI

Y. Yotov, M. Rushid, Mircheva L., A. Kisheva, G. Arabadzhieva, O. Kunchev, H.
Tsvyatkov, J. Bocheva. Hyperuricemia in patients with heart failure, Bulgarian Cardiology
1/2018; 31-38 (7)

Heart failure (HF) is a disease with a poor prognosis. Elevated uric acid levels are common in
this group of patients and adversely affect the development of HF. The aim of the study was
to determine the incidence of hyperuricaemia in patients with HF, as well as the use of drugs
to inhibit xanthine oxidase in the presence of high urate levels. Material and methods: 200
consecutive HF patients hospitalized for a period of 2 months in a cardiology clinic are
included, with a mean age of 71.19+10.95 years, of whom 51% were women. Serum levels of
uric acid, creatinine were examined and glomerular filtration rate was calculated. Left
ventricular systolic function was assessed echocardiographically by ejection fraction by a
standard method. The etiology of HF, the presence of different types of diabetes mellitus and
atrial fibrillation were studied. Results: The most common cause of HF is hypertension,
followed by ischemic heart disease, acquired valvular heart disease, and isolated cases of
congenital heart disease. The incidence of hyperuricaemia was 40.5% in all patients and 24%
in those without impaired renal function. Elevated uric acid levels correlate with creatinine,
eGFR, and EF. In multivariate linear regression analysis, only eGFR and EF adversely affect
uric acid levels. Allopurinol was used in only 8.6% of patients with hyperuricaemia and
increased to 79% at discharge, with low doses predominating. Conclusion: The incidence of
hyperuricemia in patients with HF is relatively high, even in the absence of chronic kidney
disease. Uric acid levels correlate negatively with renal function and EF. The use of a

xanthine oxidase inhibitor is insufficient and should be increased.



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

Horos M, Pymua M., YaxskoBa T., Mupuesa JI., Kumepa A., Kenezen gepuuut u

ChpAeYHa HeA0CTAThYHOCT, Bbiarapcka kapauosaorus 26 (2) 2020, 59-71 (8)

Copneunara HenoctarbyHocT (CH) e uecto 3a0oisiBaHe ¢ HEOIArONpHUsITHA POTHO3a, KOETO
HaMaJsiBa M KaueCTBOTO Ha KUBOT. MHOrO ca MPUYMHUTE 32 BJIOLIABAaHE HA CUMIITOMHTE, HO
npe3 IMOCIEAHUTE TOJMHHU ce OoOpbla OCOOCHO BHUMAaHHWE Ha JKENe3HHs JeQUUUT U Ha
aHeMMsTa KaTo NpUYMHA 3a ToBAa. HamaleHOTO KOJIMYECTBO Ha JKEISI30 B OpraHu3Ma ce
IIpeBbpHA B HOB Ba)K€H Taprer Ha JyieyeHue npu 6onuure cbe CH. Ileara Ha HacTOAIIOTO
MpOyYBaHE € YTOYHSBAaHE Ha dYecToTaTa Ha jkeje3Hus aepuuut npu Oomau cbe CH,
XOCHHUTAIM3UPAHHU O TOBOJI HA BJIOIIABAHE HA HAJIWYHU WM HOBOINOSBUIIM C€ CUMIITOMH,
KaKTO ¥ JIa C€ yCTAaHOBU BpPB3KaTa My C OCHOBHH NPOTHOCTHYHU TapaMeTpH Mpu OOIHHUTE.
IMaumenTn u meroau: uscnenanu ca 209 mocnea0BaTENHO MOCTHIMIM OOJIHU € pa3ivyHa
no eruonoruss CH, xocnuramusupanu B Kapauonornuna Knumnuka na YMBAJI ,,Cs.
Mapuna“ - Bapna, Ha cpenHa Bb3pacT 68,89 + 12,06 rox. (30-94 ron.), 58% wmmbxe.
W3cnenBanu ca OCHOBHHM jAeMorpadcku mokaszarenu, kpeatunuH u eCI'P, kakto u e
HAIPaBeHO €XOKap- Juorpacko H3Cie/BaHe, MPOBEACH € W 6-MHUHYTEH TECT C XOJEHE.
Kenezen nepurur (KJ]) e popmynupan npu croiinoctr Ha deputrna < 100 pg/l, mimm ako
croitnocture My ca 100-300 pg/l, To TpanchepunoBara carypanus TpsoBa ma ¢ < 20%.
M3non3BaH € W anTepHaTHBEH METOJ 3a OMNpeJeNsiHe Ha JKele3eH Ae(UIUT, KaTo JaBara
MeTofa ca KopenupaHd. CTaTHCTUYECKHTE METOJHM BKJIIOYBAT JECKPUIITHBHH METOAU U
metoa Ha Cohen ¢ m3uucnsBane Ha koedunueHT K (Kappa) 3a ompejaesnsHe Ha ChbIacHe
MEXIy JBa AMArHOCTUYHU criocob6a. Pesyararu: Hamnume nHa XK/ ce ycranossBa npu 146
(70%) ot OGomnMTe, KaTo M3oaupaH AepuuuT Oe3 aHemus ce cpema npu 38% oOT TAX.
AnemuueH cuHIpoM ce Hamupa npu 87 (41,6%) ot Bcuuku 6oiHH, KaTto pu 76% aHeMusita
e xkemszonedunutaa. Mzomupanusr XKJ[ ce cpema mo-uecto npu skenure-42 (48%),
oTkoJKoTo Tpu Mbxke-38 (31%), p = 0,014. Hama 3Haunma pasznuka BBB BbH3pacTTa,
¢pakuuara Ha wusriaackBane (PUW), gusmueckus KanmanmureT M IJIOMepyJHaTa (UITpanus
Mexay OonmHute cbe U 0e3 XK. Yectorara Ha JK/[ e cxonHa mpu OOJHUTE C pa3ivyuHU
noasuaoBe Ha CH - cbec 3amazena, mexxauHHa win HamaneHa ®U. Hsama nobpo cwrimacue
MEX]y pa3ziuyHuTe MeToau 3a Aedunupane Ha XKJI, koepuuuent xk = 0,31. 3akaoueHne:
K1 e yecto cpeman npu 6onnau cbe CH ¢ pasnuuna etronorus u GopMH, HE3aBUCUMO OT

HaJIMIneTo Ha aHeMusd. JKEHCKHAT MOa € IMO-ys3BMM Ha TOBA HapyLICHUC. 3HAYMMOTO My



MNPUCBCTBUC U POJIATA B MPOrHOo3aTa U CHUMITOMATHUKATA Ha OoJHNTE Hajarat OOJHHTE Ja

Obnat ckpunupanu 3a JKJ[ v Toit 1a Ob/1e KOPUTHPAH CBOCBPEMEHHO CJie]] OTKPUBAHETO MY.

KirouoBu AyMHU: CbpACUIHA HEAOCTATBYHOCT, KCJIC3CH Ile(i)I/II_II/IT, aAHCMMUA

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

Heart failure (HF) is a common and with poor prognosis disease that impairs quality of life.
There are many causes of symptomatic worsening, but lately particular attention has been
paid to iron deficiency and anemia as a cause. The reduced iron content in the body has
turned to be a new important target for treatment in patients with HF. The aim of this study is
to search for the prevalence of iron deficit in patients with HF hospitalized for exacerbation
of existing or newly developed symptoms, and to establish its relationship with important
prognostic parameters of patients. Patients and Methods: 209 consecutive patients with
different etiology of HF were examined and hospitalized at the Cardiology Clinic of the
University Hospital “Sveta Marina”, Varna, at an average age of 68,89 + 12,06 (30-94 years),
58% of them male. Basic demographic variables, creatinine and eGFR were investigated, as
well as an echocardiographic study, and a 6-minute walking test was performed. Iron deficit
(ID) is formulated at ferritin values < 100 pg/l, or if values are 100-300 pg/l, then transferrin
saturation should be < 20%. An alternative method for determining ID was also used,
correlating the two methods. Statistical methods include descriptive methods and Cohen's
method of calculating the coefficient x (kappa) for determining agreement between two
diagnostic methods. Results: There were 146 (70%) patients presenting with ID, with isolated
deficiency without anemia occurring in 38% of patients. Anaemic syndrome is found in 87
(41.6%) of all patients, with 76% of anemia cases being iron deficient. Isolated ID is more
common in women - 42 (48%), than in men - 38 (31%), p = 0.014. There is no significant
difference in age, EF, physical capacity, and glomerular filtration rate between patients with
and without ID. The incidence of ID is similar in patients with different types of HF - with
preserved, mid-range, or decreased EF. There is not a very good agreement between the
different methods of determining ID, with coefficient k = 0.31. Conclusions: Iron deficit is
common in patients with HF of various etiology and different forms, regardless of the
presence of anemia. Females are more vulnerable to this disorder. Its significant presence and

role in the prognosis and symptomatology of the patients require that patients be screened for



ID and corrected consequently after its detection.

Keywords: heart failure, iron deficit, anemia

CnuchbK HA HAYYHHMTE TPY/I0Be, U3M0JI3BAHH 32 32€MAHETO HA

AJl ,,rJ1aBeH aCUCTEHT*

T.CroeBa, K. bo:xkkoBa, JI.MupueBa, A.AHresioB, B. CupakoBa, Kiimnnuen ciay4yai Ha
NOJAOCTHP MH(EKUNO03eH eHJOKAPAUT HA MUTPAJHATA M A0PTHATA KJIANa NMPUYUHEH OT

Cardiobacterium hominis, brarapcka kapamosiorus, tom XVI, 2010, Homep 4, 44-51 (1)

[IpencraBsMe KIMHUYCH CITydai Ha OIOCThP HHPEKIIMO3CH CHIOKApIUT Ha MUTpAJIHATA U
aopTHara kiamna, npuurHeH ot Cardiobacterium hominis, mpu nanueHT 6e3 NpeAnecTBaIIN
3abonsBanus. [TokazaHu ca OCHOBHUTE MUKPOOHOIOTHYHHU aCTICKTH B TUArHOCTUITUPAHETO
Ha TO3W THUII CHIOKAP/INT, KAKTO ¥ Hali-BAXHUTE OTIMIUTEITHU XaPaKTEPUCTUKH Ha

Cardiobacterium hominis.

KirouoBu mymu: Cardiobacterium hominis, HACEK, nomoctbp HHGEKIIMO3EH €HIOKAPINT.

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

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

organism are discussed.

Key words: Cardiobacterium hominis, HACEK, subacute infectious endocarditis



JI. MupueBa, U.MorToB, A.AHrei0B, AKIEHTH OT €BpPONEHCKHTE TMPENnopbLKH 3a
NpeBeHIUsl, JAUATHO3a M Je4vyeHHe Ha wuHekuuodeH eHaokapaut(sepcusi 2009),

Buarapcka kapamosorusi, tom XVII, 2011, Homep 3, 11-16 (2)

WHpEKIMO3HUAT eHI0KApIUT IPECTaBIsABa HHPEKIIMO3HO 3200 sIBaHE HA ChPJICYHUTE KIIamu
WIA €H/IOTEJ, NMPUYU- HEHO OT pPa3IMYHH MHUKPOOPTaHW3MH, W BBIPEKH HaIpeabKa B
MEAULMHCKUTE O3HAHNUS 3a AMarHo3aTa U JISYeHUETO My OCTaBa NOTEHIMAIHO CMBbPTOHOCHO
¢ HeOmaronpusaTHa nporHo3a. ETo 3amio ce Hamara ochbBpeMEHsIBaHE Ha MEX- JyHApOJHHUTE
IperopbKU 3a NOBEAEHHE M JeueHue. B Hacrosmus 0030p ca MOCOYEHH HOBOCTHUTE B
EBpomneiickure npenopbku (Bepcus 2009 r.) 3a moBeaeHue Npu OOIHH C HMHPEKIHNO3EH
CHJIOKapJUT II0 OTHOLIEHHE Ha eNUIEMHOJIOTUS, MUKPOOHOJIOrMYHA XapaKTepUCTHKA,
JauarHoza u jedeHue. HabGnerHato e Ha HOBUTE HM3MCKBAaHUS 3a NMPOQUIAKTHKA HAa TOBA

3a00JI1BaHE KaTO 00EM U PUCKOBU KOHTUHICHTH.
KiarouoBu n1ymu: uH(eKIMo3eH eHI0KAPIUT, NPEeNnopbKu

L.Mircheva, Y.Yotov, A.Angelov, Accents of the European guidelines for prevention,
diagnosis and management of infective endocarditis (version 2009). Bulgarian Cardiology
XVI11/2011, 3, 11-16 (2)

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

and indications for the risk groups.

Key words: infective endocarditis, guidelines

AnrenoB A, MupueBa Jl., Kumea A., HoroB U., KimHnyHa XapakTepucTHKa Ha

CHMIITOMHHU 0OJIHM C HEOOCTPYKTHBHA M 00CTPYKTHMBHA KOPOHAPHA 00J1eCT W JIUIICA HA



KOPOHApeH apTepHajieH KaJIUii: u3cjeABaHe ¢ KOMIIOTHPTOMOrpa)cka KOpOHapHa

anruorpadus. brarapcka kapauosnorus 1/2017 (3)

JluncBa KOHCEHCYC OTHOCHO MPUIIOKEHHUETO W AMArHOCTUYHATA CTOMHOCT Ha KOPOHApHUS
aprepuanen kanueB ckop (KAKC) nmpu cumnromuu mamueHTH ¢ rpbana Oonka. Llenra na
MIPOYYBAHETO € Jla Ce aHaJu3upa KIMHUYHATA XapaKTepUCTHKAa Ha OOJIHUTE ChC CTaOMIIHA
CUMIITOMAaTHKa Ha TphAHA 00JKa 0e3 m3BecTHa ucxemMuuHa Oonect Ha cbpuero (MBC), npu
KOUTO JurncBa kopoHapeH aprepuaneH kamuii (KAKC = 0), Ho ca Hamune anruorpadcku
JAHHU 32 KOPOHAapHa aTepoCKIIepo3a OT MPOBEACHAaTa KOMIIOThPHOTOMOrpadcka KOpoHapHa
anruorpadus (KTKA). Marepuan u meron. Uscneasanu ca 208 mocienoBateaHu OOJHU
(57,2% xenn) che cTabuiTHa CUMIITOMAaTHKa Ha rpbaHa Oosika u 6e3 n3Bectna UbC, kxouro ca
HacoueHn 3a nposexnaaHe Ha KTKA, skmouBama ompeaensne u Ha KAKC. Cnopen
oIpezeeHaTa MPETeCT BEpOsATHOCT 3a Haimuyue Ha ooctpykruBHa MBC (Diamond Forrester
Classification - DFC), nanuenTute ce kiacu(uIpar Kato HUICKOPUCKOBH, C YMEPEH PUCK U
¢ Bucok puck. IIpu nposexnanero Ha KTKA nammune nHa ob6ctpyktuBHa MBC (oUBC) ce
npreMa NpU YCTAaHOBSIBAaHE Ha 3HauMMa cTeHo3a S 50% OT JymMeHa Ha CHOTBETHHUS ChII.
Pesynraru. [loBeyeto oT mamuentute ca ¢ Hucka (49,5%) unu ymepena (42,8%) mperect
BepositHOCcT 3a Hanmmuue Ha OMBC. Jlumca ma KAK e ycranosena mpu 109 (52,4%) ot
uzcneaBanure nuna. [pu 25% ot GonHUTE € KOHCTaThpaHa HEOOCTPYKTHBHAa KOpOHapHA
6onect (creHoza < 50%), a mpu 15% e namepena oMBC. HeraruBHata mnpejacka3Baiua
croiiHocT Ha KAKC = 0 3a orxBbpistHe HanuuueTo Ha oMIBC e 99%, a uyBcTBUTENHOCTTA U
cnenuduanoctra Ha KAKC > 0 3a qoka3BaHe Ha 3HaYMMa KOpOHApHa CTEHO3a Ca ChOTBETHO
97% u 39%. [Tanmentutre ¢ KAKC = 0 ca mo-miaan, CHrHu(MKaHTHO TI0-4ECTO Cca )KEHH M ca
C TO-HUCKA YECTOTa HA HSAKOW PUCKOBU (PAKTOpHU KaTO apTepuaiHa XUIEPTOHUS, JAUA0ET,
TIOTIOHOMYIIIEHE U METa0O0JIUTeH CUHAPOM. JlumncaTa Ha KOpOHAPEH KM Ce acoIuupa ChC
3HAYMMO TO-BUCOKA Y€CTOTa Ha HHUCKa npeTrecT BeposTHOCT 3a oUBC (73,4% copsimo 23,2%,
p < 0,001). B rpymara ¢ KAKC = 0 nuncBaT jauma ¢ BUCOKa MPETECT BEPOSITHOCT, JTIOKATO
16,2% ot 6omuute ¢ KAKC > 0 ca ¢ Bucok puck 3a oIbC. YectoTata Ha HEOOCTPYKTHBHA U
oO0cTpykTHBHA KOpoHapHa 6onect € 5,5% u 0,9% npu 6omantre ¢ KAKC = 0, u chOTBETHO
46,5% u 30,3% npu nanuenture KAKC > 0 (p < 0,001). Ananu3bT Ha KIMHUYHATA
xapaktepuctuka Ha 7-tre¢ 6omHn ¢ KAKC = 0 wu anrmorpadcku JaHHHM 3a KOpOHapHa
aTepocKiepo3a MoKas3Ba, 4e Te ca MpeodiiaaBaiio MiIagd MbXKe ¢ BUCOKA YECTOTa Ha HIKOU
OT KJIaCHYECKHUTE PUCKOBH (DAKTOPH KaTO TUCIHUIIUIEMUS, TIOTIOHOMyIIEHE H (haMUITHA

anamue3a 3a panHa MBC. 3axmrouenuwe. Ilpu cTaOwinHM CHMNITOMHH OOJNHM C HHCKa J0



yMmepeHa mperect BeposaTHOCT u 0e3 m3BectHa UBC KAKC = 0 uma oTnuyHa HeraTUBHA
MpejcKa3Balia CTOMHOCT 3a OTXBBpIistHe HamuneTo Ha oMbC, nokaro KAKC > 0 uma MHOTO
BHCOKa YYyBCTBUTEJIHOCT 3a IpeAcKa3BaHE HAJMYMETO HAa 3HaYMMa KOpPOHApHA CTEHO3a.
HeoOxonumo e cnernuanHo BHUMaHUE, KOTaTo ce Kacae 3a MIIau MBKe ¢ TpbIHa OONKa, Thil
KaToO IPH TAX JIMIICAaTa Ha KOPOHAPEH KUK HE MOXKE HAIIBJIHO Ja C€ M3KII0YU HAIUYUETO
Ha oIbC.

KitouoBunymu: ucxemuyHa OoJiecT Ha CBHPILETO, KOPOHApEH apTepuajeH KallHeB CKOp,

KOMIIOThpTOMOrpad)cka KOpoHapHa aHruorpadus

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

The clinical implication of the absence of coronary calcification in chest pain patients has
been under debate. The aim of the study is to evaluate the clinical characteristics of stable
chest pain patients with coronary artery calcium score (CACS) of zero and presence of
coronary atherosclerosis on coronary computed tomographic angiography (CCTA). Methods:
Overall, 208 consecutive stable chest pain patients (57.2% women) without known coronary
artery disease (CAD) were scheduled to CACS and CCTA. According to the pretest
probability of obstructive CAD (Diamond Forrester Classification -DFC) patients were
classified to be at low, intermediate or high risk. Assessment of the coronary arteries by
CCTA was performed and obstructive CAD was defined as luminal narrowing of s 50%.
Results: The majority of the patients had low (49.5%) or intermediate (42.8%) pretest
probability of CAD. Among the study subjects, CACS = 0 was found in 109 (52.4%)
patients. The overall prevalence of non-obstructive and obstructive CAD was 25% and 15%,
respectively. The sensitivity of CACS > 0 to predict presence of obstructive CAD is 97% and
the specificity is 39%. The negative predictive value of CACS = 0 to exclude obstructive
CAD is excellent - 99%. The patients with CACS = 0 were younger, significantly more
frequently were women, and had less frequently risk factors such as hypertension, diabetes,
smoking and metabolic syndrome. Absence of coronary calcium was associated with
significant higher prevalence of low pretest probability (73.4% vs. 23.2%, p < 0,001). There
were no subjects with high pretest probability among the group with CACS = 0, whereas
16.2% of the subjects with CACS > 0 were at high pretest risk for having obstructive CAD.



The prevalence of non-obstructive CAD and obstructive CAD was 5.5% and 0.9% among the
patients with CACS = 0, and 46.5% and 30.3% in the CACS > 0 group, respectively (p <
0,001). The clinical features of seven patients with CACS = 0 and presence of coronary
atherosclerosis on CCTA showed that these are predominantly young males with higher
prevalence of some of the major coronary risk factors, as dyslipidemia, smoking, and family
history of premature CAD. Conclusions: In stable chest pain patients without known CAD
and low to intermediate pretest probability CACS = 0 has an excellent negative predictive
value to exclude obstructive CAD, whereas CACS > 0 has a very high sensitivity to predict
the presence of obstructive CAD. On the other hand, for young symptomatic males special
attention is needed, because the absence of coronary calcification in them is unreliable to
exclude significant CAD.

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

Kynue O., U. HoroB, A. Kumena, JI. MupueBa, A. AHrejoB. CpaBHeHHEe Ha
epexkTUBHOCTTA U Oe3omacHocTTa HAa Gypo3eMua M TOpPCeMHI B NPOABLJKHTETHA
BeHO3HA HH(QY3Ms 32 JiedeHHue HA 00JIHHU C Te:KKAa 000CTPeHa Chbp/eYHA HEJ0CTATHYHOCT.

Bbarapcka kapauonorus 2011, 17(4): 28-33 (4)

[Tpunoxennero Ha OPUMKOBU JUYPETUIM € OCHOBHO B JICUEHHETO Ha OOJHM ChC ChpJEYHA
HegocraTbuHOCT (CH), KaTo NpUIIOKEHHMETO MM B NPOABIDKUTENHA MHQY3Us € HauuH 3a
MPeoIoJIsiBaHe Ha TepaneBTUYHATA PE3UCTEHT- HOCT. Llenta Ha mpoyyBaHETo € J1a ce OLEHST
TepaneBTUYHUAT e(heKT 1 Oe30MacCHOCTTa Ha TOPCeMHI U (ypo3e- MU 3a JieueHne Ha OOJHU
c octpa wnu oboctpena CH. Uscnensanu ca 20 mocnenoBarenHu 6omau cse CH -1V
¢ynkumnonanen kinac mo NYHA nHa cpenna Bw3pact 72,6 + 7,9 ron., 18 Mbxke U 2 KeHH.
Jlecer oT TX ca MOJIy4YywsId TopceMun B cpeiaHa no3a 10,5 mg u 10 ca Ha dyposzemun B
cpeana no3a 42 mg 3a 3-5 nau. [Ipocnenenu ca KOJIUYECTBOTO Ha AUype3aTa CpeHo 3a 24 4.,
KaKTO M CEpyMHMTE HUBA Ha KpEaTWHUH W Kajauid. Pesynrature ca, 4e W jABata JUypeTHKa
MOCTUTAT CXOJIHA JCHOHOIIHA auype3a - 2174 ml ¢ topcemun u 2146,5 ml ¢ pypozemun (p =
0,865). Cpennara pasnuka B kpeatunuHa ¢ 1,8 pmol/l, a va cepymuust xanmii e 0,0 mmol/l u
3a nBere rpynu. M3Boaurte ca, ye Topacemuna € eIHAKBO e(eKTHBeH M Oe30maceH ¢
bypo3emMus, MPUIOKEHH B MPOABDKUTENHA BEHO3HA MH(Y3Us NpU OOJHU C OCTpa WIU

obocrtpena xponunana CH.



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

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

The loop diuretics are considered mainstay in the treatment of patients with heart failure
(HF), with continuous intravenous infusion being a way to overcome therapeutic resistance.
The aim of the study is to evaluate the therapeutic effect and safety of torasemide and
furosemide for treatment of patients with acute and exacerbated chronic HF. Material and
methods: 20 consecutive patients with HF 111-IV NYHA class at a mean age 72,6 + 7,9 years,
18 men and 2 women, are studied. Ten of them received torasemide at a mean dose 10,5 mg
and 10 - furosemide at a mean dose 42 mg for 3-5 days. The diuresis output averaged for 24
hours, as well as the serum creatinine and potassium were followed. Results: Both diuretics
achieved similar daily dieresis - 2174 ml with torasemide and 2146,5 ml with furosemide (p
= 0,865). The mean difference of creatinine is 1,8 pmol/l and for serum potassium is 0,00
mmol/l for both groups. Conclusions: Torasemide is equally effective and safe as furosemide
in a continuous venous application in patients with acute or exacerbated chronic HF.

Key words: cbpedna HeI0CTaThUHOCT, TUYPETUIIH, TOPACEMHU, (DYypO3eMHuT

MupueBa JI., A. Kumena, At. AnrenoB, O. KynueB, U. HoroB. Undexumnosen
eHaoKapauT — EBponeiicku npenopbku 3a moBeJeHHe M HAIIUAT ONMT BbLB Bapha.

N3Bectne Ha Cpio3a Ha yuyennte 2011, 1.16 (2): 12-15 (5)

Ilenta Ha HACTOAIIOTO TPOYYBAaHE € Ja CE€ CpPaBHAT COOCTBEHHTE peE3yNTaTH OT
MIPOCJEIIBAHETO HA IMALMEHTUTE C HMH(EKIMO3€H EHJIOKapIuT, 0OXBalllallll TPHUTOAMUILIEH
nepuon (2008-2010 1.), cbc cbBpeMeHHUTE EBpomelicki HACOKH 3a JieUeHHe Ha MHPEKIINO3eH
engokapaut (Bepcust 2009) OTHOCHO TPEBEHIUATA, JMATHOCTUKATa W JedeHuero Ha HE.
HanpaBenu ca 3akii04eHHss OTHOCHO YE€CTOTaTa, EMUAEMHUOJIOTHATa, MUKPOOHOJIOTMYHHUTE
XapaKTepUCTUKU ¥ HEOOXOAMMOCTTa OT aHTUOMOTHYHA MPO(UIAKTUKA TP BUCOKOPHUCKOBHU

NanucHTH.

KiouoBu mymu: HHGEKIIMO3EH SHIOKApNT, TPEHOPHKH, TIPEBEHITHS



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

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

made.

HPEJACTABEHMU ITYBJIUKAILINHA 3A ITIPUTOBUBAHE HA
OBPA30OBATEJIHA U HAYYHA CTEIIEH ,, JOKTOP*:

MupueBa Jl., HoroB U, Xocnuraau3zanmuure 3a CbpledHAa HEJAOCTATBYHOCT —
He00X0AUMOCT WiIH HenpuATHOCT. Kak 1a HaMaJuM M3JIMIIHUTE pexocnuTajJau3anum’?

Buarapcka kapauosaorus 6poii 1/2016 (1)

ChpaeunaTa HEOCTATHYHOCT € Hal-dyecTaTa MPUYMHA 33 XOCTIMTAIM3ALNS PU TAlMEeHTHTE
HaJ 65 r. Bb3pacT. XOCIUTAIN3ALUUTE Ca €ANH OT Hal-CUJIHUTE PEIUKTOPHU 3a CMBPTHOCT U
OFPOMEH MKOHOMHYECKHM pa3Xxoj] 3a 3ApaBHaTa CcUCTeMa. Bbopekn Hampeabka Ha
MeIMLMHATa, YeCTOTaTa Ha PeXOCIUTAIM3allMUTe MPOAbbKaBa Ja pacte U qoctura 1o 30% B
nbpure 60-90 nHM crnen uW3NKMCBaHETO OT OonHuma. [omsiMa dYacT OT paHHUTE
pexocruTaIn3aui Onxa MOTJH Aa OBJaT MPeJOTBPATEHH Ype3 U3rpaxIaHe Ha MPOrpaMu 3a
npoclieAsiBaHe Ha MalMEHTUTE CIlle]] TAXHOTO M3MUCBaHe oT OonHuuaTta. Ch3gaBaHETO Ha
amMOylaTOpHM KaOMHETH WIM CHelHaIM3UpaHu aMOyJaTOpHU KIMHUKHA 33 ChpJeydHa
HEIOCTaThUYHOCT OM ONTHMM3HMpAJIO TpIbKaTa uYpe3 KOHTPOJIHMpAaHE Ha TeparnusTa,
nogo0psiBaHE KAa4ecTBOTO HA JKMBOT M TIPOTHO3aTa HA TAIMEHTHTE CBhC ChpJCYHA
HE/I0CTaThYHOCT.

KntouoBu aymu: cbpleuyHa HEIOCTaThbUHOCT, PEXOCHHUTAIM3AIMU, TIpUXka, aMOyIaTOpHO

HPOCIIE/ISIBaHE.

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

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



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

failure.

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



