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ITpubemcmbBue

6 okmomBpu 2022 e.
[MroBguB

Vimam 2oramomo ygoBoacmBue ga npuBemcmBam ¢ Aobpe gowau YreHoBe-
me Ha bwvazapcko gpykecmBo no eHgokpuHoAoaus u Bcuuku eocmu Ha Hayuo-
HaAeH cumno3uym ,EHgOKpUHHU npobremu Ha bpemeHHocmma”. Kakmo BuHaeu
HayuoHarHomo cvbumue Ha BAE e macmomo, kbgemo ce nokazBa u obcwvxkga
nocaegHama UHgopmayua om pazAudHU obracmu Ha meguyuHama u 8 yacmHocm
om EHgokpuHoaozuama. Tazu eoguHa we bvgam npegcmabBeHu 2oaam 6pou npobae-
mu om EHgokpuHoro2uama, koumo Yecmo ce cpewam no Bpeme Ha bpemeHocm,
Kakmo u ocobeHocmume Ha HAKOU eHgOKpUHHU 3aboaaBaHus no Bpeme Ha bpe-
meHocm. [poepamama e cmpykmypupaHa memamuyHo 8 6 Cecuu, koemo no36o-
Aa6a 2oram bpol npobremu ga bbgam npegcmaBeHu u 0bcbgeHu om pazAudHa
2AegHa moyka. Bcuuku memu ca obeguHeHU OKOAO eHgOKpUHHUME npobremu Ha
bpemeHocmma. ToBa we HU Hakapa ga cu gagem cmemka, ye 8 KomnaekHoOmo
uzcregBaHe Ha Hawume bpemeHHU >keHu mpabBa 3agbAkumerHo ga BrAoYUM
CKpPUHUHe 3a Hal-4ecmume eHgOKPUHHU HapyWeHUA, XapakmepHU 3@ mo3u nepu-
0g. B cowomo Bpeme mpabBa ga ce omHecem ¢ MHO20 20AAMO BHUMaHUE KbMm
cvwecmByBawume eHgokpuHHU 3aboraBaHua npu HacmwvnBaHe Ha bpemeHocm u
ga 2u NnpocAeguM npe3 Mo3u Nepuog, KAKmo u NocmnapmanHo.

B HayuoHaaHus cumnozuym ocBeH u3aBeHu AeKmMOpPU-eHJOKPUHOAO3U We
B3emam yyacmue u maagu eHgoKpUHOAO3U (npugobuau onum B Kpasa Ha cneyua-
AU3ayuAma Cu UAU 3aUMUAU HayYHU me3u goKmopaHmu), kKoumo we Hanpa-
Bam nvpBume cu nybauyHU uzaBu umeHHo Ha mo3u HayuoHareH popym. LLle ce
npoBegam u 14 CameaumHu cumno3uyma. Bceku ysacmHuk 8 Cumnozuyma we
MOXKe ga gage AUYHOMO CU OMHoweHue KbM uHmepecyBawama 2o mema. He
nponyckaume ga 3agageme cBoume Bvnpocu, He nponyckaume ga gageme cBoe-
Mo MHeHue u ga cnogeaume c60a onum UAU epewKu, cnogeAeme mpygHocmume
cu. Pabomeme akmuBHo ¢ mogepamopume. B 3ara MockBa-[lapurx we npomeye
HayuoHaaHus cumno3uym no eHgoKpUHOAO2UA.

A3 CbM cueypHa, 4e HayuoHarHusm cumno3zuym ,EHgOKpUHHU npobaemu Ha
bpemeHHocmma” we uma MHoe2o Bucoka Hay4yHa u npakmudecka cmoluHocm u
we Yyem pazAudHume eAegHU MOYKU Ha ekcnepmume. Taka Hue, Bbnpeku mpu-
20guwHama enugemuyHa naysa 6 cmpaHama, 6 EBpona u 6 cBema, ¢ yyBcmBo Ha
pagocm om cpewama cu ,Ha >kuBo” u HanvAHO ygoBremBopeHu om Hay4yeHomo,
we omberexxum HaucmuHa omkpoaBawomo ce Hau-2oAaMo cbbumue 8 Hawama
cneyuasHocm npe3 2022 zoguHa.

Aa Hayyum noBedve, ga gagem noBeye u Ha Hawume 6oAHU!

Yakam ¢ HemvpneHue cpewama ¢ Bcuyku Bac ! -

[Mpop. A-p AHHa-Mapua bopucoBa, gmH
[Mpegcegamen Ha bvaeapcko gpykecmBo no eHgoKpuHoAo2UA

HayuoHnareH Cumno3zuym no eHgokpuHoAozus, 2022



OPTAHU3AUMOHEH KOMUTET:

[pegcegamen
[Mpoch. AHHa-Mapua bopucoBa
Cekpemap - [pod. LIBemaauna TaHkoBa
Kacuep - Aou. ArekcaHgobp LLIuHko6

YaeHoOBe:
[Mpodh. Mapua OpbeuoBa
[Mpodp. Kupua Xpucmo3zo6
[Mpodp. 3gpabko KameHoH
[Mpoch. Muxaunr boaHo6
Aou. MaauHa NemkoBa
Aou,. NBaH Llunauko6




Obwa uHgpopmayuA:

Macmo 3a npo6BexgaHe Ha HayuoHaAreH cumno3uym
,EHJOKPUHHU npobAemu Ha 6pemeHHOCMMa*
[PAHA XOTEA MAOBAVB, men/cpakc: 032/ 934 346

Pecucmpauua:
Yem6Bovpmwbk, 6 okmomBpu 2022 2. om 8.00 go 20.00 yaca
Memwvk, 7 okmomBpu 2022 2. om 8.00 go 18.00 uaca
Cvboma, 8 okmomBpu 2022 2. om 8.00 go 18.00 yaca
Pezucmpayuonsomo 6opo Ha KoHepeca wje 6vge paznoroxkeHo 6
yeumpasHomo ¢potae Ha Ipang Xomea lNroBgub

PezucmpupaHume u CNOHCOpPUpPaHU YYaCMHUUU C NAAMeH YAEHCKU
6Hoc we noayuam:

Yyacmue 6 HayuHama npozpama Ha Cumno3uyma,

6-8 okmomBpu 2022

Yuacmue 8 I13a0xxk06ama Ha dhapmaueBmuuHama uHgycmpus,

6-8. 10. 2022 2.

Yanma, bagxk, [lpoepama, AbcmpakmHa KHu2a, Mamepuaau

Xomeacko HacmaHaBare 6 gBolHu cmau 3a Bpememo Ha cbbumMmuemo

Kacpe-nayzu - 7 u 8 okmom8Bpu
O6egu - 7 u 8 okmomBpu
Beuepu - 6, 7 u 8 okmomBpu

YaeHcku BHoc 3a BAE 3a 2020 - 2021 u 2022 2. uAau o6wo 150 A6

* 50,00 AeBa 3a cneuuaaucm, HO cbaaacHo PeweHue Ha O6woOMoO
cbbpaHue Ha BAE om 2007 2. 30,00 AeBa ce npeBexkgam Ha cn. EHgokpuHo-
Ao2us u 20,00 reBa ocmaBam 3a uaeHcku BHoc 68 BAE;

* 25,00 AeBa 3a cneuyuaAu3zaHm u gokmopaHm, HO Cba2AacHO PeweHue
Ha Obwomo cbbpaHue Ha BAE om 2007 2. 15,00 aeBa ce npeBeskgam
Ha cn. EHgokpuHoaozua u 10,00 AeBa ocmaBam 3a uaeHcku BHoc 6 BAE;

Takca-npaboyuacmue 6 Cumno3zuyma (AuuyHo uau upe3z CnoHcop):
3a uaeHobBe Ha BAE, pecucmpupaHu cbc cbomBemeH maAoH om
cnucaHue EHgokpuHoAozua 2004, 1X, 2, 47
* peaucmpauua no baHkoB nbm go 15. 09. 2022 2 - 880,00 AreBa
* peaucmpauua Ha macmo - 1200,00 reBa




3a He-uaneHoBe Ha BAE
* peaucmpauua no baHkoB nbm go 15. 09. 2022 2 - 1200,00 AreBa
* peaucmpauua Ha macmo - 1500,00 reBa

PAIMA3EHBAHK BbATAPUS AA

BIC RZBBBGSF

IBAN  BG60RZBB91551007756727

EVY C AKX EOOA

3a HauyuoHareH cumno3zuym no eHgokpuHoAozua 06-08. 10. 2022 2.

HauuoHareH cumno3uym

,EHJOKpPUHHU npobAemu Ha 6pemeHHOCMMa*
6-8 okmomBpu 2022 e., TPAHA XOTEA TTAOBAVIB,

National Symposium of Endocrinology

,Endocrine Problems of Pregnancy”
6-8 october 2022, Grand Hotel Plovdiv

Peaucmpau,uouﬂo GIOpO:
PeaucmpauuoHHomo btopo Ha HauuoHaAHUA cCuMNO3UYymM NO eHgOKPUHOAO2UA We Obge paznoao-
»keHo 6 ueHmpaaHomo ¢otae Ha TPAHA XOTEA TTAOBAIB.

Aergumaqusa no NocmoaHHOMoO MEeJUUUHCKO OGU‘IEHUE
Cepmudukamume Ha yyacmHuuume 6 HauyuoHaaHUA CUMNO3UYM NO E€HJOKPUHOAO2UA Npe3
2022 2. we 6bgam gageHu om BAC mpu meceua creg cbOUMuUemMo U u3npameHU C hopegHuA
O6pou Ha cn. EHgokpuHoAozua. ToBa Haraza Bceku Aekap ga HanpaBu cnpaBka Ha PeaucmpauuoH-
Homo 6topo Ha Cumno3uyma 3a akmyaauzauusa Ha nouweHckua cu agpec. Kpegumume om BAC
ca om Kamezopus b (3a koHmakmu - BAC).

Cuz2ypHocm

Haema e oxpaHa om cneuuaAu3upaHa pupma npeg 3aaume 3a npoBekgaHe Ha HauyuoHaaHua
cumno3uym ,EHgoOKpuHHU npobAemu Ha BpemeHocmma” u HowHa oxpaHa 3a V3aoxxbama Ha
papmaueBmuyHama uHgycmpus.

Xomena (oz2paHuueH 6poi Ae2Aa, npuHUyuna Ha nbpBua npucmuzHan):
* ABolHu cmau - 3a Bcuuku yuyacmHuuu
* BAE He 3anaawa koHcymauuama om muHubapa 8 cmaama Ha yuacmuuka 8 Cumno3uyma.
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Obwa uHgpopmayuA:

Mucua u npuHyunu Ha HayuoHaAHUMe KOH2Zpecu u
cumno3uymu Ha bwazapcko gpyxecmbBo no eHgokpuHoAoz2uA

® ToguwHume HauuonaaHu Konzpecu pecn. Cumno3uymu opzaHu3upaHu om
BAE ce aBaBam macmomo 3a Hal-2oAamama 20guwiHa cpewa Ha cheyuaaucmume no
eHgoKpuHoAO2ua om bbA2apua u maka Ype3 max ce noggbprkam akagemuyHume mpa-
guyuu Ha obwHoCcmma.

® PvkoBogcmBomo Ha BAE caeg BHumamenern nogbop kaHu camo Hal-u3mbk-
Hamu eBponelcku u cBemoBHuU yyeHu, KaKmo U HaUUOHAAHU CheyuaAucmu 3a ydac-
mue C nAeHapHu Aekuuu B cbbumuama Ha ApyxkecmBomo u maka ce ocbwecmBaBam
cpewu C Hal-20Aemume ekcnepmu no gageHua npobaem B8 u u3BbH npegeaume Ha
cmpaHama Hu.

® Kamo akagemuuHo cgpysxerue BAE cbgeicmBa 3a ykpenBaHe Ha gobpume
Bpb3ku ¢ papmaueBmuuHama uHgycmpua u Bcudku uUHCMUMYUUU, KOUMO UMam OMHO-
weHue Kbm pazBumuemo Ha uzcregoBamenckama u yuebHa getiHocm 8 obaacmma Ha
€HgOKpUHoAO2UAMa.

® ToguwHume cpewu Ha BAE ce opeaHu3upam maka, Yye ga ce ocu2ypu aka-
gemuuHa He3zaBucumocm Ha uzcaegoBameaume u Aekapume, Koumo ca Hal-gobpume
,agBokamu” Ha cBoume 6oAHU.

® OcHoBHama uen Ha BAE e ga ce cb3gagam Bb3moxHocmu 6 bbazapus 3a pa3-
Bumue Ha uzcaegBaHuama 6 obaacmma Ha eHgokpuHOoAO2UAMa, Ha ycaoBua 3a no-6bp-
30 panpocmpaHeHue Ha Heobxogumume no3HaHuUA cpeg obuwHOCMMa U Ha (hakmopu 3a
YUAECHEHOMO UM NpuAokeHue B npakmukama.




eHJOKPUHOAORUS
HALIMOHAAEH
CMMNO3NYM

,,EHgOKpUHHU NpobAemu
Ha bpemeHHOCmMma“

CITOHCOPMH:

Novo Nordisk
Boehringer Ingelheim
Swixx Bio Pharma
Eli Lilly
Woerwag Pharma Bulgaria
Merck
Berlin-Chemie MENARINI
Servier
Astra Zeneca
Teva
Sandoz
MSD
Amgen
Dexcom
Valentis
Medochemie
Marvena
Liveda
Stada
Phoenix Pharma
Perfect Medical
Pharma Trade BG
Bodimed







HayuHa npozpama

National Symposium
,Endocrine problems of pregnancy”
6-8 okmomBpu 2022 2., [paHg xomen [roBgub,

OmkpubaHe Ha HauuoHareH cumno3uym
,EHJOKpPUHHU npob6Aemu Ha 6pemeHHOCMMa*
Mpoc. AHHa-Mapua bopuco6a
[Tpegcegamen Ha bvaeapcko gpyrkecmBo no eHgoKpUHOAO2UA

Opening ceremony of National Symposium

,Endocrine problems of pregnancy”
Prof. Anna-Maria Borissova
President of Bulgarian Society of Endocrinology

_ Cecuan / Session: MAagu eHgOKpPUHOAO3U,

gOKmMopaHmMu, cneyuaAu3aHmu
(memu - no AaudeH uzbop)

Mogepamopu / Moderators: Mpodg. Mapua Op6euoBa, Aou. XKubka boHeBa,
Aou. boan HoHue68

TupeougHa gucyHkuua caeg COVID-19 uHdekuusa /
Thyroid dysfunction after COVID-19 infection
Baagucrab MupueB, XKuBka boneBa / Vladislav Mirchev, Zhivka Boneva

KAuHuKka no eHgokpuHoao2ua u 6oaecmu Ha obmaHama, MeguuuHcku uHcmumym, MBP /
Clinic of Endocrinology and Metabolic Diseases, Medical Institute, Ministry of Interior

Bbwazapcko ApyxecmBo no Engokpunorozua 9




npozpama/programme

14,00-14,15 yaca

ABmoumyHHU mupeougHu 3aboraBaHua u memaboaumeH cuHgpom- KAuHUYHaA nepcnek-
muBa / Autoimmune thyroid diseases and metabolic syndrome - A clinical perspective

C. lNaHeBa, LIBemkoBa B, M.TogopoBa, . Bukmopo8, C. buaueBa, U. UBaHoBa, A.
Axenko6a, M. Byko6, K. TogopoBa / S. Ganeva, Tsvetkova V., Todorova M., I. Viktorov,

S. Bilcheva, I. Ivanova, A. Jebkova, K. Todorova
KAUHUKa no eHgokpuHoAO2ua U Gorecmu Ha obmaHama, MeguuuHcku yHuBepcumem, INaeBer
Clinic of Endocrinology and Metabolic Diseases, Medical University, Pleven

14,15-14,30

LlepBukaaHa kucma - pa3ka3 ¢ HeovakBaH kpal /
Cervical cyst - a story with an unexpected ending

Baaxo6 1.', MoaroBa E.', Tymb6areBa M." Buguno6 K.2, MameBa I3, MrageHo6 M.2,
boue6 .3, bopuco6a A-M'. / Vlahov J.", Mollova E.", Tumbaleva M., Vidinov K.,
Mateva G.>, Mladenov M.2, Bochev P.3, Borissova A-M."

'YMBAA ,Copuameg”, KauHuka no eHgoKpuHoAo2ua u boaecmu Ha obmaHama / 'Sofiamed University
Hospital, Clinic of endocrinology and metabolism.
2YMBAA ,,Copuameg”, OmgeaeHue no obwa u 2pbgHa xupypaua / 2Sofiamed University Hospital,
Department of general and thoracic surgery.
*MBAA Acibadem Cityclinic Maagocm, OmgeaeHue no HykaeapHa meguuuHa /*Acibadem Cityclinic
Mladost Hospital, Department of nuclear medicine.

14,30-14,45

Pe3ucmenmHa Ha AeueHue bazegoBa 6borecm - kKauHuuHU npegu3BukameacmBa /
Refractory to treatment Graves’ disease - clinical challenges

EreHa Yobanko6Ba', boaH HonueB', Pocen AumoB? /
Elena Chobankova’, Boyan Nonchev', Rossen Dimov?

'KauHuka no EHgokpuHoAo2ua u borecmu Ha obmaHama - YMBAA |, Kacneaa”, IaoBguB,
2KauHuka no Xupypeausa - YMBAA ,Kacneaa”, INaoBguB / 'Department of Endocrinology, UMHAT
,Kaspela”, Plovdiv, *Department of Surgery , UMHAT ,Kaspela”, Plovdiv

14,45-15,00
HuBa Ha aHgpozeHU npu mbXKe C 0OCmpa U XpOHUYHA apmepuaAHa KopoHapHa boaecm /
Androgen levels in men with acute and chronic coronary artery disease

Cabu lHuwko6, Kupua Xpucmo3o06/ Savi Shishkov, Kiril Hristozov
KAuHuka no eHgokpuHoaozus, YHuBepcumemcka 6oaHuua ,C8ema Mapuna“, MY, BapHa /
Clinic of Endocrinology, University Hospital ,,Saint Marina”, Medical University, Varna

HayuoHnareH Cumno3uym no eHgokpuHoAozus, 2022



15,00-15,15

TpygeH cayual Ha nbpBuveH aAgocmepoHU3bM - ageHOM NPogyuupaw, aAgocmepoH
uAau gBycmpaHHa HogyAaapHa xunepnaa3ua? / A difficult case of primary aldosteronism -
aldosterone-producing adenoma or bilateral nodular hyperplasia?

Teogopa Kameno6a, Moanna Mampo3o6a, Amanacka Erenko6a, Cabuna 3axapue6a /

Teodora Kamenova, Joanna Matrozova, Atanaska Elenkova, Sabina Zaharieva
YCBAAE ,Akag. MBaH INenueB”, Kamegpa no EHgokpuHoaoz2ug, MeguuuHcku YHuBepcumem, Codpua /
USHATE ,Acad. Ivan Penchev”, Department of Endocrinology, Medical University, Sofia

15,15-15,30

Komnaekc Ha Carney - cepua KAUHUYHU CAYYau om eguH cneyuaAu3upaH ueHmbvp /
Carney Complex - a clinical case series from a specialized centre

AHeAua Hanko8a, Muna Mapko6a, Amanacka Earenko8a, Cabuna 3axapue6a /

Anelia Nankova, Mina Markova, Atanaska Elenkova, Sabina Zaharieva
YCBAAE ,Akag. MBaH MeHueB”, Kamegpa no EHgokpuHoaozaus, MeguuuHcku YHuBepcumem, Codpus /
University Hospital ,Akad. Ivan Penchev”, Department of Endocrinology, Medical University- Sofia

15,30-15,45

HuBa Ha 30HYyAuH npu mupeougum Ha Xawumomo /
Zonulin levels in Hashimoto’s thyroiditis

A. Tpoe6, A. TomoB, B. MuxaiiroBa, b. AeBmepoBa, M. Opb6euoBa, /

D. Troev, D. Tomov, V. Mihaylova, B. Levterova, M.Orbetzova,
Meguuuxcku yHuBepcumem, MaoBguB, bvazapua / Medical University of Plovdiv, Bulgaria

15,45-16,00

(DyHkyua Ha wumoBugHama >kAe3a Npu XPOHUYHO AeyeHue ¢ memagoH /
Thyroid function in chronic treatment with methadone

Ca6a B. lMempo6B, Aumumbp M. TpoeB, Mapua M. OpGeuoba /

Sava V. Petrov, Dimitar M. Troev, Maria M. Orbetzova
YMBAA ,,CBemu leopau”, MeguuuHcku yHuBepcumem, MaoBguB, bvazapusa /
University Hospital ,Sveti Georgy”, Medical University of Plovdiv, Bulgaria.

16,00-16,30 Aekuua / Lecture - Valentis

Bumamun K2 8 npeBeHuuama u AedeHuemo Ha nocmmeHonay3zaaHama ocmonoposa /
Vitamin K2 in the prevention and treatment of postmenopausal osteoporosis
Aexkmop / Lecturer: Mpod. 3gpaBko Kameno® / Prof. Zdravko Kamenov
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npozpama/programme

16,30-17,30 CameaumeH cumno3zuym / Satellite symposium - Dexcom

3noA3B8aHemo Ha ceH30puU 32 NPOYHAKUMEAHO MOHUMOpPUPAHE HAa 2Al0KO3ama,
cmaHgapm 3a 2purka 3a nauyueHmume ¢ Auabem Tun 1" /

Utilizing CGM: Standard of Care for T1D

Mogepamop / Moderator: Hukoaaii l'epe®,

povkoBogumea Ha npoekma Ha Aekckom, bbvaeapus /
Nikolay Gerev, DGM of Dexcom in Bulgaria
Aexmop / Lectorer: A-p H. Apgxxenmo / Nicholas B. Argento, MD, FACE, Maryland

Endocrine and Diabetes, Baltimore, U.S.

17,30-18,30 Cameaumen cumno3uym / Satellite symposium - Berlin Chemie

Pazepvware Ha Bb3moKHOCMUME 3a AedyeHUe Ha hauueHmume
c NMpeguabem u Auabem mun 2 / Expanding treatment opportunities for patients with
Prediabetes and type 2 Diabetes
Mogepamop/Moderator: NMpod. 3gpaBko Kameno6 / Prof. Zdravko Kamenov

18,30-19,30 Cameaumen cumno3zuym / Satellite symposium - Eli Lilly

Trulicity kamo gobbp npuamea: HoBu meHgeHyuu 8 mepanuama Ha 3AT2. PaHHO uHUUUU-
paHe u HaBpemeHHa npeBeHuua Ha CC puck/Trulicity as a good friend: new trends in the
T2DM therapy. Early initiation and timely prevention of CV risk
Mogepamop / Moderator: MNMpod. LLBemaauna Tanko6Ba / Prof. Tsvetalina Tankova

19,30 - 19,45

OmkpubaHe Ha HauuoHareH cumno3uym
€HJOKpPUHOoAO2UA

,EHJOKpUHHU npobAemu Ha 6pemeHHOCMMa*
Mpod. AHHa-Mapua bopucoBa
lpegcegamea Ha bvAzapcko gpyxecmB0o no eHgoKpUuHoAO2UA
Opening Ceremony of National Symposium of

Endocrinology , Endocrine Problems of Pregnancy”

Prof. Anna-Maria Borissova
President of Bulgarian Society of Endocrinology

- 20,00 yaca Beuepa

HayuoHnareH Cumno3zuym no eHgoKpuHoAozus, 2022



7 okmomBpu 2022 zoguHa B |

8,00-10,00 Cecua / Session: 3axapeH guabem u 6pemeHocm
Diabetes Mellitus and Pregnancy

Mogepamopu / Moderators: IMNpod. Li6emaauna TankoBa, MNMpodc. Mapua Op6euyoBa/
Prof. Tsvetalina Tankova, Prof. Maria Orbetzova

8,00-8,20

3axapeH guabem u bpemeHHOCM - guaz2Ho3a, puckoBe, npeguzBukameacmBa /
Diabetes and pregnancy - diagnosis, risks, challenges

Mpod. LiBemaauna TaukoBa / Prof. Tsvetalina Tankova
Kamegpa no eHgokpuHoAaozus, MeguuuHcku YHuBepcumem - Codcpun /
Department of Endocrinology, Medical University, Sofia, Bulgaria

8,20-8,40
lfecmauuoHeH 3axapeH guabem / Gestational Diebetes mellitus

Mapusa boagxue6Ba / Maria Boyadzhieva
YCBAAE ,Akag. MBat INMenueB”, MY Cogua / USHATE,Akad. Ivan Penchev”, MU Sofia

8,40-9,00

KoHmpoa Ha kpbBHama 3axap npu 6pemeHHocm /
Glycemic control during pregnancy

HeBena Yakwvpoba / Nevena Chakarova
Kamegpa no eHgokpuHoAo2ua, MeguuuHcku YHuBepcumem, Cocpusa /
Department of Endocrinology, Medical University, Sofia, Bulgaria

9,00-9,20

AeyeHue ¢ uHcyauHoBu nomnu npu bpemeHHocm u guabem /
Insulin pump treatment in pregnancy and diabetes

Pymana Aumoba / Rumyana Dimova
Kamegpa no eHgokpuHoAro2ua, Meguuurcku YHuBepcumem, Codpus /
Department of Endocrinology, Medical University, Sofia, Bulgaria
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npozpama/programme

9,20-9,40
KoHmpoa Ha ycaoxkeHuama Ha 3axapHua guabem no Bpeme Ha bpemeHHocm /

Management of complications of diabetes during pregnancy

Ipema lpo3eBa / Greta Grozeva
Kauruka no Auabemonoaun, YCBAAE ,Akag. MBan MenueB”, MY, Cocpusa /
Clinic of Diabetology, USHATE , Acad.lvan Penchev”, Medical University, Sofia

I Auckycusn
e-
Yy3a
10,10-11,50 Cecua / Session: MemaboAumHu HapyweHua, 3amAbcmaBane u

opemeHocm/Metabolic disorders, Obesity and Pregnancy

Mogepamopu / Moderators: Aou. Maauna NMemko6Ba, Aou. XKubka bone6a/
Assoc. Prof. Malina Petkova, Assoc. Prof. Zhivka Boneva

10,10-10,40

3amabcmaBaHe npegu u no Bpeme Ha bpemeHocm - moweH puckoB gakmop 3a
XunepaAaukemua npu bpemeHHu 6bAa2apku / Obesity before and during pregnancy -
a powerfull risk factor for Hyperglycemia in pregnant Bulgarian women

b. TpucpoHoBa, A-M. bopucoBa, A. AakoBcka, E. Muxaiino6a, M. Byko6 /
B. Trifonova, A-M. Borissova, L. Dakovska, E. Mihailova, M. Vukov

KauHuka no eHgokpuHoaozus, YMBAA ,Cocuameq”, Meguuurcku dpakyamem, Cogpuiicku ynuBepcumem
,CBemu Kaumenm Oxpugcku”, Cogpus, bvaeapus/ Clinic of Endocrinology, University Hospital Sofiamed,
Faculty of Medicine, Sofia University ,Saint Kliment Ohridski”, Sofia, Bulgaria

10,40-11,10

MemaboAumHa aganmauus no Bpeme Ha bpemeHHocmma /
Metabolic Adaptations in Pregnancy

Aou. Maauna lNMemkoBa / Assoc. Prof Malina Petkova
Codputicku YHuBepcumem, Yb ,Ao3eneu”, Cocpusa / Sofia University, University Hospital ,,Lozenetz”, Sofia

11,10-11,40

bpemeHHocm u 3amabcmaBare / Pregnancy and obesity
Xu6ka boneBa’, 16op Acb06?/ Zhivka Boneva', Yavor Assyov?

"MeguuuHcku MIHcmumym npu MBP, Kautuka no eHgokpuHoaoz2ua? YMBAA , ArekcangpoBcka”,
KauHuka no eHgokpuHoaozua / "Medical Institute — Ministry of Interior, Clinic of Endocrinology;
2University Hospital ,Alexandrovska”, Clinic of Endocrinology
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b O6cbxgaHne

11,50-12,50 Cameaumen cumno3uym / Satellite symposium - Swixx BioPharma

3aegHO KbM gobpuna 2AUKeMUYeH KOHMPOA Ha 3axapHua guabem /
Together to the optimal glycemic control of diabetes

Mogepamop / Moderator: npodg. LilBemaauna Tanko6a / Prof. Tsvetalina Tankova

I Ob1g

13,50-15,40 Cecua / Session: Kocmen memaboAu3bm u 6pemeHocm /
Bone Metabolism and Pregnancy

Mogepamopu / Moderators: Aou, lNaamen MonuBanoB, Mpod. Muxaua boaHo6/
Assoc. Prof. Plamen Popivanov, Prof. Mihail Boyanov

13,50-14,15
HuBomo Ha BumamuH D npu 6pemeHHu >keHu 3aBucu om Bb3pacmma u me2aomo npe-

gu u no Bpeme Ha bpemeHocm / Vitamin D level in Pregnant women depend on Age and
Weight before and during Pregnancy

A-M. bopucoBa, b. TpucpoHoBa, A. Aakobcka, E. Muxaiiro6a, M. Byko6 /
A-M. Borissova, B. Trifonova, L. Dakovska, E. Mihailova, M. Vukov

KauHuka no eHgokpuHoaoaus, YHuBepcumemcka 6oaHuua Cogpuameg, MeguuuHcku ghakyamem,
Codputicku yHuBepcumem CBemu Kaumenm Oxpugceku, Codpua / Clinic of Endocrinology,
University Hospital Sofiamed, Medical Faculty, Sofia’University ,Saint Kliment Ohridsky”

14,15-14,40

Aganmauus Ha ckeAema u MuHepaaHama obmaHa no Bpeme Ha bpemeHHocm /
Adaptive changes in the skeleton and the mineral metabolism during pregnancy

ArekcaHgwp WWunkoB / Alexander Shinkov
Kamegpa no engokpuHoroeus, Meguuyurcku ¢pakyamem, MeguyuHcku yHuBepcumem, Cogpus /
Department of endocrinology, Medical Faculty, Medical University Sofia

14,40-15,05

Xunepnapamupeougu3bm U xunonapamupeougu3ibm no Bpeme Ha bpemeHHocm /
Hyperparathyroidism and hypoparathyroidism during pregnancy
Muxaua boano8 / Mihail Boyanov
KAUHUKa no eHgoKpuHoAO2ua U borecmu Ha obmaHama, YMBAA , AaekcangpoBcka” ; Kamegpa no

BbvmpewHu 6oaecmu, MY, Cogpus / Clinic of Endocrinology and Metabolism, Alexandrovska University
Hospital, Department Internal Medicine, Medical University Sofia
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npozpama/programme

15,05-15,30
MocmnapmaaHa ocmeonopo3a / Postpartal Osteoporosis

Hamaaua TemeakoBa, NMramen MonuBano6 / Nataliya Temelkova, Plamen Popivanov
OmgeAeHue No KAUHUYHA geH3umomempua u KocmHu memaboaumtu 3a6oaaBaHus
AaekcaHngpoBcka 6oaHuua, Codgun /

Department of Clinical Densitometry and Bone Metabolic Diseases, Alexandrovska Hospital, Sofia

L Auckycua
e-

«ysa

16,00-17,00 CameaumeH cumno3zuym / Satellite symposium - Servier

30 2oguHu CepBue 68 bbazapua - cmabuaHa ocHoBa 8 umemo Ha nauueHma /
30 years Servier in Bulgaria - stability for you and your T2D patients

Mogepamop /Moderator: Mpog. AuHa-Mapusa bopuco6a /
Prof. Anna-Maria Borissova

17,00-17,30 CameaumeH cumno3zuym / Satellite symposium - Teva

KombuHupaHa mepanua memdopmuH u DPP4 unxubumop 8 nauueHm-opueHmupaHus
nogxog npu 3axapeH guabem mun 2 / Metformin and DPP4 inhibitor combination therapy
in a patient-centered approach to type 2 diabetes

Aekmop / Lectorer: TNpodg. Mapua Op6euoBa / Prof. Maria Orbetzova

17,30-18,05 CameaumeH cumno3zuym / Satellite symposium - MSD

BakcuHu u 3axapeH guabem / Vaccines and Diabetes Mellitus

Aekmop / Lectorer: Tlpodcp. Ll6emanuna TankoBa / Prof. Tsvetalina Tankova

18,05-19,35 CameAumeH cumno3uym / Satellite symposium -
Boehringer Ingelheim

OmBbg 2AuKemu4HUA KOHMPOA Npu 3AT2 - KOAKO gaAedye Cmu2HaxXme C emMna2AuAo3uH? /
Beyond glycemic control in T2D - how far we have come with empagliflozin ?
Mogepamop / Moderator: Mpod. LiBemaauna TaukoBa / Prof. Tsvetalina Tankova

20,00 yaca Beuepa ,Cpewa c npuameau”
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8 okmomBpu 2022 zoguHa B |

8,00-10,00 Cecua / Session: Xunocu3a, Hagbb0peuHuU XAe3u, 20Hagu.
Mpo6Aemu Ha 6pemeHocmma/Pituitary Gland, Adrenal Glands.

Pregnancy Problems

Mogepamopu /Moderatorc: MNMpoc. Cabuna 3axapueBa, Mpocp. 3gpabko KameHoB /
Prof. Sabina Zaharieva, Prof. Zdravko Kamenov

8,00-8,30
HedyHKyuoHupawu ageHomu Ha xunodguzama. lNoBegeHue npu 6pemeHHocm /
Non-functioning Pituitary Adenomas (NFPAs). Management in Pregnancy

Mpodp. Cabuna 3axapueBa / Prof. Sabina Zacharieva
Kamegpa no eHgokpuHoaozus, MeguuuHcku yHuBepcumem, Codpusn /
Department of Endocrinology, Medical University, Sofia

8,30-9,00
IMpoaakmuHom: noBegeHue no Bpeme Ha bpemeHHocm /

Prolactinomas: management during pregnancy

Aou. AmaHacka EaeHkoBa / Assoc. Prof. Atanaska Elenkova
Kamegpa no eHgokpuHoaozusn, MeguuuHcku yHuBepcumem, Cocpun /
Department of Endocrinology, Medical University, Sofia

9,00-9,30

CuHgpOM Ha NoAUKUCMO3HUME AlYHUUU U BpemeHHoCcm /
Polycystic ovary syndrome and pregnancy

Mpod. 3gpabko Kameno6 / Prof. Zdravko Kamenov
KauHuka no eHgokpuHoaoz2ug, YMBAA AaekcaHgpoBcka, MeguuuHcku yHuBepcumem, Cocpus /
Clinic of Endocrinology, Alexandrovska University hospital, Medical University, Sofia

9,30-10,00
boarecm Ha Addison u 6pemeHHocm / Addison’s disease and pregnancy

Mpod. Mapua M. Op6euyoBa / Prof. Maria M. Orbetzova
KauHuka no EHgokpuHoAaoz2ua u 6oaecmu Ha obmanama, YMBAA ,CB.Teopau”, Kamegpa no EHgokpuHoAo-
2un, MO, MY, MaoBgub / Clinic of Endocrinology and Metabolic Diseases, ,Sv. Georgy” University Hospital,
Department of Endocrinology, Medical Faculty, MU, Plovdiv
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npozpama/programme

10,00-11,00 Cameaumen cumno3uym / Satellite symposium - Woerwag

Me>kgyHapogHu Npenopbku 3a CKPUHUH2, guazHo3a U AedeHue Ha guabemHa NoAuHe-
Bponamusa 6 kauHuYHama npakmuka - 2022 / International expert recommendations for
screening, diagnosis and management of diabetic polyneuropathy in clinical practice - 2022

Aekmop / Lectorer: Mpodp. L|6emeauna TankoBa / Prof. Tsvetalina Tankova

pe-
Y3a

11,30-13,00 Cameaumen cumno3uym / Satellite symposium - Novo Nordisk

B Obag
14,00-16,00 Cecua / Session: LLlumoBugHa xAe3a u 6pemeHHocm/
Thyroid and Pregnancy

Mogepamopu / Moderators: Mpog. Kupua Xpucmo3o06, MNMpodg. Pycanka KoBaueBa/
Prof. Kiril Hristozov, Prof. R. Kovatcheva

14,00-14,20

Yecmoma u xapakmepucmuka Ha mupeougHama gucykuua npu OpemeHHU >KeHu (CKpu-
HuUH2 Ha 547 xeHu B bbacapusa ) / Frequency and characteristics of thyroid dysfunction in
pregnant women - screening of 547 women in Bulgaria

A-M. bopucoBa, b. TpucpoHoBa, A. UbanoBa, A. AakoBcka, E. Muxaiiro6a, M. Byko6 /

A-M. Borissova, B. Trifonova, L. Ivanova, L. Dakovska, E. Mihailova, M. Vukov
YHuBepcumemcka 6oaHuua Cocpuameg, MeguuuHcku dpakyamem, Cogputicku ynuBepcumem ,,C8emu
Kaumenm Oxpugcku”/ Clinic of Endocrinology, University Hospital Sofiamed, Faculty of Medicine, Sofia

University St. Kliment Ohridski, Sofia, Bulgaria

14,20-14,45
Xunomupeougu3zbm u bpemeHHocm / Hypothyroidism and pregnancy

Kupua Xpucmo306, P. AumumpoBa / K. Hristozov, R. Dimitrova
KauHuka no eHgokpuHoaozug, YHuBepcumemcka 6oaHuya ,C8ema MapuHa®, MeguuuHcku yHuBepcumem,
Bapna / Clinic of Endocrinology, University Hospital ,Saint Marina”, Medical University, Varna

HayuoHnareH Cumno3zuym no eHgoOKpuHoAozus, 2022



14,45-15,05

Xunepmupeougu3bm u bpemerHocm / Hyperthyroidism and pregnancy

Aou. Mupa Cugepoba / Assoc. Prof. Mira Siderova
KauHuka no EHgokpuHoaozug, MY-BapHa, YMBAA ,C8. MapuHa” /
Clinic of Endocrinology, Medical University Varna, UMHAT ,,St. Marina”

15,05-15,25
Tupeougen aBmoumyHumem u 6pemeHHocm / Thyroid autoimmunity and pregnancy

Aou. AaekcaHgop LLlunkoB / Assoc. Prof. Alexander Shinkov
Kamegpa no eHgokpuHoaozua, MOD, MY, Codcus /
Department of endocrinology, Medical Faculty, Medical University Sofia

15,25-15,50

TupeougeH KapyuHom u bpemeHHocm - cbBpemeHHU guazHocMuYHU U mepaneBmuvHu
npobaemu / Thyroid cancer and pregnancy - new diagnostic and therapeutic problems

Mpod. Pycanka KoBaueba / Prof. R. Kovatcheva
Kamegpa no EHgokpuHoaozaug, Makyamem no meguuuHa, MeguuuHcku YHuBepcumem
Codpun / Department of Endocrinology, Faculty of Medicine, Medical University Sofia

| 11 Auckycua

e-
Y3a

16,30-17,00 CameaumeH cumno3zuym / Satellite symposium - Sandoz

Aa kombuHupaw uAu ga He kombuHupaw, moBa bewe Bbnpocbm /
To combine or not to combine, that Was the question
Mogepamop / Moderator: NMpod. 3gpaBko Kameno6 / Prof. Zdravko Kamenov
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npozpama/programme

17,00-18,00 CameAaumeH cumno3uym / Satellite symposium - Merck

100 2oguHu om omkpuBaHemo Ha MemdopmuH u noBeue om 60 20guHU KAUHUYHA
ynompeba Ha latokoax ® / 100 years since the discovery of Metformin and more than 60
years of clinical experience of Glucophage ®

Mogepamop / Moderator: MNMpod. AHHa-Mapua bopucoB8a / Prof. Anna-Maria Borissova

18,00-18,45 CameAaumeH cumno3uym / Satellite symposium - Amgen

Koza, kKak u KoAKO gba20 ga AekyBame u npocregaBame ocmeonopo3zama? /
Osteoporosis Treatment - Indications, Strategies and Duration

Aekmopu / Lectorers: INMpog. AHHa-Mapua bopuco6a / Prof. Anna-Maria Borissova,
Mpod. Muxaua boano6 / Prof. Mihail Boyanov

18,45-19,30 CameaumeH cumno3uym / Satellite symposium - Astra Zeneca

CaReMe nogxog 6 aeuenuemo Ha 3AT2 / CaReMe approach in T2D treatment
Mogepamop / Moderator: Mpod. LLIBemaauna Tauko6a / Prof. Tsvetalina Tankova

19,30-19,45

3aKpu6aHe Ha Hal{UOHaAEH cCuMno3uym no €HgOKPUHOAOZUA
Mpod. AHHa-Mapusa bopucoBa
Mpegcegamea Ha bvAazapcko gpyxecmbBo no eHgokpuHoAo2UA

Closing of a National Symposium of Endocrinology
Prof. Anna-Maria Borissova
President of Bulgarian Society of Endocrinology

20,00 yaca Beuepa ,AoBuxgane”
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npozpama/programme

Mogepamopu (no azbyyen peg):

* bopucoBa A-M. - 7.10
(16.00-17.00); 8.10 (17.00-18.00;

18.00-18.45)

* boneBa XK. - 6.10 (13.45-16.00);
7.10 (10.10-11.50)

* boaHoB M. - 7.10 (13.50-15.40);
8.10 (18.00-18.45)

* 3axapueBa C. - 8.10 (8.00-10.00)

* Kameno®8 3. - 6.10 (16.00-16.30;
17.30-18.30); 8.10 (8.00-10.00;
16.30-17.00)

* KoBaueba P. - 8.10 (14.00-16.00)
* HoHueB b. - 6.10 (13.45-16.00)

Abcmpakmu (no pega 6 lNMpozpamama)
Cecua: Maagu eHgoKkpuHoAO3U,
goKmopaHmu, cneyuaAuzaHmu:

1. A-p MupueB B. u comp. - cmp. 25, 26
2. A-p TaneBa C. u comp. - cmp. 26,27

3. A-p Baaxo6 M. u comp. - cmp. 28,30

4. A-p YobankoBa E. u comp. - cmp. 32,34
5. A-p Wuwko6B C. u comp. - cmp. 35,36
6. A-p KamenoBa T. u comp. - cmp. 36,37
7. A-p HankoBa A. u comp. - cmp. 38,39
8. Arp TpoeB A. u comp. - cmp. 41,42

9. A-p MempoB C. u comp. - cmp. 42,43

VyeOHu cecuu:

1. Mpodp. LIBemaauna TankoBa - cmp. 45,46
2. A-p Mapusa boagxueBa - cmp. 47,48

3. A-p HeBena YakwvpoBa - cmp. 48,49

4. A-p Pymana AumoBa - cmp. 50,51

* Opb6euoBa M. - 6.10
(13.45-16.00); 7.10 (8.00-10.00;
17.00-17.30)

* MemkoBa M. - 7.10
(10.10-11.50)

* MonuBanoB I. - 7.10
(13.50-15.40)

* TankoBa LI. - 6.10
(18.30-19.30);

7.10 (8.00-10.00; 11.50-12.50;
17.30-18.00; 18.00-19.30)

8.10 (10.00-11.00; 18.45-19.30)

* Xpucmo3o6 K. - 8.10
(14.00-16.00)

5. A-p 'pema IpozeBa - cmp. 52,53

6. A-p boana TpucporoBa - cmp. 55,56

7. Aou. Maauna NMNemko6a - cmp. 58,59

8. Aou. XKuBka boHeBa - cmp. 59,61

9. NMpodcp. AHHa-Mapua bopucoBa -

cmp. 63,64

10. MNMpodp. Muxaua boaHoB - cmp. 65,66

11. Aou. ArekcaHgop LLuHkoB - cmp. 67,68
12. A-p Hamaaua TemeakoBa - cmp. 69,70
13. INpodp. Cabuna 3axapueBa - cmp. 71,72
14. Aou. Amanacka Eaenko6a - cmp. 74,75
15. MNMpodp. 3gpabko Kameno6 - cmp. 76,77
16. INpodh. Mapua Opbeuyoba - cmp. 78,79
17. Mpo. AHHa-Mapusa bopuco6a -

cmp. 81,82

18. INpodp. Kupua Xpucmo3zo06 - cmp. 84,85
19. Aou. Mupa Cugepoba - cmp. 86,87

20. Aou, Arekcangbp LLHuHko6 - cmp. 88,90

21. INpodp. Pycanka KoBaueBa - cmp. 97,92
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Abcmpakmu/Abstracts

TupeougHa gucpyHkuyug caneg COVID-19 uHpekuyug

Bragucra6 Mupye6, KuBka bone6a

KAuHUKa no eHgokpuHOAO2uA U Boaecmu Ha obmaHama, MeguuuHcku uHcmumym, MBP

MNpe3 mecey mapm 2020 2. COVID-19 uHdpekyuama bewe ob6a6eHa 3a
2A0baAHa naHgemus, Kamo go momeHma ca ycmaHoBeHu noBeye om 525 MAH.
cayuaa 6 cBemoBeH mawab ¢ meHgeHuua 3a HapacmBaHe Ha paznpocmpa-
HeHuemo Ha 3aboaaBaHemo. [Mpe3 nocaegHume gBe 20guHU ce akymyaupaxa
gaHHU 3a Bb3mMoykKHUMe mupeougHu HapyweHua, cBbp3aHu ¢ COVID-19 u me-
xaHuzmume 3a Bb3HukBaHemo um. B Aumepamypama ce cnomeHaBa mupeoug-
Ha guccyHkuua npu 25-30% om nauueHmume, npeboaegyBaru om COVID-19.
OnucaHu ca cAyyau Ha 3acaeaHe Ha mupeougHama gyHkuua ¢ pa3Bumue Ha
MUPEOMOKCUKO3a, XUnomupeougu3dbM U HemupeougeH OoAecmeH CUHgPOM.

Hacmoawomo npocnekmuBHo npoyuBare BkaouBa 350 nauueHmu Ha
Bv3pacm mexgy 20 u 90 2oguHu be3 npegxoxkgawo mupeougHo 3aboraBaHe,
om koumo 210 c uzcaegBaHe Ha mupeougHama dyHkuua no Bpeme Ha COVID-19
uHgekyua u npu npocaegaBate, u 140 c uzcaegBaHe Ha mupeougHama yHKUUA
8 pamkume Ha 1 2oguHa caeg COVID-19 uHdekuus, kakmo u 70 nayueHmu ¢ u3-
BecmHo mupeougHo 3ab6oAaB8aHe. OcHoBHuUmMe yeau Ha u3zcaegBaHemo ca ga oue-
HU: pucka om Bb3HUKBaHe, yecmomama u Buga Ha mupeougHa gucyHKUUA CAe]
COVID-19 uHgekuua npu hayueHmu 6e3 npegxoykgawu mupeougHu 3aboraBa-
Hua; BAuaHuemo Ha COVID-19 uHpekuuama Bbpxy oyHKuuama Ha wumoBugHa-
ma »kAe3a u Heobxogumocmma om npomaHa 8 mepanuama npu nauueHmu c Ha-
AUYHU mupeougHu 3aboaaBaHun; Bpb3ikama mexxgy mexkecmma Ha hpomuvaHe
Ha COVID-19 uHpekyuama u yecmomama u Buga Ha mupeougHa gucyHKUUA;
Bpememo Ha Bb3HUKBaHe Ha mupeougHa gucgyHkuua caeg COVID-19; kakmo u
ga ce (hopMmyAaupam npenopbku 3a CKPUHUHZ, guazHOCMUKa, Ae4YeHUE U NPOCAe-
gaBaHe npu nauueHmMu ¢ mupeougHa gucgyHkuyua caeg COVID-19 uHpekuus.

MovpBoHauarHume gaHHU noka3Bam pa3zBumuemo Ha Xunomupeougu-
3bM NPU OKOAO 6%, Mupeomokcuko3a npu 18% u cuHgpom Ha Hucbk T, npu
8% om nauueHmume 6e3 uzBecmHo mupeougHo 3aboaaBaHe, kakmo u ge-
KOMNeHcauua Ha mMmupeougHUA cmamyc, HaAaz2awia hpomaHa 6 mepanus-
ma npu okoAo 20% om nauueHmume C HaAUYHO mupeougHo 3aboraBaHe.

Young Endocrinologists

bwvazapcko ApyxecmBo no Engokpunorozua 23



Pezromema/Abstracts

nction after COVID-19 infection

Zhivka Boneva
and Metabolic Diseases, Medical Institute, Ministry of Interior

In March of 2020, COVID-19 was declared a global pandemic, and so far,
more than 525 million cases have been identified worldwide with an increasing
trend in the spread of the disease. In the last two years, data on possible thyroid
disorders related to COVID-19 and the mechanisms of their occurrence have
been accumulated. Thyroid dysfunction has been described in the literature in
25-30% of patients with COVID-19. Cases of thyroid dysfunction with thyrotox-
icosis, hypothyroidism and non-thyroidal illness syndrome have been reported.
The current prospective study includes 350 patients between the ages of 20 to 90
years with no previous thyroid disease, of whom 210 with thyroid function test-
ing during COVID-19 infection and again during follow-up, and 140 with thyroid
function testing within 1 year after COVID-19 infection, as well as 70 patients with
known thyroid disease. The main objectives of the study are to assess: the risk of
occurrence, frequency and type of thyroid dysfunction after COVID-19 infection in
patients without previous thyroid disease; the impact of COVID-19 infection on thy-
roid function and the need for a change in therapy in patients with pre-existing thy-
roid disease; the relationship between the severity of COVID-19 infection and the
frequency and type of thyroid dysfunction; the time of onset of thyroid dysfunction
after COVID-19; and to formulate recommendations for screening, diagnosis, treat-
ment and follow-up in patients with thyroid dysfunction after COVID-19 infection.

Preliminary data showed the development of hypothyroidism in about
6%, thyrotoxicosis in 18% and low T, syndrome in 8% of patients without pre-
vious thyroid disease, as well as decompensation of thyroid status requiring
a change in therapy in about 20% of patients with pre-existing thyroid disease.

mupeougHu 3aboanaBaHug u
cuHgpoMm — KauHuyHa nepcnekmuBa

a B.,, M. TogopoBa, . BukmopoB8, C. buaryeBa,
ko6a, M. Byko6, K. TogopoBa

o2uq u borecmu Ha obmaHama, MeguuuHcku yHuBepcumem, MNaeBeH
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BwvBegeHue: TupeougHama xunoyHKuua u memaboaumHua cuHgpom (MC)
ca gBe 3aboaaBaHus, koumo B3aumHo cu BAusam no HebAazonpuameH HauuH.
Manko ce 3Hae 3a Bpb3zkama mexxgy aBmoumyHHume mupeougHu 3aboaaBaHun
(AT3) u MC no omHoweHue Ha amepoCKAEPOMUYHUA PUCK.

Llea: Aa ce oueHu amepozeHHUA puck cpeg nauueHmu ¢ AVT3 u MC.

AuzauH: PempocnekmuBHO ca aHaAU3upaHu gaHHU om DOAHUYHAmMa gokKy-
meHmauua Ha 81 nauyueHmu ¢ AVIT3 ¢ HuBa Ha TCX > 2,0 mIU/L. MNMauueHmume
ca pazgeaeHu 6 gBe 2pynu c I 2pyna c ALIT3 6e3 MC [ n =27 (33,0%)] u Il -pa
¢ AUT3 ¢ MC [ n,=54 (67,0%)]. NMayuenmume om II""* 2pyna ca nogpa3geaeHu,
cbobpazHo HuBomo Ha TCX Ha: 1% nogepyna ¢ TCX >2,0 u <10 mIU/L ( nogep.
n,=35) u 1™ nogepyna c TCX>4 u>10 mlU/L (nogep. n,=19). MC e guazrHocmu-
yupaH cbobpa3zHoO npenopbkume Ha bbA2apckua uHCcmumym ,MemaboAaumeH
CuHgpom” 2010 20g. Kamo u3mepumeau Ha amepo2eHHUA puck ca u3znoa3BaHu
UHgekcume: omHoweHue mpuzauuepugu/ 2aoko3a, HOMA-VIP u HOMA - % B.

Pezyamamu: Yecmomama Ha MC e 67%, c npeobaagaBaHe Ha >keHcKuA
noA. Mauuenmume c AUT3 6e3 MC umam cvwecmBenno no-Bucoku FT, u FT,
u no-Hucku TCX, TAT, TPO. boaHume ¢ ANT3 u MC umam 3Ha4umo no-Bucoku
cmolHocmu Ha kpbBHa 3axap (K3) u amepoeeHHu uHgekcu, cpaBHeHo ¢ me3u
6e3 MC. lNauyueHmume om Il nogepyna umam cuz2HuukaHmMHuU no-Hucka K3 u
no-Bucok HOMA % B. AeuyeHuemo c aAeBomupokcuH Ha nauueHmume ¢ AVT3 u
MC cvbwecmBeHHo HamaraBa K3, HO He HamaaaBa amepo2eHHUME UHgeKCU.

3akaroyeHue: CouemaHuemo Ha AMT3 8 xunomupeougeH cmaguu u MC
e npegnocmabka 3a noBuweH amepockAepomuyeH puck U HayaAHU npomeHu 6
uHcyauHoBama uyBecmBumeaHocm.

une Thyroid Diseases and Metabolic
e — A Clinical Perspective

svetkova V., Todorova M., I. Viktorov, S. Bilcheva, I. Ivanova,
K. Todorova
crinology and Metabolic Diseases, Medical University, Pleven

Introduction. Thyroid hypofunction and metabolic syndrome (MS) are two
diseases that interact less favorably. Little is known about the relationship between
autoimmune thyroid disease (AITD) and MS in terms of atherosclerotic risk.

The aim To assess the atherogenic risk among patients with AITD and MS.
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Design: Retrospective data from the hospital records of 81 patients with AITD
with TSH levels > 2,0 mIU / L were analyzed. Patients were divided into two groups:
the I group with AITD without MS [n, = 27 (33,0%)] and the Il group with AITD with
MS [n, = 54 (67,0%)]. Patients from group Il are grouped according to the TSH level
of: | subgroup with TSH > 2,0 and <10 mIU / L (subgroup 1 = 35) and Il subgroup
with TSH > 4 and> 10 mIU / L (subgroup n, = 19). MS was diagnosed according to
the recommendations of the Bulgarian Institute of Metabolic Syndrome in 2010. For
measures of atherogenic risk were used: triglyceride/glucose ratio, HOMA - IR and
HOMA - % B.

Results: The incidence of MS is 67%, with a predominance of females. Pa-
tients from the | group have significantly higher FT, and FT, and lower TSH, TAT,
TPO. Patients from the Il group have signi  ficantly higher blood glucose (BG) and
atherogenic indices compared to those without MS. Subgroup Il patients have sig-
nificantly lower BG and higher HOMA% B. Levothyroxine treatment in patients with
AITD and MS significantly reduces BG but does not reduce atherogenic indices.

Conclusion: The combination of AITD in hypothyroid stages and MS is a pre-
requisite for increased atherosclerotic risk and initial changes in insulin sensitivity.

ucma - paskas c HeoyakBaH kpat

a E.', TymbareBa M.", BugunoB K.>, MameBa I3,
eB 1.3, bopucoBa A-M'.

KAuHUKa no eHgoKpuHOAO2UA U BoAecmu Ha obmaHama.
OmgeAeHue no obwa u 2pbgHa Xupypaus.

linic Maagocm, OmgeaeHue no HYkAeapHa MmeguuuHa.

Kucmuunume ob6pazyBaHua 8 wuama ca yecma Haxogka 6 KAuHUYHama
npakmuka. Aeaam ce Ha BpogeHu u npugobumu - ¢ Bb3naaumenHa, UHEKUUO3-
Ha UAU HeonAacmu4Ha 2eHe3a. Kucmume, npou3Au3awu om gykmyc mupeoz2Aao-
cyc, ca okoro 70% om BpogeHume kucmu, cregBaHu om AamepaaHume Kucmu
Ha wuama. [Npu 6oAHuMe Hag 40-2oguwHa Bb3pacm go 80% om kKucmuvHume
obpa3yBaHua ca c maauzHeH xapakmep u 8 32-60% ca pe3yamam Ha KucmuyHa
gez2eHepauua Ha memacmamudeH AumgpeH Bb3er. Om cBoa cmaHa yecmomama
Ha napamupeougHume kucmu e 1-5% om Bcuuku obpa3yBarua B wuldHama o6-
Aacm. ObukHoBeHo napamupeougHUMe KUCMU ca XOPMOHAAHO HeakmuBHu (pag-
Ko cBpbxnpogyuupawu PTH), obuuadHo ce cpewam npu 6oaHume Ha Bb3pacm
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Hag 50 2. U CbOMHOWeEHUEMO >XeHu:Mbxke e npubauzumeaHo 2:1.

MopBuuHuam xunepnapamupeougu3ibm (PHPT) e HapyweHue Ha KaAuu-
eBo-gpochopHama obmaHa, npu koemo napamxopmoHbm (PTH) ce cekpemupa 6
2oAemu KoaudecmBa om egHa uau noBeye om obuyaliHume yemupu Nnapamupeo-
ugHu »Ae3u u Bogu go xunepkaayuemua. Yecmomama Ha PHPT e cpegHo 66/100
000 cpeg »keHume u 25/100 000 cpeg mb>xkeme, kamo HapacmBa ¢ Bb3pacmma.
Yecmomama e no-Bucoka 8 cmpaHume ¢ pegoBeH buoxumuyeH CKpuHUH2 U Haco-
yeHO mbpceHe Ha 3aboraBaHemo. ObukHoBeHO ce Kacae 3a eguHu4YeH gobpoka-
yecmBeH napamupeougeH ageHom (75-85%), B8 2-12% go 1-2% 3a 2 pecnekmuB-
HO 3 napamupeougHU ageHoma, PAgKo 3a Yemupu (XapakmepHu 3a pamuAHUMme
dopmu - MENT, MEN2a, MEX2b), a nhapamupeougHume KapuuHOMU Ca MHO20
pegku ~1%. 3aboaaBaHemo moyke ga npomuya 6E€3CUMNMOMHO UAU ga 3acaza
Kocmume (ocmeonopo3a, KOCMmHU Kucmu, pakmypu), 666peuume (HedppoAau-
muasza/HeppoKkaAuuHo3a), cmomawHo-4ypeBHua mpakm.

Kpumepuume 3a nocmabBaHe-
MO Ha guazHO3ama ca xunep-
Kaauuemua U HeagekBameH
3a HUBOMO Ha CepymHUA Kaa-
uul Bucok PTH. TpabBa ga ce
ombeaexu, ye B cmpaHume
C npo-akmuBeH CcKpuHuH2 ce
yBeauuaBa uvecmomama Ha
HOPMOKaAuUeMu4HUMe 6OAHU.
3a Bu3yaauzupaHe Ha napamu-
peougHUA ageHoOM ce npuAaza
yampaszBykoBo  uzcaegBate
Ha wuluHama obAacm,

Queypa 1. Exoepagcko uzcaegBaHe Ha chopmauuama

Kbgemo ce ycmaHoBaBa gobpe omepaHuveHa u gobpe kpbBocHabgeHa coaugHa
Xunoexoz2eHHa popmauun 3ag u/uAu Nog eguHua om mupeougHume AoboBe. B
nomouw, Ha AokaAu3zayuama ugBa cuuHmuezpaduama ¢ 99m Tc MIBI, a 6 nocaeg-
Hume gecemuHa 2oguHu - SPECT-CT. INpegcmaBame cayuad Ha nbpBuueH xunep-
napamupeougu3bm, u3aBuAa ce Kamo 20AAMa NPeguMHO KucmuvHa cpopmauus 6
wudHama obracm. MiHmepecHomo 6 cayyas e, ye AOKaAu3zayuama Ha popmauus-
ma e cb3jgara BneyamaeHue 3a mupeougeH npou3xog. HanpaBeHu ca nogpobHu
u3zcaegBaHua Ha mMupeoguHUME XOPMOHU U BOAHAmMa e HacoyeHa 3a MbHKOUR2AE-
Ha nyHkyuoHHa buoncusa (TI1B) 3a eBakyauua Ha MEYHOMO CbPHLPXKUMO NOJ
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exozpagpcku KOHMpPOoA nopagu u3zabuausa ce komnpecuBeH cuHgpom. Npu u3zu-
KaAHUA npeaaeg HanpaBu BneuamaeHue nAbmHo-eAacmuyHa popmauua B AraBa-
ma noAroBuHa Ha wuama, NpoMuHUpaw,a Hag ocmaHaAume wWudHU cMpyKmypu.
Mpu npoBegeHomo yampazBykoBo uzcaegBare ce Bu3zyaruzupa 2oaama Kucma
8 goaHua noatoc Ha AeBua mupeougeH gaa, uzbymBawa mpaxeama HagacHO U C
pazmepu Hag 35/33/>35 mm. VMimeHHO pa3noAoykeHuemo U (gop3aaHo u 8 goaHa-
ma yacm Ha Aoba) Haroxu u3caegBaHe Ha kaauueBo-gpocgopHama obmaHa. Y-
maHoBu ce buoxumuuHa koHcmeaauua 3a PHPT ¢ Bucoko HuBo Ha PTH, kakmo 6
cepyma, maka u 8 nyHkmam om kucmama. AonbAHumeaHo ce npoBege SPECT-CT
3a u3kalouBaHe Ha gpyeu nogobHu cpopmauuu. Caeg npegonepamuBHa nogzo-
moBka ¢ Xoaekaauugpepoa ce npoBege onepamuBHo AeveHue C ekcmupnauus Ha
KancyAupaHa KucmuydHa popmayus ¢ pazmepu 75/65/40 mm, kamo owe 8 paHHuA
nocmonepamuBeH nepuog cepymHuam Kaauul Ha BoAHama ce HopmaAu3upa.

Aumepamypha cnpabka

1. Papavramidis TS, Chorti A, Pliakos I, Panidis S, Michalopoulos A. Parathyroid cysts: A review of 359
patients reported in the international literature. Medicine (Baltimore). 2018 Jul;97(28):e11399.

2. bopucoBa u cemp. Yecmoma Ha xunepnapamupeouguima 6 bvaeapckama nonyaayua - aHaAu3
Ha enugemuoro2u4HO npoyuBare Ha bvArzapcko gpyskecmBo no eHgoKpuHoAo2ua. EHgokpuHoAo2uA
mom XXIV Ne4 / 2019. cmp. 202 - 206.

3. William D Fraser Hyperparathyroidism. Lancet 2009; 374: 145-58.

a Story with an Unexpected Ending
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Cystic lesions of the neck are a frequent finding in the clinical setting. They
can be congenital or acquired, with an inflammatory, infectious, or neoplastic etiol-
ogy. Thyroglossal duct cysts account for approximately 70% of the congenital for-
mations, followed by lateral cysts of the neck. In patients over 40 years of age up to
80% of the cystic masses are of malignant character and 32-60% of them come as
a result of cystic degeneration of a metastatic lymph node. In turn, parathyroid cysts
consist of about 1-5% of all neck formations. Generally, these cysts are nonfunction-
ing (rarely with PTH overproduction) and usually they are seen in patients above 50
years of age with the female to male ratio being approximately 2:1.
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Primary hyperparathyroidism (PHPT) is an aberration of the calcium-phos-
phate metabolism in which parathyroid hormone (PTH) is secreted in large amounts
by one or more of the typically four parathyroid glands leading to hypercalcemia.
The frequency of PHPT is in average 66/100,000 in women and 25/100,000 in
men and it becomes more frequent with age. PHPT is more often seen in countries
with a regular biochemical screening and targeted search of the disease. Normally,
the disease is a result of one benign parathyroid adenoma (75-85%), in 2-12% and
in 1-2% of two or three adenomas, respectively, rarely, it involves four adenomas
(characteristic for the congenital variants - MEN1, MEN2a, MEX2b), and parathyroid
carcinomas are extremely rare ~1%. PHPT can progress without any symptoms, or
it can affect the bones (osteoporosis, bone cysts, fractures), the kidneys (nephrolithi-
asis/nephrocalcinosis), or the gastrointestinal tract.

The diagnostic criteria consist of hypercalcemia with an inappropriately high
PTH. It must be noted that in countries with proactive screening for the disease the
frequency of normocalcemic patients is rising. Imaging of the parathyroid adenoma
can be achieved with ultrasound (US) of the neck region where it presents as a well
defined solid hypoechogenic formation with good blood supply, located behind
and/or below one of the thyroid lobes. In aid of the localization is used scintigraphy
with 99m Tc MIBI, and in recent years - SPECT-CT.

We present you a case
of primary hyperparathyroid-
| ism which manifested as a big
mostly cystic formation in the
neck region. The interesting
part about the case is the lo-
calization of the mass which
was confused for a formation
with thyroid origin. Detailed
thyroid function tests were
made and, because of the
compression syndrome the
patient had developed,

Figure 1. Ultrasound examination of the formation

she was then directed to be performed fine needle aspiration (FNA) for evacuation
of the liquid component of the cyst under US control. During the physical exam-
ination was noted a firmly elastic formation in the left half of the neck which promi-
nated above all other neck structures. On ultrasound was visualized a large cyst in
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the lower pole of the left thyroid lobe, pushing the trachea to the right, and approx-
imately >35/33/>35 mm in size. Precisely the

localization (in the lower part and dorsally of the lobe) lead to the evalua-
tion of the calcium-phosphate metabolism. It was then discovered a biochemical
constellation of PHPT with high levels of PTH in the blood, as well as in the sample
obtained from the cyst. Additionally, a SPECT-CT examination to exclude other sim-
ilar formations was carried out. After a preoperative preparation of the patient with
Cholecalciferol, surgical treatment was performed with the extirpation of a capsu-
lated mass 75/65/40 mm in size, which quickly lead to normalization of the serum
calcium of the patient in the early postoperative period.
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Ha AeyeHue bazegoBa bonecm -
usBukameacmBa

0aH HonueB', Pocen AumoB?
o2ua u borecmu Ha obmaHama - YMBAA ,Kacnena”, INroBguB
YMBAA ,Kacneaa”, INMaroBguB

BwvBegenue: bazegoBama 6oaecm e Hal-uecmama npuyuHa 3a KAUHUYHA
mupeomokcuko3a. Tepanua Ha nbpBa AuHUA ca mupeocmamuuume 6 cbuemaHue
¢ HeceanekmuBHu 6ema-6aokepu. [pu HeBb3MOXKHOCM 3a nocmuzaHe Ha mpadHa
KAUHUYHA, XOPMOHaAHa U UMYHOAO2UYHA pemucus B cbobparkeHue BAuzam pagukans-
HU Memogu - Mupeougekmomua UAU paguologmepanus. BaxkHo ycroBue npegu
npucmbnBaHe Kbm XUPYpP2UUHO AeYeHUEe e NOCMU2aHe Ha KAUHUYHA U XOPMOHAAHa
pemucua Ha mupeomokcuko3ama. Makap u pagko, oBragaBaremo Ha xunepmupe-
ougu3zma Moxe ga e cepuo3zHo mepaneBmuuHo npegu3zBukameacmBo.

HayuoHnareH Cumno3uym no eHgokpuHoAozus, 2022




NMpegcmaBame nayueHmka Ha 22 2. ¢ KoHcymamuBeH cuHgpom, uznoms-
BaHe, cbpuebueHe u ynopuma meHopazusa, caeqg npeboaegyBaHe om KoBug-19
uHgpekyua. YcmaHoBeHu 6axa KAUHUYHU DeAe3u U XOPMOHAAHU NpomeHu cbBmec-
MUMU C MUPEOMOKCUKO3a - CpegHo mexkka popma npu nogyepmano Bucoku
mumpu Ha TPAm. Y3 u3caegBaHe noka3a u3zpa3eHu guy3HuU napeHXuUMHU Npo-
meHu B8 wumoBugHama >kAe3a no muna Ha bazegoBa 6oaecm. MHuuuupaHo Ge
A€YeHUe C MEMUMA30A U NponpaHoAOA, kamo B npogbAakeHue Ha 3 meceua He
ce pezucmpupa gopu MuHUMaAHa pegykuua Ha c6. T, u cB. T, Ha doHa Ha mak-
CUMaAHa go3a mupeocmamuk. He ce omueme egpekm u om NpPUAO>KEHUEMO Ha
nponuamuoypauuA. AuncBaxa gaHHU 3a eK302eHHU (pakmopu, KoMnpomemupa-
wu mepaneBmuuHua omeaoBop (Gog-cbgbprkauwu megukameHmu u gp.). INpegBug
nepcucmupawiama XopMmoHaAHa akmuBHOCm u Henocmuz2Hama KAUHUYHA pemu-
cua ¢ npoaBu Ha xunepmemaboAu3bM U maxukapgua ce uHuyuupa nogaomobka
3a onepamuBHo AeveHue. Caeg xocnumaauzauua 8 KAUHUKA NO eHgOKPUHOAO2UA
KbM Ae4eHUemo C MakCumMaAHa go3a mupeocmamuk u HeceaekmuBeH 6ema-6A0-
Kep ce gobaBu memuanpegHu3zoAoH u.B8. u AyeoroB pazmBop 3x5 kanku/gH (Cb-
2nacHo ATA 20162) ¢ yuecmeH KOHMPOA Ha BumaaHume nokazameau. B xoga Ha
npoAexkaBaHemo nauueHmkama npoaBu u3pazeH 20pHO-guchenmMuYeH CUHGPOM
u nanyao3eH obpuB no mopca 6e3 cbwecmBeH epekm oM NPUAOXKEHUEMO Ha
aHmMuemMemuuu, UHX. HA NPOMOHHA NOMNA U aHMuUaAep2u4YHU megukameHmu. Mo
Bpeme Kpamkama npegonepamuBHa nogeomoBka 6e omuemeHO 3HaUUMEAHO
noHuxkeHue Ha cB. T, u cB. T, u Hopmaau3upaHe Ha cbpgeyHama yecmoma, Ho Bb-
npeku moBa, He 6e nocmu2HaMo eymupeougHO XOPMOHAAHO CbcmosaHue. [Npeg-
Bug uzpazeHume peakuuu kbm KarueBua Gogug ce cueme 3a HEOOXOGUMO Npe-
MuHaBaHe kbm onepamuBHo AedyeHue B8 HeomaoxkeH nopagbk. Caeg BHUMameAHa
oueHka Ha cbpgeuHo-cbgoBua onepamuBeH puck ce npoBege mupeougekmomusa
Kamo He ce peaucmpupaxa XupypauuyHu YCAOXKHeHUA.

3akayenue: AyzoroBuam pazmBop e npenopbvuBaHo cpegcmBo 3a oBaa-
gaBaHe Ha mupeomokcuyHa Kpu3a u npegonepamuBHa nogeomoBka Ha xunep-
mupeougHu navueHmu. Cyuma ce, 4ye npuAokeHuemo 6 HUCKU go3u U 3a Kpambk
nepuog om Bpeme (nog 2 cegmuuu) pagko Bogu go u3zaBa Ha HeXkeAaHu Aekap-
cmBeHu peakuyuu. MpoaBume Ha HenoHocumocm Kbm UogHua pazmBop obaue
Harazam B3emaHe Ha mpygHu mepaneBmuyuHu peweHua. Om cbuwecmBeHa Bax-
HOCM 3a U3Xx0ga OM AeYEeHUEmMO e eKUuNHUA NO0gX0g C MACHO CbmpygHuyecmBo
MEXJY eHJOKPUHOAO2, KapguoAO2, XUupype U aHecme3uoAo2 B8 cbuemaHue C go-
O0bp KoMnAalbHC OM cMpaHa Ha nauueHma.
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Treatment Graves’ Disease — Clinical

Boyan Nonchev’, Rossen Dimov*
nology - UMHAT ,Kaspela”, Plovdiv
- UMHAT ,Kaspela“, Plovdiv

Introduction: Graves’ disease is the most common cause of clinical thy-
rotoxicosis. Antithyroid drugs are considered first—line treatment, combined with
non-selective beta-blockers. In cases where long-term clinical, hormonal and immu-
nological remission cannot be reached, definitive treatment options come in to con-
sideration - thyroidectomy or radioiodine ablation. Clinical and hormonal remission
are crucial before surgical treatment. Although rarely, tackling hyperthyroidism can
be a serious therapeutic challenge.

We present a 22-year old female with consumptive syndrome, diaphoresis,
tachycardia and unremitting menorrhagia after recovery form Covid-19 infection.
Clinical features and hormonal changes consistent with a moderately severe form
of thyrotoxicosis were observed, alongside with markedly elevated levels of TRAb.
The ultrasound evaluation revealed pronounced diffuse changes in the thyroid in
the pattern of Graves’ disease. Treatment with methimazole and propranolol were
initiated. During a 3-month therapeutic course not even a slight reduction in fT4
and fT, levels was observed while on maximal dose of the antithyroid drug. Ad-
ministration of propylthiouracil did not bring about any significant benefit. There
was no data for exogenous factors, that could impair the response to treatment
(iodine-containing drugs, etc). Due to the persistent hormonal activity and failure to
reach clinical remission, alongside with manifested hypermetabolism and tachycar-
dia, a preoperative preparation was initiated. After a hospitalization in the clinic of
endocrinology, i.v. administration of methylprednisolone and Lugol’s solution 3x5
drops/daily (according to ATA 2016) were added to the treatment with a maximal
dose of antithyroid drug and non-selective beta-blocker with a frequent check of
vital signs. During the hospital stay, the patient manifested with nausea and papu-
lar rash on the torso, refractory to application of antiemetics, PPIs and anti-allergic
treatment. During the short preoperative preparation, a significant drop in fT4 and
fT3 levels was observed and normalization of heart rate was achieved. However, an
euthyroid hormonal state was not reached. Considering the conspicuous reactions
to potassium iodide, urgent surgical treatment was recommended. After careful

HayuoHnareH Cumno3zuym no eHgokpuHoAozus, 2022



assessment of the cardiac risk for surgery, a thyroidectomy was performed. There
were no surgical complications.

Conclusion: Lugol’s solution is recommended in the management of thyro-
toxic crisis and preoperative preparation in hyperthyroid patients. It is considered
that side effects rarely occur when the medication is applied in low doses and during
a short period of time (less than 2 weeks). Nevertheless, intolerance to potassium
iodide calls for making tough therapeutic decisions. Team approach, with a tight col-
laboration between an endocrinologist, cardiologist, surgeon and anesthesiologist,
combined with a good compliance form the patient, is of paramount importance for
the treatment outcome.

npu MbXke c ocmbp U XpoHu4yeH kopoHapeH

Xpucmo3zo6

KpuHoAo2ua u boaecmu Ha obmaHama”, YMBAA ,CB. MapuHa“, BapHa

CopgeuHo-cbgoBama borecmHocm e egHa om Bogewume npuvuHU 3a
cmbpm B8 cBemoBeH mawab. Xuno2oHagu3zmbm e eguH om goka3zaHume puckoBu
cdpakmopu 3a pazBumuemo um. OcmaBa Heu3zacHeHa acouuauvuama mexgy ap-
mepuasHama KopoHapHa boaecm u no - KOHKpemHo HacmbnBaHemo Ha ocmbp
KopoHapeH cuHgpom (OKC) u aganmauyusama om cmpaHa Ha XunomaAamo-Xu-
nou3o-20HagHama oc. 3a ueama uzcaegBaxme HUBomo Ha obwuA, U3uyuCAeHUA
cBobogeH u BuoHaauyeH mecmocmepoH KaKmo U Ha gexugpoenuaHgpocmepoH
cyacpam (DHEA-S) npu mbxxe ¢ ocmbp. B npogbaxkeHue Ha 3 20guHuU baxa u3-
caegBaHu 102, om koumo 72 nauueHmu ¢ OKC u 30 koHmpoau. [NMpu max 6axa
u3zcaegBaHu HuBa Ha B xoga Ha uzcaegBaHemo ce ycmanoBu, ye 6 2pynama c
OKC HuBama Ha obwua mecmocmepoH u HezoBume gopakuuu ca 3HAYUMO NO-HU-
CKU OomKoAKOomo npu 3gpaBu koHmpoau. Kakmo 3a DHEA-S, maka u 3a obwusn
mecmocmepoH u HezoBume ppakuuu ce ycmaHoBuxa acouuauuu ¢ Bb3pacmma,
KAUHUYHUME Xapakmepucmuku Ha 6oAHug, Buga u mexkecmma Ha ocmpua Kopo-
HapeH cuHgpom. Hacmoawomo npoyuBaHe goka3zBa Hakou acouuauyuu mexxgy
npouecu 6 gpyau cucmemu u HuBama Ha aHgpozeHume 6 nonyaauua Ha BOAHU C
OKC. Bbnpeku gemoHcmpupaHume 3aBucumocmu, ACEH hamozeHemuyeH mexa-
HU3BbM He MOXe ga Obge NOCoYeH, nopagu Koemo ca HeobXxogumu gonbAHUMEA-
HuU u3caegBaHua B8 obaacmma.
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ith Chronic and Acute Coronary

metabolic disease, UMHAT ,St. Marina” Varna

The cardiovascular morbidity is one of the leading causes for death worldwide.
Hypogonadism is one of the proven risk factors for its development. Unclear is the
association between coronary artery disease and in particular the occurrence of
acute coronary syndrome (ACS) and the adaptation of the hypothalamic-pituitary-
gonadal axis. For this aim we investigated the levels of total, bioavailable and free
testosterone concentrations, together with dehydroepiandrosterone sulphate
(HDEA-S) in men with acute coronary syndrome. Over a period of 3 years, 102
were studied, including 72 patients with ACS and 30 control subjects. In the course
of the study it was found that in the ACS group the levels of total testosterone and
its fractions are statistically significantly reduced compared to the healthy controls.
For both DHEA-S and total testosterone and its fractions, associations were found
with age, clinical characteristics of the patient, type and severity of acute coronary
syndrome. The present study demonstrates some associations between processes in
other systems and androgen levels in a population of patients with ACS. Despite the
demonstrated relationships, a clear pathogenetic mechanism cannot be indicated,
and further research in this area is needed.

nbpBuyeH angocmepoHuU3bM -
paw, angocmepoH uau gBycmpaHHa
naasug?

Ha Mampo3oBa, AmaHacka EaneHkoGBa,

“, Kamegpa no EHgokpuHoArozausa, MY, Cocusa

Pezrome: TpegcmabBame 52-2oguweH nauueHm, uzaBua ce nvbpBoHavaaHo ¢
apmepuaAHa xunepmoHua u gbAboka xunokaremus (go 2,5 MMOA/A) Ha 25-20guw-
Ha Bb3pacm. Ha 6a3ama Ha xopmoHaaHama KoHcmeAauua, nomBbpgumeaHus
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mecm u KomniombpHama momoezpadua (ageHom Ha gacHa HagbbOpevHa >kAe3a)
e nocmaBeHa guazHo3ama nvpBuueH aagocmepoHu3bm (ageHom Ha KoH). INpe3
1993 2. e ocbwecmBeHa gecHocmMpaHHa ageHoMeKmomua (napuuasHa pe3ekuus).
CaegBa 7-20guweH nepuog Ha pemucun, caeg koimo omuoBo ce uzaBaBam ap-
mepuaAHama XxunepmoHua u xunokaremuama. YcmarHoBaBam ce KT-gaHHu 3a gBy-
cmpaHHa HagbbbpeyHa HogyAapHa xunepnaa3ua. ApmepuasHama XunepmoHus e
pe3ucmeHmHa, HekoHMpoAupaHa Bbnpeku AedeHuemo ¢ 5 aHmuxunepmeH3uBHu
megukameHmu. MocmueHama e Hopmokaremus ¢ Bucoku go3u CnupoHOAAKMOH
(200 me gHeBHo), Ho ce pa3BuBa uzpa3zeHa 2uHekomacmua. Onumbm ga ce pegy-
uupa go3ama Ha cnupoHoAakmoHa Bogu go xunokasemus (2,5 MMOA/A). AONBA-
HUMEeAHO npu nauvueHma ce ycmaHoBaBa pazebpHam memaboAumeH CUHgPOM,
BratouBaw, 3axapeH guabem mun 2, gucaunugemua u obezumem. KAuHUYHUAM
X0g Ha 3aboaaBaHemo nocmaBa Bvnpoca 3a popmama Ha nbpBuuHUA argocme-
poHu3zbm. Hal-BepoamHo ce omHaca 3a gBycmpanHa HogyaapHa HagbbbpeuHa
xunepnaazua ¢ nbpBoHayaaHa uzaBa Ha coaumapeH ageHom. [pu HacoveHo Mbp-
ceHe e Bb3MOXKHO ga ce omkpue Mymauun, XapakmepHa 3a HAKOA Om 2eHemuYHU-
me ¢popmu Ha nbpBuuHua aagocmepoHu3bm. ToBa we gonpuHece 3a no-npeyus-
Hama guazHocmuka u 3a mepaneBmuuHomo noBegeHue.

It Case of Primary Aldosteronism -
one-Producing Adenoma or Bilateral Nodular

asia?

d. lvan Penchev”, Department of Endocrinology, Medical University, Sofia

Abstract: A 52-year-old man initially presented with arterial hypertension and
profound hypokalemia (up to 2,5 mmol/l) at the age of 25. Based on hormonal con-
stellation, confirmatory test and computed tomography (adenoma of the right adre-
nal gland) the diagnosis of primary aldosteronism (Conn,s adenoma) was made. In
1993 a right-sided adenomectomy (partial resection) was performed. Arterial hyper-
tension and hypokalemia reocurred after a 7-year period of remission. CT revealed
adrenal nodular hyperplasia. Arterial hypertension was resistant and uncontrolled
despite the use of 5 antihypertensive medications. Normokalemia was achieved
with high doses of Spironolactone (200 mg daily) but marked gynecomasthia oc-
cured. We attempted to reduce the dose of Spironolactone which led to recurrence

menova, Joanna Matrozova, Atanaska Elenkova, Sabina Zaharieva
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of hypokalemia. In addition, the patient was diagnosed with a metabolic syndrome,
including type 2 diabetes mellitus, dyslipidemia, and obesity. The clinical course of
the disease raises the question about the form of primary aldosteronism. Bilateral
nodular adrenal hyperplasia with an initial appearance of a solitary adenoma is the
most probable form. With a targeted search, it is possible to find a mutation for any
of the genetic forms of primary aldosteronism. This will contribute to more accurate
diagnosis and therapeutic strategy.

ney — cepug kAuHUYHU cAyyau om
UPAH UeHMbp

MapkoBa, Amanacka EanenkoBa, Cabuna 3axapue6Ba
6“, Kamegpa no EHgokpuHoAo2ug,
, Cocpusn

Y6og: Komnaekcobm Ha Carney e pagko 2eHemuyHo 3aboanaBaHe, koemo ce
xapakmepu3upa ¢ pazBumuemo Ha mHoxkecmBeHu, Hal-1yecmo gobpokauecmBe-
HU MYMOPpU, 3acazawju KoXKama, Cbpuemo U eHgoKpuHHama cucmema, Kakmo u
u3aBa Ha nemHUCMU KOXXHU Nu2MeHmauuu cbe cheuuduydeH Bug u Aokaauzauus.
Mukcomume (beHu2HeHU MYMOpU Ha CbeguHUMeAHama mbkaH) ca C pa3AuvHa
AOKaAU3auuf, HO Npu nauueHmume ¢ komnaekc Ha Carney 3acazam ocHoBHO
cbpuemo u mo2am ga goBegam go cepuo3HuU U homeHyuaaHo kuBomo3acmpa-
waBawu ycroxkHeHUA Kamo UHCYAM, CbpgeyHa HegoCmambyHOCM  UAU KAAnHa
obcmpykuua ¢ BHe3anHa cbpgevHa cmbpm. B pamkume Ha komnaekca Ha Carney
ce HabAaogaBam pa3AuvHU eHgoKpuHHONamMuu, Had-yecmama om Koumo e Nbp-
BuuHama nuemeHmMHa HogyAapHa agpeHokopmukaaHa 6oaecm (PPNAD), yecmo
aCUMNMOMaMUYHA U MHO20 NO-PAJKO C KAUHUYHamMa KapmuHa Ha CuHgpoma Ha
Cushing. Moxe ga ce HabaogaBam u ageHomu Ha Xunodpuzama, MupeougHu
ageHOMU, NO- PAgKO NanuAapeH UAU (POAUKYAAPEH mMupeougeH KapuuHOM, mec-
MUKYyAapHU MYyMOpU Npu mbxkeme u oBapuarHu KUCMU U ageHOMU Ha MAevHUMme
>KAe3Uu npu >keHume. 3aboaaBaHemo Bb3HukBa cnopaguuHo uAu ce yHacaegaBa
no aBmo3omHo-gomuHeHmeH mun u ce cBbp3Ba c mymauua 8 equH om yemupu-
me 2eHa - PRKARTA, PDETTA, PDESB u MYHS.

KauHuyHu cayyau: TpegcmaBame uemupu cAyvaa Ha nauueHmu C KOM-
naekc Ha Carney, Bceku eguH om Koumo e 2eHemuyHo nomBbpgeH 6 HayuoHan-
Hua 3gpaBeH uHcmumym, beme3ga, Mepuaeng, CALLIL.
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ABa om cayuyaume ce uzaBaBam cvc cuHgpom Ha Cushing 8 gemcka Bb3pacm ¢
nocaegBawo pazBumue u Ha gpyau XOPMOHAAHU HapyweHus, KakKmo U HaAuyue
Ha XuUNoU3HU ageHOMU U HogyAapHa HagbbbpeyHa xunepnaazus.

INpu gpyaume gBa cayuaa e Haauue pogcmBeHa Bpb3ka (malka u CuH), Kamo
npu max go momeHma AuncBam xopmoHaAHU omkAoHeHua. I gBamama ca one-
pupaHu mpu nbmu om peuuguBupaw, copgeveH mukcom. CUHbM € HACOYEeH KbM
ueHmbpa no noBog Ha HagbbOpevueH UHUUgEHMAAOM, YMOUYHEH Kamo XOPMOHO-
Hecekpemupauw, caeg xopmoHaaHume mecmoBe. OmkpuBam ce u kaauugukamu
8 mecmucume u azoocnepmusa. [Mpu madkama ce ycmatHoBaBam u mHoxkecmBo
Ko>kHU HeBu u pubpoageHomu B8 gBeme 2vpgu. Mamuruama BratouBa u gvweps,
KOAMO e noyuHaAa om nepuonepamuBHO YCAOXKHEHUE Ha KbCHO guazHOCMuUUU-
paH CbpgeyveH MUKCOM.

U3z6ogu: Komnaekcom Ha Carney moxke ga BkatouBa wupok cnekmbp
KAUHUYHU cumnmomu, Bapupawu 6 3aBucumocm om 3acezHamus 2eH u Buga Ha
mymauuama. Bcuuku nauueHmu ¢ gokazaH nocpegcmBom 2eHemuueH aHaAus3
Komnaekc Ha Carney, nogaexkam Ha exkxe2ogHu u3caegBarus, BkarouBawu exokap-
guozpacpug, XOpMOHaAHU u3caegBaHun, exozpadua Ha wumoBugHa >kae3a, MAeu-
Ha >KAe3a u mecmucu, kakmo u obpazHo u3caegBaHe Ha xunodu3a No nNpeueHKka
Ha cneuuaaucm. INpocaegaBaHemo u AedeHuemo Ha me3u nauueHmu mpabBa ga
ce u3BbpwbBa om myamugucuyunAauHapeH ekun 68 cneuuaauszupaHu ueHmpoBe 3a
pegku eHgoOKpUHHU Boaecmu.

omplex — a Clinical Case Series from a
ed Centre

ova, Mina Markova, Atanaska Elenkova, Sabina Zaharieva
pital ,Akad. Ivan Penchev”, Department of Endocrinology,
rsity, Sofia

Introduction: Carney,s complex is a rare genetic disease characterized by
the development of multiple, mostly benign, tumors affecting the skin, heart and
endocrine system, as well as by the appearance of skin pigmentations with a spe-
cific appearance and location. Myxomas (benign connective tissue tumors) vary in
location, but in patients with Carney complex they primarily affect the heart and can
lead to serious and potentially life-threatening complications such as stroke, heart
failure, or valvular obstruction with sudden cardiac death. Within the Carney
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complex, various endocrinopathies are observed, the most common of which is pri-
mary pigmented nodular adrenocortical disease (PPNAD), often asymptomatic and
much less often with a clinical picture of Cushing,s syndrome. Pituitary adenomas,
thyroid adenomas, less commonly papillary or follicular thyroid carcinoma, testicu-
lar tumors in men, and ovarian cysts and mammary gland adenomas in women may
also be seen. The disease occurs sporadically or is inherited in an autosomal dom-
inant pattern and is associated with a mutation in one of four genes - PRKARTA,
PDE11A, PDE8B and MYHS.

Clinical Cases: We present four cases of patients with Carney complex, each

genetically confirmed at the National Institute of Health, Bethesda, Maryland, USA.
Two of the cases presented with Cushing,s syndrome in childhood with the subse-
quent development of other hormonal disorders, as well as the presence of pituitary
adenomas and nodular adrenal hyperplasia.
In the other two cases, there is a family relationship (mother and son), and there
are no hormonal deviations in them so far. Both have been operated three times for
recurrent cardiac myxoma. The son was referred to our expert centre for evaluation
of an adrenal incidentaloma, categorized as non-functioning adrenal adenoma after
complete hormonal workup. In addition, testicular calcifications and azoospermia
were found. His mother has numerous skin nevi and fibroadenomas in both breasts.
The family also included a daughter who died after intraoperative complications of
a late-diagnosed cardiac myxoma.

Conclusions: Carney complex can include a wide range of clinical symp-
toms, strongly depending on the gene affected and the type of mutation. All patients
with genetic analysis-proven Carney complex are subject to annual examinations,
including echocardiography, hormonal studies, thyroid, mammary, and testicular
ultrasound, as well as pituitary imaging at the discretion of a specialist. Follow-up
and treatment of these patients should be performed by a multidisciplinary team in
specialized centers for rare endocrine diseases.
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30HYAUH Npu mupeougum Ha Xawumomo

Tomo@6, B. MuxatinoBa, b. Ae6mepo6a, M. OpbeyoBa,

uBepcumem, INroBguB, bbvazapua

BwvBegeHue: YoBewkuam 30HYAUH e npomeuH, KOUMO pea2yaupa NAbM-
HUMe MexxgykaembuHu Bpb3ku B8 pajaudyHu MbKaHu u op2aHu Ha YoBewkomo
mano. Tupeougumbm Ha Xawumomo (TX) e egHo om Had-Yecmume eHgOKPUHHU
aBmoumyHHu 3aboaaBaHun, Ho Bce owe poaama Ha noBuweHama upeBHa npony-
ckauBocm B HezoBama namozeHes3a He e u3acHeHa.

Llea u guzadn: ToBa cpe3oBo npoyuBaHe mun cayval-koHmMpoaa u3zcaegBa
cepymHume HuBa Ha 30HYAUH NpU NaUUeHmMU C mupeougum Ha Xawumomo u
oueHaBa Bpb3kama mexkgy 30HYAUH U PYHKUUOHAAHOMO U aBMOUMYHHO CbC-
moaHue Ha wumoBugHama »ae3a.

Mamepuaar u memogu: IpoyuBaHemo ob6xBawa 2pyna om 106 Auua 6
3para Bb3pacm c goka3zaH TX u KOHMpoAHa 2pyna om 21 kKAuHU4YHO 3gpabu go-
6poBoauu. MNayueHmume c TX ca pazgeaeHu 8 mpu nogepynu cnopeg yHKUUO-
HaAHama akmuBHocm Ha wumoBugHama »kAe3a - eymupeougu3ibm, XUNOMUPEO-
ugu3zbm, Xunepmupeougu3ibm. CepymHuam 30HYAUH € onpegeAaH C NoMowma Ha
ELISA memog.

Pezyamamu: CepymHume HuBa Ha 30HYAUH npu Bcuuku yyacmuuyu Bapu-
pam om 2,6 go 253 ng/mL, cpegHu HuBa 108,93£58,6 ng/mL. 30HYyAUHbM € Hame-
peH 3HaYyumeAHo no-Bucok npu yyacmHuuume C HAGHOPMEHO ME2A0 U 3aMAbBC-
maBaHe (p<0,05). YcmaHoBeHa e noAoXKumeAHa KopeAauua mexkgy cepymHume
HuBa Ha 30HyAuH u mea2aomo (r=0,246, p=0,006), BMI (r=0,384, p<0,001) u cbom-
HoweHuemo FT,/FT, (r=0,221, p=0,04).

3akAloueHue: AHaau3zbm Ha pe3yamamume om moBa npoyuBaHe He no-
ka3Ba 3Hauuma B3aumoBpb3Ka Mmexxgy 30HYAUHA U MuUpeougHUmMe XOPMOHU U ab-
moaHmumeaa, Bbnpeku ye ce HabAlogaBa meHgeHuua Kbm no-Bucoku HuBa npu
nauueHmuje ¢ TX B8 cpaBHeHue ¢ koHmpoaume. HuBama Ha 30HYAUH ca Npako
acouyuupaHu C meAecHOmo Mez2A0 kKamo ca no-Bucoku npu nayueHMume ¢ Hag-
HOpMeHO meaAo U 3amAbcmabaHe. 3oHYyAuHbm BepoamHo e cBvbp3aH u ¢ gelio-
guHa3zHama akmuBHocm 6 nepugepHumMe MmbKaHu.

bwazapcko ApyxecmBo no EHgokpunorozua 39



i

| Pezromema/Abstracts

Hashimoto’s Thyroiditis

ihaylova, B. Levterova, M. Orbetzova,
, Bulgaria

Introduction: Human zonulin is a protein that regulates the intercellular tight
junctions in various tissues and organs of the human body. Hashimoto,s thyroiditis
(HT) is one of the most common endocrine autoimmune disorders, but the role of
increased intestinal permeability in its pathogenesis is still not clarified.

Objective and design: This cross-sectional, case-control study investigates
serum zonulin levels in patients with Hashimoto,s thyroiditis and assesses the rela-
tionship between zonulin and functional and autoimmune state of the thyroid gland.

Material and methods: A group of 106 adults with proven HT and a control
group of 21 clinically healthy volunteers participated in this study. The patients with
HT and were divided into three subgroups according to the thyroid functional activi-
ty - euthyroidism, hypothyroidism, hyperthyroidism. Serum zonulin was determined
using an ELISA method.

Results: Serum zonulin levels in all participants ranged from 2,6 to 253 ng/
mL, mean levels 108,93+£58,6 ng/mL. Zonulin was found significantly higher in over-
weight and obese patients (p<0,05). Positive correlation was found between serum
zonulin levels and weight (r=0,246, p=0,006), BMI (r=0,384, p<0,001), and FT,/FT,
ratio (r=0,221, p=0,04).

Conclusion: The analysis of the results from this study did not show a sig-
nificant relationship between zonulin and thyroid hormones or autoantibodies al-
though a trend towards higher levels was observed in patients with HT as compared
to controls. Zonulin correlated with the body weight, its levels being higher in over-
weight and obese patients. Zonulin was possibly associated with deiodinases activ-
ity in the peripheral tissues.

BugHama >kae3a npu xpoHuyHo
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Llenma Ha npoyuBaHemo e ga ce oueHU (PyHKUUAMa U UMyHO2eHHOCmMmMa
Ha wumoBugHama »kAe3a npu havueHmu, AekyBaHu ¢ memagoH.

Mamepuaau u memogu: Cpe3zo60, obcepBauuoHHo npoyuBaHe, BkatouBa-
wo 176 yuacmHuuyu Ha Bb3pacm om 18 go 40 2oguHu - 140 nayueHmu, NOGAO-
>KeHU Ha XPOHUYHO AedeHue ¢ memagoH B npogbaXkeHue Hal-MaAKo Ha wecm
meceua u 36 KauHu4HO 3gpaBu koHmpoau, cbnocmaBumu no Bv3zpacm u UTM.
[MauueHMumMe ca pa3geAeHu Ha pa3AuYHU Nogz2pynu cnopeg go3zama u Bpememo
Ha eKkcno3uuua ¢ MeMagoH U NPOgbAXKUMEAHOCMMA Ha 3a0ynompebama ¢ xepo-
uH npegu 3anouyBare Ha AedeHuemo ¢ memagoH. MDyHkuuama Ha wumoBugHama
»KAe3a u Haauvue Ha aBmoumyHeH npouec ca u3zcaegBaHu nocpegcmBom uzmep-
Bane na cepymrume nuba Ha fT,, fT,, TSH, anmu-TPO- u aHmu-Tg- aHmumena.

Pezyamamu: CpegHama gHeBHa go3a memagoH e 98,9£41,0 mg. CpegHa-
ma NPOgbAXKUMEAHOCM Ha AedeHuemo e 33,91+£24,57 meceua, a cpegHama npo-
gbAXKUMEAHOCM Ha 3a0ynompeba ¢ xepouH npegu BkarouBaHe 8 memagoHoBama
npozpama e 6,61+4,0 2oguHu. YcmaHoBuxme cmamucmuyecku 3Ha4umo no-6u-
coku HuBa Ha cBobogeH T, 6 2pynama Ha nayuerHmume. Hama cmamucmuyecku
3HaYUMU pa3Auku no omHoweHue HuBama Ha cBobogHua T, u TSH. Cowo maka
ce peaucmpupaxa cuzHUuUKaHMHU pa3Auku B HAKOU oM nogepynume nauueHmu
8 cpaBHeHue ¢ KOHMpPOAUME NPU aHaAu3 Ha hakmopume NPOGbAXKUMEAHOCM Ha
AeveHuemo ¢ memagoH, gHeBHa go3a u npogbAXKUMEAHOCM Ha 3A0ynompebama
C XepouH. He omkpuxme 3Havumu pa3zauku 6 mumpume Ha mupeougHume aHmu-
meAa Mexxgy nayueHmume u KOHmMpoAume.

3akAroyeHue: XpOHUYHOMO AeveHue ¢ MemagoH e cBbp3aHo C U30AUPAHO
no-Bucoku HuBa Ha fT, 6e3 3Hayumo BauaHue Bbpxy TSH, T, u umyHoz2eHHocmma
Ha wumoBugHama >Ae3a.

nction in Chronic Treatment with Methadone

Dimitar M. Troev, Maria M. Orbetzova
| ,Sveti Georgy”, Medical University of Plovdiv, Bulgaria.

The aim of the study was to assess the function and immunogenicity of thy-
roid gland in methadone treated patients.

Material and methods: Cross-sectional, observational study comprising 176
participants from 18 to 40 years of age - 140 patients undergoing chronic treatment
with methadone for at least six months, and 36 age and BMI matched clinically
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healthy controls. Patients were divided into different subgroups according to the
dose of methadone, time of exposition and duration of heroin abuse before starting
the methadone treatment. The thyroid function and immunogenicity were assessed
by measuring serum levels of T, fT,, TSH, anti-TPO- and anti-Tg- antibodies.

Results: Mean daily dose of methadone was 98,9+41,0 mg. Mean duration
of the treatment was 33,91£24,57 months, and the mean duration of heroin abuse
prior to entering the methadone program was 6,61+4,0 years. We found significant-
ly higher levels of free T, in the patients’ group. There were no statistically significant
differences regarding levels of free T, and TSH between the patients and the con-
trols. Statistically significant differences were also found in some of the subgroups
compared the controls when analyzing the factors duration of treatment with meth-
adone, daily dose, and duration of heroin abuse. We did not found significant differ-
ences in the titers of thyroid antibodies between the patients and the controls.

Conclusion: Chronic methadone treatment was associated with isolated
higher levels of fT, without significant influence on TSH, fT, and thyroid immuno-
genicity.
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3axapeH guabem u 6pemeHHOCM

3axapeH guabem u bpemeHHocm - guazHo3aq,
puckoBe, npegusBukamencmBa

Li6emaauna TaHkoBa
Kamegpa no eHgokpuHoAo2ua, MeguuuHcku YHuBepcumem, Codpua

Mo Bpeme Ha bpemeHHOCM ce HabAlogaBam gBe kamezopuu 3axapeH gua-
O6em - npezecmauuoHeH 3axapeH guabem mun 1 uau mun 2, Koimo npegcmataa-
Ba okono 10-13% om Bcuuku cayyau, u 2ecmavuoHeH guabem, kolmo ce cpewa
npu 87-90% om cayuaume. Npu 6pemeHHOCM u HaAauveH Beve 3axapeH guabem
ce HabagaBa no-Bucoka yecmoma Ha HebAa2zoNpuUAMHU NOCAeguuU, Kamo Ha-
npumep cnoHmaHeH abopm, noBuweH puck om npexgeBpemeHHO pakgaHe,
npeekAamncun, nepuHamanHa cMmbpmHuocm u BpogeHu margpopmavuu Ha naoga 6
cpaBHeHue ¢ ocmaHarama nonyaayua bpemeHHu xeHu. INopagu moBa e u3kato-
yumeaHo BaxkHo >keHume ¢ uzBecmeH guabem ga 6bgam KOHCYAMuUpaHU hpegu
HacmbnBaHe Ha bpemeHHOCMMA C 02Aeg Ha Nocmue2aHe Ha gobbp 2AUKEMUYEH
KOHMPOA U npeoueHka Ha npoBekgaHama mepanua. fecmauuoHHUAM 3axapeH
guabem ce onpegeana kKamo Bcako omkAoHeHUe B 2At0KO3HUA MOAEepaHC, Koemo
ce uzaBaBa uau ycmarnoBaBa 3a nopBu Nbm no Bpeme Ha bpemeHHOCM U 3acaza
egHa om wecm OpemeHHU >eHu no cBema. XXeHume ¢ 2ecmauuoHeH guabem
U mexHume geua ca ¢ noBuweH puck KakKmo Oom KpamKOCPOYHU, maka u om
gbA20CPOUHU YCAOXKHEHUA, BkarouBawu no-kbcHo pa3zBumue Ha 3axapeH guabem
mun 2 npu maltkama, u noBuweH goxkuBomeH puck om 3amabcmaBaHe, 3axapeH
guabem u memaboaumeH cuHgpom npu naoga. Caeg npoyuBaBemo HAPO, mexx-
gyHapogHume opezaHu3zauuu ADA, ACOG u IADPSG npenopbuBam npoBexxgaHe
Ha yHuBepcaAreH CKpPUHUH2 3a 2ecmauyuoHeH 3axapeH guabem mexgy 24 u 28
2ecmauuoHHa cegmuua. INpocregaBaHemo Ha HUBomo Ha kpbBHama 3axap upes3
CaMOKOHMPOA UAU Ype3 NPOGbAXKUMEAHO 2AOKO3HO MOHMOpPUPAHEe € 0m U3KAIO-
yumeaHa BaxkHocm no Bpeme Ha bpemeHHocm. [Mpu BpemeHHU XKeHU CbC 3axapeH
guabem mun 1 e HabAlogaBaHo 3Ha4YUMO nogobpeHue Ha 2AUKEMUYHUA KOHMPOA
u HamaaaBaHe Ha HeoHamMaAHUMeE YCAOXKHeHUA npu u3noA3BaHe Ha NPOgbLAXKU-
MEAHO 2AI0KO3HO MOHUMOpUpaHe. MIHcyauHbm e npegnoyumaHomo cpegcmBo

Diabetes mellitus and P regnancy
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3a AedyeHue Ha 3axapeH guabem mun 1 u 3axapeH guabem mun 2 no Bpeme Ha
O6pemeHHocm. [pu »keHu ¢ 2ecmayuoHeH 3axapeH guabem, Koumo He nocmuz2am
ueaume 3a 2AukemuveH KoHmpoA B pamkume Ha 1-2 cegmuuu upe3 npomaHa 6
HauyuHa Ha >kuBom (xpaHumeaAeH pexxum u du3zudecka akmuBHocm), mpabBa ga
ce BKAIOYU Mepanua C UHCYAUH.

Mpe3 aHMeHamaAHUA Nepuog ca HeobXOguMU MYAMUGUCUUNAUHAPHU 2pu-
KU C UeA onmumu3zupaHe Ha MOHUMOpPUpPaHeMO U KOHMpoAa Ha HUBomo Ha KpbB-
Hama 3axap. CKpuHUH2 3a YCAOXKHEHUA Ha guabema, Kamo Hebponamua u pemu-
Honamua, mpabBa ga ce npoBerkga npe3 Bceku mpumecmbp ¢ uea ycmaHoBaBare
Ha npozpecupaHemo um. CMpPUKMHOMO MOHUMOPUpPaHe U HopMaAu3upaHe Ha Hu-
Bomo Ha kpbBHama 3axap npu bpemeHHU »keHu ¢ guabem e noka3aao, ye Bogu go
3HaYUMO NOgObOpeHUe Ha Npo2HO3ama Kakmo 3a malikama, maka u 3a hAoga.

regnancy — Diagnosis, Risks,

logy, Medical University, Sofia, Bulgaria

There are two categories of diabetes in pregnancy - pregestational type 1
and type 2 diabetes, which account for 10-13% of the cases, and gestational diabe-
tes, accounting for 87-90% of the cases. Pregnancies complicated by pre-existing
diabetes mellitus are associated with a high rate of adverse outcomes, including an
increased miscarriage rate, preterm delivery, preeclampsia, perinatal mortality and
congenital malformations as compared to the background population. Therefore
pre-pregnancy counselling is essential to tighten glycaemic control and review med-
ications prior to pregnancy. Gestational diabetes mellitus (GDM) is defined as any
degree of glucose intolerance with onset or first recognition during pregnancy and
affects one in every six live births globally. Women with GDM and their offspring are
at increased risk of both short- and longer-term complications, including, for moth-
ers, later development of type 2 diabetes, and for offspring, increased lifelong risks
of developing obesity, type 2 diabetes, and metabolic syndrome. After the HAPO
study, ADA, ACOG and IADPSG recommend universal screening for GDMat 24-28
week of gestation. Monitoring of blood glucose by self-monitoring (SMBG) or con-
tinuous glucose monitoring (CGM) is of utmost importance during pregnancy.
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CGM has demonstrated to improve glycemic control and reduce neonatal com-
plications in pregnant women with type 1 diabetes. Insulin is the preferred agent
for the management of both type 1 diabetes and type 2 diabetes in pregnancy. If
women with GDM do not achieve glycemic targets within 1-2 weeks with lifestyle
change (nutritional therapy and physical activity), insulin therapy should be initiated.

Multi-disciplinary care is required throughout the antenatal period, to opti-
mise blood glucose monitoring and control. Screening for diabetic complications
such as nephropathy and retinopathy is necessary at every trimester to detect pro-
gression of the disease. Close monitoring and normalization of blood glucose for
pregnant women with diabetes has demonstrated to significantly improve maternal
and fetal outcomes.

FecmayuoHeH 3axapeH guabem

Mapua boagxueBa
YCBAAE , Akag. 1BaH lNeHueB”, Meguuutcku YHuBepcumem, Cocpun

fecmauuoHHuam 3axapeH guabem (I'3A) e yuecmo cpewaHo cbCcmoAaHue
no Bpeme Ha bpemeHHOocmma, koemo yBpeskga 3gpaBemo Ha HAKOAKO MUAUOHA
»keHu no cBema. HezoBama yecmoma HapacmBa 6bp30. fecmauuoHHUAM 3axa-
peH guabem ce onpegeAa Kamo Xxunepzaukemus, omkpuma 3a nbpBu nbmM no
Bpeme Ha bpemeHHocm. 3acezHamume om [3A >keHu umam noBuweH puck om
peguua ycAoXKHeHUAa Ha bpemeHHocmma, koumo ca 8 AuHelHa 3aBucumocm om
cmeneHma Ha xunepaaukemua. Pesyamamume om npoyuBavemo Hyperglycemia
and adverse pregnancy outcome noka3axa, 4ye maluyuHama xunepz2Aukemus He3a-
Bucumo noBuwaba pucka om npexxgeBpemeHHO paxkgaHe, paxkgaHe ¢ ue3zapoBo
ceuveHue, 20AAM 3a 2ecmayuoHHama cegMmuua NAOg, HYxkga om npuem 6 uHmeH-
3uBHO omgeAaeHue Ha HOBopogeHUMe, HEOHaMaAHa XuUNo2AUKEMUA U XunepOuAu-
pybuHemun. Akywepckume puckoBe, cBbp3aHu ¢ guabema, kamo uHgyuupaHa
om OGpemeHHOCMMAa XxunepmoHuAa, Makpo3omua, BpogeHu mardpopmauyuu U Heo-
HamaAHa xuno2Aaukemus, ca gokaagBaHu 6 HAKOAKO 20Aemu npoyuBaHua. B gonba-
HeHue, 3A moxke ga yBeauuu pucka om 3amabcmaBaHe, xunepmoHua u guabem
mun 2 npu nomomcmBomo no-kbcHo B >xuBoma. B cBemoBeH mawab auncBam
€guHHU Cmpameauu 3a CKpUHUH2 U guazHocmuka Ha 3A. Peguua mexxgyHapogHu
acouuauuu npenopbuBam npu Haaudue Ha puckoBu pakmopu 3a 3A, bpemeH-
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Hume >xeHu ga npoBegam cmangapmen 75 OI'TT npe3 nvpBua mpumecmbvbp Ha
bpemeHHOCMMa. AKO Hama puckoBu gpakmopu, Bcuuku bpemeHHu >xeHu mpabBa
ga uzBobpwBam ckpuHuHe 3a BA mexxgy 24 u 28 cegmuua. BbBexkgaHemo Ha ma-
coB ckpuHuHz 3a '3A e om katouoBo 3HaueHue 3a HamaaaBaHe Ha YycAoXKHeHUama
npu malkama u nAoga.

tes Mellitus

“ MU Sofia

Gestational diabetes mellitus (GDM) is a common chronic disease in preg-
nancy that impairs the health of several million women worldwide and its prevalence
is increasing rapidly. Gestational diabetes mellitus is defined as hyperglycaemia first
detected during pregnancy. These women have an increased risk of a range of com-
plications of pregnancy largely related to the degree of hyperglycemia. The findings
of the Hyperglycemia and adverse pregnancy outcome study showed that maternal
hyperglycaemia independently increased the risk of preterm delivery, caesarean de-
livery, infants born large for gestational age, admission to a neonatal intensive care
unit, neonatal hypoglycaemia, and hyperbilirubinaemia. The obstetric risks associat-
ed with diabetes, such as pregnancy induced hypertension, macrosomia, congenital
malformations, and neonatal hypoglycaemia, have been reported in several large
scale studies. In addition, diabetes in pregnancy may increase the risk of obesity,
hypertension, and type 2 diabetes in offspring later in life. There is a lack of uniform
strategies for screening and diagnosing GDM globally. It is suggested that if there
are risk factors for GDM pregnant women should undergo standard 75 OGTT in
the first trimester of their pregnancy. If there are no risk factors, all pregnant women
should perform GDM screening between 24 and 28 week of gestation. The intro-
duction of mass screening for GDM is of key importance to decrease the maternal
and fetal complications.

pbBHama 3axap npu bpemeHHoCmM

Ao2uf, MeguuuHcku YHuBepcumem, Cocpun
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bpemeHHocmma npu cbnbmcmBawy, 3axapeH guabem e cBbp3aHa cbe 3Ha-
yumo noBuweH U malyuH, U pemareH puck, gbakaw, ce 0oCHOBHO Ha XunepaAu-
Kemuama. Aobpuam KOHMPOA Ha 3axapHua guabem npegu u no Bpeme Ha Gpe-
MEeHHOCMMa e om U3KAIYUMEAHO 3HaveHue 3a OaazonpuamHomo pa3zBumue u
u3xog Ha bpemeHHOoCcmMmMa, kamo mapz2emume no Bpeme Ha bpemeHHOCM ca pas-
AUYHU U NO-HUCKU OmM me3u 3a oCmaHaAama nonyaAauua hauueHmu c guabem.
AonbAHUMEAHO camo npu bpemeHHocm uma BvbBegeH mapeaem 3a 2aukemuama Ha
1-Bua yac caeg xpaHeHe.

[Npu >xeHume cbc 3axapeH guabem, npegwecmBaw, bpemeHHocmma, ce
npenopbuBa ma ga e naaHupaHa kamo Kbm KoHuenuuama ce ueau HbA, < 6,5%.
Mo Bpeme Ha BpemeHHOCM 2AUKEMUYHUME Mapz2emu Npu 3axapeH guabem mun
1, 3axapeH guabem mun 2 u 2ecmauuoHeH guabem Ha uHcyauHoBo AeyeHue ca
kKakmo cAaegBa: kpbBHa 3axap Ha 2aagHo 3,9 - 5,3 mmol/l, Ha 1-Bua vac caeg xpa-
HeHe 6,1 - 7,8 mmol/l u/uau Ha 2-pua yac caeqg xpaHeHe 5,6 - 6,7 mmol/l. MNpu
2ecmauuoHeH guabem 6e3 uHcyauHoBo AedyeHue Baxkam camo 20pHUME 2paHuyu
Ha nocoyeHume mapzemu. 3a HbA, onmumarHuam mapzem noBpeme Ha Gpe-
meHHocm e < 6,0%, ako moxke ga 6bge nocmuzHam 6e3 xuno2aukemus, a Had-Bu-
cokuam gonycmum mapzem e <7%, kamo ce npenopbuBa no-yecm KOHMPOA Ha
nokazamean - exxemeceyHo.

[MpogbAXKUMEAHOMO 2AI0KO3HO MOHUMOpPUpaHe moxe ga bbge u3znoa3Ba-
HO no Bpeme Ha BpemeHHOCM Npu XKeHU CbC 3axapeH guabem mun 1, HO camo 6
gonbAHeHuUe Kbm ocbuwecmBaBaH camokoHMPOA Ha KpbBHama 3axap npe- u Noc-
npaHguaaHo. Tapezemume 3a CGM npu 6pemeHHocm ca - TIR (3,5 - 7,8 mmol/I)
> 70%, TAR (> 7,8 mmol/l) < 25 %, TBR (< 3,5 mmol/l) < 4%, (< 3,0 mmol/l) < 1%.

MocouyeHume 2AukemudHU mapzemu caegBa ga ce pazeaexkgam 6 KoHme-
KCma Ha KOHKpemHua nauueHm. [1pu HAKOU oM nayueHmMKuUMe CbC 3axapeH gua-
6em mun 1 npu HeBb3MOXKHOCM 3a hoCMu2aHe Ha hocoveHume ueAu 6e3onacHo,
0e3 npekoMepHO U3AazaHe Ha Xunoz2Aukemus, mapzemume caegBa ga 6bgam uH-
guBugyaauzupaHu.

Glycemic Control During Pregnancy

Nevena Chakarova
Department of Endocrinology, Medical University, Sofia, Bulgaria

Pregnancy in the setting of diabetes is associated with significantly increased
risk, both fetal and maternal, attributed largely to hyperglycemia. Good glycemic
control before and during pregnancy is of utmost importance for the proper
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development of pregnancy and outcomes. Glycemic targets in pregnancy are differ-
ent and generally lower than those for the rest of the population with diabetes. In
addition, only in pregnancy there is target for glycemia 1 hour after meal.

For women with preexisting diabetes, it is recommended that the pregnancy
is planned with target preconception level of HbA, < 6,5%. The recommended tar-
gets for glycemia during pregnancy for women with type 1, type 2 and insulin-treat-
ed gestational diabetes are as follows: fasting glucose 3,9 - 5,3 mmol/l, and either
1-hour postprandial glucose 6,1 - 7,8 mmol/l or 2-hour postprandial glucose 5,6 - 6,7
mmol/l. For gestational diabetes without insulin therapy only the upper limits of
the glycemic targets are applicable. The optimal HbA, _level during pregnancy is <
6,0% if it could be achieved without hypoglycemia while the highest recommended
target is < 7%. A more frequent - monthly, monitoring of HbA, _is recommended
during pregnancy.

Real time CGM could be applied in women with type 1 diabetes during preg-
nancy but only in addition to self-monitoring of pre- and postprandial glucose. The
recommended CGM targets in pregnancy are as follows: TIR (3,5 - 7,8 mmol/Il) >
70%, TAR (> 7,8 mmol/l) < 25 %, TBR (< 3,5 mmol/l) < 4%, (< 3,0 mmol/l) < 1%.

The recommended glycemic targets should be applied to the individual pa-
tient. In some patients with type 1 diabetes those targets could not be achieved
safely, without significant hypoglycemia, and should be individualized.

yAauHoBu nomnu npu bpemeHHocm u

ro2un, MeguuuHcku YHuBepcumem, Cocpua

HaAuuuemo Ha 3axaper guabem mun 1 (3A mun 1) no Bpeme Ha bpemen-
Hocm e cBbp3aHo cbe 3HavumMerHo no-Bucok puck 3a malkama u nAoga, Kolmo
ce onpegeAa om cmeneHma Ha xunepaaukemua. OcobeHocmume Ha UHCYAUHO-
Bomo gelicmBue B8 xoga Ha bpemeHHocmma BkatouBawu noBuweHa uHcyauHoBa
yyBcmBumeaHocm u noBuweH puck om xuno2aukemuu go 16 2.c. ¢ nocaegBawa
uHcyauHoBa pe3ucmeHmHocm, u3zuckBawa nokauBaHe Ha uHcyauHoBume go3u
go 36 2.c., u BnocregcmBue pazko HamaraBaHe Ha uHcyauHoBume HY>Xgu, uzuc-
kBam guHamuuHO npocAaegaBaHe u aganmupaHe Ha UHCYAUHOBOMO AedeHue
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npe3 uarama bpemeHHocm. Om gpyza cmpaHa npuueAHume CMoUHOCMU Ha
2AtoKko3ama no Bpeme Ha GpemeHHOCM ca NO-HUCKU Nopagu no-HUCKama cpegHa
cmoUHoCm Ha HopmMaAHama KpbBHa 2aloko3a 8 mo3u nepuog. NocmuzaHemo Ha
me3u ueAu 6e3 xunozaukemuu e npegu3zBukameacmBo 3a >keHume cbc 3A mun
1, ocobeHOo >XeHu C aHamHe3a 3a Yecmu UAU HamaAeH ycem 3a Xunoz2AUKemuu.
AeyeHuemo C UHCYAUH B 6a3aAHO-DOAYCEH peXKUM UAU C NOCMOAHHA NOJKOXK-
Ha uHcyAauHoBa uHgy3ua ca gBeme aamepHamuBHu cmpamezuu npu 3A mun 1
no Bpeme Ha GpemeHHOCM, KAMO HUMO egHa om max He noka3Ba cbwecmBeHo
npeBb3zxogcmBo. OcHoBHO npegumcmBo Ha AeveHuemo ¢ UHcyauHoBa nomna e
NnocMu2aHemo Ha NPUUEAHU 2AUKEMUYHU HUBA NpU NO-HUCHK PUCK OM XUNO2AU-
Kemuu, koemo gaBa Bb3morkHocm 3a no-aepecuBHO mumpupaHe Ha 6oAycHUmMe
uHcyauHoBu go3u. XubpugHume 3amBopeHu cucmemu nomnu He ca 8 cbcmoaHue
ga nocmuz2Ham npuueAHume 2AKo3HU HuBa npu 6pemeHHocm. B npoyuBaHua
Nnpu HeGpemeHHU MexXHoAo2UAMA 3a CNUpPaHe Ha UHCYAUHA NPU NPpO2HO3UpaHe Ha
Hucka 2Atoko3a (predictive low glucose suspend) nokazBa npegumcmBa npeg mex-
HOAO2UAMA 3a CNUpaHe Ha UHCYAUHA NpU 3agageHa HUCKa CMoUHOCM Ha 2Al0KO3a-
ma (sensor augmented insulin pump) 3a HamaAaBaHe Ha pucka om Xuno2AuKemuu.
ToBa npegumcmBo moxke ga ce uznoa3Ba u npu GpemeHHOoCcM, MbU KAMO NPO2HO-
3HUAM nNpaz 3a Hucka 2Aloko3a e B npuueArHume HuBa Ha 2AlOKO3ama Ha 2AagHO
3a 6pemeHHocm. VMIHcyauHoBume nomnu Hamupa Bce Nno-wupoko npuAoKeHue 3a
AeveHue Ha 3A mun 1T npu 6pemeHHOCM, KAMO Me3u MeXHOAO2UU ce ycbBbpuweH-
cmBam HenpekbCHAaMO 3a NOCMuU2aHe Ha ONMUMAAEH 2AUKEMUYEH KOHMPOA.

Insulin Pump Treatment in Pregnancy and Diabetes

Rumyana Dimova
Department of Endocrinology, Medical University, Sofia, Bulgaria

The presence of type 1 diabetes mellitus (TTDM) during pregnancy is asso-
ciated with a significantly higher risk for the mother and fetus, which is determined
by the degree of hyperglycemia. Specificities of insulin action during pregnancy
including increased insulin sensitivity and increased risk of hypoglycemia up to 16
weeks pregnant, with subsequent insulin resistance, requiring an increase in insulin
doses up to 36 weeks pregnant, and subsequently a sharp decrease in insulin re-
quirements, require dynamic monitoring and adaptation of insulin therapy through
out pregnancy. On the other hand, glucose targets during pregnancy are lower due
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to the lower average value of normal blood glucose during this period. Achieving
these goals without hypoglycemia is a challenge for women with TIDM, especially
women with a history of frequent or reduced awareness of hypoglycemia. Treat-
ment with basal-bolus insulin regimen or continuous subcutaneous insulin infusion
are the two alternative strategies for TIDM during pregnancy, neither of which
shows significant superiority. The main advantage of insulin pump therapy is the
achievement of target glycemic levels at a lower risk of hypoglycemia, which al-
lows for more aggressive titration of bolus insulin doses. Hybrid closed-loop pump
systems are unable to achieve target glucose levels during pregnancy. In studies
in non-pregnant women, predictive low glucose suspend technology has shown
advantages over sensor augmented insulin pump technology in reducing the risk of
hypoglycemia. This advantage can be used during pregnancy, since the predicted
low glucose threshold is in the target fasting glucose levels for pregnancy. Insulin
pumps are increasingly used to treat TIDM in pregnancy and these technologies
are constantly being improved to achieve optimal glycemic control.

canokeHugma Ha 3axapHug guabem
pemMeHHOCM

ua, YCBAAE ,Akag. MBaH NMeHueB”, MY, Cocpusa

XeHume cbc 3axapeH guabem, umam noBuweH puck om YcAoXKHeHUA
Ha OpemeHHOCMMa, Kakmo 3a malikama, maka u 3a naoga. 3amofBa me u3uc-
kBam umueH3zuBHO HabAlOgeHue, Kakmo npegu, maka u no Bpeme Ha yarama
6pemeHHOCM.

[MAaHUpaHemo Ha bpemeHHOocmMMa e MHO20 BaXkHO € 02Aeg MUHUMU3UpPaHe
Ha pucka om BpogeHu aHomMaAuu u om HebaazonpuameH u3zxog. OcHoBHa poaa
uz2pae 2AUKEeMUYHUAM KOHMPOA kamo ueama 3a HbA, npegu konuenuuama 6u
mpabBano ga e < 6,5%, a no Bpeme Ha bpemeHHOCMMa ga ce noggbpka < 6,0 %.
Om pewaBawo 3HauyeHuUe e ga ce OUueHU HaAuYUEMO Ha YCAOXKHeHUA - guabemHa
pemuHonamua u Hecpponamua npegu GpemeHHoCcMmMa
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NMauueHmu cbe cbwecmByBawa pemuHonamua mpabtBa ga 6bgam oueHe-
HU, KQKMO Npegu KOHUeNnuuama, maka e Heobxoguma gonbAHUMEAHA OUEHKa Ha
cbCcmoaHuemo mexgy 16 - 20 2.c u npe3 28 2.c.

MauueHmu ¢ guabemHa Hepponaua mpadtBa ga 6Hbgam KOHCyAMuUpaHu C
HepoAo2 Npegu KoHuenuuama c ujcaegBaHe Ha cepymeH KpeamuHUH u aAby-
muHypua (ACR).

ApmepuarHomo HaaszaHe mpabBa ga ce KoHMpoAupa U Nnoggbprka

cmpukmHo 6 mapzema 3a 6pemeHHU Kamo e HeoOX0gUMO NOggbp>KaHe Ha NO-HU-
CKU cmoUHOCMU NpU »KeHU ¢ guabemHa Hegoponamus.
AekapcmBama kamo ACE uHxubumopu u cmamuHu mpabBa ga 6bgam npeycma-
HoBeHu. Camo aHmuxunepmeH3zuBHuU AekapcmBa, koumo ca ecpekmuBHu u be3-
onacHu no Bpeme Ha bpemeHHOCM (MemuAgona, HUhegunuH, guAmua3em, KAOHU-
guUH, Npa303UuH, AabemaAoA U HAKOU gpyau B-bAokepu) moz2am ga ce uznoazBam 3a
KOHMPOA Ha apmepuasHOMO HaAf2aHe.

Hucku go3u acnupuH ce npenopbuBam caeg 12 2.c, 3a ga ce cBege go mu-
HUMUM pucka om npeekAamncus.

3akAroyeHua: 3axapHuam guabem u cBbp3aHuUmMe C He20 YCAOXKHEHUA NO
Bpeme Ha bpemeHHocm, obycraBam noBuweH puck Kakmo 3a malikama, maka u
3a naoga. Onmumu3upaHemo Ha 2AUKeMUYHUA KOHMPOA, u3zbopa Ha npaBuaen
mepaneBmuueH pexkum u KOHMpoAa Ha cbnbmcmBawume ycAoXKHeHUa, ca om
cbuwecmBeHo 3HaveHue 3a noHuxkaBaHe Ha pucka u 2apaHmupaHe Ha baazonpus-
meH u3xog om bpemeHHOoCmMMa.

Management of Complications of Diabetes During
Pregnancy

Greta Grozeva
Clinic of Diabetology, USHATE ,Acad. lvan Penchev”, Medical University, Sofia

Women with diabetes have increased risk of adverse maternal and neonatal
outcomes and similar risks are present in type 1 and type 2 diabetes so they require
intensive diabetes care before and during pregnancy. Preconception planning is
very important to minimize risk of congenital defects. HbA, goal at conception is <
6,5% and during pregnancy < 6,0 % It is also critical to screen for complications
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of diabetes - retinopathy and nephropathy before and during pregnancy.

Patients with pre-existing retinopathy should be evaluated before conception and
after that additional retinal assessment should be made between 16 - 20 weeks and
28 weeks.

Consider referring women with diabetes to a nephrologist before conception
and a measurement of creatinine and albuminuria (ACR) is required.

Bloos pressure goals must be considered carefully, as lower treatment threshold
may be required for women with nephropathy.

Medications such as ACE inhibitors and statins should be discontinued. Only
antihypertensive drugs that are effective and safe in pregnancy should be used
(methyldopa, nifedipine, diltiazem, clonidine, prazosin, labetalol and some other
B-blockers).

Low dose aspirin is recommended soon after 12 weeks of gestation to mini-
mize the risk of preeclampsia.

Coclusions: Pre-existing diabetes in pregnancy is associated with maternal
and neonatal risk. Optimization of glycemic control, medication regimens and at-
tention of comorbidities can help mitigate these risks.
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MemaboAaumHu HapyweHua, 3amascmabane u
bpemeHocm

3amabcmaBaHe npegu u no Bpeme Ha bpemeHHOCM
— moweH puckoB ¢akmop 3a xunepaaukemusg npu

bpemeHHuU bbvazapku

boaHa TpugornoBa, AHHa-Mapua bopucoBa, Auaua AakoBcka,

EBzenua MuxatiroBa, Mup4vo BykoB
KAuHuka no eHgokpuHoaoz2ua, YMBAA Cocgpuameg, MeguuyuHcku pakyamem, Cogpulicku
yHuBepcumem ,CBemu Kaumenm Oxpugceku”, Cogpun

HapacmBawama B6b3pacm 3a HacmbnBaHe Ha bpemeHocm B cbBpemeHua
cBam, enugemuama om 3amabcmaBaHe u guabem, KaKmo U HamaAeHama pu3u-
yecka akmuBHocm ca KOMNAeKC om NnpuvuHuU 3a HapacmBaHe yecmomama Ha
lfecmauuoHHua 3axapeH guabem (GDM), kakmo u Ha Auabema no Bpeme Ha bpe-
meHHocm - DIP/Diabetes in Pregnancy (Bceku om max omezoBapa Ha cneyudpuvHu
Kpumepuu npu uHmepnpemupaxe peyamamume om oGTT). Xunepaaukemuama,
omkpuma 3a nbpBu nbm no Beako Bpeme Ha bpemeHHocmma, mpabBa ga ce Kaa-
cugpuyupa uau kamo DIP uau kamo GDM.

Lleama Ha Hacmoawomo u3jcaregBaHe e ga ce aHaAu3zupa Yyecmomama u
poAama Ha 3amabecmaBaHemo 3a pazBumuemo Ha Xunepaaukemua 8 6bA2apcka-
ma nonyaauua om GpemeHHU XKeHU.

Mamepuaa: V3caegBaHu ca 547 OpemeHHU >XeHu, cpegHa Bb3pacm
30,49+5,12 2oquHu, pazgereHu B8 gBe 2pynu: ¢ Xunepaaukemua (n-79) u ¢ Hop-
mozAaukemus (n-468). OueHeH e ueAaua nepuog Ha bpemeHHocmma u ca cpaBHeHu
gBa nognepuoga - go 24 2ecmauuoHHa cegmuua (2.c.) (n-386, 70,6%) u caeqg 24
2.c. (n-161, 29,4%).

Memogu: 13uucaeH e BMI npegu bpemeHHOCMmMa u mekywua KbM MOMEH-
ma Ha u3zcaegBaHemo. M3Bvpwen e gByyacoB 75 g opareH 2AI0KO3eH moAepaH-
ceH mecm (oGTT). INAa3meHama 2Al0K03a e onpegeAeHa kKoaudecmBeHo no eH-
3UMeH pedepeHmeH Memog C XeKCokuHa3a (peazeHm Ha Roche) Ha aHaauzamop
Cobas €501, 6 geHa Ha B3emaHe Ha KpbBHa npoba, B egHa LleHmpaaHa rabopa-
mopusa. Pe3yamamume ca npegcmaBeru 8 mmol/l. Cmamucmuyeckuam aHaau3
e uzBvpweH c nomowma Ha cmaHgapmeH SPSS 13.0 Windows.

Metabolic disorders, obesity and Pregnancy
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Pezyamamu: INpegu bpemeHocmma 3a uaaama u3zcaegBaHa 2pyna 3amabe-
maBaHe e Haauue npu 10,2% (56/547) u HagHopmeHo meaao npu 20,1% (110/547)
uau obwo 30,3% (166/547) om OpemeHHUMeE >KeHU He ca C HOPMAAHO ME2AO.
Mpu aHaAu3a 3a poaama Ha 3amabcmaBaHemo npegu HacmbnBaHemo Ha bpeme-
Hocmma ce ycmarHoBaBa 3Hauumocm npu cpaBHeHue Ha mean ranks 3a Xunepaau-
Kemusa cpewy Hopmozaukemua 3a mpume 2pynu: 3a usaama 2pyna (Mean Rank
260,42 cpewy 354,44, p<0,001), npegu 24 2.c. (Mean Rank 266,44 cpewy 409,02,
p<0,001) u creg 24 2.c. (Mean Rank 269,09 cpewy 322,78, p<0,02). INpu aHaAu3a
Ha BAuaHuemo Ha 3amAabcmaBaHemo no Bpeme Ha bpemeHHocmma ca ycmaxoBe-
HU CbWwume 3HaYuUMU pe3yamamu npu cpaBHeHue Ha 2pynu ¢ Xunepaaukemua cpe-
wy me3u ¢ Hopmoezaukemus: 3a uarama 2pyna (Mean Rank 257,24 cpewy 373,28,
p<0,0001), npegu 24 2.c. (Mean Rank 268,34 cpewy 375,14, p<0,0001) u creqg 24
2.c. (Mean Rank 264,12 cpewy 372,20, p<0,0001). CregoBameaHo bGpemeHHUmMe
»eHu ¢ no-Bucok BMI npegu u no Bpeme Ha GpemeHHOCM ca U3AOXKEHU Ha 3HAYUMO
Bucok puck om pa3zBumue Ha 2AlOKO3eH uHMoAepaHc no Bpeme Ha BpemeHHOCM.

3akaroyerue: Hakou om puckoBume cakmopu 3a pazBumue Ha guabem
nogaekam Ha mogudpukayus, cpeg kKoumo e 3amabcmaBaHemo. To e MHO20 vec-
mo cpewaHo 8 maagama Bb3pacmoBa 2pyna. Emo 3awo npu HAGHOPMEHO ME2A0
pecn. 3amabecmaBaHe npegu uau no Bpeme Ha GpemeHocm >keHume mpabBa ga
6bgam mecmBaHu 3a Xunepaaukemua u eBeHmyarHOMO HapyweHue ga ce KAacu-
¢puuupa kamo DIP uau kamo GDM.

d During Pregnancy -
ctor for Hyperglycemia in Pregnant

aria Borissova, Lilia Dakovska, Eugenia Mihailova,
sity Hospital Sofiamed, Faculty of Medicine, Sofia University
The growing maternal age, the epidemic of obesity and diabetes, as well as

the reduced physical activity are a complex of reasons for the increase in the fre-
quency of Gestational Diabetes Mellitus (GDM), as well as Diabetes in Pregnancy
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- DIP (each of them meets specific criteria for oGTT). Hyperglycemia first detected
at any time during pregnancy should be classified either as DIP or GDM.

The aim of present study was to analyze the frequency and role of Obesi-
ty for the development of Hyperglycemia in the Bulgarian population of pregnant
women.

Material: We screened 547 pregnant women, mean age 30,49+5,12 years,
divided into two groups: with Hyperglycemia (n-79) and with Normoglycemia (n-
468). We evaluated whole pregnancy period and compared two subperiods - up
to 24 gestational week - g.w. (n-386, 70,6%) and after 24 g.w. (n-161, 29,4%).

Methods: BMI before pregnancy and the current one at the time of the study
were calculated. A two-hour, 75 g oral glucose tolerance test (0GTT) was performed.
Plasma glucose was quantitatively determined using enzymatic reference method
with hexokinase (Roche reagent) on Cobas €501 analyzer, in one Central laboratory
on the day of the blood sampling. The results were in mmol / |. The statistical analy-
sis was performed using standard SPSS 13.0 for Windows.

Results: Established for the entire group before pregnancy obesity in 10,2%
(56/547) and overweight in 20,1% (110/547) or total in 30,3% (166/547) of the
pregnant women are not of normal weight. With regard to BMI before pregnancy,
this relationship proved to be significant when comparing the mean ranks for Hy-
perglycemia - total (Mean Rank 260,42 v.s. 354,44, p<0,001), up to 24 g.w. (Mean
Rank 266,44 v.s. 409,02, p<0,001) and after 24 g.w. (Mean Rank 269,09 v.s. 322,78,
p<0,02) when compared with Normoglycemia in the respective groups in the three
mentioned periods. We obtained the same significant results in the analysis of the
impact of obesity during pregnancy. The mean ranks for Hyperglycemia - total
(Mean Rank 257,24 v.s.373,28, p<0,0001), up to 24 g.w. (Mean Rank 268,34 v.s.
375,14, p<0,0001) and after 24 g.w. (Mean Rank 264,12 v.s. 372,20, p<0,0001)
when compared with the respective groups with Normoglycemia in the three men-
tioned periods. Therefore, women with a higher BMI before and during pregnancy
are significantly at risk of developing glucose intolerance during pregnancy.

Conclusion: Some of the risk factors for developing diabetes are subject to
modification, including obesity. It is very common in the young age group. There-
fore, in case of overweight resp. obesity before or during pregnancy women should
be tested for hyperglycemia and any disorder is classified as DIP or as GDM.
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mayug no Bpeme Ha

b ,Ao3eHey”, Cocpun

bpemeHHOCMMa e guHamuyHO CcbCcmosaHue, koemo npegu3BukBa mHoz0-
cmpaHHU npomeHu B opeaHu3ma Ha malikama, ueAawu ga ocuaypam Ha pemyca
Heobxogumua pecypc om memaboAaumu 3a pacmexx u pazBumue. AgekBamHama
memaboAumHa U XOpMOHaAHa aganmauua Ha malkama e 6 ocHoBama Ha egHa
ycnewHa bpemeHHocm. HopmaaHama 6pemeHHOCmM KAaacudecku ce onucBa kamo
AEKO guabemozeHHO CbCmoAHUe CbC 3HaYUMeAHU npomeHu B uHcyauHoBa npo-
gykuua u yycmBumeaHocm. Npe3 nvpBume 2/3 om HpemeHHocmma malikama
ce Hamupa aHaboAHO cbecmosaHue, noBuwabBalku cBoume macmHu gena 6 pe3ya-
mam Kakmo Ha xunepdpazuama, maka U Ha ycuaeHama AunozeHe3a. o Bpeme Ha
nocaegHuAa mpumecmep om 6pemeHHocmma, cbcmoaHuemo npemuHaBa 68 kama-
60AHO. TAtoKO3ama e HympueHma, koumo 6 Had-zoramo koaudecmBo npemuHaBa
npe3 naaueHmama, npegu3BukBalku xunozaaukemua npu madkama, HezaBucumo
om noBuweHama 2AtokoHeozeHe3a. Te3u aganmauyuoHHU MeXaHU3Mu Nomazam Ha
malikama ga ce nogeomBu 3a npegcoawama Aaakmauua u ocuzypaBa nogxogawa
OKOAHa cpega 3a naoga. MHoxxecmBo gpyau BUOMOAEKYAU Kamo mecmHume Ku-
CeAUHU, Kemo-meAama, XopmoHume, konekmuBHo gonpuHacam 3a agekBamHama
memaboAumHa aganpauua Ha matkama. [TaaueHmama cbwo nognomaza aganma-
uuama kbm bpemeHHocmma nocpegcmBom cuHme3zama Ha pa3AuYHU XOPMOHU,
Koumo noBauaBam uHcyauHoBume ecpekmu.

MamaboaumHama u xopmoHaAaHa aganmauua Ha maldkama no Bpeme Ha
OpemeHHOCMMa umam KpumuvHa poAa 3a npaBuaHomo pa3zBumue Ha naoga.

ons in Pregnancy

,Lozenetz”, Sofia
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Pregnancy is a dynamic state involving multiple adaptations that are neces-
sary in order to ensure a continuous supply of essential metabolites to support the
growth and the development of the fetus. Adaptations of maternal endocrine and
metabolic homeostasis are central to successful pregnancy. Healthy pregnancy is
classically described as a mild diabetogenic state with significant adjustments in
both insulin production and sensitivity. During the frst two-thirds of gestation, the
mother is in an anabolic condition, increasing her fat depots thanks to both hyper-
phagia and enhanced lipogenesis. During the last third of gestation, the mother
switches to a catabolic condition. Glucose is the most abundant nutrient crossing
the placenta, which causes maternal hypoglycemia despite an increase in the gluco-
neogenetic activity.

These adaptions also help in preparing the mother for lactation and also help
in providing proper environment for the proper growth of fetus in the womb. More-
over, multiple biomolecules including glucose, fatty acids, ketone bodies, hormones
collectively contribute toward these metabolic adaptations. The placenta contrib-
utes to the endocrine adaptations to pregnancy through the synthesis of various
hormones which may impact insulin action.

The metabolic and endocrine adaptations are crucial for proper fetus
development.

eHHOCM U 3amAabcmgaBaHe
oneBa’, 16op AcboB?

cku MiIHcmumym npu MBP, KAuHuka no eHgokpuHoAoz2us;
,ArekcaHgpoBcka“, KAuHuka no eHgoKpuHoAo2ua

HapacmBawomo paznpocmpaHeHue Ha 3amabcmaBaHemo 68 cBemoBen
mawab u ocobeHo cpeg >keHume B penpogykmuBHa Bb3pacm, 20 npeBvpHa 6
eguH om Hal-yecmo cpewaHume puckoBu gakmopu 8 akywepckama npakmu-
Ka. MexxgyHapogHume cmamucmuku noka3zBam, ye no-maako om noaoBuHama
OpemeHHU ca C HopmaAeH uHgekc Ha meaecHa maca (MTM). )KeHume cbc 3amAbe-
maBaHe ca U3A0XKEHU Ha NO-20AAM PUCK OM Pa3AUYHU YCAOXKHeHus, cBbp3aHu
cbe 3abpemeHaBaHemo, cbC camama GpemMeHHOCM, C POGUAHUA U NOCMPOGUAHUA
nepuog, 8 cpaBHeHue c xxeHu ¢ HopmaaeH VITM. INpu 3amabcmaBare e no-Bucoka
yecmomama Ha MeHCMPYaAHU HapyweHua u uHgpepmuaumem; no Bpeme Ha
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HpemeHHOCMMa - Ha 2eCmauvUOHHA XUNepMOHUS, NPeeKAaMNCUn, 2eCMauuoHeH gua-
6em, BeHo3eH MpomboemboAu3bM, NpexkgeBpemeHHO paxkgaHe uAu 3a2yba Ha bpe-
MeHHOCMMa, Heobxogumocm om ue3apoBo ceyeHue, a CbWO € NO-MaAbK WaHca 3a
O6AazonpusamHu pe3yamamu caeg uH Bumpo onaoykgaHe. 3anouBaHemo u noggup-
»KaHemo Ha KbpMeHemo CbWO ca NO-MPYgHU NPU >KEHUME CbC 3amAbcmaBaHe.

MatduuHomo 3amabecmaBaHe moxke ga noBauae Ha gbA2ocpoUHUME edpek-
mu 68 nomomcmBomo kamo pe3yamam Ha enu2zeHemuyHU NpomeHu, npegu3Buka-
HU OM ekcno3uuuama Ha naoga Ha noBuweHu HuBa Ha 2Al0K03a, UHCYAUH, AUNUQU
u Bv3naaumeaHu yumokuHu. Te3u BbmpemamouHu ehekmu mo2am ga npudu-
HAM NOCMOAHHU UAU NPEXOgHU NpomeHu B8 memaboAumHomo npozpamupaHe. be-
6emama, pogeHu om 3amabcmeAu »eHu, umam noBuweH puck om BpogeHu ge-
pekmu u makpocomus, a yéeauueHomo mez2A0 npu paxkgaHemo B gba2ocpoyeH
NAaH HOCU PUCK om memaboAumHu HapyweHua, HeBpo-ncuxuyHu u Ko2HUMUBHU
OMKAOHeHUA No-KbCcHO B >xuBoma.

Aobpe gokymeHmupaHama acouuayua mexxgy 3amabcmaBaHemo u HebAa-
2onpuamHume ycAo>kHeHuUa Ha 6pemeHHocmma B KpamKoCpoUeH U gbA20CPOYUEH
acnekm ca npuduHama mo3u npobaem ga e o6ekm Ha MHOXKecmBo mexkgyHapog-
HU U AOKaAHU pbkoBogcmBa Ha 2uHEKOAO3U, EHJOKPUHOAO3U U 006e3uUmoAo3u,
BrkatouumeaHo Ha Npenopbkume 3a gobpa KAUHUYHA NpakmMuka Npu 3amAbCcma-
BaHe Ha bbAa2apckomo gpyskecmBo no eHgokpuHoaozua 2017 2. u 2019 2. Bcuuku
pbkoBogcmBa ce obeguHaBam okoao cxBawaHemo, ye omcaabBaHemo npegu
3abpemenaBaHe, e Hal-gobpuam HauvuH 3a HamaraBaHe Ha pucka om npobAemu,
npuyuHeHu om 3amabcmaBanemo. [Npenopbkume obxBawam uHmepBeHuuu no
Bpeme u caeg bpemeHHOoCcmMMa, KaMo onmumaAaHo noBuweHue Ha Mme2A0mMo Ha
OpemeHHama, npaBuaeH pexxum Ha xpaHeHe u gBueameaHa akmuBHoOcmM U MOHU-
mopupaHe Ha memaboAu3zma u mupeougHama yHkyua, pegoBHa oueHka Ha 2e-
cmauuoHHama Bb3pacm Ha naoga, BHUMameAHa npeueHka Ha Bpememo u muna
Ha pakgaHemo. Emo 3awo HabAlogeHuemo Ha bpemeHHUMe CbC 3amabecmabatre
mpabBa ga ce ocvwecmBaBa om myamugucuunauHapeH ekun BkarouBaw, aky-
wep-2uHeKoA02, cneyuaaucm no Bucoko-puckoBa bpemeHHOCM, guemoAoe, eH-
gOKPUHOAO2 U Npu Heobxogumocm gpyau cneyuasucmu.
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ancy and Obesity

oneva’, Yavor Assyov?
Institute - Ministry of Interior, Clinic of Endocrinology;
ity Hospital , Alexandrovska”, Clinic of Endocrinology

The growing prevalence of obesity worldwide, and especially among women
of childbearing age, has made it one of the most common risk factors in obstetric
practice. International statistics show that less than half of pregnant women have a
normal body mass index (BMI). Obese women are at greater risk of various compli-
cations related to pregnancy, pregnancy itself, childbirth and the postpartum period
than women with normal BMI. Obesity has a higher incidence of menstrual distur-
bances and infertility; during pregnancy - of gestational hypertension, preeclampsia,
gestational diabetes, venous thromboembolism, premature birth or pregnancy loss,
the need for caesarean section, and also less chance of favourable results after in
vitro fertilization. Starting and maintaining breastfeeding is also more difficult for
obese women.

Maternal obesity can affect the long-term effects in the offspring as a result of
epigenetic changes caused by the foetus, exposure to elevated levels of glucose, in-
sulin, lipids and inflammatory cytokines. These intrauterine effects can cause perma-
nent or transient changes in metabolic programming. Babies born to obese women
have an increased risk of birth defects and macrosomia, and increased birth weight
in the long run carries a risk of metabolic disorders, neuropsychiatric and cognitive
impairments later in life.

The well-documented association between obesity and the adverse compli-
cations of pregnancy in the short and long term is the reason why this problem is
the subject of numerous international and local guidelines of gynaecologists, endo-
crinologists and obstetricians, including the Recommendations for Good Clinical
Practice in Obesity of the Bulgarian Society of Endocrinology in 2017. and 2019.
All guidelines agree that losing weight before getting pregnant is the best way to
reduce the risk of obesity problems. Recommendations include interventions during
and after pregnancy, such as optimal weight gain, proper diet and exercise and
monitoring of metabolism and thyroid function, regular assessment of foetal gesta-
tional age, careful assessment of time and type of birth. Therefore, the monitoring of
obese pregnant women should be carried out by a multidisciplinary team including
an obstetrician-gynaecologist, a specialist in high-risk pregnancies, a nutritionist, an
endocrinologist and, if necessary, other specialists.
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Kocmen memaboauzsm u bpemeHHOCM

HuBomo Ha BumamuH D npu bpemeHHu »keHu 3aBucu
om Bb3pacmma u meaaomo npegu u no Bpeme Ha

bpemeHocm

AHHa-Mapusa bopucoBa’?, boana TpughoroBa'>, Auaua AakoBcka’, E6zeHua Muxaiino6a’,
Mup4o BykoB'

I KAUHUKa no eHgokpuHoAo2ua, YHuBepcumemcka 6oaHuua Cogpuameg, Cocpun

MeguuuHcku pakyamem, Cogputicku yHuBepcumem CBemu Kaumenm Oxpugcku, Codpua

Bvacapcko gpykecmBo no eHgokpuHoAaoz2ua npoBege npe3 3umama Ha
2012 2. ckpuHuHe2 Bbpxy HUBomo Ha Bumamun D cpeg 2033 6ba2apu om 12 2pa-
ga u npuAexkawume ceaa. YcmanoBu ce, ve 24,2% om nonyaauyuama uma HuBo Ha
Bumamux D nog 50 nmol/L (20 ng/mL) npe3 3umama. B bva2apusa He ce hopmu-
¢puyupam xpaHume ¢ BumamuH D u 20Aama yacm om nonyaauuama uma ymepeH
go mexkbk gecpuyum Ha Bumamur D. B Hawama cmpaHa auncBam gaHHU omHoOC-
HO HUBomMoO Ha BumamuH D npu BpemeHHU >KeHu.

Lleama Ha npoyuBaHemo e ga ce oueHu Bpb3ikama mexxgy HuBomo Ha Bu-
mamuH D u Bbv3pacmma, merecHomo me2Ao npegu u no Bpeme Ha bpemeHocm.

Mamepuaa u memogu: V13caegBaru ca 547 bpemeHHU >KeHu, cpegHa Bb3-
pacm 30x5 2oguHu. BvBegeHu ca 4 kamezopuu 3a 25(OH)D - <10, 10-20, 20-30 u
>30 ng/mL. OueHeHo e me2aomo npegu u no Bpeme Ha bpemeHocmma, a HUBomo
Ha 25(OH)D e onpegeaeHo cbC cmaHgapmHa npoba 68 geHa Ha u3zcaegBaHemo.

Pezyamamu: 3a uanama 2pyna bpemeHHuU xeHu (n-547) cpegHomo HUBo Ha
25(OH)D e 25,86%9,46 ng/mL, median 24,51 (7,96-70,00). To3u pe3yamam omzao-
Bapa Ha Aeka HegocmambyHoCM 3a ce3oHa eceH. Camo npu 27,06% om u3caeg-
BaHume GpemeHHU >KeHu e Haauue gocmambuHocm Ha 25(OH)D >30 ng/L (epyna
4), gokamo gpyaume mpu 2pynu (1, 2 u 3) ca c gedpuyum UAU HegoCcmMambyHOCM
- 72,94%. YcmaHoBu ce 3Havyuma nozumuBHa kopeaauua mexxgy HuBomo Ha Bu-
mamuH D u Bb3pacmma (p<0,0001), HeecamuBHa Kopeaauyua ¢ BMI npegu 6pe-
meHocmma (p<0,001) u no Bpeme Ha ckpuHuHza (p<0,0001), kamo He ce Hamepu
3Ha4yuma pazauka 8 HuBomo Ha BumamuH D mexkgy mpume mpumecmbpa.

3akayenue: CpegHomo HuBo Ha BumamuH D cpeg GpemeHHU BbA2apKu
berexxu Aeka HegocmambuHocm, BepoamHo nopagu HopmaaHomo BMI npegu
u no Bpeme Ha 6pemeHocm. lNo-3parama Bv3pacm no Bpeme Ha OGpemeHocm,
no-omzoBopHomo noBegeHue u ycuaua 3a npugbprkaHe Kbm cbBemume om npo-
cAegaBawua 2UHEKOAO2, ca gonbAHUMEAEH BaxkeH hakmop.

Bone Metabolism and Pregnansy
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gnant Women Depend on Age and
uring Pregnancy

na Trifonova™, Lilia Dakovska’,

ukov’
Hospital Sofiamed, , Sofia
t. Kliment Ohridski, Sofia, Bulgaria

In the winter of 2012 Bulgarian Society of Endocrinology undertook a
cross-sectional nested study on the levels of vitamin D and parathyroid hormone
(PTH) among 2033 Bulgarians in 12 cities and the adjacent villages. In this study
24,2% of the population had 25(OH)D levels above 50 nmol/L (20 ng/mL) in the
winter. In Bulgaria the food is not boosted with vitamin D and the majority of the
adult population in this study have moderate to severe vitamin D deficiency.

Aim of our study was to evaluate the association between vitamin D levels
and the age, body weight before pregnancy and at the screening and with the term
of pregnancy.

Material and Methods: We investigated 547 unselected pregnant Bulgarian
women, mean age 30 = 5 years. In the current study we introduced four category of
25(OH)D - <10, 10-20, 20-30 and >30 ng/mL. We evaluated the body weight prior
to conception and during pregnancy. The peripheral levels of 25(OH)D were inves-
tigated using a standard assay in a central laboratory on the day of the sampling.

Results: For the whole group (547 pregnant women), the mean 25(OH)D
level was 25,86 + 9,46 ng/mL; median 24,51 (7,96-70,00), corresponding to mild
insufficiency during the autumn. Only 27,06% of the investigated pregnant wom-
en had sufficient levels of 25(OH)D above 30 ng/L (group 4) and the other three
groups (1, 2 and 3) had deficiency or insufficiency - 72,94%. We found significant
correlation between vitamin D levels and age (P < 0,0001), negative correlation
with the BMI prior to conception (P < 0,001) and at the time of the screening (P
< 0,0001), but no significant differences among the three trimesters concerning
vitamin D levels.

Conclusions: The levels of vitamin D among pregnant Bulgarian women
are within the span of mild insufficiency, probably due to the normal BMI before
and during the pregnancy. The more mature age at the time of pregnancy and the
more responsible behavior and care aid the adherence to the advices given by the
following obstetrician/gynecologist.
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pnapamupeougu3sbM U Xunonapamupeougu3bm
peme Ha bpemeHHOCM

A boaHoB
a No eHgoKpuHoAo2uAa U 6oaecmu Ha obmanama, YMBAA ,ArekcaHgpoBcka”,
a no BbmpewHu 6orecmu, MY, Cocpun

MNpe3 Bpeme Ha bpemeHHOocmMmMa 3anouBa npou3zBogcmBo Ha MNTX-cBbp3aH
npomeut, PTHrP, kolmo ocueypaBa uzBauyaHe Ha kaauul om kocmume Ha mad-
kama u HamaaaBa kaauuypuama 6 6v6peka. ToBa Bogu go duzuoro2uyHO nomuc-
kaHe Ha INTX 8 nbpBama noroBuHa Ha bpemeHHocmma. PTHrP cbwo ce cBbp3Ba
¢ peuenmopa 3a [NTX mun 1 u gonbAHUMEAHO ycAroXkHABa xomeocmaszama.

Mpu Xxunonapamupeougu3bm Xunokaauyuemuama (ocobeHo ocmpama)
MOYKe ga NpuyuHuU abopm, npexkgeBpemeHHO parkgaHe UAU HeoHamaAHa CMbpm.
XpoHuuyHama xunokaAyuemun Ha malikama Bogu go KomneHcamopeH xunepnapa-
MUupeougu3bmM Ha NAOga CbC CKEAEMHU aHOMaAUU, ppakmypu, hapamupeougHa
xunepnaasua u gpyeu. ObpamHo, npekomepHomo 3amecmBaHe Ha malkama C
nocaegBawa xunepkasuuemua nomuckam [1TX Ha naoga u moxke ga ce pa3zBue
mekka Xxunokaauyuemua Ha HoBopogeHomo.

Mpe3 nbpBua mpumecmbp HUBama Ha [TX npu 3gpaBume >keHu cnagam
c go 70% u nocae 3anouBam 6aBHo ga ce noBuwabBam, 3a ga gocmuz2Ham cpe-
gama Ha pedepeHmHua uHmepBan npe3 mpemu mpumecmbp. [NocmaBanHemo Ha
guazHo3za [XIT no Bpeme Ha bpemeHHocmma e 3ampygHeHo (Bucokume HuBa
Ha [1TX ca «<mackupaHu»). [pu Aunca Ha AedeHue Ha NbpBuyeH xunepnapamupeo-
ugu3bM, Xunepkaauuemuama Ha malikama akmuBupa kaauud-1yBecmBumenrus pe-
uenmop Ha nAoga u npuduHaBa pyHKUUOHaAEH xunonapamupeougu3zbm. Puckom
om nocaepogoBa memaHusa (xunonapamupeougu3bm Ha HoBopogeHomo) e 15%,
a puckbm 3a MbPMHB NAOG € 0KOAO 2%. Apyau Bb3MOXKHU YCAOXKHEHUA Ca CNOH-
maHeH abopm, HUCKO MeAeCHO me2A0 Ha naoga u pa3zBumue Ha cynpaBaaByaap-
Ha aopmHa cmeHo3a y HoBopogeHomo.

NMpegcmaba ce u KAUHUYEH cAaydall ¢ HAaCMBNUAU hpakmypu no Bpeme Ha
OpemeHHOCM € KOMEHMap No gugepeHuuasHama guazHo3a u noBegeHuemo.
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d Hypoparathyroidism

, Alexandrovska University Hospital,
| University Sofia

Pregnancy is characterized by an increased production of PTH-related pep-
tide, PTHrP, which would ensure calcium resorbtion from the maternal bone and
would decrease urine calcium excretion. PTH is physiologically suppressed in preg-
nancy. PTHrP binds to the PTH type 1 receptor and affects the calcium homeostasis.

The hypocalcemia in hypoparathyroidism (especially if acute) can lead to
abortion, pre-term delivery and neonatal death. Chronic maternal hypocalcemia is
associated with fetal hyperparathyroidism with skeletal abnormalities, fractures and
parathyroid hyperplasia. On the contrary, if the mother is over-replaced with calci-
um, this can induce severe neonatal hypocalcemia.

During the first trimester PTH can fall by up to 70% and it starts slowly rising
to reach the reference midpoint in the third trimester. Diagnosing primary hyper-
parathyroidism during pregnancy can therefore be quite challenging (high PTH is
blunted). If untreated, the maternal hypercalcemia activates the calcium-sensing re-
ceptor and causes functional hypoparathyroidism in the fetus. The risk for neonatal
tetany is as high as 15%, and for stillbirth - up to 2%. Other complications include
abortion, low birth weight and supravalvular aortic stenosis in the newborn.

We report a clinical case with fractures during pregnancy with comments on
the differential diagnosis and management of pregnancy-associated bone loss.
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ganmayug Ha ckenema u MuHepaAnHama obmgHa
o Bpeme Ha bpemeHHOCM

excaHgop LllunkoB
amegpa no eHgoKPUHOAO2UA, MeguuuHcKU ghakyamem,
eguuyuHcku yHuBepcumem, Cocpua

Mo Bpeme Ha BpemeHHOCMMa MpaHCNAAQUEHMapPHO KbM NAOGA NpeMuHa-
Bam 20-30 e2pama kaAuul, U MO NPEgUMHO Npe3 Mpemua MpumMecmbp, Ko2amo
HacmbnBa akmuBHa muHepaAu3auua Ha ckeaema Ha naoga. [pu kbpmauku gHeB-
HO C Kbpmama ce 2ybam 200-300 me kaauuld. AKmuBHuam mpaHcnaaueHmapeH
mpaHcnopm ocuzaypaBa no-Bucoku kaauueBu u pochamuu HuBa B66 pemanHa-
ma uupKyaauua, omkoakomo 8 maduuHama. Ao 2orama cmeneH Heobxogumuam
3a ueama kaauul ce gocmaBa nocpegcmBom yBeauyeHa upeBHa pezopbuus, HO
u Ha noBuweHo mobuauzupaHe om ckeaema. Nokazameaume Ha KaauueBodgpoc-
cpopHama obmaHa cregBam onpegeaeHa guHamuka B xoga Ha bpemeHHocmma.
CepymHume HuBa Ha obwua KaAuuld U hapamxopmoHa A€KO chagam, me3u Ha
KaAUUMPUOAQ, KaAUUMOHUHa pa3ko HapacmBam owe npe3 nbpBua mpumecmbp.
HapacmBa u 6bbpeuHama kaauueBa ekckpeuun. BaxkeH pakmop 6 muHepaaHa-
ma obmaHa npe3 bpemeHHocmma u Aakmauuama e INTX-cBbp3aHuam npomeu,
cekpemupaH 6 HapacmBawu koaudecmBa om naaueHMama, a NO-KbCHO OM MAEY-
Hama »kAe3a. [lokazameaume Ha obmaHama Ha BumamuH A ca no-Bucoku, omkoa-
KOMO npu HeOpemeHHU >KeHU CbC Cbwua npuem Ha BumamuH A. Bcuuku me3u
OuoxumuuHU npomeHu ce cbnbmcmBam om yBeauyaBaHe Ha oOMeHa NnpeqguMHO
8 mpabekyaapHama kocm. XapakmepHa ocobeHocm Ha KocmHua obmeH npes3
bpemeHHocmma u B no-2oAama cmeneH Npu Aakmauua e akmuBupaHemo Ha oc-
meoyumHa KocmHa pe3opbuua. Ta aHea>Kupa nepuAakyHapHama u KaHaAUKyAap-
Ha Kocm, obpamuma e u e pa3audHa 3a Bcaka yacm om ckeaema kamo ce Bause
om mexaHuyHomo HamoBapBaHe. AHec ce cmama, ye moBa e npuvuHa KocmHama
3az2yba no Bpeme Ha bpemeHHOCM U KbpMeHe ga e obpamuma u npu 3gpabu >xeHu
ga He noBauaBa HebArazonpuamHo KocmHama 3gpaBuHa u ppakmypHua puck 6
no-kbcHa Bb3pacm.

B 3akarodenue, B xoga Ha bpemeHHocmma HacmbnBam aganmuBHu npo-
uecu B kocmma u peayaauuama Ha muHepasHama obmaHa, Koumo ocuzypaBam
gocmamwbyeH NpeHoC Ha KaAuul Kbm NAOga U Kbpmama, kamo B8 cbuwomo Bpeme
He no3B8oAaBam mpadHo yBpexxgaHe Ha kocmHomo 3gpabe.
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the Skeleton and the Mineral
Pregnancy

edical Faculty, Medical University Sofia

About 20-30 g calcium cross transplacentally to the fetus in the course of
pregnancy, most of which in the third trimester when the fetal skeleton mineralizes.
In lactating women 200-300 mg calcium are lost daily in the breast milk. The active
trasplacental transport maintains higher calcium and phosphate concentration in
the fetal than in the maternal circulation. The main source is the increased intestinal
calcium absorption and to a lesser extent - the increased bone resorption. Several
characteristic changes in the parameters of the calcium and phosphate metabolism
are observed in pregnant women. Serum total calcium and parathyroid hormone
(PTH) levels decrease and those of calcitriol and calcitonin increase. Renal calcium
excretion also is increased. An important factor that ,overtakes” mineral metabo-
lism is the PTH-related protein. It is secreted in increasing amount by the placenta
and later on by the breast. The indices of vitamin D metabolism are higher in preg-
nant women than in non-pregnant women with similar vitamin D intake. These bio-
chemical alterations are accompanied by an increase in bone turnover, particularly
of trabecular bone. A characteristic feature of the bone resorption in pregnant and
even more so in lactating women is the activation of osteocytic resorption. Is affects
prelacunar and canalicular bone and is dependent on the mechanical loading of the
particular bone site. Moreover, it is reversible after weaning and does not have an
adverse impact on bone strength and fracture risk in later life.

In conclusion, adaptive changes that ensure sufficient calcium delivery to
the fetus and the breast milk without long-term damage to the skeleton take place
in the bone and mineral metabolism during pregnancy and lactation.
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cmnapmaAHa ocmeonopos3a

aaua TemeakoBa, lNMramen MNMNonuBarnoB
eAeHuUe NO KAUHUYHa geH3umomempua u KOCmHU memaboAumHu 3360/\963HU9
caHgpoBcka 6oaHuya, Cocpua

Ocmeonopo3ama, cBbp3aHa ¢ bpemeHHOCMMa e Pagko CbCMoAHUE, Koe-
mo ce u3zaBaBa Had-yuecmo B mpemua mpumecmbp Ha bpemeHHHOCMMa uAu 6
paHHUA nocmMnapmaAeH Nnepuog, Kamo munuyHu ca BepmebpasHume hpakmypu.
ima cbobweHua u 3a ppakmypu Ha begpeHama wulka. Hama 2algaalHc no
memama. Vima eguHuvHU cbobweHua u 06006wWEeHUA Ha KAUHUYHU CAYYau.

M3caegBaHuama 2o08opam 68 noA3a Ha cmpoza 2eHemuyHa Bpb3ka. Cobc-
MoAHUEMO e CUAHO Xemepo2eHHO Kamo emuoAo2ua U npoz2Ho3a. V3katouBaHe-
mo Ha BmopuuHa ocmeonopo3a B8 me3u cayyau e 3agbAkumeAHo. KbpmeHe-
mo gonpuHaca 3a BAroweHomo kocmHo 3gpaBe Ha madkama. DopmupaHemo
Ha pemaAHua ckeaem u3zuckBa cbomBemeH kaauueB mpaHcep om maldkama.
AganmauuoHHU mexaHu3zmu noBauaBam moBa no Bpeme Ha bpemeHHOCMMA, HO
ce ycmaroBaBa 3Hayuma maduuHa ckenemHa pe3opbuun. TakaBa ce HabAaogaBa
4ecmo u npu Kbpmewume matku. ObukHoBeHo ma3u KocmHa 3a2yba e Bpemen-
Ha u ce Bb3cmaHoBaBa 3a 6 go 12 meceua. 3a CbXKareHUe NpuU HAKOU om me3u
»keHu B8 mo3u nepuog ce ycmaHoBaBam gppakmypu. AuazHocmukama u3uckBa
BHumaHue Kbm no-3Havumume 6oaku B8 ob6Aacmma NnpegumHo Ha npewAeHume u
HaBpemeHHo BepuduuupaHe Ha cbcmoaHuemo. 1o omHoweHue Ha mepanuama
HAMa AacHa npunopbka. lNpuaazaHu ca bupochoHamu u B nocaeguHme 20guHU
u Tepunapamug ¢ nNoAOXKUMEAEH edpekm.

Hawuam kAauHuueH onum e cBbp3aH ¢ makuBa nauueHmKu, Npu KOUmMo
KOMNAEKCHOMO AeveHue ¢ Tepunapamug u Kaauul u BumamuH A goBege go 3Ha-
yumeAHo nogobpaBaHe Ha kocmHomo um 3gpaBe. Makap u pagko CbCmMonaHuUe,
nocmnapmaaHama ocmeonopo3a mpabBa ga 6bge yuacm om gupepeHyuarHama
guaz2Ho3a Ha ocmpama 2pbbHa boaka B KbcHama bpemeHHOCM U paHHUA NOCM-
napmaaeH nepuog.
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ivanov
ry and Bone Metabolic Diseases

Pregnancy-related osteoporosis is a rare condition that most commonly occurs in
the third trimester of pregnancy or in the early postpartum period, with vertebral
fractures typical. Fractures of the femoral neck have also been reported. There are
no guidelines on the subject. There are isolated reports and summaries of clinical
cases.

Research speaks in favor of a strict genetic link. The condition is highly heteroge-
neous in etiology and prognosis. The exclusion of secondary osteoporosis in these
cases is mandatory. Breastfeeding contributes to the deteriorating bone health of
the mother. The formation of the fetal skeleton requires appropriate calcium trans-
fer from the mother. Adaptation mechanisms affect this during pregnancy, but sig-
nificant maternal skeletal resorption is found. This is often seen in breastfeeding
mothers. This bone loss is usually temporary and recovers in 6 to 12 months. Unfor-
tunately, fractures are found in some of these women during this period. Diagnosis
requires attention to the more significant pain in the area of the vertebrae and timely
verification of the condition. There is no clear recommendation regarding therapy.
Bisphosphonates have also been used in recent years and also Teriparatide with
a positive effect. Our clinical experience is related to such patients in whom the
complex treatment with Teriparatide and calcium and vitamin D led to a significant
improvement in their bone health. Although a rare condition, postpartum osteopo-
rosis should be part of the differential diagnosis of acute back pain in late pregnancy
and early postpartum.
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Xunoghuza, HagbvLbpeyYHU JxkAe3u, 20Hagu.
Ilpobremu Ha BpemeHocmma

HedyHkuyuoHupawu ageHomu Ha xunodusama.
MoBegeHue npu bpemeHHOCM.

Cabuna 3axapueBa
Kamegpa no eHgokpuHoAaozusa, MeguuuHcku yHuBepcumem, Codpusa

Pregnancy problems

HedgyHkyuoHupawume ageHomu Ha xunocpuzama (HMDAX) npegcmabaa-
Bam npubauzumenHo 30% om Bcuuku xunoduzHu mymopu. Haauyuemo Ha
H®DOAX, kakmo mukpoageHomu (<10 mm), maka u makpoageHomu (> 10 mm),
yecmo ce omkpuBa cayuyalHO Npu obpa3zHU paguoro2uyHu u3zcregBaHua. Yec-
momama Ha KAUHUYHO 3Hayumume HMAX e 7-41,3 cayyaa Ha 100 000 gywu
HaceAeHUe, NpeugeHeHa Ha Bbazama Ha cepua oM aymoNCUOHHU UAU Ma2HUMHO-pe-
30HaHCHU u3caegBaHua. [lo-eonamama yacm om KAUHUYHO He(UYHKUUOHUpauU-
me ageHOMU Ha xunodpu3ama ca ageHOMU npou3xoykgawu om 20HagoOmMpoONHU-
me kaemku. ObukHOBeHO mymopume, npoaBaBawu ce ¢ KAUHUYHU CUMNMOMU
ca 2onemu, koemo Bogu go epekmu Ha npumuckaHe - 2aaBoboAue, 3pumenHu
HapyweHua u xunonumyumapu3zbm. Mepmuaumembm yecmo e HapyweH npu
»KeHu ¢ Beue ycmaHoBeHu mymopu Ha xunodu3zama. Hanpegbkbm 6 memogu-
me 3a UHgyuupaHe Ha oByrauyuama, kakmo u B megukameHMO3HOMO U Xupyp-
2UYHOMO AevyeHue Ha XunodpuzHume ageHomu gaBa noBeue Bb3mokHOCMU 3a
Bv3cmaHoBaBaHe Ha pepmuaumema. Npu nauueHMKU C MUKPOAgeHOMU Uuma
marka BepoamHocm GpemeHHocmma ga noBause Ha pazmepa Ha mymopa. [lpu
nauueHmkume ¢ makpoageHomu no Bpeme Ha bpemeHHOCM Mo2am ga ce noaBam
komnpecuBHu cumnmomu kamo 2raBoboAue, 2ageHe UAU 3pUMEAHU HapyweHus,
a NpuU NO-20AeMU MYMOpU, 3acazawu OKOAHUMe cmpykmypu, e 6b3mM0KHO ga ce
HabAtogaBa guchyHKuua Ha YepenHo-mo3buHUMe HepBu. Xunonumyumapu3zmbm
NPU NaUUEHMKU C 20AeMU MYMOPU MOXKe ga Ce gbAXKU Ha camua mMymop UAU ga
HacmMbNU CAeg onepauua u/uAu Abdemepanua Ha me3u mymopu. MDyHkyuama Ha
xunodgpuzama mpabBa ga 6bge uzcaegBaHa npu omkpuBaHe Ha mymopa u npegu
HacmbnBaHe Ha bpemeHHocmma. Bceku gecpuuum mpabBa ga 6bge KopuaupaH,

Pituitary gland, adrenal glands, gonads.
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C goNbAHUMEAHO npeuu3upaHe Ha go3ama no Bpeme Ha GpemeHHocmma. [lo
Bpeme Ha BpemeHHoCcm pagko ce HabalogaBa HapacmBaHe Ha mymopa ¢ npoaBa
Ha cumMnmoMmu Ha npumuckaHe. ObuyalHomo y2oremaBaHe Ha xunogu3zama no-
pagu xunepnaAazua Ha Aakmompodume pagko moxke cbwecmBeHo ga yBeauuu
pa3mepa Ha mymopHama maca. B me3u cayyau npuaazaHemo Ha GpomoKpunmuH
MOXE ga HamaAu XxunepnaAa3uama Ha Aakmompodume u ga obAekuyu cumMnmMomu-
me. Mo Bpeme Ha BpemeHHOCM € HEOOXOguMO no-BHUMameAHO HabAtogeHue Ha
nauueHmKume ¢ xunonumyumapu3zbm. OuakBa ce gozama Ha AeBomupokcuH ga
ce yBeauuu c okoro 50 mcg/d cnopeg gaHHUMe om moHumMopupaHemo Ha Bce-
Ku mpumecmbp. ObukHoBeHO go3ama Ha 2Al0KOKOpMuUKougume He ce NPOMEHA
no Bpeme Ha paHHama GpemeHHOCM, HO Yecmo ce Haraza yBeauueHue ¢ 50% 6
mpemua mpumecmbp. XupypauiHomo omcmpaHaBaHe Ha ageHoma e 0CHOBHO-
MO AeYeHUEe Ha NauueHMKU CbC CUMNMOMU Ha Xunogpu3apHa anonAekcua UAu
aepecuBeH pacmexx Ha mymopa. Abuemepanuama 6 nepuoga careg paxkgaHemo e
3anazeHa 3a cayvaume, Nnpu KOUMO MymMopume He ca OMCMpaHeHU PagukaaHo,
HapacmBam npoepecuBHo, UAU Owe Npu guazHOCMUUUPAHEMO ca NoKa3aAu ae-
pecuBHu xapakmepucmuku. [MpocaregaBaHemo Ha hauueHmMKU C MUKPOAgeHOMU €
uHguBugyaauzupaHo, kKamo ce uma npegBug pazmepa Ha mMymopa, NPeguwHOMO
AeYeHuUe U KAUHUYHUME CUMNMOMU.

ioning Pituitary Adenomas (NFPAs).
ent in Pregnancy

ieva
docrinology, Medical University, Sofia

Non-functioning pituitary adenomas (NFPAs) represent approximately 30%
of all pituitary tumors. The presence of NFPAs, either microadenoma (< 10 mm)
or macroadenoma (>10 mm), may be commonly found on incidental radiologic
studies. The prevalence of clinically relevant NFPAs is 7-41,3 cases per 100,000 of
population based upon autopsy or magnetic resonance imaging (MRI) series. The
majority of clinically non-functioning pituitary adenomas are gonadotrope-cell
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adenomas. Usually, tumors that present with symptoms and signs are large, causing
mass effects of headaches, visual disturbance, and hypopituitarism. Fertility is often
impaired in women with pre-existing pituitary masses. Advances in ovulation induc-
tion or medical and surgical therapy may restore fertility. In patients with microade-
noma pregnancy would not be expected to influence tumor size. Patients with
pituitary macroadenoma who become pregnant may present with compressive
symptoms such as headaches, nausea, or visual disturbances and/or cranial nerve
dysfunction caused by lesions large enough to damage surrounding structures. Hy-
popituitarism in patients with large tumors may be due to the tumor itself or to
surgery and/or radiotherapy for these tumors. The pituitary function should be eval-
uated at discovery of the tumor and prior to pregnancy. Any deficiency should be
addressed, with adjustment as needed during the pregnancy. Symptomatic tumor
growth would not be expected to occur during pregnancy. The usual pituitary en-
largement due to lactotrophe hyperplasia may rarely result in mass effects by adding
to the tumor mass size. In these cases Bromocriptine should reduce the lactotrophe
hyperplasia and reverse the symptoms. More careful observation during pregnancy
is needed in patients with hypopituitarism. Levothyroxine dose is expected to in-
crease with about 50 mcg/d based on monitoring during each trimester. Glucocor-
ticoid dose does not usually need to be changed during early pregnancy, but often
needs to increase by 50% in the third trimester. Surgical resection is the primary
treatment for patients with symptomatic apoplexy or mass growth. Radiotherapy
in the post delivery period is reserved for cases of tumors not completely resected
by surgery, those cases that present progressive tumor growth during follow-up, or
for patients who, at diagnosis, already have tumors with aggressive features. For
microadenomas and asymptomatic patients follow up is individualized and should
consider tumor size, prior treatments, and clinical symptoms.
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om: noBegeHue no Bpeme Ha bpemeHHOCM

o6a
uHoAoz2ug, MeguuuHcku yHuBepcumem, Cocpun

[MpoAaakmuHOoMumMe ca Hal-yecmume XunoU3HU MYMOopU U 3aca2am npe-
gUMHO >XeHu B penpogykmuBHa Bb3pacm. Cynpagu3zuoro2udHo noBuweHume
HuBa Ha npoaakmuHa obukHoBeHo npegu3zBukBam oauzomeHopesn, 2anakmopes,
XpoHuuHa aHoByaauusa u uHgpepmuaumem. AgekBamHama mepanua ¢ gonamu-
HoBu azoHucmu (DA) Bb3cmanoBaBa HopmaaHume HuBa Ha NnpoAakmuHa u Kamo
caegcmBue, pegoBHama oByaauua. B noBeuemo cayvau megukameHmo3HOMmMo Ae-
yeHue moxke ga bbge npeycmaHoBeHo npu NoAo>KUMeAeH mecm 3a bpemeHHOCM.
[Mpu HAakou nauueHmMKU ¢ uHBa3zuBHU nporakmuHomu B 6AU30CM go onmuyHama
xua3zma AedeHuemo ¢ AA ocmaBa no Bpeme Ha usraama bpemeHHocm. Aumepa-
MypHUMe gaHHU He nokazBam noBuweH puck om hemarHu Mmaropmauuu UAU
gpyau HexxeAaHu ycAaoxkHeHus, cBbp3aHu ¢ BpemeHHOCMMa npu >KeHu, npuema-
AU gonamuHoBume az2oHUCMU GPOMOKPUNMUH UAU Kabep20AuH. 3a pajAauka om
me3u gBa npenapama, mpemuam Hal-yecmo u3znoa3BaH megukameHm om ma3u
epyna, kBuHazoAaug, mpabBa ga 6vbge npeycmaHoBeH npu >XeHu, xkeraewu bpe-
meHHocm. 3Havumo HapacmBaHe Ha npoAakmuHoma npe3 Bmopusa u/uau mpemus
mpumecmbp Ha bpemeHHocmma ce HabatogaBa npu 20-30% om GpemeHHUME C
MaKpONPOAAKMUHOM U OKOAO 3% Om me3u C MUKPONPOAAKMUHOM. TpaHcceHOou-
gaAHama xupypaua, paguomepanua uau AedeHue ¢ DA npegu HacmbnBaHe Ha bpe-
MeHHOCmmMa pegyuupam mo3u puck. Mo Bpeme Ha BpemeHHOCM NPOAAKMUHbBM
He mo>ke ga 6bge uznoa3zBaH kamo mapkep 3a npocaegaBaHe Ha nauueHmKuMe ¢
NPOAAKMUHOM Nopagu pu3zuoAo2UYHama xunepnpoAakmuHemus, npegu3BukaHa
om mHo20 Bucokume ecmpozeHoBu HuBa. KomniombpHa nepumempua mpabBa
ga ce u3zBvpwbBa Ha Bceku mpumecmbp, kakmo u B cayyaume Ha HoBonoaBu-
A0 ce 2naBoboaue. AMP momoepagua (HamuBHa; be3 2agoauHueB koHmpacm!)
ce npenopbuBa npu Bcuuku GpemeHHU >KeHu ¢ npoAakmuHoMm, koumo u3aBaBam
HapyweHua 6 3pumeAHUmMe noAema uAu ce onaakBam om nepcucmupaw,o 2aaBo-
6oaue. INpu gaHHu 3a HapacmBaHe Ha ageHoma mpabBa ga ce Bvb3cmanoBu Ae-
yeHuemo ¢ gonamuHoB azoHucm (6pomokpunmuH ce npegnovuma npeg kabep-
20AUH). MauueHmkume ¢ HezagoBoaumeaeH omz2oBop Kbm MegukameHMOo3HOMOo
AeUeHue ca KaHgugamku 3a mpaHcceHougaaHa Xupypaus.

Mpegu3BukaHo npexkgeBpemeHHO paykgaHe moyke ga Obge aamepHamu-
BeH BapuaHm, ako nayueHmkama e 6Au30 go mepmuH. llocmnapmanHo, caeg
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npukatouBaHe Ha KbpmeHemo, e Heobxogumo ga ce HanpaBu HoBa oueHka Ha
mepaneBmuyHama cmpameaua Ha 6a3ama Ha KoHmpoAHomo AMP u3caegBane
u AabopamopHama guazHocmuka. 3HadyumenHo cBuBare go nbaHO u3zue3zBaHe Ha
ageHoma e gokymeHmupaHo Npu OKOAO egHa mpema om nauueHmkume ¢ Mukpo-
NPOAAKMUHOM CAeQ peaAu3upaHa bpemeHHocm.

Prolactinomas: Management During Pregnancy

Atanaska Elenkova
Department of Endocrinology, Medical University, Sofia

Prolactinomas are the most frequent pituitary tumors and affect predominant-
ly women of reproductive age. Supraphysiologicaly elevated prolactin levels usually
cause oligomenorrhea, galactorrhea, chronic annovulation and infertility. Adequate
dopamine agonist (DA) treatment restores normoprolactinemia and consequently,
normal ovulation. In most cases, medical treatment can be discontinued once preg-
nancy is confirmed. In some particular cases with invasive prolactinomas located
near the optic chiasm DA treatment should not be discontinued during pregnancy.
Literature data have shown no risks for fetal malformations or other adverse preg-
nancy outcomes in women on bromocriptine and cabergoline therapy during preg-
nancy. In contrast, quinagolide therapy should be discontinued in patients wishing
to conceive. Symptomatic growth in the second and/or third trimester may occur
in approximately 20-30% of macroprolactinomas and about 3% of microprolactino-
mas. Preconception transsphenoidal surgery, radiotherapy or DA treatment reduces
this risk. Prolactin could not be used as a marker for prolactinoma follow-up during
pregnancy because of the physiological hyperprolactinemia due to very high estro-
gen levels. Visual field testing should be performed each trimester and in case of
new-onset headaches. MRI (without gadolinium!) is recommended in all pregnant
prolactinoma patients who develop visual field defects or persistent headaches. Do-
pamine agonist treatment (preferably bromocriptine to cabergoline) should be re-
started if evidence of significant tumor growth is present. Transsphenoidal surgery is
indicated in patients with unsatisfactory response to medical treatment. In women
with advanced pregnancy, preterm delivery could be an alternative option. Reas-
sessment of the treatment strategy based on MRI and laboratory tests is needed
when breast-feeding is completed.

Significant shrinkage or even complete tumor disappearance after pregnancy
is reported in approximately one third of women with microprolactinomas.
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oAnukucmo3sHume qaUYyHUUU U

eHo6
onozun, YMBAA AaekcaHgpoBcka,
umem, Cocpua

HebAazonpuamHume penpogykmuBHuU egekmu Ha CuHgpoma Ha NOAU-
Kucmo3zHume aduHuuu (CI18) ca gobpe npoyueHu, u npogbakaBam ga 6vgam
obekm Ha HapacmBaw, HayueH uHmMepec B8 koHmekcma Ha BrowaBawama ce ge-
mozpadcka cumyauua 68 mHo20 om pa3zBumume cmpaHu. 3HaYUMEAHO NO-MAAKO
ce komeHmupa BauaHuemo Ha CI14 Bvbpxy xoga Ha bpemeHHOCMMa u hocmnap-
maAHomo pa3zBumue u puckoBe Ha nokoAeHUemo.

B ma3u Aekuua we 6bgam pa3aaegaHu HAAUYHUMeE gaHHU 3a akywepckume \
puckoBe u ycaoxkHeHus, cBbp3aHu cbe CI4 kamo 2ecmauuHeH guabem, makpo-
comuq, uepBukaaHa uHKOMnemeHmMHocm, abopm, uHMpaymepuHHa Cmbpm, ‘
npexkgeBpemeHHO paykgaHe, apmepuaAHa xunepmoHua, npeekaamncus, Llesapo-
Bo ceuyeHue, nepuHamaAHa CMbpM, hocmnapmaaHa xemopazaua u gp. OcobeHo
BHumaHue ce obpbwa Ha peHomunHama xapakmepucmuka Ha CI14. Obcbxkga
ce U edpekma Ha acucmupaHume penpogykmuBHu mexHoAo2uu.

OcBen moBa ce npegcmaba u uHpopmayua om npoyuBaHuama Bobpxy u-
3u4yeckomo, mMemaboAumHOMo, NcuxuampuvHomo, HepBHo-Nncuxuyeckomo u gp.
pazBumue Ha pogeHume geua - HapyweHua Ha CbHA, XxpaHeHemo, BHUMaHUEeMoO,
HacmpoeHuemo, mpeBoykHocmma, aymucmuyHua chekmbsp U gp.

NMpegcmaBeHume gaHHu Harazam u3Boga 3a HaAuuyHu HebAazonpuamHu
eipekmu Ha CI14 He camo npegu, HO U cAeg HacmbnBaHemo Ha GpemeHHOcMMa.
ToBa npegnoaaza u Heobxogumocmma om memaboAumHa U XOpMOHaAHa onmu-
mu3zauuna Ha »xeHume cbc CI14 npu naaHupaHe Ha bpemeHHOCMMa.
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Polycystic ovary syndrome and pregnancy

Prof. Zdravko Kamenov
Clinic of Endocrinology, Alexandrovska University hospital, Medical University, Sofia

The adverse reproductive effects of polycystic ovary syndrome (PCOS) have
been well studied, and continue to be the subject of increasing scientific interest
in the context of the deteriorating demographic situation in many developed coun-
tries. Significantly less is commented on the impact of PCOS on the course of preg-
nancy and postpartum development and risks of the generation.

This lecture will review the available data on the obstetric risks and compli-
cations associated with PCOS such as gestational diabetes, macrosomia, cervical
incompetence, abortion, intrauterine death, premature birth, arterial hypertension,
preeclampsia, cesarean section, perinatal death, postpartum hemorrhage, etc. Par-
ticular attention is paid to the phenotypic characterization of PCOS. The effect of
assisted reproductive technologies is also discussed.

In addition, information from physical, metabolic, psychiatric, neuropsycho-
logical developmental , etc. studies of the children born is also presented - disorders
of sleep, nutrition, attention, mood, anxiety, autism spectrum, etc.

The presented data force the conclusion that adverse effects of PCOS are
present not only before, but also after the onset of pregnancy. This suggests the
need for metabolic and hormonal optimization of women with PCOS when plan-
ning pregnancy.
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a Addison u bpemeHHocm
pbeyoBa

OKpUHOAO2UA U 6boaecmu Ha obmaHama, YMBAA ,CB. leopau”,
gokpuHonozua, MO, MY, MroBguB

Boaecmma Ha Addison (BA) uau nbpBuyHama HagbbOpeuHa Hegocmamby-
HOCM € PAgKO XPOHUYHO eHgOKPUHHO 3aboaaBaHe cbe cbobwaBaHo paznpocmpa-
HeHue om okoAao 100 go 140 cAayyan Ha MUAUOH HaceaeHue u Yyecmoma om 4:1 000
000 2oguwHo B 3anagHume obwecmBa. AuazHo3ama bA no Bpeme Ha BpemeHHOCM
e npegu3BukamearcmBo nopagu u3kAlHUMEAHama U pagkocm, npunokpuBawu ce
KAUHUYHU CUMNMOMU (2ageHe, XunomoHusA), Kakmo U HacmbnBawume u3zuoro2uy-
HU npomeHu (noBuweHo npou3zBogcmBo Ha Kopmu3oA), Koemo cb3gaBa 3ampyg-
HeHuA. o Bpeme Ha HOpmaAHa BpemeHHOCM KOHUEHMpauuume Ha UupKyAupawua
Kopmu3oA HapacmBam 2 go 3 nbmu, ¢ HenpekbcHamo yBeauveHue om nbpBua mpu-
mecmbp Hamambk, nopagu noBuwabaHe HUBama Ha kopmu3zoa-cBbp3Bawusa 2A00y-
AuH (CBG). Caeg 22 2ecmauuoHHa cegmuua HuBama Ha c6060gHUA KOPMU30A CbWO
3Hayumo ce noBuwaBam ¢ no-cuaHo nokauvBaHe HenocpegcmBeHo Npegu MepMmuH,
BcaegecmBue cnag Ha CBG. PaHHOMO guaeHocmuuupaHe e om pewaBawo 3HavueHue,
mbl kamo HeArekyBaHama bA npu 6pemeHHocm ce acouuupa ¢ Bucoka cmbpmHocm
U YCAOXKHeHUs, gokamo npu agekBamHo AekyBaHume >xeHu ce odakBam HopmaAHO
npomuyaHe u u3xog om bpemeHHocmma. B gonbAHeHUe KbM NapareAHOMO U3CAeg-
BaHe Ha kopmu3oA u ACTH, HagbbbpeuHokopoBuam pe3epB moyke ga 6bge Hagexxg-
HO U 6Be30NacHO OUEHEH Ype3 CMuMyAauua C KOPMUKOMPONUH.

bpemeHHume >xeHu ¢ BA mpabBa ga npemuHam nogxogauw,o obyyeHue u ga
6bgam BHUMameAHO MOHUMOpPUpPaHU C aganmupaHe Ha mepaneBmuyHuUA PeXXUM.
MpocaegaBaHemo ueAu noggbpykaHe Ha 3amecmumeAHa mepanua, npegna3Ba-
wa om egpekmu Ha cBpbxgo3upaHe (Hanp. 2ecmauuoHeH guabem, npekomepHO
HaggaBaHe Ha meaAo, apmepuaAHa XunepmoHua) U Ha HegoCcMambYyHO go3upaHe
(npexkgeBpemeHHO paykgaHe, HUCKO Me2A0 npu paxkgaHe, AgucoHoBa Kpu3a npu
malikama, eaekmpoaumeH gucbaaaHc). [NMpenopbvkume Ha EgokpuHHOomo Apyke-
cmBo 3a KAUHUYHA NpakmMuKa npu 6pemeHHu »eHu ¢ BA gaBam npegnoyumaHue
Ha ynompebama Ha XUgpPOKOPMU30H CNPAMO KOPMU30H auemam, NpegHU30A0H
UAU NPegHU30H U He npenopbuBam gekcamemaszoH, mbl Kamo NOCAegHUAM Hece
uHakmuBupa 6 naaueHmama. Ao3ama Ha xugpokopmu3oHa mpabBa ga ce yBeau-
yaBa, ocobeHo npe3 mpemua mpumecmbp, Ha 6a3a Ha uHguBugyaaHUA KAUHUYEH
Xx0g Ha 3aboaaBaHemo. ObuuaeH nogxog e ga ce yBeAudu go3ama Ha XugpoKop-
mu3oHa ¢ 20-40% om 24-ma cegmuua HamamdbK. B Hauaromo Ha akmuBHo
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paxkgaHe mpabBa ga ce npuroxku xugpokopmu3oH 68 go3a, ekBuBareHmHa Ha
npenopbuBaHama npu 2oaama xupypauuHa uHmepBeHuyua - 6oAycHa u.B. anauka-
uua Ha 100 mg xugpokopmu3oH, nocaegBaHa om nNpogbAXKUMEAHA UHY3UA Ha
200 mg xugpokopmu3oH/24 Jaca.

Addison’s Disease and Pregnancy

Maria M. Orbetzova
Clinic of Endocrinology and Metabolic Diseases, ,Sv. Georgy” University Hospital,
Department of Endocrinology, Medical Faculty, MU, Plovdiv

Addison’s disease (AD), or primary adrenal insufficiency, is a rare chronic endo-
crine disorder with a reported prevalence of about 100 to 140 cases per million and an in-
cidence of 4:1 000 000 per year in Western societies. The diagnosis of AD in pregnancy is
challenging due to its extreme rarity, overlapping symptoms (nausea, hypotension) as well
as physiological changes (increased cortisol production), making it difficult. During normal
pregnancy, circulating cortisol concentrations are increased 2- to 3-fold, with a continuous
increase from the first trimester onward due to increases in cortisol-binding globulin (CBG)
levels. From week 22" of gestation onward, free cortisol levels also increase significantly,
with a further rise immediately preterm due to a fall in CBG. Early recognition is critical
because untreated AD in pregnancy is associated with a high mortality and complications,
whereas sufficiently treated women can expect a normal pregnancy course and outcome.
In addition to a paired sample of cortisol and ACTH, the adrenal reserve can be appropri-
ately and safely assessed by corticotropin stimulation.

Pregnant women with AD must have appropriate education and be thoroughly
monitored through therapeutic regimen adaptation. The follow-up is aimed at keep-
ing the replacement therapy in doses that avoid effects of over-treatment (e.g. gesta-
tional diabetes, excessive weight gain, arterial hypertension) and of under-treatment
(preterm birth, low birth weight, adrenal crisis in the mother, electrolyte imbalance).
The Endocrine Society Clinical Practice Guidelines for pregnant women with AD sug-
gest using hydrocortisone over cortisone acetate, prednisolone, or prednisone and
recommend against using dexamethasone, because it is not inactivated in the placen-
ta. Based on the individual clinical course, an increase in hydrocortisone dose should
be implemented, in particular during the third trimester. One common approach is to
increase hydrocortisone dose by 20-40% from the 24" week onward. A hydrocorti-
sone dose equivalent to that used for major surgical stress should be initiated at the
onset of active labor with a bolus injection of 100 mg hydrocortisone iv followed by
continuous infusion of 200 mg hydrocortisone/24 hours.

bwvazapcko ApyxecmBo no EngokpuHoAozua



/8 Hayuonaren Cumnozuym no eHgokpuHorozus, 2022




Pezromema/Abstracts

LlJlumo6ugHa »re3a u bpemeHocm =

L~

S

z

Q

=

Yecmoma u xapakmepucmuka Ha mupeougHama S
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[Llupoko paznpocmpaHeHue 20gUHU Hapeg cpeg MeguuuHckama obuw
Hocm umam [lpenopbkume Ha European Thyroid Association’2014, Ho kakmo 8
max maka u 8 nocaegHume [Npenopbku Ha American Thyroid Association’2017
omHoBo nbpBama npenopuvka e cBvbp3aHa ¢ uzpabomBaHemo Ha NoNYAAUUOHHO
6a3zupaHu pedepeHmMHu 2paHuyu 3a TSH Ha 6a3ama Ha oueHka Ha gaHHUMe om
MEeCMHOMO HaceAeHue.

Lleama Ha npoyuBaHemo e ga ce u3zcaegBa akmyaAHua (PYHKUUOHAAEH
mupeougeH cmamyc npu 6pemeHHU ObA2apku u BHumameaHo ga ce oueHu 6
cBemauHama Ha cbBpemeHHumMe pa3zbupaHua cneyuguyHUA 32 honyAayuama Hu
guaz2HocmuyeH u mepaneBmuyeH nogxog.

Mamepuaa: TpoyuBaHemo e peaauzupaHO Kamo HauuoHaAHO cpe3oBo
myamuueHmpoBo nonyaauuoHHo-6a3upaHo, koemo BkaouBa 547 OGpemeHHU
>KeHU Ha cpegHa Bb3pacm 3045 2.

Memogu: B3ema e Ha 2ragHo cympewHa BeHo3Ha kpbB (TSH, FT,, TPOAD),
npoba npacHa cympewHa ypuHa (YypuHHama GogHa KOHUeHmMpayua CbC cepmu-
duuupaHa uHgykmuBHo cBbp3aHa naazmeHa maccnekmpomempus, ICP-MS),
exoepacko uzcaegBaHe Ha wumoBugHama >kAesa.

Pezyamamu: Ha 6azama Ha npuemusa cut-off 3a TSH cnopeg lNpenopbku-
me Ha ETA’2014 2, uzcaegBaHume bpemeHHu 6axa paznpegeaeHu 8 wecm 2pynu
cnopeg pyHKuuama Ha wumoBugHama »xaes3a.

1. CybkAuHUYeH xunomupeougu3zbm (SCHT); 2. KauHuueH xunomupeougu3bm (CHT);
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3. CybkauHuueH xunepmupeougu3zbm (SCHyperT); 4. KAuHU4YeH xunepmupeo-
ugu3zbm (CHyperT); 5. 3gpabu-eymupeougHu auua (Euthyr); 6. Low T, cungpom
(Low T,).

Moumu 2/3 om 6pemeHHume (n-403) ca ¢ TSH <2,5 mlU/l. HeguazHocmu-
uupaH xunomupeougu3zbm e Haauue npu 121 6pemeHHu (22%), Koemo e Aow
amecmam 3a 3gpaBHama cucmema. AaHHUMe ca aHaAu3zupaHu npu gBa cut-off
Ha TSH (ETA’2014 u ATA’2017) u ce koHcmamupa, 4e ¢ noBuwabaHe Ha cut-
off Ha TSH 3a nbpBu mpumecmbp He ce npomeHa abcoatomHua Gpol Heguae-
HocmuuupaHu u HeaekyBaHu OpemeHHU C KAUHUYEH Xunomupeougu3bm, HO ce
yBeauuaBa 2,5-kpamHo omHocumeaHua My gaa u om 25,6% gocmuza 63,3% om
Bcuuku HeguazHOCMUUUPAHU CAYYau C xunomupeougu3zbm. [Npobaembm Bcbul-
HoCcm e gpyza u e cBbp3aH ¢ paHHOMO guazHOCMUUUpPaHe U Pe2yAapHO NPOCAE-
gaBaHe Ha »keHume ocobeHHo B nbpBama noroBuHa Ha BpemeHocmma um.

3akardenue: NoBuwaBaHemo Ha cut-off Ha TSH 6u ycnokouao u 3a-
HemapuAo npocaegaBaHemo Ha GpemeHHume u moBa e MHO20 onacHo. Ycu-
Auama mpabBa ga 6bgam ocHoBHO HacoueHu Bbpxy paHHUA CKPUHUHZ2 NO
BepbarHo ycmaHoBeHu puckoBu pakmopu. Pazbupa ce e Heobxogumo u ga
ce uzpabomu HauuoHareH HopmamuB 3a 2opHa 2paHuua Ha TSH, koimo ga
CAYXKU NO-MOYHO 3a OUeHKa Ha mupeougHua cmamyc Ha bpemeHHUMe >KeHu
om ObA2apckama nonyaauua.

and Characteristics of Thyroid Dysfunction
nt Women - Screening of 547 Women in

orissova?, Boyana Trifonova'?, Ludmila Ivanova? Lilia Dakovs-

ihailova’, Mircho Vukov’
inology, University Hospital Sofiamed, Sofia,
ine, Sofia University St. Kliment Ohridski, Sofia, Bulgaria

The Recommendations of the European Thyroid Association, 2014 have been
widespread among the medical community for many years, but both in them and in
the latest Recommendations of the American Thyroid Association, 2017 again the
first recommendation is related to the development of population-based reference
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limits based on data from the local population. The aim is to study the current func-
tional thyroid status in pregnant Bulgarian women and to carefully assess in the light
of modern understandings the specific diagnostic and therapeutic approach for our
population.

Material: The study was conducted as a cross sectional multicenter popu-
lation-based study, which included 547 pregnant women, mean age 30 * 5 years,
median 30 years.

Methods: Fasting morning venous blood (TSH, FT4, TPOAb - determined by
ECLIA method), fresh morning urine sample (to determine urine iodine concentra-
tion), ultrasound examination of the thyroid gland.

Results: Based on the accepted cut-off for TSH according to the Recommen-
dations of ETA’2014, the studied pregnant women were divided into six groups:
1. Subclinical hypothyroidism (SCHT); 2. Clinical hypothyroidism (CHT); 3. Sub-
clinical hyperthyroidism (SCHyperT); 4. Clinical hyperthyroidism (CHyperT);
5. Healthy (Euthyr); 6. Low T, syndrome (Low T,).

An analysis was made by trimesters, as well as at different levels of ioduria.
The incidence of hypothyroidism is 36% and of hyperthyroidism - 1,3%. Almost 2/3
of pregnant women (n-403) have TSH <2,5mlU / L. Undiagnosed hypothyroidism
is present in 121 pregnant women (22%), which is a bad certificate to the health
system. The data were analyzed in two TSH cut-offs (ETA’2014 and ATA’2017) and
it was found that the increase in TSH cut-off for the first trimester did not change
the absolute number of undiagnosed and untreated pregnant women with CHT,
increasing 2.5 times its relative share and from 25,6% reaches 63,3% of all undi-
agnosed cases of hypothyroidism. The problem is actually different and is related
to the early diagnosis and regular follow-up of women, especially in the first half of
their pregnancy.

Conclusion: Increasing the cut-off of TSH would calm and neglect the fol-
low-up of the pregnant women and this is very dangerous. Efforts should focus on
early screening for verbally identified risk factors. Of course, it is necessary to de-
velop a national standard for TSH, which would serve more accurately to assess the
thyroid status of pregnant women in the Bulgarian population.
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bpemenHocmma oka3zBa cbwecmBeHo Bv3geticmBue Bvpxy wumoBugHa-
ma >kAe3a u HeGHama ¢pyHkuua. [Npu 3gpabu xxeHu puzuoro2UMHUME NPOMEHU
HacmbnBam 6e3npobAEMHO, HO NPU MHO20 BpemeHHU C hogAaeXkawa mupeougHa
namoao2ua mo2am ga ce HabalogaBam XopmoHaAHU OMKAOHEHUA.

138ecmHo e, ye xunomupeouguzmbm no Bpeme Ha bpemeHHocm noBu-
waBa pucka om cnoHmaxeH abopm, npexxgeBpemeHHO paxkgaHe, npeekaamncus,
2ecmayuoHHa XunepmoHusa, 2ecmauuoHeH guabem, HapywaBaHe koeHumuBHa-
ma pyHKuua Ha HoBopogeHomo. Nopagu moBa Heobxogumocmma om 3amecmu-
meAHo AeuveHue ¢ AeBomupokcun (L-T,) e 6e3nopHa. OnmumasHama 2opHama pe-
dpepeHmHa 2paHuya Ha mupeomponHua xopmoH (TSH) no Bpeme Ha bpemeHHOCM
obave ocmaBa guckymabuaHa.

Om gpyea cmpana nozumuBHume mupeonepokcugasHu (TPOAb) uau mupeo-
2A00yAuHOBU (TgAb) aHmumenaa, gopu NpU U3XOgHO eYMUPEOUGHO CbCMOAHUE, CbUWO
ce cmamam 3a camocmonmeaeH puckoB hakmop 3a cnoHmaHHU abopmu u npexkge-
BpemeHHO paxkgaHe. AonbAHUMEAHO, BucoKuAM MUMbP HAa MUPEOUgHU aHMuUMeAa
MoyKe ga okaxkam HebrazonpuamHo Bb3gedicmBue Bbpxy mupeougHua cmamyc npu
bpemeHHama u Bbpxy pazBuBawua ce naog. [NMorokumeaHUMe MuUpPeougHU aHMu-
meAa omgeaHo yBeaudaBam pucka om mupeougHa guchyHKUUA CAeg paxkgaHe.

HezaBucumo om u3zBecmuHume dpakmu, auncBam gocmamwbuHO gokasa-
meacmBa 3a nogobpaBane Ha hepmuaumema npu BkarouBaHe Ha AeueHue ¢ L-T,
NpuU eymupeougHU >KeHu ¢ no3umuBHU aHmMumeAa, koumo ueaam 3abpemeraBare
no ecmecmBeH nbm. [Npu aHamHe3a 3a npegxogHU abopmu obave Moxe ga uma
nomeHuuaAHu noA3u om gobaBanemo Ha L-T,. HegocmambuHo gokazameacm6Ba
cbwecmByBam 3a moBa gaau mepanuama c L-T, nogo6paba ycneBaemocmma 3a
3abpemeHaBaHe B xoga Ha acucmupaHa penpogykuua NpU eymupeougHU XKeHu C
no3umuBHu TPOAb. Bbnpeku moBa 6 me3u cayuau moxke ga ce BkAloUU AeyeHue
c L-T, nopagu nomeHyuarHume my 6aa2onpuamuu ecpekmu.

AonbAHUMeAHU Bbnpocu nocmaba u edpekmbm Ha oBapuarHama cmumy-Aa-
uua Bbpxy yHkuuama Ha wumoBugHama >kAe3a u mupeougHua aBmoumyHumem.
CepymHume koHueHmMpauuu Ha TSH mo2am ga ce noBuwam no Bpeme Ha uau B pam
Kume Ha mecey, creg oBapuasHa cmumyaauun. Heobxogumu ca obaue gonbAHUMEAHU
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npocnekmuBHuU npoyuBaHug, 3a ga ce npegocmaBam kamezopuyHu gokazameacmBa
3a uAu npomuB yHuBepcaaHa oueHka Ha (oyHKUUAMa Ha wumoBugHama >kAe3a u mu-
peougHua aBmoumyHumem npu >KeHu, NOgAO>KeHU Ha makaBa npouegypa.

Hypothyroidism and Pregnancy

Kiril Hristozov, R. Dimitrova
Clinic of Endocrinology, University Hospital ,Saint Marina”, Medical University, Varna

Pregnancy has a significant impact on the thyroid gland and its function. In

healthy women, physiological changes happen seamlessly, but in many pregnant
women with underlying thyroid pathology, hormonal abnormalities can occur.
It is known that hypothyroidism during pregnancy increases the risk of miscarriage,
premature birth, preeclampsia, gestational hypertension, gestational diabetes, im-
paired cognitive function of the newborn. Therefore, the need for levothyroxine (L-
T4) replacement therapy is indisputable. However, the optimal upper reference limit
of thyroid-stimulating hormone (TSH) during pregnancy remains debatable.

On the other hand, thyroperoxidase (TPOAb) or thyroglobulin (TgAb) an-
tibodies, even in the initial euthyroid state, are also considered to be a separate
risk factor for miscarriage and premature birth. In addition, high titers of thyroid
antibodies can adversely modulate thyroid status on the pregnant woman and the
developing fetus. Thyroid antibody positivity separately increases the risk of thyroid
dysfunction following delivery and during the postpartum period.

Despite the known facts, insufficient evidence exists to determine if LT,
therapy improves fertility in nonpregnant, thyroid autoantibody-positive euthyroid
women who are attempting natural conception. However, potential benefits of L-T,
addition may have in a history of miscarriages. There is insufficient evidence that
L-T, therapy improves the success of pregnancy during assisted reproduction in eu-
thyroid women with TPOAb positive. However, L-T, treatment may be included in
these cases due to its potential beneficial effects.

Additional questions are posed by the effect of ovarian stimulation on thyroid
function and thyroid autoimmunity. Serum TSH levels may increase during or within
a month of ovarian stimulation. However, further prospective studies are needed to
provide conclusive evidence for or against universal evaluation of thyroid function
and thyroid autoimmunity in women undergoing such procedure.
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Hal-yecmume npuyuHu 3a xunepmupeougu3bm npu bpemeHHu ca ba3zego-
Bama 6oAecm u 2ecmavuoHHama mupeomokcuko3a. NocregHama e mpaH3zumo-
peH peHomeH nopagu cmumyaauua Ha TCX-peuenmopume om Bucokua uXl npu
1-3% om GpemeHHume, obuyaltHo B8 nbpBua Mpumecmbp, 0CObBEHO Npu Xunepe-
Me3uc U MHO20nAOgHa bpemmeHocm. CpaBHumeAHo no-pagko npu GpemeHHUMe
ce cpewa mokcuyHama Bb3recma 2ywa.

Had-2cornamo mepaneBmuyuHo npegu3zBukameacmBo npegcmabaaBa aeuve-
Huemo Ha bazegoBa 6oaecm no Bpeme Ha GpemeHHocm. Xunepmupeougu3mbm
moxke ga goBege go akywepcku u pemanHu/HeoHamaAHU YcAoXKHeHua. HekoH-
mpoAupaHama mupeomokcuko3a ce cBbp3Ba cbe 3azyba Ha bpemeHoCcmma, Xu-
NepmoHUA U CbpgeyHa HegocmambyHOCM Npu Malikama, Kakmo u ¢ npexxgeBpe-
MeHHO U MbpmBo parkgaHe, uHMpaymepuHHa pemapgauua u HUCKO Me2A0 Ha
HoBopogeHomo. bazegoBama 6oArecm moXke ga npuvuHU U pemareH/HeoHama-
A€H Xunepmupeougu3bm nopagu npemuHaBaHemo Ha cmumyaupawume TCX-pe-
uenmopHU aHmumeaAa npe3 naaueHmama. Om gpyza cmpaHa, uznoazBaHume
MuOHamugu Hocam puck om AekapcmBeHo uHgyuupaHa embpuonamua. Aobpe
u3zBecmHu ca mepamozeHHUME epekKmMu Ha MeMUMa3oAa - KOXKHa anAa3us, am-
pe3ua Ha xpaHonpoBoga, gedpekmu Ha KopemHama cmeHa U mexxgykamepHama
npezpaga npu 2 go 4% om HoBopogeHume ¢ ekcno3uuua Ha MegukameHma Mmex-
gy 6-ma u 10-ma 2ecmayuoHHa cegmuua. lNMponuamuoypauurbm ce cBbp3Ba c
nogobHuU no yecmoma, Ho no-Aeku yBpegu, Hal-Beue wulHu u AuueBu Kucmu u
gegpekmu Ha omgeAumeAHama cucmema, Kamo HOCU gONbAHUMEAEH PUCK Om Xe-
namomokcu4yHocm 3a madkama. 1 gBama mupeocmamuka mo2am ga npuduHam
HeoHamaAeH Xunomupeougu3bm U 2ywa.

Mpu »eHu ¢ bazegoBa 6oarecm u >keraHue 3a BpemeHHocm, ce ueAu Bb3-
cmaroBaBaHe u 3agbp>kaHe Ha eymupeougu3ma npegu KoHuenuuama. [pu 3a-
KbCHeHue B meHcmpyaAHUAa Uyukba, ce npenopbuBa Bb3MOXKHO Hal-6bpP30 No-
mBbp>kgeHue Ha bpemeHHOCMMa U KOHCYAMauua ¢ eHgoKpuHoaoz. Mpu >xeHume
C HOpMaAu3upaHa Ha (poHa Ha mupeocmamuuu yHKuua, ocobeHo npu HucKu
mumpu Ha TCX-peuenmopHume aHmumeaa u BepoamHa pemucus, € npenopbUU-
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MeAeH onum 3a cCnupaHe Ha MUPeocmMamu4YHOMO AeyeHue NPU XOPMOHAAHU U3-
caegBaHua Ha Bceku 2 cegmuuu npe3 nbpBua mpumecmsbp u Ha Beceku 4 cegmuyu
npe3 Bmopua u mpemua mpumecmup.

Ako BpemeHocmma HacmbnBa Ha poHa Ha MuUpPeoMoKCcuko3a, 0cobeHo ¢
maaka gaBHocm (< 6 meceua) u Bucoku mumpu TCX-peuenmopHU aHMUMeAa, Ae-
yeHue ¢ NPoONUAMUOYpPaUUA € UHguuupaHo ¢ Bb3mMoXKHO Hal-HUCKama go3a, Nog-
gbprkawa T4 Ha uAu AeKo Hag 20pHa pedpepeHmHa 2paHuya. ObuvalHo, nopagu
CKAOHHOCMMa 3a pemucua Ha aBmoumyHHume 3aboaaBaHua npe3 6pemeHHoCcM-
ma, mupeocmamukbm nocmeneHHo ce HamaAaBa u npu Bb3morkHocm cnupa 6606
Bmopama noroBuHa Ha bpemeHHocmma. B pegkume 3amezHamu cAyvau, uzuc-
kBawu mupeocmamuk cAaeg 16 2.C., HAMa KOHCEHCYC gaAu NPONUAMUOYPAUUADLM
mpabBa ga 6bge 3ameHeH ¢ memumazoA. VI3kAalouumeAHO pagko e noka3zaHa mu-
peougekmomug, kKoamo 6u mozaa ga ce u3zBvpwu 66 Bmopua mpumecmubp.

Hyperthyroidism and Pregnancy

Mira Siderova
Clinic of Endocrinology, Medical University Varna, UMHAT ,St. Marina”

Most common causes of hyperthyroidism in pregnant women are Graves’
disease and gestational thyrotoxicosis. The latter is a transient phenomenon from
the stimulation of TSH receptors by high hCG in 1-3% of pregnant women, usually
in the first trimester, especially in cases with hyperemesis and twin pregnancies.
Toxic nodular goiter occurs relatively less frequently in pregnant women.

Treatment of Graves’ disease during pregnancy constitutes a real therapeutic
challenge. Hyperthyroidism can lead to obstetric and fetal/neonatal complications.
Uncontrolled thyrotoxicosis is associated with pregnancy loss, maternal hyperten-
sion, and heart failure, as well as preterm and stillbirth, intrauterine retardation, and
low birth weight. Graves’ disease can also cause fetal/neonatal hyperthyroidism due
to placental passage of stimulating TSH-receptor antibodies. On the other hand,
thionamides (ATD) used for treatment carry the risk of drug-induced embryopathy.
The teratogenic effects of methimazole are well known - skin aplasia, esophageal
atresia, abdominal wall and ventricular septal defects septal in 2 to 4% of newborns
exposed to the medication between the 6th and 10th weeks of gestation. Propylth-
iouracil is associated with similar frequency but milder lesions, most notably cervical
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and facial cysts and urinary tract abnormalities, as well as an additional risk of mater-
nal hepatotoxicity. Both thyrostatics can cause neonatal hypothyroidism and goiter.
In women with Graves’ disease seeking pregnancy, the goal is to restore and main-
tain euthyroidism before conception. In case of a delay in the menstrual cycle, it is
recommended to confirm the pregnancy as soon as possible and consult an endo-
crinologist. In women with normalized function on ATD, especially with low titers
of TSH-receptor antibodies and probable remission, an attempt to stop ATD with
hormonal tests every 2 weeks in the first trimester and every 4 weeks in the second
and third trimesters is recommended.

If pregnancy occurs on the background of thyrotoxicosis, especially with a
short duration (< 6 months) and high titers of TSH-receptor antibodies, treatment
with propylthiouracil is indicated with the lowest possible dose, maintaining T, at
or slightly above the upper reference limit. Usually, due to the tendency for auto-
immune diseases to go into remission during pregnancy, the thyrostatic is gradually
reduced and, if possible, stopped in the second half of pregnancy. In the rare cases
requiring thyrostatic after 16 weeks of gestation, there is no consensus on whether
propylthiouracil should be replaced by methimazole. Thyroidectomy, which could
be performed in the second trimester, is extremely rarely indicated.

H aBmoumyHumem u bpemeHHoCcm

uHKOB
gokpuHoAaozug, MDD, MeguuuHcku YHUuBepcumem, Cocpun

ABmoumyHHUMe mupeougHu 3aboaaBaHua ca 2pyna om CbCmMoOAHUA,
KOUMO Ce gbAXkam Ha HapyweHa pea2yrauua Ha umyHHua omezoBop u 3azyba Ha
moAepaHMHoCcm Kbm cobcmBeHume aHmuzeHu. B namozeHe3ama um 63aumo-
getcmBam pa3zHoobpazHu 2eHeMUYHU, UMUHHU, XOPMOHAAHU ¢pakmopu U maku-
Ba om okoaHama cpega. bpemeHHocmma e cbcmoaHue Ha noBuweHa uMyHHa
moAepaHmHocm, cBbp3aHa ¢ Heobxogumocmma om u3zHocBaHe Ha nAog, KOUMO
npegcmabanBa eeHemuueH noay-arozpacpm, 6e3 npu moBa ga Hacmbnam >xuBo-
mo3acmpawaBawu uHgekuuu. 3a ga e Bb3moxkHo moBa, umyHHuam omzoBop
ce npeBkatouBa om npegumHo npouHramamopeH Th1/Th17 kbm moaepaHmeH
Th2/Treg u akmuBupaHemo Ha Th2 mexaHuzmume npomeHa Xxoga Ha aBmoumyH-

86 Hayuonaren Cumnozuym no eHgokpuHorozua, 2022




Hume 3aboaaBaHusa. Th1-3aBucumu 3a6o0aaBaHua kamo bazegoBa 6orecm u aBmo-
UMyHeH mupeougum obukHoBeHo cmuxBam, gokamo Th2-3aBucumume mo2am ga
ce BArowam (cucmemeH Aynyc, muacmeHus, Bb3naaumeaHu upeBHu 3aboaaBaHus).

KatouoB 6 umyHopezayrauusma no Bpeme Ha bGpemeHHOCMMa u cAeg Hea e
H6araHCHM Ha cMepougHUMeE XOPMOHU U NpoAakmMuHa. MalyuHume Kopmu30A0-
Bu HuBa ca BaxkHu 3a pazBumuemo Ha naoga u HapacmBam B xoga Ha GpemeH-
Hocmma. EcmpozeHume ca mowgeH umyHopeayaamop - Huckume HuBa cmumy-
Aaupam Th1/Th17 omezoBop, a Bucokume - Th2/Treg omezoBop. HapacmBawume
maluuHu ecmpozeHu B xoga Ha GpemeHHocmma uHxubupam npogykuuama Ha
TNF, IL-1T u IL-6 u KopeAaupam c 6poa Ha Treg kKaemkume. EcmpozeHume cobw,o
yBeauyaBam npexxuBaemocmma Ha B kaemkume. INpozecmepoHbm uma cxogeH
epekm, gokamo nporakmuHbm ycuaBa aBmopeakmuBHua omeaoBop. NpomeHu-
me 6 malyuHUA MUKPOOUOM U pemarHume Kaemku, npemuHaBawu nocmoAaHHO
mpaHcNAAUEeHMapHO, CbW,0 gonpuHacam 3a UMYHHUA MOAEpPaHC.

Om KAUHUYHA 2AegHa mouka me3u npomeHu ce npoaBaBam B Hamaa-
BaHe Ha HUBomo Ha TSH-peuenmopHume aHmMumeAa u cnoHmaHHo cmuxBaHe/
KOHMPOA C NO-HUCKA gO03a mupeocmamuk Ha Xunepmupeougu3ma npu 6azegoBa
6oaecm npe3 Bmopu u mpemu mpumecmdbp. [Mpu Yacm om >KeHume MoXke ga
uma npexogHo BaowaBaHe B Hauaromo Ha GpemeHHocmma. Heobxogumo e npo-
cregaBaHe Ha HUBomMO Ha madyuHUME aHMUMeEAA Nopagu MpaHcnAaueHMapeH
NPEHOC U PUCK Om MupeougHa gucyHKUUA Ha NAOga.

[Mpu eymupeougHume >keHume ¢ aBmoumyHeH mupeougum He ce HabAto-
gaBa npoepecua Ha 3aboraBaHemo, HO e Heobxogumo npocaegaBaHe Ha TCX u
CT4 npe3 nbpBu u Bmopu mpumecmbp nopagu puck oM XUunoMUPEoUgu3bM.

Caeg parkgaHemo HuBama Ha ecmpaguoAa, ECMPUOA], KOPMU30Aa U Npo2e-
cmepoHa pA3ko chagam, a me3u Ha NpoAakmuH ca Bucoku, koemo ,npeHacmpou-
Ba” umyHHama cucmema, u e cBbp3aHo ¢ omkaouBaHe Ha nocaepogoB mupeou-
gum uAu obocmpsaHe Ha Xunepmupeougu3ma npu >keHume ¢ 6azegoBa 6oarecm.
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nity and Pregnancy

Medical Faculty, Medical University Sofia

Autoimmune thyroid disorders are a group of conditions resulting from im-
mune response dysregulation and loss of tolerance to self-antigens. Their pathogen-
esis involves the interplay of various genetic, immunological, hormonal and environ-
mental factors.

Pregnancy is a period of immune tolerance associated with the need to toler-
ate the genetically microchimeric fetal cells crossing to the maternal circulation and
tissues without succumbing to infection. That goal is made possible by the transition
if the immune response from the proinflammatory Th1/Th17 to the tolerogenic Th2/
Treg. The activation of Th2 cells changes the course of concomitant autoimmune
diseases. Th1-dependent disorders like Graves’ disease and autoimmune thyroiditis
are mitigated while Th2-dependent conditions (systemic lupus, myasthenia gravis,
inflammatory bowel disease) might exacerbate.

The balance of the steroid hormones and the prolactin plays a key role in the
immunoregulation in pregnancy. Maternal cortisol is important for the fetal develop-
ment and increase throughout pregnancy. Estrogens are powerful immunomodula-
tors - low estrogen levels stimulate Th1/Th17 responses and high Th2/Treg respons-
es. The increasing estrogens through pregnancy inhibit TNF, II1 and 116 production
and correlate with the Treg numbers. Estrogens also increase B-cell survival and
push them to autonomy. Progesterone exerts similar effects. Other factors affecting
immune tolerance in pregnancy are the maternal gut microbiome and the microchi-
meric fetal cells entering transplacentally the maternal circulation and tissues. The
clinical result is the decrease of the TSH-receptor antibodies and the spontaneous
resolution of hyperthyroidism or decreased antithyroid drug dose needed to control
it in the second and third trimester. Maternal TSH-receptor antibodies should be
followed due to the risk of fetal thyroid dysfunction. Autoimmune thyroiditis does
not usually progress but thyroid function tests are mandatory in euthyroid pregnant
women in the first and second trimesters as hypothyroidism might occur.

After delivery estrogen, progesterone and cortisol levels drop while prolactin
is high resulting in a resetting if immunity and rebound of autoimmune hyperthyroid-
ism or postpartum thyroiditis in some women.
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eougeH kapyuHom u bpemeHHocm - cbBpemeHHuU
2HOCMUYHU U mepaneBmuyHu npobaemu

Hka KoBayeBa
gpa no EHgokpuHoAozua, Dakyamem no meguuuHa, MeguuuHcku YHuBepcumem Codpusa

[Mpe3 nocaegHOMO gecemuAemue HapacHaAUuAM CKPUHUHZ 3a Mupeo-
ugHu 3aboaaBaHua npu naaHupaHe u no Bpeme Ha GpemeHHOCM, KaKmo U U3-
mecmBaHemo Ha KoHuenuuama caeg 30-20g. Bb3pacm, goBege go no-uecmomo
ycmaroBaBane Ha mupeougHu 6b3AU, cbomBemHO mupeougeH KapuuHOM Npu
>keHume Bv6 depmuaHa Bv3zpacm. ToBa nocmaBa peguua Bvnpocu cBbp3aHu
¢ u3zBbpwBaHemo Ha HAKOU gua2HOCMUYHU NPOUEgypU, NAAHUPaHeEMO u obema
Ha XUupypauuyHo AeuveHue, Bpememo Ha npuAazaHe Ha paguologmepanusa u mu-
PO3UHKUHA3HU UHXUBUMOpPU NpU HaAuvue Ha garedyHu memacmasu. [pexkbcBate
Ha 6pemeHHOoCcmma He ce npenopbuBa nopagu 6aBHomo pazBumue Ha Had-vec-
Mo cpewawua ce gudepeHyupaH mupeougeH kapuuHom (ATK). OmaoxxeHomo
XUPYp2U4HO AedveHue U HabAlgeHUEmMO Npu MukpokapuuHomume 6e3 AuMgHU
memacmasu ca Hal-yecmua BapuaHm Ha KAUHUYHO noBegeHue, Mbl Kamo npo-
2Ho3ama He ce BaowaBa om cbnbmcmBawama bpemeHHocm. Lleama e ga ce
KoHmMpoaAupa 3aboaaBaHemo, kamo ce 3ana3u 3gpaBemo Ha malkama u pa3Bu-
muemo Ha naoga. B pegkume cayvau Ha megyaapeH, aHanaacmuveH u aBaHcupan
uAu 6bp30 HapacmBaw, ATK, Xupyp2uuHOmMO Ae4YeHue e HaAOXKUMEAHO U Ce U3-
BvpwBa npe3 Bmopua mpumecmbp. OcBeH xupypauuHume puckoBe 3a malikama
u nAoga, Bb3HukBa u npobaema 3a agekBamHo u 6bp30 3amecmBaHe Ha mupeo-
ugHama PyYHKUUA, Kakmo u Ha eBeHmyaaeH xunonapamupeougu3bm.

He no-maako BaxkHu ca Bbnpocume 3a naaHupaHe u u3zHocBaHe Ha Ope-
meHHOoCcm caeg npoBegeHo AedyeHue 3a mupeougeH KapuuHom. YcmaHoBeHo e, ve
NpomuYaHemo u u3xoga Ha bpemeHHocmma He ce noBauaBam HezamuBHO HUMO
om cynpecuBHama mepanua ¢ AeBomupokcuH, HUMo om npegwecmBawo pa-
guologAeueHue, ako mo e omgaaeueHo Ha noBeue om 6 mec. om KoHuenyuama.

B 3akatoueHue, npu bpemeHHama >keHa C mupeougeH KapuuHOM e Heobxogum
nepcoHaAu3upaH nogxog, kolmo ga 6aaaHcupa puckoBeme 3a malikama u nhaoga
U ga ocu2ypu HOpMaAHO npukAtouBaHe Ha BpemeHHOCMMa U YcnewHo AeveHue Ha
matikama. PeweHuemo Ha ma3u 3agaya e B63M0>KHO camo € ydacmuemo Ha MyAmu-
guCyuNAUHapeH ekun oM eHgOKPUHOAOZ, aKylep-2UHEKOAOR2, XUPYpP2 U HEOHAMOAOR.
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nd Pregnancy — new Diagnostic and
blems

logy, Faculty of Medicine, Medical University, Sofia

The increased screening for thyroid disease before planning and during preg-
nancy, as well as the delay of childbearing until later ages resulted in the rise of
thyroid nodules, respectively thyroid cancer among fertile women. Pregnancy sets
questions related to the performance of diagnostic procedures, the time and volume
of surgery, the use of radioiodine and tyrosine kinase inhibitors in cases of distant
metastases. Termination of pregnancy is not indicated because of the slow prolifer-
ation rate of differentiated thyroid cancer (DTC) which is the most common type.
In cases of microcarcinoma without lymph node metastases, active surveillance or
delayed surgery till after delivery is the usual clinical behavior as pregnancy does
not worsen the prognosis. The goal of management is to control malignancy and
preserve maternal and fetal wellbeing. In the rare cases of medullary, anaplastic and
advanced or rapidly growing DTC, surgery should be undertaken during pregnancy,
in the second trimester. Except the maternal and fetal risk of surgery and anaesthe-
sia, potential difficulties in the treatment of hypothyroidism and hypoparathyroidism
must be considered. The implementation of a full dose of levothyroxine (L-T4) ther-
apy immediately after surgery is necessary to avoid maternal hypothyroidism and its
impact on the foetus.

Another question is the effect of pregnancy on previously treated patient with
DTC. Although the suppressive treatment with L-T4 is well tolerated and outcomes
of treatment are not compromised by pregnancy, it is advised to avoid conception
for 6 or more months after radioactive iodine treatment.

In conclusion, the pregnant woman with newly diagnosed or already treated
thyroid cancer needs a personalized approach with balanced risks between mother
and foetus. The decision as to the management should involve an interdisciplinary
team of an endocrinologist, obstetrician, surgeon and neonatologist.
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