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Peslome

Lien. LlenTa e ga ce HanpaBy enngeMmoNiOrMYHO NPOoyYBaHe Ha yectoTata Ha XOBb Ha 6a3aTta Ha
aKTyasiHa 1 penpe3eHTaTUBHa NOMynalVOHHA N3BafKa Ha HaCeNIeHNeTo.

Marepuan n metogu. baxa ckpyHmpaHu 2 047 gywm ot HaceneHuneTo (40-69 r.), KONTO NOMbJIHMXA
cneumanHo n3paboTeH pecnmpaTopeH BbNPOCHUK 1 M3BBbPLUMXA NOCTOPOHXOoAUIATaTOPHA CIMPOMe-
TpuA. 3abonsasaHeTto belwe agedpunHMpaHo upes noctbpoHxoaunatatopHoto OEOT/OBK<0.7 (GOLD -
Global Initiative for Chronic Obstructive Lung Disease).

Pesyntatn. [lpoyuBaHeTO yCTaHOBWM MonynauuoHHa uvectota OT 14.9% 3a panoHa: Mbxe/
XeHn (21.6%/10.8%; p<0.001), <55r./>55r. (11.2%/17.1%; p<0.001), rpagcko/cencko HaceneHue
(13.9%/18.8%; p<0.05), 6bnrapu/pomu (14.9% /15.2%; p>0.05). Cnopes prckosute pakTopun OTKPUX-
Me pa3fnnyHa yectoTa 1 puck 3a XOBb: TioTioHonyLweHe (23.2%, ORgs%o=1 2.2), npodecnoHantm (7.3%,
OR,....=3.5), Hoekunn (15.8%, OR%%CI=8.3), HacnepcTBeHocT (13.2%, OR ., =6.9), aTmocdepHO 3a-

95%Cl
mbpcsBaHe (2.3%, OR, ., =1.1) n ropeHe Ha 6uomaca (3.6%, OR
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Abstract

Aim. To produce an epidemiological study of the frequency of COPD based on current and
representative sample of the population.

Material and Methods. We screened 2 047 people aged 40-69 who filled in a specially-prepared
respiratory questionnaire and performed a post bronchodilator spirometry. The disease was defined
using post bronchodilator FEV1/FVC <0.7 (GOLD - Global Initiative for Chronic Obstructive Lung
Disease).

Results. The study determined a prevalence of 14.9% within the population in the region: males/
females (21.6%/10.8%; p<0.001), age <55/ >55 (11.2%/17.1%; p<0.001), urban/rural population
(13.9%/18.8%; p<0.05), Bulgarian/Roma (14.9%/15.2%; p>0.05). According to the risk factors we
estimated a different prevalence and chance for the development of COPD: tobacco smoking (23.2%,
OR,,,=12.2), occupation (7.3%, OR ., =3.5), frequent respir. infections (15.8%,0R, = 8.3), family
history (13.2%, OR,,,. .= 6.9), air pollution (2.3%, OR,, =1.1), coal healting (3.6%, OR,,.=1.9), with
multiple rick (28.1%, OR__, =14.8).

95%Cl 95%C|

95%Cl

Key terms: epidemiology, COPD, Morbidity

original
articles

NEW EPIDEMIOLOGICAL DATA ON
COPD INTHE REGION OF PLEVEN

Thoracic Medicine
Volume IV, August 2012, Issue 2

45



46

OPUTNHAJTHU
(TaTun

HOBW ENAAEMIUONOTNYHI AAHHN
3A XObb B MEBEHCKI PETMOH

TopakanHa MeguuuHa
Tom IV, aBryct 2012, 6p.2

BbBegeHne

XpoHuuHaTa 06cTpyKTUBHA 6enoppobHa bonect
€ BoAella NpryriHa 3a rnobasnHaTta 3abosieBaemocTt
N cMbpTHOCT B c¢BeTa (10, 20). CTatnuctuyeckuTe
aHanunsm covat pbCT Ha Te3n nokasatenu go 2020r.,
KOWTO ce 06OCHOBaBa OT CBETOBHAaTa eKCraH3us
Ha TIOTIOHOMYLIEHETO U YAb/IKAaBaHE Ha MPOABI-
KWUTEMHOCTTa Ha XMBOTA, OCHOBHO B pa3BUTUTE
cTpanu (9, 14,17).

Len

LlenTa Ha npoyuBaHeToO e fa ce Hanpasu enuae-
MWOJIOTMYHA XapaKTepuCTKa Ha 6onecTHoCTTa oT
XOBb, kaTo ce n3non3ea penpeseHTaTMBHA NONYy-
NauMoHHa U3BaJiKa Ha HaceleHneTo.

MaTtepuan n metoaun

OnpepensaHe Ha penpe3eHTaTMBHa MNomnyna-
UMOHHa Wu3BagKa. [emorpadckute napameTpu
(non, Bb3pacToBa CTPYKTYpa, HaceneHve - rpag-
CKO/CencKo, eTHOC — ObJIrapCcK/poOMCKH) Ha normy-
nauuoHaTa M3BagKa b6sixa onpedeneHn Ha 6asaTa
Ha aKTyanHW AaHHW 33 HaCeNeHNEeTO Ha pervioHa:
Mbxe/eHun (43%/57%), Bb3pacToB nHTepBan 40-
69r. (42% OT HaceneHWeTo), rPafCko/Cencko Ha-
ceneHve (69%/31%) n GbAraPCKN/POMCKN ETHOC
(93.8%/6.2%) (13). Ype3 aHKeTKn, aHanu3n Ha puc-
KOBWTE Npom3BoACTBa W 6tonetuHute Ha WMAOC
(U3mbnHUTENHA areHUMA Ha OKOJTHATa cpefa) 6axa
cTpatudrumpanmn pruckosmte paktopm 3a XOBb 1
NPOLIEHTBT OT HaCeNIeHNETO, KOETO € NOANOXKEHO
Ha TAX: KOMMNEKCHN paKTopy (TIOTIOHOMYLIEHE +
JonbnHuTeneH puckoB ¢aktop) (18%), TIOTIOHO-
nyweHe (21%), npodecnoHaneH puck (20%), rope-
He Ha 6uomaca (6%), aTMmochepHO 3ambpcABaHe
(10%), yectn pecnupatopHu nHdekunn (7%), Ha-
cnepcTBeHoCT (6%), 6e3 puckosmn daktopu (12%)
(2).

Mo To31 HauuH Gelle onpeaeneHa penpeseHTa-
TUBHa M3BafKa oT 2 047 gywu, KoATo bele nscnes-
BaHa.

UscnepBaHusa n o6paboTKa Ha AaHHUTe

Bcuukun nscnegsaHu nuua nognucaxa MHpopmu-
paHO cbrnacue 3a yyactume B MPOyYBaHEToO, Cnef
KOETO MoMbjiHMXa CreLmanHo 13paboTeH pecnu-
paTopeH BbMPOCHMK 1 M3BbPLIMXA NOCTOPOHXO-
avnatatopHa (400ug Salbutamol) cnvpomeTpua
(ATS/ERS: Standardisation of lung function testing
2005, GOLD 2007) (7, 12). 180 aywwm ¢ XOBbb 6saxa
u3cnefBaHn 3a aeduumT Ha al-aHTUTPUNCKH C
Human Alpha - 1 - Antitripsin ELISA Test.

NaHHuTe 6sxa obpaboTeHn cbc STATGRAPHICS
4.0 n SPSS 13: Kolmogorov-Smirnov TecT, t-TecT Ha
Student, Chi-square test, KpuTepuit 3a pakTopHO
BAnAHne Odds ratio. CtaTucTuyeckaTta 3HaYMMOCT
6elwe onpegeneHa npu p<0.05.

PesynTaTu oT npoyuBaHeTo

MpoyuBaHETO YCTaHOBW MOMYMaLMOHHA YecTo-
Ta Ha 3abonaBaHeTo oT 14.9% B pervoHa, KOATO
ce pasnpegena no Texect: GOLD | (6.9%), GOLD I
(5.8%), GOLD 111 (1.7%), GOLD IV (0.5%). Oemorpad-
CKaTa XapaKTepucTMKa Ha 3abonABaHeTo MoKasa
Mo-BMCOKa YecToTa Cpef MbXeTe, Bb3pacTHOTO U
CeNicKo HaceneHve Ha pernoHa (Tabn. 1).

Introduction

The Chronic Obstructive Pulmonary Disease is
a leading cause of global morbidity and mortality
(10, 20). Furthermore, statistical analyses point out
arising trend by 2020, which is based on the global
expansion of tobacco smoking and extension of
lifetime, especially in the developed countries (9,
14,17).

Aim

The purpose of this study is to epidemiologically
characterize the morbidity of COPD through the
use of a representative sample of the population
in the region of Pleven, Bulgaria.
Material and Methods

Determinating the representative sample of
the population. The demographic parameters
(sex, age structure, population - urban/rural,
ethnicity - Bulgarian/Roma) of the population
sample were determined on the basis of current
data about the population in the region: males/
females (43% /57%), age range 40-69 (42% of the
population), urban/rural population (69%/31%)
and Bulgarian/Roma ethnicity (93.8%/6.2%) (13).
The risk factors for the development of COPD and
the percentage of the exposed population were
stratified through inquiries, analyses of the risky
manufactures and the reports of EEA (Executive
Environment Agency): complex factors (tobacco
smoking + additional risk factor) (18%), tobacco
smoking (21%), professional exposure (20%),
burning of biomass (6%), air pollution (10%),
frequent respiratory infection (7%), family history
(6%), without risk factors (12%) (18).

Using the above data we determined
representative sample of 2 047 patients.

Research and data processing

All examined patients signed an agreement to
be included in the study, after which they filled
out a specially-designed respiratory questionnaire
and performed post bronchodilator (400ug
Salbutamol) spirometry (ATS/ERS Strategies for
lung function tests 2005, GOLD 2007) (7, 12).
180 people suffering COPD were examined for
al-antitrypsin deficiency with Human Alpha - 1 -
Antitrypsin ELISA Test.

The data was processed using STATGRAPHICS 4.0
and SPSS 13: Kolmogorov-Smirnov test, Student
t-test, Chi-square test, criterion for factorial
influence Odds ratio. The statistical significance
was defined at p<0.05.

Results of the Study

The study found a prevalence of the disease of
14.9% in the region, which distributes according
to severity: GOLD 1 (6.9%), GOLD Il (5.8%), GOLD
I (1.7%), GOLD IV (0.5%). The demographic
characteristic showed a prevalence of the disease
among male, elderly and rural population of the
region (Tabl. 1).



Ta6bnuua 1. lemorpadcka yectota Ha XOBB B pervoHa.

Table 1. Demographic prevalence of COPD in the
region.

« Mbxe (21.6%) p <0.001 « Males (21.6%) p <0.001

« XKeHu (10.8%) + Females (10.8%)

Bb3pact - <55rop (11.2%) p < 0.001 Age « <55yrs(11.2%) p <0.001
« >55rop (17.1%) + >55yrs(17.1%)

HaceneHue « lpapcko (13.9%) p < 0.05 Population « Urban (13.9%) p <0.05
«+ Cencko (18.8%) « Rural (18.8%)

ETHoc « Bbarapckn  (14.9%) p > 0.05 Ethnicity « Bulgarian (14.9%) p>0.05
« Pomcku (15.3%) « Roma (15.3%)

TexecT Ha XOBb « GOLDI, Il (85.6%) p < 0.001 Severity of COPD « GOLD I, I (85.6%) p < 0.001

« GOLDIIL, IV (14.4%)

« GOLD Il IV (14.4%)

Ta6bnuua 2. YectoTta 1 puck 3a XObb npu otgenHute
pPUCKOBM daKTopu.

PuckoBu ¢pakTopu 3a XOBB JYectora Ha XOBB (%) | OR =95% Cl vs §

Table 2. Prevalence and risk of COPD among the

various risk factors.
Risk factors for COPD Prevalen(ﬁ/e)of corD 95% Clvs §
0

be3 prckosm dakTopu 1.9% _§ No risk factors 1.9% _§

TioTioHONYyLIEeHe 23.2% 12.2 (3.0-483)  Tobacco Smoking 23.2% 12.2 (3.0-48.3)
YecTun pecn. nHdekumm 15.8% 83 (1.9-354) Freq. respiratory infections 15.8% 8.3 (1.9-354)
HacnepcrteeHoct 13.2% 6.9 (1.5-31.0) Family history 13.2% 69 (1.5-31.0)
MNpodecrnoHanHn BpegHoCTH 7.3% 3.5 (1.0-15.0) Occupation 7.3% 3.5 (1.0-15.0)
lopeHe Ha 6uomaca 3.6% 1.9 (0.4-10.0) Burning of biomass 3.6% 1.9 (0.4-10.0)
ATMOCdepHO 3ambpcsaBaHe 2.3% 1.1 (1.0-1.20) Air pollution 2.3% 1.1 (1.0-1.20)
KomnnekcHu paktopmn 28.1% 15.7 (3.8-64.5) Complex factor 28.1% 15.7 (3.8 -64.5)

OR - Odd Ratio; OR - Odd Ratio;

Cl - Confidential interval;
§ - nuuata 6e3 puck.

CTpyKkTypaTa Ha puckoBuTe daKkTopu 3a pas-
BuTMe Ha XOBb onpepensa yectotata Ha 3abons-
BaHeTO B AafeH pervoH. OcBeH TOBa OTAeNHUTE
puUckoBU $GakTopu MMaT pasnnyeH NoTeHuuan 3a
pa3BuTe Ha 3abonaBaHeTo (Tabn. 2).

JednunTt Ha al-aHTUTPUNCKMH 6Gele yCTaHo-
BeH npu 2.7% ot n3cneasaHute ¢ XOBb, a Texxbk
neduumt npu 0.5%, KOMTO MOXe fa ce CBbpXKe C
pa3BuTMeTO Ha 3abonasaHe. He ce ycTaHOBY CTa-
TUCTMYECKN 3HAYMMa pasfivika B CEPYMHUTE HMBA
Ha a1-aHTUTPUMNCKH NO OTHOLLEHE Ha MOJ1, TeXeCT
Ha 3a6051ABaHETO U TIOTIOHO-CTATYC (Nywaum /He-
nywaum).

PaznnyHa TexecT Mmat puckosuTe GpakTopm 3a
XOBb B otAenHuTe nonynauun. B HaweTto npoyu-
BaHe C Hal-BMCOK NPMHOC 3a pa3suTtneTo Ha XObb
6sXa KOMMNEKCHWTe PUCKOBU dakTopm (cbyeTa-

Cl - Confidential interval;
§ - patients with no risk.

The structure of the risk factors for the
development of COPD determines the occurrence
of the disease in a given region. The various risk
factors also carry a different potential for the
development of the disease (Tabl. 2).

Deficiency of al-antitrypsin was found at 2.7% of
the examined with COPD, and severe deficiency in
0.5%, which could be linked with the progression of
the disease. No statistically significant connection
between serum levels of al-antitrypsin and sex,
disease severity and tobacco status (smokers /
nonsmokers) was found.

The risk factors for COPD weight are difference
among separate populations. As for the current
study the complex risk factors gave the highest
contribution (combining tobacco smoking with

Qurypa 1. OTHOCMTENEH AAN Ha pUCKOBUTe dpakTopy B pa3sutneto Ha XOBB.
Figure 1. Relative share of risk factors for the development of COPD.
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HMETO Ha TIOTIOHOMYLUEHe C ApYyrn puckosu dak-
TOopW), CnefiBaHN OT TIOTIOHOMYLUEHETO, Npode-
CUOHANHUTE PUCKOBU $aKTopw, HaceACcTBEHOTO
npegpa3snonoxeHue (XOBB, xpoHnyeH BpOHXUT 1
emousem cpep 6n13KOPOACTBEHMLM), YECTUTE pe-
CNUpaTopHN UHPEKLUN B feTCKa 1 3pAna Bb3pacT.
OcTaHanuTe n3cnegBaHu puckosu GakTopm umaxa
No-HeCbLLeCTBEH AAN 3a MonynauxaTa Ha permoHa
(®ur. 1).

O6cbKpaHe Ha pesynTaTuTe

MpoyyBaHETO YCTAaHOBWU CPABHUTEIHO BUCOKA
nonynaumoHHa 4yecToTa Ha 3abonsABaHeTo B W3-
cfleiBaHUA PErmoH, KOATO € CpaBHMMA CbC CTpa-
HVTe C Ha-BUCOKa TakaBa B Burden of obstructive
lung disease study (BOLD study) (8). MbxeTe ce
CBbP3BaT C NO-BMCOKa yectoTa Ha XObb, koeto e
pe3ynTaT OT MO-UHTEH3MBHOTO UM M3flaraHe Ha
puyckoBmn GpakTopu 1 FMaBHO Ha TIoTIOHONYLWeHe. B
CAL, Asctpwua, Asctpanus, Micnanama n Pycua ce
OTKpMBa Beye no-Bmcoka vectota Ha XObb cpep
XeHuTe (8). ToBa e pe3ynTaT Ha MPOMEHEH Mofen
Ha TIOTIOHOMYLIEeHe, 0COOEHO B MHAYCTpPUANHKUTE
CTpaHW, KOETO [faBa OTpakeHue Bbpxy bonect-
HoCTTa 1 cMmbpTHOCTTa oT XOBb cpep xeHuTe.

C HapacTBaHe Ha Bb3pacTTa ce MOKayBa 1 YecTo-
Ta Ha 3abonABaHeTO, KOETO e pe3ynTaT Ha NpoAbLSI-
XKWTeNHaTa eKCno3numaA Ha puckosute daktopu, a
CbLUO 1 Ha eCTECTBEHOTO CTapeeHe Ha benus gpob.
MN3cnenBaHMAT palioH ce xapaKTepusnpa ¢ MHOTO
BMCOK KoedMLMEHT Ha Bb3pacToBa 3aBUCMOCT OT
55%, T.e. Ha 100 gywwn oT HaceneHue (15-65r.) ce
nagat 55 Aywu n3BbH Te3n rpaHuum (13). Toea Ha-
NOXW fa n3depem Bb3pacToB UHTepBan 40-69r. Ha
nonynaunoHHaTa n3BagKa, KoeTo Aa Hamanu dan-
LIMBO-NoNoXuTenHnTe pesyntatn ot XObbB.

CenckoTo HaceneHne Ha pernoHa ce xapakTe-
pusnpa cbC CUrHNGUKATHO NO-BNCOKA YECTOTa Ha
XOBbB, koeTo e CBbp3aHO C NO-UHTEH3VBHO BAWA-
HMe Ha puUCKoBMTe GaKToOpKM Cpeq TAX, KAaKTO U Ha
M3NON3BaHETO Ha,TBbPLO" FOPMBO 338 BUTOBYU HYX-
OV OT CeNCKOTO HaceneHue W JloKanv3upaHe Ha
pOMUTE B CENICKMTE PalioHN.

Hama n3HeHaja 3a MPUHOCHT HAa OCHOBHUTE
puckoBu ¢akTopu (cbueTaHuUTe PUCKOBU (aKTo-
pw, TIOTIOHONYLWeHeTOo, NpodecroHanHuTe $paKkTo-
pu) 3a pa3sutmeto Ha XOBb B pervoHa (4). Te ca
npuyrHa 3a 71.4% ot cnyyanTe Ha XOBb, ocobe-
HO KaTo ce nma npeasug, ye 40% OT HaceneHneTo
ca aKkTMBHM nywaun, a 20% ca ¢ npodpecnoHaneH
pW1CK B Ta3n Bb3pacTosa rpyna ot 40 fo 69r.

NHTepecHn ca pe3yntatute 3a 3HauyeHWETO Ha
yecTuTe PecnupaTopHM MHPEKL MM B fETCKA U 3pA-
na Bb3pacT B pa3suTtneTo Ha XObB, KoeTo e cBbp-
3aHO C NPaBWIHOTO NOBefEHNE, afeKBaTHOTO aH-
TUOMOTMYHO NIeYEHME, 1 BaKCMHMPAHETO Ha TO3U
KOHTUHreHT (1, 5).

HacnepcteeHoTo npeppasnosioxeHne e eauH
U3KNIOYMTENHO BaXKeH Npobnem, KONTO ce ANCKY-
TUpa Npe3 NoCNefHUTE roAVHN NPU XPOHUYHUTE
o6cTpyKTMBHK 60nectn (11). Heobxogumu ca owe
ycunua 1 GUHaAHCMpaHe Ha reHeTUYyHuTe nuscnes-
BaHuA npu XOBB. He e goctatbyHO Aa ce n3cneasa
camo 3a gedmumnT Ha aTaHTUTPUNCKH, KOWTO Npu-

other risk factors), followed by tobacco smoking
alone, occupation, hereditary predisposition
(COPD, chronic bronchitis and emphysema among
close relatives), frequent respiratory infections in
either infancy or maturity. The remaining studied
risk factors had a less material share relating to
COPD prevalence in the region (Fig. 1).

Discussion

The study found a relatively high population
prevalence of the disease in the researched
region, comparable to that of countries showing
the highest morbidity rates as cited in Burden of
obstructive lung disease study (BOLD study) (14).
Male patients were linked to a higher prevalence
of COPD which resulted from a more intensive
exposure to risk factors and dominantly to more
tobacco smoking. In the USA, Austria, Australia,
Iceland and Russia a higher prevalence was
discovered in female patients (14). This is due to
the inverted model of tobacco smoking, especially
in industrial countries, which had an impact on the
COPD morbidity and mortality among women.

As age progresses a higher percentage of
patients suffering COPD was observed. This had
resulted from the continuous exposure to risk
factors as also the natural deterioration of the
lungs. The examined region is characterized by
a very high ratio of age dependency of 55%; 55
out of 100 people aged 15-65 are outside that
range (17). Based on that, we choose to examine
the interval of people aged between 40-69, which
decreased the fake COPD-positive results.

The rural population of the region was
characterized by a significantly higher prevalence
of COPD, which was connected to higherimpact of
risk factors as long with the more intensive use of
hard fuel in the household and also the localization
of people from the Roma ethnicity in rural areas.

There was no surprise regarding the contribution
of the main risk factors (combined risk factor,
tobacco smoking, occupational risk) for the
development of COPD in the region (4). They lay
as the basis of 71.4% of COPD cases, especially
given the fact, that 40% of the population consist
of active smokers and 20% are a subject of
occupational hazards in the age group of 40 to 69.

Of particular interest are the results about the
importance of the frequent respiratory infections
suffered both in infantile and mature age for the
development of COPD, which are connected with
the correct and adequate treatment, antibiotic use
and vaccination of this contingent (1, 5).

Hereditary predisposition is an issue of great
importance, which is discussed during the last few
years of studying chronic obstructive diseases (11).
However, greater effort and finances are needed
in the field of genetic research of COPD. Testing
for al-antitrypsin deficiency only is not sufficient
enough, and we found that it caused only 0.3%



unHaga 0.3% ot cnyuyanTe Ha XOBB B pervoHa, koe-
TO Ce NOTBbPXKAaBa 1 OT apyru aTopm (16).

ABTOMOOUAHMAT TpaduK ce CcMATa 3a OCHOB-
Ha MpWYMHA 3a 3aMbPCABAHETO Ha aTMOCdepHUA
Bb3AyX C UHHM 1 ynTpaduHHM MPaxoBU 4acTu-
um (ONY), koeto BoAM A0 noBuwweH puck 3a XObb
(OR=1.64), 6poHxunanHa actma (OR=1.4) n 6poH-
XvanHa xuneppeaktnsHoct (OR=1.41) (15, 18).
MpoyyBaHeTO HM YCTaHOBW MOBULLEHW CPEfHOro-
OVIWUHW HUBA HA Bb3AYLIHO 3aMbpCABAHE B LiEH-
TpanHuTe rpaacku yact ¢ ®MNY10 (>50 pg/m?),
KOETO e CBbP3aHO C Mo-BrMcoKa yectota Ha XObb
(2).

EknnbT Ha npoyuBaHeTo 61 enan ga cnogenu
HAKOW CbobparkeHUs, 3a KOUTO CMATA, Ye rapaHTu-
pat no-ronAma TOYHOCT Ha NONyYeHunTe pe3ynTaTu:

1. BaxHo e fa ce n3paboTu akTyasnHa 1 agekeat-
Ha CTaTUCTMYeCKa M3BafKa, KOATO Aa rapaHTupa
penpe3eHTaTUBHOCT MO OTHOLWEH/We Ha hdemo-
rpadckute NapameTpu, U pUckoBuTe GakTopu Ha
nscnepBaHaTa nonynaumwa. CnabocT Ha NOBeYeTo
envaemMmnonornyHn npoyysaHma Ha XObb e onpe-
[enAHeTo Ha TakaBa CTaTUCTMYeCKa M3BafKa, 3a-
LLOTO € CBbp3aHa C rofiAiM pecypc OT Bpeme.

2. 3non3axme Bb3pacTOB UHTEPBAS Ha M3BaA-
KaTta 40-69r., 3all0TO OTroBapa Ha cpefHaTta npo-
ObIIKUTENHOCT Ha XMBOTa Ha 6onHuTe ¢ XOBb B
pervoHa, 0CcBeH ToBa ce n36arsa ¢panwmnBoTo 3aBU-
WwaBaHe Ha yectoTata Ha XObb 3a cmeTKa Ha Bb3-
pacTHOTO HaceseHue.

3. M3non3Baxme MOCTOPOHXOAUNATATOPHO Cb-
oTHoweHne OEOT/MBK <0.7 3a geduHMpaHe Ha
6pOoHXManHaTa obCTPYKLUNA, BbNPEKN U3BECTHUTE
HefoCTaTbUM Ha CbOTHOLIEHWETO MpPW Bb3pacT-
HuTe. ToBa CbOTHOLUEHME KOHCEHCYCHO AedUHU-
pa Hopmarta ot 2001r. (GOLD, ATS/ATS 2005) u ce
npenopbyBa 3a ckpuHupaHe Ha XOBb (6). He ce
npenopbyBa M3MON3BaHETO Ha AOfHaTa rpaHuua
Ha HopmarTa (JI'H) 3a peduHnpaHe Ha 06CTPYKLM-
Ata npu XObb, koAaTo ce ocHoBaBa Ha n3yncneHata
neta nepceHTWNa, 3aloOTO NNMCBAT BaJngMpPaHm
pedepeHTHN CTOMHOCTW creq 6poHxoannaTaums 1
MMa rofieMy eTHUYECKM Pasnnumna Ha Hopmarta (3).

4.TpoyuBaHeTo 6eLle HanpPaBeHO C ABa AHAKBY
mogena Vitalograph Pneumotrac Spirometer 6800,
KOUTO MMAaT HUCKO BBTPELIHO CbMPOTUBIIEHNE Ha
notoka (Flow Impedance) <0.1kPa/L/s, koeTo ra-
paHTMpa TOYHOCT Ha pe3yntaTuTe. Soriano et al.
NMbpBM onpeaenaT 3HauyeHneTo Ha Flow Impedance
B eNnaeMmMonornyHmTe npoyusarHua Ha XOBb (19).

5. KauectBeHO u3BbpLIBaHE Ha WU3MEPBAHETO
(ATS/ERS: Standardisation of lung function testing
2005) oT fobpe obyUyeHU 1 cepTUPULMpaHn cre-
ynanuctu (7).

6. OTunTame KaTo HefJOCTaTbK, Ye He 6sixa BKio-
YeHU B MpPOYy4YBaHETO APYruTe eTHOCK (TYpCKM 1
Ip.), OCBEH POMCKMU, KOUTO CbCTaBnABaT 4.4% oOT
HaceneHueto (~15 000 gyl OT HaceNeHMETO Ha
pervioHa) (16).
3aknioyeHve

of COPD cases in the region; the latter being
confirmed by other researchers as well (16).

Automotive traffic is considered to be one of the
main causes of air pollution with fine and ultrafine
dust particles (FDPs), which leads to an increased
risk of COPD (OR=1.64), bronchial asthma (OR=1.4)
and bronchial hyper reactivity (OR=1.41) (15, 18).
Our study estimated an increased average annual
of air pollution in the central urban areas with
FDP10 (>50 ug/m?), which is related to the higher
prevalence of COPD (2).

The research team would like to share some
details, which we think guarantee the higher
precision of the obtained results:

1.Itisimportanttoproduceanadequatesampling
strategy, which guarantees a good representation
regarding the demographic parameters and the
risk factors of the examined population. A major
weakness of most epidemiological studies is the
determination of statistical sample that needs a
huge resources and amount of time.

2.We sampled patients in the age interval of 40-
69, because it met the average lifespan of COPD
patients in the region, and also to avoid false
increase of COPD prevalence due to the inclusion
of older patients.

3. We used post bronchodilator ratio FEV1/FVC
<0.7 to define bronchial obstruction, despite of
the known imperfections in its use among elderly
patients. That ratio is consensually defining the
standard from 2001 (GOLD, ATS/ATS 2005) and is
suggested for the screening of COPD (6). It is not
recommended to use the lower limit of normal
(LLN) for defining the obstruction in COPD, which
is based on the calculated fifth percentile, because
there is a lack of validated referent values after
bronchodilation (1).

4. The study was carried out using two identical
spirometers (Vitalograph Pneumotrac Spirometer
6800), which have a low internal Flow Impedance
(<0.1kPa/L/s), guaranteeing a high quality of
results. Soriano et al. are the first to define
the importance of Flow Impedancefor COPD
epidemiological studies (13).

5.The measurements were done at a high quality
using ATS/ERS 2005: Strategies for lung function
tests, performed by well trained and certified
professionals (19).

6. As a weakness of the study we could point the
fact that other ethnicities (like ethnic Turks, etc.)
were not presented in the study. Those ethnicities
made about 4.4% of the population (~15000
people of the population in the region) (16).
Conclusion

Epidemiological studies of COPD are highly
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EnnpemmnonornuHute npoyusaHua Ha XOBb ca labor consuming and are associated with the
TPYLOEMKM 1 CBbP3aHM C yuacTue Ha nofroteeHn participation of properly qualified professionals.
cneymnanncTi. TOYHOCTTa Ha pe3ynTaTtuTte 3aBUcAT The accuracy of the results depends on the proper
OT M3c/lelBaHaTa CTaTUCTMYeCKa M3BaAKa Ha no- statistical sampling of the population, the selected
nynayuaTa, nogbpaHuTe n3mepsaTtenHu metogn U measurement methods and technical tools for the
TEXHMUYECKM NoCcobus 3a perncTpupaxe Ha 3abonsa-  administration of the disease.
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