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1Óíèâåðñèòåòñêà ìíîãîïðîôèëíà áîëíèöà çà àêòèâíî
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4 Óíèâåðñèòåòñêà ìíîãîïðîôèëíà áîëíèöà çà àêòèâíî

ëå÷åíèå „Öàðèöà Éîàííà-ÈÑÓË”,Îòäåëåíèå ïî êëèíè÷íà
ëàáîðàòîðèÿ

Ðåçþìå

Äèåòàòà å âàæåí ôàêòîð â ïðîôèëàêòèêàòà è
êîìïëåêñíîòî ëå÷åíèå íà äèàáåòà è ìåòàáîëèòíèòå
íàðóøåíèÿ. Õëÿáúò å îñíîâíà õðàíà çà áúëãàðñêîòî
íàñåëåíèå. Âêëþ÷âàíåòî íà ïîäõîäÿù õëÿá â õðàíåíåòî
íà áîëíè îò òåçè øèðîêîðàçïðîñòðàíåíè çàáîëÿâàíèÿ
å îò ñúùåñòâåíî çíà÷åíèå çà äèåòîòåðàïèÿòà.

Öåë: Äà ñå íàïðàâè ìåòàáîëèòíà è äåãóñòàöèîííà
îöåíêà íà íîâ áúëãàðñêè õëÿá, ïðåäíàçíà÷åí çà ïðåâåíöèÿ
è òðåòèðàíå íà ëèöà ñ äèàáåò è ìåòàáîëèòåí ñèíäðîì.

Äèçàéí è ìåòîäè: Ïðîâåäåíî å êëèíè÷íî êîíòðîëèðàíî
ïðîó÷âàíå âúðõó 38  âúçðàñòíè áîëíè (22 ñ äèàáåò òèï
2 è 16 ñ ïðåäèàáåò)  è ïðè 6 äåöà ñ äèàáåò òèï 1.
Åôåêòúò íà íîâèÿ áúëãàðñêè õëÿá „Äåà” å èçñëåäâàí â
óñëîâèÿòà íà åäíîêðàòåí ñóòðåøåí ïðèåì íà 75 ã õëÿá ñ
÷àé, êàòî çàêóñêà ïðè âúçðàñòíèòå ïàöèåíòè è âêëþ÷åí
êúì îáåäíîòî ìåíþ íà äåöàòà ñ äèàáåò â èíäèâèäóàëíî
êîëè÷åñòâî (îò 40 äî 100 ã). Â àêðåäèòèðàíà
ëàáîðàòîðèÿ å èçâúðøåí àíàëèç íà õèìè÷íèÿ ñúñòàâ íà
õëÿáà, âêëþ÷èòåëíî ìàêðîíóòðèåíòè, îáùè è
ðàçòâîðèìè âëàêíèíè, íàòðèåâ õëîðèä, åíåðãèéíà
ñòîéíîñò. Çà îöåíêà åôåêòà íà õëÿá „Äåà” íà ëèöàòà
ñà èçâúðøåíè àíòðîïîìåòðè÷íè èçìåðâàíèÿ, êëèíèêî-
ëàáîðàòîðíè èçñëåäâàíèÿ -  íèâà íà ãëþêîçà âúâ âåíîçíà
êðúâ,  ñåðóìåí îáù õîëåñòåðîë, òðèãëèöåðèäè,
âèñîêîïëúòíîñòåí õîëåñòåðîë, èìóíîðåàêòèâåí
èíñóëèí. Èç÷èñëÿâàí å èíäåêñ íà èíñóëèíîâà
ðåçèñòåíòíîñò. Íàïðàâåíà å äåãóñòàöèîííà îöåíêà íà
õëÿáà îò èçñëåäâàíèòå ëèöà.

Ðåçóëòàòè: Ïðè âñè÷êè ïàöèåíòè íà âòîðèÿ ÷àñ îò
ïðèåìà íà õëÿáà ëèïñâà çíà÷èìî ïîâèøåíèå íà
ãëèêåìèÿòà, êàòî ïðè ïàöèåíòèòå ñ ïðåäèàáåò è
íåèíñóëèíîçàâèñèì äèàáåò  êðúâíàòà çàõàð ñïàäà
çíà÷èìî, à ïðè ïàöèåíòèòå ñ èíñóëèíîçàâèñèì äèàáåò
íå ñå ïðîìåíÿ ñúùåñòâåíî. Óñòàíîâÿâà ñå òåíäåíöèÿ êúì
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Abstract

Diet is an important factor in the prevention and com-
plex treatment of diabetes and metabolic disorders. Bread
is a main food for the Bulgarian population; therefore
the inclusion of bread that seems to be the most benefi-
cial for the diet of patients suffering from these wide
spread diseases is of vital importance for the diet therapy.

Aim: To perform metabolic and degustation assessment
of a new Bulgarian bread that is good for prevention
and treatment of persons with diabetes and metabolic
syndrome.

Design and methods: A clinically controlled study on
38 adult diabetics (22 diabetics with type 2 diabetes
and 16 prediabetics) and on 6 children with type 1 dia-
betes. The effects of new Bulgarian bread “Dea” was
estimated under the conditions of one single intake in
the morning of 75 g Dea bread as breakfast with herbal
tea and included in the lunch of diabetic children (from
40 to 100 g). At an Accredited laboratory an analysis on
the chemical composition of bread was performed in-
cluding on macronutrients, total and soluble fiber, so-
dium chloride, energy value. For the estimation of ef-
fects of Dea bread on the patients were conducted an-
thropometric measurements, clinical and laboratory
examinations – glucose level in venous blood, serum
and total cholesterol, triglycerides, high density choles-
terol, immunoreactive insulin. The index of insulin resis-
tance was calculated. Degustation estimation of the
bread was performed by examined individuals.

Results: In all patients after 2 hours of the bread intake
lack of significant glycemic increase has been estab-
lished, whereas in patients with prediabetes and non-
insulin dependent diabetes the glucose level has shown
significant decrease and no significant changes were
found in insulin dependent diabetics. A tendency of se-
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ïîíèæàâàíå íà èíñóëèíåìèÿòà è íàìàëÿâàíå íà
èíñóëèíîâàòà ðåçèñòåíòíîñò, êàêòî è ïîíèæàâàíå íà
ñåðóìíèòå òðèãëèöåðèäè. Ïðè äåöàòà ñ äèàáåò ñå
ðåãèñòðèðà ïîäîáðåí èíäèâèäóàëåí ìåòàáîëèòåí
îòãîâîð ïðè ïðèåìà íà íîâèÿ õëÿá, â ñðàâíåíèå ñ ïðèåì
íà ñòàíäàðòåí õëÿá „Äîáðóäæà”. Äåãóñòàöèîííàòà
îöåíêà ïîêàçà, ÷å 86,48% îò âúçðàñòíèòå ïàöèåíòè
íàïúëíî îäîáðÿâàò õëÿáà, 8,11% - íå ìíîãî è ñàìî 5,41%
íå ãî îäîáðÿâàò. Äåöàòà ñ äèàáåò äàâàò äîáðà
äåãóñòàöèîííà îöåíêà.

Çàêëþ÷åíèå: Íîâèÿò õëÿá å ôóíêöèîíàëíà
âúãëåõèäðàòíà õðàíà ñ íèñúê ãëèêåìè÷åí èíäåêñ,
áëàãîïðèÿòíè  ìåòàáîëèòíè åôåêòè è ìíîãî äîáðà
äåãóñòàöèîííà îöåíêà. Òîé ñå ïðåïîðú÷âà çà õðàíèòåëíà
ïðåâåíöèÿ è äèåòîòåðàïèÿ ïðè äèàáåò è ìåòàáîëèòíè
íàðóøåíèÿ, êàêòî è çà çäðàâîñëîâíî õðàíåíå.

Êëþ÷îâè äóìè: íîâ õëÿá „Äåà”, äèàáåò, ïðåäèàáåò,
ãëèêåìè÷åí èíäåêñ

Âúâåäåíèå

Õðàíèòåëíàòà ïðåâåíöèÿ è äèåòîòåðàïèÿòà ñà îñíîâíè
ôàêòîðè â ñúâðåìåííèÿ êîíòðîë íà äèàáåòà, êîèòî ìîãàò
ñúùåñòâåíî äà ñúäåéñòâàò çà íàìàëÿâàíå íà áîëåñòíîñòòà
îò äèàáåò è çàáàâÿíåòî íà ïðîãðåñèÿòà íà äèàáåòíèòå
óñëîæíåíèÿ (1,2). Âàæíà ðîëÿ â õðàíèòåëíèÿ ðåæèì ïðè
äèàáåò ñå îòðåæäà íà âúãëåõèäðàòíèòå õðàíè ñ íèñúê
ãëèêåìè÷åí èíäåêñ (3). Âúïðåêè ðàçëè÷íèòå çàêëþ÷åíèÿ
íà ïðîâåäåíèòå èçñëåäâàíèÿ (ñòóäèè) îòíîñíî ñòåïåíòà
íà çíà÷èìîñò íà ãëèêåìè÷íèÿ èíäåêñ, âúâ âñè÷êè
ñúâðåìåííè äèåòè÷íè ïðåïîðúêè çà õîðàòà ñ äèàáåò å
âêëþ÷åíà ïðåïîðúêàòà çà êîíñóìàöèÿ íà äîñòàòú÷íî
êîëè÷åñòâî âúãëåõèäðàòè äî 55-60 åíåðãèéíè %,
ïðåäñòàâåíè ïðåäèìíî îò ïúëíîçúðíåñòè õëåáíè èçäåëèÿ,
äîñòàòú÷íî ôèáðè è õðàíè ñ íèñúê õèïåðãëèêåìè÷åí
ïîòåíöèàë (4,5,6,7). Ñúâðåìåííèòå ïðåïîðúêè çà
çäðàâîñëîâíî õðàíåíå ñúùî íàñî÷âàò êúì êîíñóìàöèÿ
íà ïðåäèìíî êîìïëåêñíè ïîëèçàõàðèäè è ïúëíîçúðíåñò
õëÿá. Ïðîèçâîäñòâîòî è ïðèëîæåíèåòî íà íîâè
çäðàâîñëîâíè è äèåòè÷íè õðàíè òðÿáâà äà áúäå ñúùåñòâåí
åëåìåíò îò íàöèîíàëíàòà õðàíèòåëíà ïîëèòèêà (1,8).

Öåë íà íàñòîÿùîòî ïðîó÷âàíå å äà ñå íàïðàâè
ìåòàáîëèòíà è äåãóñòàöèîííà îöåíêà íà íîâèÿ áúëãàðñêè
õëÿá çà äèàáåòèöè „Äåà”  è äà ñå äàäàò ïðåïîðúêè çà
íåãîâîòî ïðèëîæåíèå.

Ìàòåðèàë, ãðóïè ïàöèåíòè, ìåòîäè è
äèçàéí íà ïðîó÷âàíåòî

 Íîâèÿò õëÿá çà äèàáåòèöè, ïîä òúðãîâñêàòà ìàðêà „Äåà”,
å ïðîèçâåäåí îò áúëãàðñêàòà ôèðìà „Íèëàíà”  ïî
îðèãèíàëíà àâñòðèéñêà ðåöåïòà íà õëÿá „Êàéçåð Ôðàíö”,
ñåðòèôèöèðàí êàòî äèåòè÷íà õðàíà çà äèàáåòèöè îò
èíñòèòóòà „Áèîòàñê”, Ãåðìàíèÿ. Íåãîâèÿò ñúñòàâ âêëþ÷âà
ïúëíîçúðíåñòî áðàøíî îò äèâîðàñòÿùà ïøåíèöà – ñïåëò,
ðúæåíî áðàøíî, å÷åìè÷åí ìàëöîâ åêñòðàêò, êàðòîôåíè

rum insulin and insulin resistance decreasing and also
serum triglycerides decreasing has been proved. The
favorable individual metabolic effect in children has
been shown when they took the new bread in compari-
son to the intake of standard bread “Dobrudzha”. The
degustation estimation showed that with good toler-
ance to new bread are 86,48% of patients, satisfied –
8,11% and only 5,41% - negative. The diabetics chil-
dren have been demonstrated a good degustation toler-
ance.

Conclusion: New bread has been estimated as functional
carbohydrate food with low glycemic index, favorable
metabolic effects and good degudtation assessment. It
is useful in medical practice for nutrition prevention
and dietary therapy in diabetes, metabolic disorders as
well as for healthy nutrition.

Key words: new bread “Dea” , diabetes, pre-
diabetes, low glycemic index

Introduction

Nutritional prevention and dietary therapy have been
shown to be main factors that can improve diabetes
control; moreover they may significantly contribute to
decreased diabetes prevalence and might retard the
progression of diabetic complications (1,2).
Carbohydrate-containing foods with low glycemic index
play an important role in diabetes diet in managing the
disease (3). Despite different conclusions of the studies
conducted concerning the category of food on the
glycemic index in all current dietary recommendations
for the diabetics, the recommendation included for the
consumption of sufficient carbohydrate amount is up to
55-60 energy % represented mainly by whole-wheat
bread products, sufficient fiber and foods with low
hyperglycaemic potential (4,5,6,7). Current
recommendations for healthy nutrition are also oriented
to the consumption of predominantly complex
polysaccharides and whole-wheat bread. The production
and application of new healthy and dietetic foods should
be an essential part of the national nutrition policy (1,8)

The aim of the current study is to perform a metabolic
and degustation assessment of the new Bulgarian bread
“Dea” for diabetics and to make recommendations for
its application.

Material, groups of patients, methods and
design of the study

The new bread for diabetics under the trademark “Dea”
was produced by the Bulgarian company “Nilana”
through the original Austrian bread recipe “Kaizer Franz”
that is certified as a dietetic food for diabetics by the
Institute „Biotack”, Germany. The ingredients included
are whole-grain flour from wild wheat – spelt, rye flour,
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ëþñïè, ñóõî ðúæåíî ìàåíî òåñòî. Õðàíèòåëíîòî
ñúäúðæàíèå ñå ñúñòîè îò 5,28% áåëòúöè; 38,7%
âúãëåõèäðàòè è 184 êêàë íà 100 ã ãîòîâ ïðîäóêò. Îò íÿêîëêî
ãîäèíè õëÿáúò „Êàéçåð Ôðàíö”, êîéòî ñå ïðèãîòâÿ îò
ñúùàòà óíèêàëíà êîìáèíàöèÿ áðàøíî, å óñïåøåí ïðîäóêò
â Ãåðìàíèÿ è Àâñòðèÿ êàêòî çà õîðàòà ñ äèàáåò, òàêà è çà
çäðàâîñëîâíî õðàíåíå.

Ñúãëàñíî ïðåäñòàâåíà ïðîäóêòîâà ñïåöèôèêàöèÿ õëÿá
„Êàéçåð Ôðàíö”, êîéòî ñå èçãîòâÿ îò ñìåñ çà ïå÷åíå  íà
ôèðìà „Ïôàíåë Áàêìèòåë ÃìáÕ” ïî ñúîòâåòíà ðåöåïòà,
îòãîâàðÿ íà ðàçïîðåäáèòå íà íåìñêàòà Íàðåäáà çà
äèåòè÷íèòå õðàíè îò 28 àïðèë 2005 ã., èçìåíåíà íà
30.01.2008 ã. çà èçèñêâàíèÿòà çà äèåòè÷íè õðàíè çà
äèàáåòèöè:

1.   Ñúäúðæàíèåòî íà ìàçíèíè èëè àëêîõîë íå òðÿáâà äà å
ïî-âèñîêî îò òîâà íà ñðàâíèìèòå õðàíè çà îáùà
êîíñóìàöèÿ.

2. Ãëþêîçàòà, èíâåðòíàòà çàõàð, äèçàõàðèäèòå,
ìàëòîäåêñòðèíèòå è ãëþêîçíèÿò ñèðîï íå òðÿáâà äà
ïðèñúñòâàò êàòî äîáàâêè.

3. Õëÿáúò òðÿáâà äà èìà õðàíèòåëíà ñòîéíîñò îò
ìàêñèìóì 840 êÄæ èëè 200 êêàë íà 100 ã.

Ïðîáè îò ïðîèçâåäåíèÿ õëÿá „Äåà” ñà òåñòâàíè äâóêðàòíî
â àêðåäèòèðàíà ëàáîðàòîðèÿ çà èçñëåäâàíå íà õèìè÷íèÿ
ñúñòàâ íà õðàíèòå â ÍÖÎÎÇ (ñåãà ÍÖÎÇÀ)  ïî
ñòàíäàðòèçèðàíè è âàëèäèðàíè âúòðåøíî-ëàáîðàòîðíè
ìåòîäè ïî ÁÄÑ  çà îïðåäåëÿíå íà ïîêàçàòåëèòå:
ñúäúðæàíèå íà ñóõî âåùåñòâî, âëàãà íà ñðåäèíàòà, áåëòúê,
ìàçíèíè, ïåïåë, âëàêíèíè – îáùè, íåðàçòâîðèìè,
ðàçòâîðèìè (ïî ÀÎÀÑ), êèñåëèííîñò, íàòðèåâ õëîðèä,
âúãëåõèäðàòè, åíåðãèéíî ñúäúðæàíèå.

Íîâèÿò õëÿá å àïðîáèðàí ïðè ãðóïà îò 38 ïàöèåíòè,
õîñïèòàëèçèðàíè â Êëèíèêàòà ïî ìåòàáîëèòíè
çàáîëÿâàíèÿ è äèåòåòèêà ïðè Óíèâåðñèòåòñêàòà áîëíèöà
„Öàðèöà Éîàííà-ÈÑÓË” â Ñîôèÿ – 22 ñ äèàáåò, 16 ñ
ïðåäèàáåò, îò êîèòî îáùî 22 æåíè è 16 ìúæå, íà âúçðàñò
îò 20 ã.  äî 74 ã., ïðè ñðåäíà âúçðàñò íà æåíèòå 49 ã. è íà
ìúæåòå - 51 ã. Â ãðóïàòà íà áîëíèòå ñ äèàáåò 15 ñà ñ
íåèíñóëèíîçàâèñèì äèàáåò íà ïåðîðàëíà òåðàïèÿ  (7 æåíè
íà ñðåäíà âúçðàñò 55 ã.,8 ìúæå íà ñðåäíà âúçðàñò 58 ã.,
êàòî âñè÷êè ïîëó÷àâàò áèãâàíèä, à ïðè 4 –ìà (26,66%)
ïåðîðàëíàòà òåðàïèÿ å êîìáèíèðàíà - áèãâàíèä è
ñóëôàíèëóðååí ïðåïàðàò. Ñ èíñóëèíîçàâèñèì äèàáåò ñà 7
ïàöèåíòè (5 æåíè íà ñðåäíà âúçðàñò 60 ã. è  2-ìà ìúæå íà
ñðåäíà âúçðàñò 55 ã.), êàòî ïðè 5 îò òÿõ  (71,4%)
èíñóëèíîëå÷åíèåòî ñå êîìáèíèðà ñ áèãâàíèä.
Èíñóëèíîâîòî ëå÷åíèå å ñ äâó- è òðèêðàòíè àïëèêàöèè íà
êîíâåíöèîíàëíè èíñóëèíè è/èëè èíñóëèíîâè àíàëîãîâè
ñìåñè ïðè äîáúð è çàäîâîëèòåëåí ãëèêåìè÷åí êîíòðîë. Â
ãðóïàòà íà áîëíèòå ñ ïðåäèàáåò  10 ñà æåíè íà ñðåäíà
âúçðàñò 40 ã. è 6 ñà ìúæå íà ñðåäíà âúçðàñò 39 ã., êàòî ïðè
37,6% (6) êúì äèåòîëå÷åíèåòî å äîáàâåíà ìåäèêàìåíòîçíà
òåðàïèÿ ñ áèãâàíèä, ïîðàäè èçðàçåíà èíñóëèíîâà
ðåçèñòåíòíîñò.

barley malt extract, potatoes flakes, rye sourdough with
active dry yeast. The nutritional content consists of 5,28%
proteins; 38,7% carbohydrates and 184 kcal per 100 g of
ready product. Over the last few years the “Kaizer Franz”
bread prepared by the same unique combination of flour
is a successful food item in Germany and Austria both
for the diabetics and for the healthy nutrition.

According to a product specification presented the Kaizer
Franz bread that is made from a baking mixture of the
Company Pfahnl Backmittel GmbH following a certain
recipe was found to correspond to the regulations of the
German Ordinance for dietetic foods as of 28 April 2005
amended on 30.01.2008 adjusted for the requirements for
dietetic foods for diabetics.

1.  The content of fats or alcohol should not be higher
than that of the comparable foods for general
consumption.

2.   Glucose, inverted sugar, disaccharides, maltodextrines
and glucose syrup should not be present as
additives.

3.   The bread should have nutritional value of maximum
840 kJ or 200 kcal of 100 g.

Samples of the produced bread „Dea” were tested twice
at an Accredited laboratory for investigation of food
chemical composition in the National Center of Public
Health Protection by using standardized and validated
internal-laboratory methods according BDS for measuring
the following indicators: content of dry substance,
moisture of bread crumb, protein, fats, ash, fiber – general,
insoluble, soluble (by ÀÎÀÑ), acidity, sodium choride,
carbohydrates, energy content.

The new bread was approbated in a group of 38 patients,
hospitalized in the Clinic of metabolic diseases and
dietetics at the University Hospital Queen Giovanna-
ISUL in Sofia – 22 with diabetes, 16 with prediabetes, of
them a total of 22 women and 16 men, aged from 20 to 74
years with a median age of 49 for women and a median
age of 51 for men. In the group of diabetics 15 patients
have non-insulin dependent diabetes with per oral
administration /7 women at median age of55 years, 8 men
at median age of 58/, as all of them receive biguanide, and
in  4 (26,66%) patients the per oral administration was
combined – biguanide and sulfa nitrile preparation. Seven
patients have insulin dependent diabetes (5 women at
median age of 60 years and 2 men at median age of 55), as
in 5 of them (71,4%) the insulin therapy is combined with
biguanide. The insulin therapy is with two and three
applications of conventional insulin and/or insulin
analogous mixtures with good and fair glycemic control.
In the group of prediabetic patients 10 are women with a
median age of 40 years and 6 are men with a median age
of 39 years, as in 37,6% (6). medicinal therapy with
biguanide due to the expressed insulin resistance was
added to the diet therapy.
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Êîíòðîëíàòà ãðóïà âêëþ÷âà 7 ïàöèåíòè, 4 æåíè íà ñðåäíà
âúçðàñò 50 ã. è 3-ìà ìúæå íà ñðåäíà âúçðàñò 27 ã., îò êîèòî
1 ñ íåèíñóëèíîçàâèñèì äèàáåò òèï 2 è 6 - ñ ïðåäèàáåò.
Âñè÷êè ïðîâåæäàò äèåòîëå÷åíèå, à ïðè 4-ìà (57,1%) å
âêëþ÷åí è áèãâàíèä.

Âñè÷êè ïàöèåíòè ñà àíêåòèðàíè ñúñ ñïåöèàëíî
ðàçðàáîòåíà àíêåòíà êàðòà è ñà èçñëåäâàíè
àíòðîïîìåòðè÷íî è  êëèíèêî-ëàáîðàòîðíî ñúñ
ñúîòâåòíèòå ðóòèííè ìåòîäè. Â ïðîáè âåíîçíà êðúâ íà
àâòîìàòè÷åí àíàëèçàòîð Architect 8000 ñà îïðåäåëÿíè
íèâàòà íà ãëþêîçà ÷ðåç îêèñëèòåëíî-ðåäóêöèîíåí ìåòîä,
íà îáù õîëåñòåðîë è òðèãëèöåðèäè -÷ðåç åíçèìíè
ôîòîìåòðè÷íè ìåòîäè, íà âèñîêîïëúòíîñòåí õîëåñòåðîë
- ÷ðåç äèðåêòåí ìåòîä, íà èìóíîðåàêòèâåí èíñóëèí - ÷ðåç
åíçèìåí èìóíîàíàëèç – MEIA íà Axym. Èç÷èñëÿâàí å
èíäåêñ íà èíñóëèíîâà ðåçèñòåíòíîñò. Ïîëó÷åíèòå äàííè
ñà îáðàáîòåíè ñúñ ñòàòèñòè÷åñêè ìåòîäè: ÷åñòîòåí àíàëèç
íà êà÷åñòâåíè ïðîìåíëèâè, êîéòî âêëþ÷âà àáñîëþòíè è
îòíîñèòåëíè ÷åñòîòè (%); âàðèàöèîíåí àíàëèç íà
êîëè÷åñòâåíè ïðîìåíëèâè; t-òåñò çà ñðàâíåíèå íà ñðåäíè
ñòîéíîñòè íà äâå ãðóïè. Ñòàòèñòè÷åñêàòà îáðàáîòêà íà
äàííèòå å èçâúðøåíà ñúñ ñòàòèñòè÷åñêè ïàêåò SPSS 15.0.

Â îòäåëåíèåòî ïî äèàáåò íà Óíèâåðñèòåòñêàòà áîëíèöà
ïî äåòñêè áîëåñòè â Ñîôèÿ ïðè 15 äåöà ñ äèàáåò å
ïðîâåäåíà äåãóñòàöèÿ íà íîâèÿ õëÿá, à â êëèíè÷åí
åêñïåðèìåíò ñà âêëþ÷åíè 6 äåöà ñ äèàáåò òèï 1, ñ äàâíîñò
íà çàáîëÿâàíåòî îò 2 äî 6 ãîäèíè, íà âúçðàñò îò 5 äî 15 ã.,
íà èíòåíçèôèöèðàíî èíñóëèíîâî ëå÷åíèå ñ òðèêðàòíà
àïëèêàöèÿ íà áúðçîäåéñòâàù èíñóëèí è ÷åòâúðòà
èíæåêöèÿ â 22 ÷. ñ èíòåðìåäèåðåí èíñóëèí.

Ðåçóëòàòè è îáñúæäàíå

 Â ñåêöèÿ „Õèìè÷åí ñúñòàâ íà õðàíèòå” – Èçïèòâàòåëåí
öåíòúð „Çäðàâå” íà ÍÖÎÎÇ (ñåãà ÍÖÎÇÀ) äâóêðàòíî  å
èçâúðøåí õèìè÷åí àíàëèç íà ïðîáè õëÿá, ïðîèçâåäåíè è
ïðåäîñòàâåíè îò ôèðìà „Íèëàíà” ÎÎÄ, Ñîôèÿ, ïî
ñúîòâåòíè ñòàíäàðòíè ìåòîäèêè, ñ öåë îïðåäåëÿíå íà
ðåàëíèÿ õèìè÷åí ñúñòàâ è ñúîòâåòíî åíåðãèéíî
ñúäúðæàíèå íà íîâèÿ áúëãàðñêè õëÿá çà äèàáåòèöè.  Íà
Òàáë.1. ñà ïðåäñòàâåíè ðåçóëòàòèòå îò àíàëèçà íà „Äåà”.
Ïðè ïúðâèÿ àíàëèç ñå óñòàíîâÿâàò  ìàëêî ïî-âèñîêî
ñúäúðæàíèå íà áåëòúöè (7% ñðåùó 5,28%) è âúãëåõèäðàòè
(40,15% ñðåùó 38,7%) â ñðàâíåíèå ñ îáÿâåíàòà ðåöåïòà,
êîåòî îáà÷å íå ñå îòêëîíÿâà îò èçèñêâàíèÿòà çà ñúñòàâà
íà äèåòè÷íèòå ïðîäóêòè çà äèàáåòèöè. Âòîðèÿò àíàëèç
ïîêàçâà  ïîäîáðåí è îïòèìèçèðàí ñúñòàâ íà õëÿáà ïðè
ñúîòâåòíî ïîâèøåíî ñúäúðæàíèå íà îáùèòå è
ðàçòâîðèìèòå âëàêíèíè (ñúîòâåòíî 13,88% ñðåùó 11,55%
è 4,59% ñðåùó 1,01% ñïðÿìî ïúðâàòà ïðîáà) è èçâåñòíî
íàìàëÿâàíå íà îáùèòå âúãëåõèäðàòè (32,76% ñðåùó 40,15%
ñïðÿìî ïúðâàòà ïðîáà). Õàðàêòåðèñòèêàòà íà õëåáíèÿ
ïðîäóêò å çàïàçåíà ïðè íàëè÷íà åíåðãèéíîñò ïîä 200 êêàë
íà 100 ã ïðîäóêò, îïòèìàëíî ñúäúðæàíèå íà âëàêíèíè
(âúãëåõèäðàòíè åäèíèöè ìåæäó 3 è 4, à õëåáíè åäèíèöè
ñðåäíî - 3 íà 100 ã ïðîäóêò).

The control group includes 7 patients, 4 women with a
median age of 50 years and 3 men with a median age of 27
years, of them 1 has non-insulin dependent type 2
diabetes and 6 have prediabetes. All are under diet
therapy, and in 4 (7,1%) biguanide is included.

All patients were inquired by specially developed
questionnaire card and investigated anthropometrically
and by clinical-laboratory with the relevant routine
methods. In samples of venous blood at automatic
analyzer Architect 8000 the glucose levels were measured
by oxy-reduction method, of total cholesterol and
triglycerides by enzymatic photometric methods, of high
density cholesterol method by a direct method, of
immuno-reactive insulin by an enzymatic immune
analysis– MEIA of Axym. The index of insulin resistance
was calculated. Descriptive statistics, correlation and
regression analyses parametric and non-parametric
inferential statistics and multiple linear logistic regression
analysis have been applied for data processing.

In the Department of diabetes at the University Pediatric
Hospital in Sofia degustation of the new bread was
performed by 15 diabetic children, while in a clinical
experiment were included 6 children, aged 5 to 15 years,
with type 1 diabetes with a disease duration that ranged
from 2 to 6 years, at intensifying insulin program with
triple-therapy regimen of fast-acting insulin and fourth
injection at 22 h with intermediate-acting insulin.

Results and discussion

In the section „Chemical food composition” – Test Center
„Zdrave” of the NCPHP a chemical analysis of samples
of the bread produced and placed at disposal by the
Company “Nilana” Ltd, Sofia, using appropriate standard
methods in order to determine the real chemical
composition and respective energy content of the new
bread for diabetic people. The results obtained from the
analysis of Dea bread are shown in Table 1. In the first
analysis a little bit higher amount of proteins (7% against
5.28%) and carbohydrates (40.15% against 38.7%) were
established in comparison to the recipe declared;
however, it is not deviated from requirements for dietetic
product composition beneficial for diabetics. The second
analysis shows improved and optimal food composition
at appropriately increased content of total and soluble
fiber (respectively 13,88% against 11,55% and 4,59%
against 1,01% versus the first sample) and certain
decrease of total carbohydrates (32,76% against 40,15%
versus the first sample). Properties of the bread product
are preserved at available energy content below 200 kcal
per 100 g of a product, optimal content of fiber,
carbohydrate units between 3 and 4, and bread units on
average 3 per 100 g of a product.
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Table 1. Chemical and energy composition of Dea breadÒàáëèöà 1. Õèìè÷åí è åíåðãèåí ñúñòàâ íà õëÿá „Äåà” *

* Ðåçóëòàòèòå îò àíàëèçà ñå îòíàñÿò ñàìî çà èçïèòâàíàòà
ïðîáà. Ïðè àíàëèçà íà ïðîáèòå ñ òå÷íîõðîìàòîãðàôñêà
ìåòîäèêà ïî ËÌÈ:ÈÖÇ íå ñå îòêðèâà çàõàðîçà.

Ðàçðàáîòåíèÿò íîâ àñîðòèìåíò õëÿá „Äåà” ïðåäñòàâëÿâà
íîâ ïðîäóêò, êîéòî ñå îòëè÷àâà ñ ïîäîáðåíè õðàíèòåëíè
êà÷åñòâà è îïòèìàëåí ñúñòàâ. Òîé å ñúçäàäåí íà îñíîâà íà
ïúëíîçúðíåñòî áðàøíî îò ðúæ è äèâîðàñòÿùà ïøåíèöà è
å åñòåñòâåí èçòî÷íèê íà ðàñòèòåëíè âëàêíèíè, à çàåäíî ñ
òîâà è íà ìèíåðàëè, âèòàìèíè, ðàñòèòåëíè ìàçíèíè. „Äåà”
ñå îòëè÷àâà ñ íàìàëåíî åíåðãèéíî ñúäúðæàíèå è
îïòèìèçèðàíî âúãëåõèäðàòíî ñúäúðæèìî.

Õðàíèòåëíàòà ñòîéíîñò íà íîâèÿ õëÿá îòãîâàðÿ èçöÿëî íà
èçèñêâàíèÿòà çà õëåáíî èçäåëèå, à âëîæåíèòå ñóðîâèíè è
êîìáèíèðàíîòî óíèêàëíî áðàøíî, îáîãàòåíî ñ âëàêíèíè,
îïðåäåëÿò íåãîâèòå îïòèìàëíè ìåòàáîëèòíè åôåêòè.

Âúç îñíîâà íà ðóòèíåí êëèíè÷åí ïðåãëåä è ñúîòâåòíè
êëèíèêî-ëàáîðàòîðíè èçñëåäâàíèÿ å íàïðàâåíà
õàðàêòåðèñòèêà íà ãðóïàòà îò 38 ïàöèåíòè îò
Ìåòàáîëèòíàòà êëèíèêà, âêëþ÷åíè â îïðåäåëÿíåòî  íà
ìåòàáîëèòíà è äåãóñòàöèîííà îöåíêà íà íîâèÿ õëÿá.

* The results obtained from the analysis are only referred to
the tested samples. In the analysis of samples using
HPLC, no saccharosis was found.

The developed new type of bread “Dea” of the Company
“Nilana” is a new bread product, which is distinguished by
its improved nutritional qualities and optimal composition.
It was produced on the basis of whole grain flour from rye
and wheat and it is a natural source of plant fiber along
with minerals, vitamins and plant fats. “Dea” is
distinguished by its decreased energy content and modified
carbohydrate content.

The nutritional value of the new bread corresponds as a
whole to the requirements for bread product, and the
incorporated raw materials and combined unique fiber-rich
flour determine its modified metabolic effect.

On the basis of a routine clinical check-up and relevant
clinical and laboratory examination, characterization was
performed within the group of 38 patients from the
Metabolic clinic, who were included in the determination
of metabolic and degustation assessment of the new bread.
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Êàêòî å äîáðå èçâåñòíî, äèàáåò òèï 2 ñå ñú÷åòàâà ñ
íàäíîðìåíî òåãëî. Â ãðóïàòà íà íåèíñóëèíîâèòå
äèàáåòèöè 14 èëè 93,33% èìàò çàòëúñòÿâàíå è ñàìî 1
(06,64%) å ñ íîðìàëíî òåãëî. Âñè÷êè ïàöèåíòè ñà ñ
àðòåðèàëíà õèïåðòîíèÿ. 9 îò òÿõ (60,0%) ñà ñ ïîâèøåí îáù
õîëåñòåðîë,  10 (66,66%) ñà ñ íèñúê õîëåñòåðîë â
ëèïîïðîòåèíèòå ñ âèñîêà ïëúòíîñò, à 8 (53,33%) îò
ïàöèåíòèòå ñà ñ õèïåðòðèãëèöåðèäåìèÿ. Òðèìà /20,00%/
ñúîáùàâàò çà õðîíè÷åí ãàñòðîäóîäåíèò. Ñ ðàçâèòèå íà
äèàáåòíè óñëîæíåíèÿ ïî òèïà íà äèàáåòíà
ïîëèíåâðîïàòèÿ ñà 9 ïàöèåíòè (60,0%) è ñ äèàáåòíà
íåôðîïàòèÿ ñà 4-ìà (26,66%).

Â ãðóïàòà íà èíñóëèíîâèòå äèàáåòèöè âñè÷êè ïàöèåíòè
èìàò çàòëúñòÿâàíå ñ ÈÒÌ íàä 30  (òåãëî (êã)/ðúñò (ì2)).
Ñúðäå÷íîñúäîâè çàáîëÿâàíèÿ (àðòåðèàëíà õèïåðòîíèÿ è
ÈÁÑ) èìàò 6 ïàöèåíòè (85,7%), à 2-ìà (28,6%) èìàò
õðîíè÷åí ãàñòðèò. Äèàáåòúò å óñëîæíåí ïðè âñè÷êè ñ
äèàáåòíà ïîëèíåâðîïàòèÿ è ïðè 2-ìà (28,6%) èìà
óñòàíîâåíà äèàáåòíà íåôðîïàòèÿ. Óñòàíîâåíè ñà è
âòîðè÷íè ëèïèäíè íàðóøåíèÿ. Ïðè 4-ìà ïàöèåíòè (57,1%)
- ïîâèøåí îáù õîëåñòåðîë, ïðè 5 (51,4%) - ïîíèæåí
õîëåñòåðîë â ëèïîïðîòåèíèòå ñ âèñîêà ïëúòíîñò, ïðè 4
(57,1%) - ïîâèøåíè òðèãëèöåðèäè.

Â ãðóïàòà íà ïàöèåíòèòå ñ ïðåäèàáåò ïðåîáëàäàâàò ëèöàòà
ñúñ çàòëúñòÿâàíå – 14 (87,5%). Îáùî ïðè âñè÷êè èìà
ìåòàáîëèòåí ñèíäðîì, êàòî ïîâèøåí îáù õîëåñòåðîë ñå
íàìèðà ïðè 9 äóøè (56,3%), ïîíèæåí õîëåñòåðîë â
ëèïîïðîòåèíèòå ñ âèñîêà ïëúòíîñò - ïðè 13 (81,3%),
ïîâèøåíè íèâà íà òðèãëèöåðèäè – ïðè 7 (43,7%). Îáùî
ïðè 9 ïàöèåíòè (56,3%) ñå óñòàíîâÿâàò àðòåðèàëíà
õèïåðòîíèÿ è ÈÁÑ; ïðè 7 (43,7%) - õðîíè÷åí ãàñòðèò, à
ïðè åäèí - õîëåöèñòåêòîìèÿ.

Êîíòðîëíàòà ãðóïà ïàöèåíòè èìà ñõîäíà êëèíè÷íà
õàðàêòåðèñòèêà. Ñúñ çàòëúñòÿâàíå ñà 71,4%, ïðè 57,1% èìà
àðòåðèàëíà õèïåðòîíèÿ è ÈÁÑ è ïðè 14,3% - õðîíè÷åí
ãàñòðèò. Ëèïèäíèòå íàðóøåíèÿ ñà ñúùî ÷åñòè – ñ ïîâèøåí
îáù õîëåñòåðîë ñà 42,9%, ñ ïîíèæåí âèñîêîïëúòíîñòåí
õîëåñòåðîë ñà 57,1%, ñ ïîâèøåíè íèâà íà òðèãëèöåðèäèòå
ñà 42,9%.

Äèåòîòåðàïèÿòà å îñíîâíà òåðàïèÿ çà ïàöèåíòèòå ñ äèàáåò.
Àíêåòíîòî ïðîó÷âàíå óñòàíîâè, ÷å 60% îò
íåèíñóëèíîâèòå äèàáåòèöè  (9 ïàöèåíòè) ñïàçâàò äèåòè÷åí
ðåæèì, à 40% -6 äóøè ñúîáùàâàò, ÷å íå ãî ñïàçâàò. Âàæåí
ôàêòîð çà äèåòîëå÷åíèåòî ïðè äèàáåò å îáó÷åíèåòî íà
ïàöèåíòèòå çà ïðàâèëåí äèåòè÷åí ðåæèì. Ïàöèåíòèòå,
ñïàçâàùè äèåòè÷íèÿ ðåæèì,ñà áèëè îáó÷åíè çà òîâà, à
òåçè, êîèòî íå ãî ñïàçâàò ñúîáùàâàò, ÷å íå ñà îáó÷åíè.
Íà÷èíúò íà îáó÷åíèå å ðàçëè÷åí – 4-ìà ïàöèåíòè (26,66%)
ñà îáó÷åíè â ãðóïîâî îáó÷åíèå â êëèíèêà, 3-ìà (20,0%)
ñà îáó÷åíè îò èíòåðíåò è ëèòåðàòóðà, 1 ïàöèåíò (6,66%) å
îáó÷åí îò ëè÷åí ëåêàð è 1 (6,66%) - îò ñïåöèàëèñò.
Ñúùåñòâåí åëåìåíò íà äèåòè÷íèÿ ðåæèì å îïðåäåëÿíåòî
íà õëåáíèòå åäèíèöè. Îêàçà ñå, ÷å âúïðåêè îáó÷åíèåòî,
ñàìî 3-ìà îò ïàöèåíòèòå (20,0%) çíàÿò êîëêî õëåáíè
åäèíèöè äíåâíî òðÿáâà äà ïðèåìàò, à îñòàíàëèòå 12
ïàöèåíòè (80,0%) íå çíàÿò òîâà.

As it is well known, type 2 diabetes is strongly associated
with being overweight. In the group of non-insulin diabetics
14 or 93,33% are overweight and only 1 diabetic (06,64%) is
normal weight patient. All patients have arterial
hypertension, 9 (60,0%) have increased total cholesterol,
66,66% (10) have low cholesterol in the high density
lipoproteins, 53,33% (8) of patients have
hypertriglyceridemia and 3 of then (20,00%) have reported
chronic gastroduodenite. With the development of diabetic
complications by the type of diabetic polynephropathy
are 60,0% (9) of the patients and with diabetic nephropathy
are 26,66% (4) of the patients.

In the group of insulin diabetics all patients are overweight
with BMI above 30 kg/m2. 85,7% /6/ have cardio-vascular
diseases (arterial hypertension and coronary heart disease),
and 2 (28,6%) have chronic gastritis. Diabetes is
complicated in all with diabetic polynephropathy and in 2
(28,6%) a diabetic nephropathy was established. Secondary
lipid disorders were found as follows: in 4 patients (57,1%)
- increased total cholesterol, in 5 (51,4%) - decreased
cholesterol in high density lipoproteins, in 4 (57,1%) -
increased triglycerides.

In the group of patients with prediabetes prevail the
individuals with obesity– 87,5% (14). Totally, in all patients
is revealed metabolic syndrome, as increased total
cholesterol was found in  9 (56,3%), decreased cholesterol
in high density lipoproteins in 13 (81,3%), increased
triglyceride levels – in 7 (43,7%). Totally, in 9 patients (56,3%)
was found  arterial hypertension and coronary heart disease
and in 7 (43,7%) - chronic gastritis and in 1 –
cholecystectomy.

The control group of patients has similar clinical
characteristics. 71,4% of them are obese, 57,1% of patients
have arterial hypertension and coronary heart disease and
14,3% have chronic gastritis. The lipid disorders are also
frequently met – with increased total cholesterol are 42,9%,
with decreased high density cholesterol are 57,1% and with
elevated triglyceride levels are 42,9%.

Diet therapy plays a very important role in the treatment of
diabetes. It was established by using questionnaires that
60% of non-insulin diabetics (9) follow diet therapy, and
40% (6) have reported that they did not follow it. An
important factor for the diet therapy in diabetes is to train
patients for an appropriate dietary regimen. The patients
that followed the dietary regimen  (9/)were trained for doing
this, while those who did not follow it (6) have reported
that they were not trained. The way of being trained is different
– 4 patients (26,66%) participated in group-based training in
the clinic, 3 patients were trained  (20,0%) through the Internet
and scientific literature, 1 patient (6,66%) was given training by
a GP and 1 patient (6,66%) was given training by a medical
specialist. An essential element of the dietary regimen is the
determination of the bread units. It can be seen that despite the
training only 3 of the patients (20,0%) know how many bread
units daily should be delivered, while the rest 12 patients (80,0%)
did not know anything about this.
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Âúïðåêè ïî-ñåðèîçíîòî ëå÷åíèå ïðè èíñóëèíîâèòå
äèàáåòèöè, àíêåòíèòå äàííè ïîêàçâàò, ÷å äèåòàòà ñå ñïàçâà
ñòðèêòíî ñàìî ïðè 2-ìà (28,6%), ïîíÿêîãà – ïðè 4-ìà
(57,15), à åäèí âúîáùå íå ÿ ñïàçâà. Îáó÷åíè çà äèåòè÷íèÿ
ðåæèì ñà 4-ìà ïàöèåíòè (57,1%) è òå çíàÿò êîëêî õëåáíè
åäèíèöè ñà èì íåîáõîäèìè. Îñòàíàëèòå íå ñà çàïîçíàòè ñ
òîâà.

Â ãðóïàòà íà ïàöèåíòèòå ñ ðèñê îò äèàáåò ïðåäïèñàíèÿò
äèåòè÷åí ðåæèì ñå ñïàçâà ïðè òâúðäå ìàëêî ïàöèåíòè -
ñàìî äâàìà (12,5%), ïîíÿêîãà – îò 9 (56,3%) è íå ñå ñïàçâà
îò îñòàíàëèòå 5 (31,2%). Îêàçà ñå, ÷å ïîâå÷åòî îò òÿõ íå ñà
è îáó÷åíè çà òîâà. Ñàìî 4-ìà ïàöèåíòè îò ãðóïàòà  (25,0%)
ñà èíôîðìèðàíè çà ïðàâèëíàòà äèåòà , îò êîèòî 3-ìà ÷ðåç
ãðóïîâî îáó÷åíèå â êëèíèêàòà è 1 – îò èíòåðíåò è
ëèòåðàòóðà. Ñúîòâåòíî ñ íåîáõîäèìèòå èì õëåáíè
åäèíèöè ñà çàïîçíàòè ñàìî 2-ìà ïàöèåíòè (12,5%).

Ñúâðåìåííèòå äèåòè÷íè ïðåïîðúêè çà äèàáåò èçèñêâàò
äîñòàòú÷íî ïðèåì íà âúãëåõèäðàòè êàòî 55-60% îò äíåâíèÿ
åíåðãèåí ïðèåì. Ðåçóëòàòèòå îò àíêåòàòà ïîêàçâàò, ÷å
ðåäîâíî ïðèåìàò õëÿá   13 îò ïàöèåíòèòå ñ
íåèíñóëèíîçàâèñèì äèàáåò (86,66%), à ñ íåðåäîâåí ïðèåì
íà õëÿá ñà ñàìî 2 ïàöèåíòè (13,33%), êàòî ñðåäíèÿò ïðèåì
íà õëÿá å 4 è ïîëîâèíà ñòàíäàðòíè ôèëèè äíåâíî.
Ïàöèåíòèòå ñå íàñî÷âàò êúì êîíñóìàöèÿ íà ïðåäèìíî
òúìíè, ïúëíîçúðíåñòè õëÿáîâå. Äåâåò  (60,0%) îò òÿõ
ñïîäåëÿò, ÷å ïðèåìàò ïðåäèìíî òèïîâ õëÿá, 4-ìà (26,66%)
- ïúëíîçúðíåñò õëÿá è äâàìà (13,34%) - ÷åðåí õëÿá.

Ïîäîáíè ñà îòãîâîðèòå è íà ïàöèåíòèòå ñ
èíñóëèíîçàâèñèì äèàáåò. Îò òÿõ ðåäîâíî ïðèåìàò õëÿá
ïîâå÷å îò ïîëîâèíàòà – 71,4% , ïðè ñðåäåí ïðèåì íà 4
ñòàíäàðòíè ôèëèè äíåâíî. Â 57,1%  ñå ïðåäïî÷èòà òèïîâ
õëÿá, ïðè 28,6%  - ÷åðåí õëÿá, à 14,3% ïðèåìàò õëÿá
„Äîáðóäæà”.

Â ãðóïàòà íà ïàöèåíòèòå ñ ïðåäèàáåò ïî-ãîëÿìàòà ÷àñò
ñúùî ðåäîâíî ïðèåìàò õëÿá –  62,5%, íåðåäîâíî – 31,3%
è 1 ïàöèåíò íå ïðèåìà õëÿá. Ñðåäíèÿò ïðèåì íà õëÿá å 4,8
ñòàíäàðòíè ôèëèè äíåâíî. Êîíñóìàöèÿòà íà õëÿá å ïî-
ðàçíîîáðàçíà – 25%  ïðèåìàò òèïîâ õëÿá, 31,3%  ïðèåìàò
ïúëíîçúðíåñò õëÿá, 25% - áÿë õëÿá è 18,7% - ðúæåí õëÿá.

Â êëèíè÷íè óñëîâèÿ ïàöèåíòèòå ñà ïîëó÷èëè åäíîêðàòíî
êàòî ñóòðåøíà çàêóñêà ñàìî 75 ã õëÿá „Äåà” (2 ÕÅ) - ñðåäíî
2 îðèãèíàëíè ôèëèéêè, çàåäíî ñ ÷àé, ïðè êîåòî å
èçâúðøåíà äåãóñòàöèîííà è ìåòàáîëèòíà îöåíêà íà õëÿáà.
Êîíòðîëíàòà ãðóïà ïàöèåíòè å ïðèåëà åäíîêðàòíî ñúùîòî
êîëè÷åñòâî 75 ã ñòàíäàðòåí õëÿá „Äîáðóäæà”. Íà âñè÷êè
ïàöèåíòè  ñà ïðîñëåäåíè ìåòàáîëèòíè êðúâíè ïîêàçàòåëè
ïðåäè è íà 120-òà ìèíóòà îò ïðèåìà íà õëÿáà â ïðîáè
âåíîçíà êðúâ, à íà 60-òà - â êëèíèêàòà „Accuchek Active” ñ
ãëþêîìåð å îïðåäåëåíà êðúâíàòà çàõàð â êàïèëÿðíà êðúâ.

Äàííèòå çà ìåòàáîëèòíèòå ïðîìåíè ïðè îòäåëíèòå ãðóïè
ïàöèåíòè ñà ïðåäñòàâåíè íà òàáë. 2,3,4,5.  Ìåòàáîëèòíàòà
õàðàêòåðèñòèêà íà îòäåëíèòå ãðóïè å ðàçëè÷íà â
ñúîòâåòñòâèå ñúñ ñòåïåíòà íà íàðóøåíèÿòà âúâ
âúãëåõèäðàòíèÿ ìåòàáîëèçúì. Ðàçëè÷íè ñà è
ìåòàáîëèòíèòå îòãîâîðè íà ïðèåìà íà õëÿáà, êîéòî å

Despite the more serious treatment for insulin diabetics, the
questionnaires show that the diet was strictly followed only
by 2 patients (28,6%), sometimes – by 4 patients (57,15),
while 1 patient has never followed it. Four patients (57,1%)
were educated for the dietary regimen and they know how
many bread units are needed, while the rest patients were
not acquainted with this.

In the group of patients being at risk for diabetes the
prescribed dietary regimen was followed by few patients –
only 2 (12,5%), sometimes – by 9 (56,3%) patients and was
not followed by the rest 5 patients (31,2%). It was found
that most of them were not trained for this. Only 4 patients
of the group  (25,0%) were well informed for the proper diet,
of them 3 acquired information through group training in
the Clinic and 1 – through the Internet and scientific
literature. Only 2 patients (12,5%) were acquainted with the
bread units relevant for them.

Current dietary recommendations for diabetes require
sufficient intake of carbohydrates as 55-60% of the daily
energy intake. Results of the questionnaire show that
86,66% (3) of the patients with non-insulin diabetes eat
bread on a regular basis, while only 2 patients (13,33%) eat
bread irregularly, as the average bread intake is 4 and a half
standard slices per day. Patients are predominantly oriented
to the consumption of brown, whole-grain breads and 60,0%
(9) of them share their opinion that eat mainly brown, 26,66%
(4) - whole-wheat bread and 13,34% (2) - rye bread.

The answers of the patients with insulin-dependent diabetes
were similar, too. Of them most of the half eat bread on a
regular basis – 71,4% (5), on average intake of 4 standard
slices per day. 57,1% (4) of the patients prefer brown bread,
28,6% (2) eat rye bread and 1 (14,3%) patient consumes the
bread “Dobrudzha”.

In the group of prediabetic patients the most part of them
eat also bread on a regular basis – 10 (62,5%), on an irregular
basis – 5 (31,3%) and 1 patient does not eat bread. The
average intake of bread is 4,8 standard slices of bread daily.
The bread consumption is more diverse – 25% (4) of the
patients eat brown bread, 31,3% (5) of the patients eat whole-
wheat bread, 25% (4) of the patients – white bread and
18,7% (3) of the patients consume rye bread.

Under clinical conditions the patients were delivered once
as breakfast only 75 g of bread „Dea” (2 ÕÅ) - on average 2
original slices along with tea, as in parallel a degustation
and metabolic assessment of the bread is performed. The
control group of patients took once the same quantity of 75
g of standard bread “Dobrudzha”. All patients were traced
for the metabolic blood indicators before and at the 120th

minute from the intake of bread in samples of venous blood,
and the glucose level in capillary blood was determined at
the 60th minute through the glucomeasurer in the clinic
Accuchek Active.

Data for metabolic changes in the different group of patients
are presented in Tables 2,3,4,5. Metabolic characteristic of
the different groups is distinguished by the degree of
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ïðåäèìíî âúãëåõèäðàòíà õðàíà ñ ïîëèçàõàðèäíî
ñúäúðæàíèå è ïî-íèñúê õèïåðãëèêåìè÷åí ïîòåíöèàë.

Òàáëèöà 2.  Ìåòàáîëèòíè ïðîìåíè ïðè ïàöèåíòèòå ñ
ïðåäèàáåò ñëåä ïðèåì íà õëÿá „Äåà” (n=16).

* Ñòàòèñòè÷åñêè äîñòîâåðíà ðàçëèêà íà ñðåäíàòà ñòîéíîñò íà
ïîêàçàòåëÿ  â ñðàâíåíèå ñ óñòàíîâåíàòà ñòîéíîñò ïðåäè
êîíñóìàöèÿòà íà õëÿáà (ð<0,05).

Òàáëèöà 3. Ìåòàáîëèòíè ïðîìåíè ïðè ïàöèåíòèòå ñ
íåèíñóëèíîçàâèñèì äèàáåò ñëåä ïðèåì íà „ Äåà” ( n=15).

* Ñòàòèñòè÷åñêè äîñòîâåðíà ðàçëèêà íà ñðåäíàòà ñòîéíîñò íà
ïîêàçàòåëÿ  â ñðàâíåíèå ñ óñòàíîâåíàòà ñòîéíîñò ïðåäè
êîíñóìàöèÿòà íà õëÿáà (ð<0,05)

disorders in the carbohydrate metabolism. Metabolic replies
to the intake of bread that is predominantly carbohydrate
food with polysaccharide content and lower hyperglycemic
potential.

Table 2. Metabolic changes in patients with prediabetes after
eating Dea bread ( n=16).

* Statistically significant difference of the mean value of
indicator in comparison to the value established before the
bread consumption (p<0,05).

Table 3. Metabolic changes in patients with non-insulin
dependent diabetes after the intake of Dea bread (n =15).

* Statistically significant difference of the mean value of
indicator in comparison to the value established before the
bread consumption (p<0,05)

ÕÐÀÍÈ È ÕÐÀÍÅÍÅ FOODS AND NUTRITION



10 ���������������Òîì 3  �����  Êí.1-2 � � � � � ÁÚËÃÀÐÑÊÎ ÑÏÈÑÀÍÈÅ ÇÀ ÎÁÙÅÑÒÂÅÍÎ ÇÄÐÀÂÅ  �  �  �  �  � 2011  �  �  �  �  � BULGARIAN JOURNAL  OF  PUBLIC  HEALTH �����Vol.3 ����� ¹ 1-2 ���������������

Òàáëèöà 4. Ìåòàáîëèòíè ïðîìåíè ïðè ïàöèåíòèòå ñ
èíñóëèíîçàâèñèì äèàáåò ñëåä ïðèåì íà õëÿá „Äåà”( n=7).

* Ñòàòèñòè÷åñêè äîñòîâåðíà ðàçëèêà íà ñðåäíàòà ñòîéíîñò íà
ïîêàçàòåëÿ  â ñðàâíåíèå ñ óñòàíîâåíàòà ñòîéíîñò ïðåäè
êîíñóìàöèÿòà íà õëÿáà (ð<0,05)

Òàáëèöà 5.  Ìåòàáîëèòíè ïðîìåíè ïðè êîíòðîëíàòà ãðóïà ñ
ïðåäèàáåò ñëåä ïðèåì íà õëÿá „Äîáðóäæà” ( n=7).

* Ñòàòèñòè÷åñêè äîñòîâåðíà ðàçëèêà íà ñðåäíàòà ñòîéíîñò íà
ïîêàçàòåëÿ  â ñðàâíåíèå ñ óñòàíîâåíàòà ñòîéíîñò ïðåäè
êîíñóìàöèÿòà íà õëÿáà (ð<0,05)

Âúïðåêè ìåòàáîëèòíèòå ðàçëè÷èÿ è ïðè òðèòå ãðóïè
ïàöèåíòè, òåñòâàíè ñ „Äåà”, íå ñå óñòàíîâÿâà çíà÷èìî
ïîâèøåíèå íà ãëèêåìèÿòà íà âòîðèÿ ÷àñ îò ïðèåìà íà
õëÿáà. Ïðè ïàöèåíòèòå ñ ïðåäèàáåò è ñ íåèíñóëèíîçàâèñèì
äèàáåò ñå ðåãèñòðèðà çíà÷èìî ïîíèæåíèå íà ãëèêåìèÿòà
íà 120-òà ìèí. ñïðÿìî èçõîäíàòà é ñòîéíîñò íà ãëàäíî –
ñúîòâåòíî ñðåäíî ñ îêîëî 0,5 mmol/l èëè ñúñ 7,59% ïðè
ïðåäèàáåò è ñðåäíî ñ 0,96 mmol/l  èëè ñ 12,03% ïðè
íåèíñóëèíîçàâèñèìèòå äèàáåòèöè. Ïðè ïàöèåíòèòå ñ
èíñóëèíîçàâèñèì äèàáåò òàçè ïðîìÿíà ñå èçðàçÿâà ñðåäíî
ñ 0,56 mmol/l èëè ñ 4,80%, íî ïîðàäè ïî-ìàëêèÿ áðîé
ïàöèåíòè òàçè ðàçëèêà íå å ñòàòèñòè÷åñêè çíà÷èìà  (Ôèã.1).

Table 4. Metabolic changes in patients with insulin-dependent
diabetes after the intake of Dea bread.

* Statistically significant difference of the mean value of
indicator in comparison to the value established before the
bread consumption (p<0,05)

Table 5. Metabolic changes in the control group with
prediabetes after the intake of Dobrudzha bread (n=7).

* Statistically significant difference of the mean value of
indicator in comparison to the value established before the
bread consumption (p<0,05)

Despite the metabolic differences and in the three groups
of patients tested with Dea bread, no significant increase
was established in the glycemia at the second hour after the
bread intake. In the patients with prediabetes and with non-
insulin dependent diabetes a significant decrease in the
glycemia at the 120th minute was registered versus its initial
value on an empty stomach – respectively on average with
about 0,5 mmol/l or with 7,59% in prediabetes and on average
with 0,96 mmol/l or with 12,03% in non-insulin dependent
diabetics. In the patients with insulin dependent diabetes
this change is manifested on average with 0,56 mmol/l or
with 4,80%, but due to the lower number of patients this
difference is not statistically significant (Fig.1).
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Ôèã. 1.  Íèâà íà êðúâíà çàõàð ïðè ïàöèåíòè ñ  ïðåäèàáåò,
íåèíñóëèíîçàâèñèì è èíñóëèíîçàâèñèì  äèàáåò ïðåäè è
ñëåä ïðèåì íà õëÿá „Äåà” è ïðè êîíòðîëíà ãðóïà ñ
ïðåäèàáåò ïðåäè è ñëåä ïðèåì íà õëÿá „Äîáðóäæà”.

Ëåãåíäà
Ïðåäèàáåò – ïàöèåíòè ñ ïðåäèàáåò
ÍÈÇÇÄ – ïàöèåíòè ñ íåèíñóëèíîçàâèñèì çàõàðåí äèàáåò
ÈÇÇÄ - ïàöèåíòè ñ èíñóëèíîçàâèñèì çàõàðåí äèàáåò
Êîíòðîëà  - ïàöèåíòè ñ ïðåäèàáåò

Òåçè ðåçóëòàòè ïîêàçâàò ÿñíî íàëè÷èå íà íèñúê
ãëèêåìè÷åí èíäåêñ íà íîâèÿ õëÿá, ëèïñà íà çíà÷èìî
ïîâèøåíèå íà êðúâíàòà çàõàð è äîðè ïîäîáðÿâàíå íà
õèïåðãëèêåìèÿòà ñëåä íåãîâèÿ ïðèåì. Ïðîìåíèòå íà
ãëèêåìèÿòà íà êîíòðîëíèòå ïàöèåíòè, òåñòâàíè ñ õëÿá
„Äîáðóäæà”, ïîêàçàõà ïîâèøåíèå íà êðúâíàòà çàõàð,
ñðåäíî ñ 0,95 mmol/l èëè ñ 16,46%  íà âòîðèÿ ÷àñ ñëåä
ïðèåìà, êîåòî ïðåäñòàâëÿâà åäèí î÷àêâàí ìåòàáîëèòåí
îòãîâîð ñïðÿìî òîçè ñòàíäàðòåí õëÿá (9), ïðèãîòâåí îò
ïî-ðàôèíèðàíî áðàøíî áåç ôèáðè (Ôèã.2).

Ôèã.2. Íèâà íà èìóíîðåàêòèâåí èíñóëèí (ÈÐÈ/) ïðè ïàöèåíòè
ñ ïðåäèàáåò è íåèíñóëèíîçàâèñèì äèàáåò ïðåäè è ñëåä
êîíñóìàöèÿ íà õëÿá „Äåà” è ïðè êîíòðîëíà ãðóïà ïàöèåíòè
ñ ïðåäèàáåò ïðåäè è ñëåä ïðèåì íà õëÿá „Äîáðóäæà”.

Ëåãåíäà
Ïðåäèàáåò– ïàöèåíòè ñ ïðåäèàáåò
ÍÈÇÇÄ– ïàöèåíòè ñ íåèíñóëèíîçàâèñèì çàõàðåí äèàáåò
Êîíòðîëà – ïàöèåíòè ñ ïðåäèàáåò

Fig.1.  Blood sugar levels in patients with prediabetes,  non-
insulin dependent  and insulin dependent  diabetes mellitus
before and after intake of „Dea” bread  and in control  group
with prediabetes before and after intake of “Dobrudja” bread.

Legend
Prediabetes - individuals with prediabetes
NIDDM - patients with non-insulin dependent diabetes
mellitus
IDDM - patients with insulin dependent diabetes mellitus
Control group - Control group patients with  prediabetes

These results show significant presence of low glycemic
index of the new bread, lack of significant increase in
glucose level and even improvement of the hyperglycemia
after the bread intake. Changes in glycemia of the control
patients tested with Dobrudzha bread showed increase
in the glucose level on average with 0,95 mmol/l or with
16,46%  at the second hour after the intake, which presents
an expected metabolic answer versus this standard bread
(9), prepared by more refined flour without fiber (Fig. 2)

Fig. 2.  Levels of immunoreactive insulin (IRI)  in patients
with prediabetes and non-insulin dependent diabetes
mellitus before and after  intake of „Dea” bread  and in
control  group before and after intake of “Dobrudja” bread

Legend
Prediabetes -patients with prediabetes
NIDDM - patients with non-insulin dependent diabetes
mellitus
Control group - patients with prediabetes
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Ðàçëè÷íè ïî ñòåïåí, íî åäíîïîñî÷íè ñà è ïðîìåíèòå â
èíñóëèíåìèÿòà è èíñóëèíîâàòà ðåçèñòåíòíîñò ïðè
ïàöèåíòèòå ñ ïðåäèàáåò è íåèíñóëèíîçàâèñèì äèàáåò â
óñëîâèÿòà íà òåñòà. Âúïðåêè ÷å èíñóëèíåìèÿòà îñòàâà
âèñîêà, íà âòîðèÿ ÷àñ îò ïðèåìà íà õëÿáà ñå ðåãèñòðèðà
òåíäåíöèÿ êúì íåéíîòî ïîíèæàâàíå, êàêòî è èçâåñòíî
íàìàëÿâàíå íà èíñóëèíîâàòà ðåçèñòåíòíîñò, êîåòî ñúùî å
áëàãîïðèÿòåí ìåòàáîëèòåí åôåêò (ôèã.3). Íàé-âåðîÿòíî
òåçè ðåçóëòàòè ñå äúëæàò íà îïòèìèçèðàíèÿ ñúñòàâ íà
„Äåà”, â êîéòî ñà âêëþ÷åíè äîñòàòú÷íî êà÷åñòâåíè ôèáðè
è áàâíîóñâîÿâàùè ñå âúãëåõèäðàòè (10).

Ôèã.3.  Èíäåêñ íà èíñóëèíîâà ðåçèñòåíòíîñò (ÍÎÌÀ –ÈÐ) ïðè
ïàöèåíòè ñ ïðåäèàáåò è íåèíñóëèíîçàâèñèì äèàáåò ñëåä
êîíñóìàöèÿ íà õëÿá „Äåà” è ïðè êîíòðîëíà ãðóïà,
ïðèåìàëà õëÿá „Äîáðóäæà”.

Ëåãåíäà
Ïðåäèàáåò– ïàöèåíòè ñ ïðåäèàáåò
ÍÈÇÇÄ– ïàöèåíòè ñ íåèíñóëèíîçàâèñèì çàõàðåí äèàáåò
Êîíòðîëà – ïàöèåíòè ñ ïðåäèàáåò

Ïðîñëåäÿâàíåòî íà ëèïèäíèòå ïîêàçàòåëè â óñëîâèÿòà
òåñòà ïîêàçà, ÷å â íèâîòî íà õîëåñòåðîëåìèÿòà íå ñå
íàáëþäàâàò çíà÷èìè ïðîìåíè ïðè âñè÷êè ãðóïè, äîêàòî
ñåðóìíèòå òðèãëèöåðèäè ñå ïîíèæàâàò çíà÷èìî ñ 0,35
mmol/l èëè ñ 15,90% ïðè ïðåäèàáåò  è ñ 0,4 mmol/l èëè ñ
20,83% ïðè èíñóëèíîçàâèñèì äèàáåò. Îáðàòíî, â ãðóïàòà
íà êîíòðîëèòå, ïðèåìàëè  „Äîáðóäæà”, ñå óñòàíîâÿâà
ïîâèøåíèå íà ñåðóìíèòå òðèãëèöåðèäè ñð. ñ 0,38 mmol/l
èëè ñ 23,89%, âåðîÿòíî â ñúîòâåòñòâèå ñ ïîêà÷âàíåòî íà
êðúâíàòà çàõàð è èíñóëèíîâàòà ðåçèñòåíòíîñò íà âòîðèÿ
÷àñ (Ôèã.4).

Different by their degree, but in the same direction are
the changes in the insulinemia and insulin resistance in
patients with prediabetes and non-insulin dependent
diabetes under the test conditions. Although the
insulinemia remains high, a tendency to its decrease was
registered at the second hour after the bread intake as
well as certain reduction of the insulin resistance, which
is also a beneficial metabolic effect (Fig.3). Most likely
these results are due to the optimized composition of the
Dea bread, in which sufficient qualitative fiber and low-
digestible carbohydrates were included (10).

Fig. 3.  Index of insulin resistance (HOMA-IR) in patients
with prediabetes and non-insulin dependent diabetes
mellitus before and after intake of „Dea” bread  and in
control  group before and after intake of “Dobrudja” bread.

Legend
Prediabetes -patients with prediabetes
NIDDM - patients with non-insulin dependent diabetes
mellitus
Control group - patients with prediabetes

Tracking out the lipid indicators under the test conditions
showed that no significant changes were observed in all
groups in the cholesterolemia level, while the serum
triglycerides were decreased significantly with 0,35 mmol/
l or with 15,90% in prediabetes and with 0,4 mmol/l or
with 20,83% in insulindependent diabetes. On the
contrary, in the group of controls taken “Dobrudzha”
bread an increase in the serum triglycerides was
established on average with 0,38 mmol/l or with 23,89%,
probably in conformity with the elevation of glucose level
and insulin resistance at the second hour (Fig. 4).
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Ôèã.4.  Íèâà íà îáù õîëåñòåðîë è òðèãëèöåðèäè (mmol/l) â
êðúâåí ñåðóì  ïðè ïàöèåíòè ñ ïðåäèàáåò, íåèíñóëèíî-
çàâèñèì è èíñóëèíîçàâèñèì  äèàáåò ïðåäè è ñëåä
ïðèåì íà õëÿá „Äåà” è ïðè êîíòðîëíà ãðóïà, ïðèåìàëà
õëÿá „Äîáðóäæà”

Ëåãåíäà
Ïðåäèàáåò – ïàöèåíòè ñ ïðåäèàáåò
ÍÈÇÇÄ – ïàöèåíòè ñ íåèíñóëèíîçàâèñèì çàõàðåí äèàáåò
ÈÇÇÄ - ïàöèåíòè ñ èíñóëèíîçàâèñèì çàõàðåí äèàáåò
Êîíòðîëà  - ïàöèåíòè ñ ïðåäèàáåò

Õëÿáúò ïðèíàäëåæè êúì ãðóïàòà íà âúãëåõèäðàòíèòå
õðàíè, êîèòî ïî ïðàâèëî íàòîâàðâàò êîíòðîëà íà
êðúâíàòà çàõàð è çàòîâà âèíàãè â äèåòàòà íà õîðàòà ñ
äèàáåò ñòðîãî ñå îïðåäåëÿ äîïóñòèìîòî êîëè÷åñòâî è
âèäúò íà ïðèåìàíèòå âúãëåõèäðàòè (11). Àïðîáèðàíèÿò
õëÿá „Äåà” ïîêàçà îïòèìàëåí ìåòàáîëèòåí îòãîâîð ïðè
ïàöèåíòè ñ äèàáåò â óñëîâèÿòà íà ãîðåïîñî÷åíîòî
åäíîêðàòíî êëèíè÷íî íàáëþäåíèå.

Ïî÷òè âñè÷êè ïàöèåíòè, ó÷àñòâàùè â êëèíè÷íèÿ
åêñïåðèìåíò, îäîáðÿâàò âêóñà íà äåãóñòèðàíèÿ õëÿá,
êàòî ñàìî  5,41%  íå ãî îäîáðÿâàò, à 8,11% íå ãî
îäîáðÿâàò ìíîãî (ôèã.5). Âúíøíèÿò âèä ñå âúçïðèåìà
èçöÿëî îò 81,09%  è íå ìíîãî – îò 18,91% . Ïðèåìúò íà
õëÿáà íå å ñúïðîâîäåí îò íåæåëàíè åôåêòè ïðè ïî÷òè
âñè÷êè ïàöèåíòè – 94,59%  è ñàìî ïðè äâàìà ïàöèåíòè
/5,41%/ ñà íàáëþäàâàíè ëåêè ãîðíîäèñïåïòè÷íè
îïëàêâàíèÿ íà ôîíà íà íàëè÷åí è íåëåêóâàí õðîíè÷åí
ãàñòðîäóîäåíèò, âåðîÿòíî âúâ âðúçêà ñ ïîâèøåíîòî
ñúäúðæàíèå íà ôèáðè â õëÿáà. Ñëåä ïðîâåäåíèÿ
êëèíè÷åí òåñò çíà÷èòåëíà ÷àñò îò ïàöèåíòèòå – 26
(70,27%) èçðàçèõà ãîòîâíîñò äà  êîíñóìèðàò ðåäîâíî
õëÿá „Äåà”, 9 (24,32%) - ïîíÿêîãà è ñàìî äâàìà (5,41%)
íå èçðàçÿâàò æåëàíèå äà ãî âêëþ÷àò â äèåòè÷íèÿ ñè
ðåæèì.

Fig. 4. Levels of total holesterol and triglycerides (mmol/l) in
blood serum of patients  with prediabetes,  non-insulin
dependent  and insulin dependent  diabetes mellitus
before and after intake of „Dea” bread  and in control
group before and after intake of “Dobrudja” bread

Legend
Prediabetes - individuals with prediabetes
NIDDM - patients with non-insulin dependent diabetes mellitus
IDDM - patients with insulin dependent diabetes mellitus
Control group - Control group patients with  prediabetes

Bread belongs to the group of the carbohydrate foods,
which as a rule burden the control of glucose level; thus
in the diet of people with diabetes the recommended
quantity and type of carbohydrates taken are strictly
defined (11). The approbated Dea bread showed an
optimal metabolic answer in diabetic patients under the
conditions of the above-mentioned single clinical survey.

Almost all of the patients that participated in the clinical
trial approve the taste of the degustated bread, as only
5,41% (2) do not like it as a whole, and 8,11% (3) do not
accept it too much (Fig.5). The outward appearance is
totally approved by 81,09% (30) and to a certain degree
– by 18,91% (7). The intake of bread is not followed by
undesired effects in almost all patients – 94,59% (35)
and only in 2 patients (5,41%) mild upper dyspeptic
complains were observed at the background of available
and untreated chronic gadtroduodenite, most likely in
relation to the elevated fiber content in bread. After
conducting the clinical test a significant part of patients–
70,27% (26) showed willingness to consume Dea bread
on a regular basis, 24,32% (9) - wanted to eat bread
sometimes and only 5,41% (2) do not like to have included
the bread in their dietary regimen.
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Ôèã.5. Äåãóñòàöèîííà îöåíêà íà õëÿá „Äåà”.

Â îòäåëåíèåòî ïî äèàáåò íà Óíèâåðñèòåòñêàòà áîëíèöà
ïî äåòñêè áîëåñòè â Ñîôèÿ å ïðîâåäåíà êëèíè÷íà
àïðîáàöèÿ íà íîâèÿ õëÿá ïðè 6 õîñïèòàëèçèðàíè äåöà ñ
äèàáåò òèï 1 íà èíòåíçèôèöèðàíî èíñóëèíîâî ëå÷åíèå.
Ïúðâèÿ äåí íà îáÿä å ñåðâèðàí ñòàíäàðòåí õëÿá
„Äîáðóäæà”, à íà ñëåäâàùèÿ äåí ñúùîòî êîëè÷åñòâî õëÿá
å çàìåíåíî ñ åêñïåðèìåíòèðàíèÿ õëÿá „Äåà”, êàòî
îáåäíàòà äîçà èíñóëèí îñòàâà íåïðîìåíåíà ïðåç äâàòà
äíè. Îïðåäåëåíèòå õëåáíè åäèíèöè ïðè îòäåëíèòå äåöà ñà
ðàçëè÷íè ñïîðåä òåõíèòå ìåòàáîëèòíè íóæäè, íî åäíàêâè
çà äâàòà äíè ïðè âñÿêî äåòå, êàêòî è ïî îòíîøåíèå íà
ãëèêåìè÷íèÿ èíäåêñ – ïúðâèÿ äåí îáÿä - çåëåí ãðàõ ñ
ïèëåøêî, ñúîòâåòíî íà âòîðèÿ äåí - ïðÿñíî çåëå ñ ïèëåøêî,
ñàëàòà äîìàòè è êðàñòàâèöè è äåñåðò ÿáúëêà è â äâàòà äíè
(áåç ñóïà). Ñúîòâåòíî ïðè 2 äåöà å íàçíà÷åí 100 ã õëÿá â
îáåäíîòî äèåòè÷íî ìåíþ, ïðè 2 – 75 ã, ïðè 1 – 50 ã è ïðè
1 – 40 ã. Äåöàòà íå ñà èìàëè ôèçè÷åñêà àêòèâíîñò ïðåäè è
ïî âðåìå íà îáåäíèÿ èíòåðâàë, ñ êîåòî å èçêëþ÷åíî
íåéíîòî âëèÿíèå âúðõó íèâîòî íà êðúâíàòà çàõàð.
Êðúâíàòà çàõàð å îïðåäåëåíà ïî ñòàíäàðòíèÿ ìåòîä íà
ãëàäíî ïðåäè ïîñòàâÿíå íà îáåäíèÿ èíñóëèí è 2 ÷àñà ñëåä
ïðèêëþ÷âàíå íà îáÿäà.  Íà Òàáë.6. ñà ïðåäñòàâåíè
èíäèâèäóàëíèòå ðåçóëòàòè íà äåöàòà.

Òàáëèöà 6.  Èíäèâèäóàëíè íèâà íà êðúâíàòà çàõàð ïðåäè è 2
÷àñà ñëåä îáåäåí ïðèåì íà õëÿá „Äåà” è  õëÿá „Äîáðóäæà”
ïðè äåöà ñ äèàáåò òèï 1(n =6).

Ïðè âñè÷êè äåöà å íàëèöå ïîâèøåíèå íà êðúâíàòà çàõàð
ñëåä ïðèåì íà õëÿá „Äîáðóäæà” îò 0,1 äî 1,0 ììîë/ë,
äîêàòî ñëåä ïðèåì íà íîâèÿ õëÿá „Äåà” îáðàòíî –

Fig. 5. Taste assessment of “Dea” bread.

In the Department of diabetes at the University Pediatric
Hospital in Sofia  a clinical approbation of the new bread
was conducted by 6 hospitalized children with type 1
diabetes at intensifying insulin treatment. The first day at
lunch a standard bread “Dobrudzha” was served, and on
the following day the same amount of bread was replaced
by the experimental “Dea” bread as the noon insulin dose
remains unchanged during both days. The determined bread
units in different children are distinguished according to
their metabolic needs, but equal for both days for each
child as in relation to the glycemic index – first day for
lunch at noon – green peas with chicken, respectively on
the second day – cabbage with chicken, tomato and
cucumber salad and an apple as dessert and in both days
(without soup). Respectively 2 children were given 100 g of
bread in the lunch diet menu, 2 children received 75 g, 1
child received 50 g and 1 child was given 40 g. Children did
not have any physical activity before and during the lunch
interval, with which its effect on the glucose level was
excluded. The glucose level was determined by a standard
method on an empty stomach before the noon insulin
injection and 2 hours after completing the lunch. The
individual results of the children are presented in Table 6.

Table 6. Individual glucose level before and 2 hours after
lunch intake of bread “Dea” and bread “Dobrudzha” in
children with type 1 diabetes (n =6).

In all children an increase in the glucose level was
established after the intake of Dobrudzha bread from 0,1
to 1,0 mmol/l, while after the intake of the new Dea bread
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íàáëþäàâà ñå íàìàëåíèå íà êðúâíàòà ãëþêîçà îò 0,1 äî
0,6 ììîë/ë. Ìàêàð ÷å íÿìà ñòàòèñòè÷åñêè çíà÷èìà
ðàçëèêà â íàìàëåíèåòî íà ãëèêåìèÿòà, ïîðàäè ìàëêèÿ
áðîé ïàöèåíòè, íàëèöå å áåçñïîðíà òåíäåíöèÿ çà
ñíèæåíèå íà ãëèêåìèÿòà ñëåä ïðèåì íà íîâèÿ õëÿá
„Äåà”.

Âñè÷êè äåöà ïðèåìàò âêóñîâî ìíîãî äîáðå íîâèÿ õëÿá è
íå ñúîáùàâàò çà ðàçëèêà â çàñèòåíîñòòà è äåôåêàöèÿòà.

Äåãóñòàöèÿòà íà íîâèÿ õëÿá, ïðîâåäåíà ïðè äðóãà ãðóïà
îò 15 äåöà ñ äèàáåò, ïîòâúðäè ìíîãî äîáðà
äåãóñòàöèîííà îöåíêà è âúçïðèåì÷èâîñò.

Ãîðåïîñî÷åíèòå ðåçóëòàòè îò åäíîêðàòíîòî êëèíè÷íî
íàáëþäåíèå íè äàâàò îñíîâàíèå çà ïðîâåæäàíå íà
êëèíè÷íî ïðîó÷âàíå íà õëÿáà â êîìáèíèðàí äèåòè÷åí
ðåæèì ïðè äúëãîòðàéíî ïðèëîæåíèå.

Èçâîäè

1.   Õèìè÷íèÿò àíàëèç íà íîâèÿ õëÿá „Äåà” óñòàíîâÿâà
îïòèìàëíî ñúäúðæàíèå íà ïîëèçàõàðèäíè
âúãëåõèäðàòè, âëàêíèíè è äîñòàòú÷íà õðàíèòåëíà
ñòîéíîñò.

2.  Äèåòàòà íå ñå ñïàçâà ïðè ïîâå÷å îò ïîëîâèíàòà îò
ïàöèåíòèòå ñ äèàáåò è ïðåäèàáåò è òå íå ñà äîñòàòú÷íî
îáó÷åíè çà ïðàâèëíèÿ õðàíèòåëåí ðåæèì è
íåîáõîäèìèÿ âúãëåõèäðàòåí ïðèåì, âúïðåêè ÷å
äèåòîòåðàïèÿòà å îñíîâåí ìåòîä íà ëå÷åíèå.

3.   „Äåà”, ïðèåò êàòî åäíîêðàòåí ñóòðåøåí ïðèåì îò 75 ã
â êëèíè÷íè óñëîâèÿ, ïðè ïàöèåíòè ñ ïðåäèàáåò è
äèàáåò, îêàçâà çíà÷èìè áëàãîïðèÿòíè ìåòàáîëèòíè
åôåêòè âúðõó ïîêàçàòåëèòå íà âúãëåõèäðàòíà è
ëèïèäíà îáìÿíà.

4.   „Äåà”, âêëþ÷åí â îáåäíîòî ìåíþ íà äåöà ñ äèàáåò ïðè
êëèíè÷íè óñëîâèÿ, ïîêàçâà äîáðà âúçïðèåì÷èâîñò
è ïîíèæàâàù ãëèêåìèÿòà åôåêò.

5.   Íîâèÿò õëÿá „Äåà” å ôóíêöèîíàëíà âúãëåõèäðàòíà
õðàíà ñ íèñúê ãëèêåìè÷åí èíäåêñ è ìíîãî äîáðà
äåãóñòàöèîííà îöåíêà.

Çàêëþ÷åíèå

Íîâèÿò áúëãàðñêè õëÿá „Äåà” ïðèòåæàâà
õàðàêòåðèñòèêàòà íà óíèêàëåí òèï õëÿá, êîéòî ñå
îòëè÷àâà ñ âèñîêà õðàíèòåëíà ñòîéíîñò, îïòèìàëíî
êîëè÷åñòâî ðàçòâîðèìè è íåðàçòâîðèìè âëàêíèíè è
íèñúê ãëèêåìè÷åí èíäåêñ. Íåãîâèòå  áëàãîïðèÿòíè
ìåòàáîëèòíè  åôåêòè è ìíîãî äîáðà äåãóñòàöèîííà
îöåíêà ñà êëèíè÷íî äîêàçàíè. Âúç îñíîâà íà íåãîâèÿ
ñúñòàâ è ñâîéñòâà òîé ñëåäâà äà áúäå âêëþ÷åí â ãðóïàòà
íà ôóíêöèîíàëíèòå è çäðàâîñëîâíè õðàíè.”Äåà” ñå
ïðåïîðú÷âà êàòî ìíîãî ïîäõîäÿù õëÿá çà äèåòè÷íî è
ïðîôèëàêòè÷íî õðàíåíå ïðè äèàáåò, ïðåäèàáåò,
ìåòàáîëèòíè íàðóøåíèÿ è íàäíîðìåíî òåãëî, êàêòî è
çà çäðàâîñëîâíî õðàíåíå ïðè âúçðàñòíè è äåöà.

on the contrary – a reduction of the glucose level from
0,1 to 0,6 mmol/l wad observed. Although no statistically
significant difference was found in the decrease of
glycemia due to the small number of patients, an
undoubted tendency is observed for reduction of the
glycemia after the intake of the new “Dea” bread.

All children liked the new bread and did not report for
any problems with satiation and defecation.

Degustation of the new bread conducted in other group
of 15 diabetic children confirmed the very good
degustational assessment and susceptibility.

The above-mentioned results from the single clinical
survey give us reasons for conducting follow up of clinical
survey on the bread in combined dietary regimen at long-
term use.

Outcomes

1.   Chemical analysis of the new bread “Dea” established
an optimal amount of polysaccharides, fiber and
sufficient nutritional value.

2.   The diet was not observed in most of the half of
patients with diabetes and prediabetes and they were
not trained sufficiently for the proper nutritional diet
and necessary carbohydrate intake, although the diet
therapy is a main treatment method.

3.   Dea bread, received as a single breakfast iïtake of 75
g under clinical conditions in patients with diabetes
and prediabetes, has significant metabolic effects
on the indicators of carbohydrate and lipid exchange.

4.   Dea bread, included in the lunch menu of the children
with diabetes under clinical conditions, shows a good
susceptibility and decreasing glycemic effect.

5.  The new bread “Dea” is a functional carbohydrate
food with low hlycemic index and very good
degustation assessment.

Conclusion

New Bulgarian bread “Dea” has the characteristics of
unique type of bread, which is distinguished by its
nutritional value, optimal quantity of soluble and
insoluble fiber and low glycemic index. Its beneficial
metabolic effects and very good degustation assessment
are clinically proved. On the basis of its composition
and properties it should be included in the group of
functional and healthy foods. “Dea” bread is
recommended as very suitable bread product for dietetic
and preventive nutrition in diabetes, prediabetes,
metabolic disorders and overweight, as well ad for
healthy diet in adults and children.
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ÆÅËÅÇÅÍ ÄÅÔÈÖÈÒ È ÆÅËßÇÎ-
ÄÅÔÈÖÈÒÍÀ ÀÍÅÌÈß ÏÐÈ ÄÅÖÀ ÎÒ
1 ÄÎ 5 ÃÎÄÈÍÈ Â ÃÐÀÄ ÑÎÔÈß
(ÁÈÎÕÈÌÈ×ÍÈ ÌÀÐÊÅÐÈ ÍÀ
ÕÐÀÍÈÒÅËÅÍ ÏÐÈÅÌ ÍÀ ÆÅËßÇÎ)

Ëàëêà Ðàíãåëîâà1, Ñòåôêà Ïåòðîâà1,
Êàìåí Öà÷åâ2, Áèñåðà Àòàíàñîâà2

1Íàöèîíàëåí öåíòúð ïî îáùåñòâåíî çäðàâå è àíàëèçè
2 Ìåäèöèíñêè Ôàêóëòåò, Êàòåäðà ïî êëèíè÷íà

ëàáîðàòîðèÿ è êëèíè÷íà èìóíîëîãèÿ, Ìåäèöèíñêè
Óíèâåðñèòåò – Ñîôèÿ

Ðåçþìå

Öåë:  Äà ñå îöåíè íàëè÷èåòî íà æåëåçåí äåôèöèò ïðè
äåöà îò 1 äî 5 ãîäèíè â ãðàä Ñîôèÿ è íåãîâàòà âðúçêà ñ
ðàñòåæà è çäðàâåòî íà äåöàòà.

Ìåòîäè: Ïðåç 2007 ã. å ïðîâåäåíî òðàíñâåðçàëíî è
ðåòðîñïåêòèâíî åïèäåìèîëîãè÷íî ïðîó÷âàíå íà
õðàíåíåòî è õðàíèòåëíèÿ ñòàòóñ íà ïðåäñòàâèòåëíà
èçâàäêà îò 671 äåöà îò 0 äî 5 ãîäèíè â ãð. Ñîôèÿ.
Àíåìèÿòà ïðè äåöàòà å îöåíåíà ÷ðåç èçñëåäâàíå íà
õåìîãëîáèí â ïåðèôåðíà êðúâ. Íà ïîäèçâàäêà îò 189
äåöà îò 1 äî 5 ãîäèíè ñà èçñëåäâàíè ñëåäíèòå
ïîêàçàòåëè: 1. îöåíêà íà ñòàòóñà íà æåëÿçî (ñåðóìíî
Fe,TIBC, ñåðóìåí Ferritin, sTf; ïúëíà êðúâíà êàðòèíà); 2.
Ñ-ðåàêòèâåí ïðîòåèí (CRP); 3. ñåðóìíè íèâà íà vitamin
A, Zn, Se. Íà âñÿêî äåòå ïî ñòàíäàðòíà ìåòîäèêà ñà
èçìåðåíè òåëåñíà ìàñà è ðúñò. Îöåíêàòà íà
õðàíèòåëíèÿ ñòàòóñ å èçâúðøåíà íà áàçà
àíòðîïîìåòðè÷íè èíäåêñè ðúñò-çà-âúçðàñò, òåãëî-çà-
âúçðàñò, òåãëî-çà-ðúñò, èíäåêñ íà òåëåñíà ìàñà-çà-
âúçðàñò.

Ðåçóëòàòè: ×åñòîòàòà íà àíåìèÿ ïðè èçñëåäâàíèòå
äåöà îò 1 äî 5  ãîäèíè å 5,29%. Ñúãëàñíî êðèòåðèèòå íà
ÑÇÎ  ÷åñòîòàòà íà àíåìèÿòà å ñ íèñêà ñòåïåí íà
çíà÷åíèå çà îáùåñòâåíîòî çäðàâå.

Ðàçïðîñòðàíåíèåòî íà æåëåçåí äåôèöèò (ÆÄ) ïðè
äåöàòà îò 1 äî 5 ãîäèíè å 20,1% (Ïðåëàòåíòíèÿò ÆÄ-
6,35%, Ëàòåíòíèÿò ÆÄ-8,47% è 5,29% -
Æåëÿçîäåôèöèòíà àíåìèÿ (ÆÄÀ).

ÆÄ ïðè èçñëåäâàíèòå äåöà å ñòàòèñòè÷åñêè çíà÷èìî
ñâúðçàí ñ ïðèåì íà ñóïëåìåíòè, ñúäúðæàùè âèòàìèíè
è ìèíåðàëè è çíà÷èì ïðèåì íà æåëÿçî îò æèâîòèíñêè
ïðîèçõîä. Äâà ïúòè å ïî-âèñîêà ÷åñòîòà íà ïîäíîðìåíî
òåãëî è ïîâèøåíà çàáîëåâàåìîñò îò îñòðè
ðåñïèðàòîðíè çàáîëÿâàíèÿ ïðè äåöàòà ñ ÆÄ, ñïðÿìî
òåçè áåç äåôèöèò.

IRON DEFICIENCY AND IRON
DEFICIENCY ANEMIA IN CHILDREN 1
TO 5 YEARS IN SOFIA
(BIOCHEMICAL MARKERS OF
DIETARY INTAKE OF IRON)

Lalka Rangelova1, Stefka Petrova1,
Kamen Tzatchev2, Bisera Atanasova2

1Department Public Health Nutrition, National
Centre of Public Health and Analyses

2 Medical Faculty, Department of Clinical Laboratory
and Clinical Immunology, Medical University - Sofia

Abstract

Background: Iron deficiency is widespread worldwide,
affecting particularly children. The aim of the study is to
assess the prevalence of iron deficiency in children aged
1 to 5 years in Sofia and its relation to growth and
health of children.

Methods: In 2007 a cross-sectional and retrospective
epidemiological study on nutrition and nutritional sta-
tus of a representative sample of 671 children aged 0 to
5 years in Sofia was conducted. Anemia in children has
been assessed by measurement of hemoglobin in periph-
eral blood. In a sub-sample of 189 children aged 1 to 5
years the following indicators have been investigated:
1.evaluation of iron status (serum Fe, TIBC, serum Fer-
ritin, sTfR; complete blood count), 2. C-reactive protein
(CRP); 3.serum levels of vitamin A, Zn, Se. Using a stan-
dard methodology body weight and height of every child
have been measured. The assessment of nutritional sta-
tus has been carried out on the bases of anthropometric
indices: height-for-age, weight-for-age, weight-for-
height and body mass index-for-age.

Results: The prevalence of anemia in the studied chil-
dren aged 1 to 5 years is 5.29%. According to WHO
criteria, the incidence of anemia is of low public health
significance.

Iron deficiency (ID) prevalence in children aged 1 to 5
years was 20.1%. Pre-latent iron deficiency is 6.35%,
latent iron deficiency - 8.47% and iron deficiency ane-
mia (IDA) - 5.29%.

Iron deficiency in the studied children was significantly
associated with the intake of supplements containing
vitamins and minerals and the significant intake of heme
iron. The prevalence of underweight and of acute respi-
ratory diseases in children with ID has been twice as
high versus those without ID.
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Çàêëþ÷åíèå: Äåöàòà îò 1 äî 5-ãîäèøíà âúçðàñò â ãðàä
Ñîôèÿ ñà ðèñêîâà ïîïóëàöèîííà ãðóïà çà ÆÄ è ÆÄÀ.
Îñèãóðåíè ñà íàäåæäíè äàííè çà ÷åñòîòàòà, òåæåñòòà
è íåãàòèâíîòî âëèÿíèå íà ÆÄ âúðõó çäðàâåòî è ðàñòåæà
íà äåöàòà îò ãðàä Ñîôèÿ - áàçà çà åôåêòèâíà
õðàíèòåëíà ïîëèòèêà.

Êëþ÷îâè äóìè: æåëåçåí äåôèöèò, äåöà îò 1 äî 5
ãîäèíè

Âúâåäåíèå

Æåëåçíèÿò äåôèöèò (ÆÄ) å øèðîêîðàçïðîñòðàíåí â öåëèÿ
ñâÿò. Òîé çàñÿãà èçêëþ÷èòåëíî äåöàòà è áðåìåííèòå æåíè â
ðàçâèâàùèòå ñå ñòðàíè, êúäåòî  40-45% îò äåöàòà íà âúçðàñò
îò 0 äî 5  ãîäèíè ñòðàäàò îò æåëÿçîäåôèöèòíà àíåìèÿ (ÆÄÀ)
(1; 2).

Æåëåçíèÿò äåôèöèò ñå õàðàêòåðèçèðà ñ íåäîñòèã íà æåëÿçî
çà ïîääúðæàíå íà íîðìàëíèòå ôèçèîëîãè÷íè ôóíêöèè íà
òúêàíèòå - êðúâ, ìîçúê, ìóñêóëè. Ïîñëåäíèÿò ñòàäèé íà ÆÄ
å ñâúðçàí ñ ïîÿâàòà íà ÆÄÀ (2; 3; 4). Æåëÿçîäåôèöèòíàòà
àíåìèÿ ñå õàðàêòåðèçèðà ñ íèñúê õåìîãëîáèí è õåìàòîêðèò,
ñ ïðîìåíè â åðèòðîöèòíàòà öèòîëîãèÿ è ìîðôîëîãèÿ
(ìèêðîöèòîçà è õèïîõðîìèÿ), íàðóøåíèÿ íà êèñëîðîäíèòå
òðàíñïîðòíè ìåõàíèçìè (5; 6). Ïðè æåëÿçîäåôèöèòíà
åðèòðîïîåçà èíäèâèäóàëíàòà êîíöåíòðàöèÿ íà õåìîãëîáèí
â êðúâòà ñïàäà ïîä äîëíàòà ðåôåðåíòíà ãðàíèöà çà
ïîïóëàöèÿòà îò ñúîòâåòíàòà âúçðàñò è ïîë, êîÿòî æèâåå ïðè
ñúùàòà íàäìîðñêà âèñî÷èíà (2).

Îñíîâíè ïðè÷èíè çà ÆÄ ñà èç÷åðïâàíå íà æåëåçíèòå çàïàñè
îò ðàæäàíåòî, íàìàëÿâàíå íà ïðèåìà íà æåëÿçî, óâåëè÷àâàíå
çàãóáèòå íà îðãàíè÷íî æåëÿçî, íàìàëÿâàíå íà àáñîðáöèÿòà
è óâåëè÷àâàíå íà ïîòðåáíîñòè îò åëåìåíòà (7).

Àäåêâàòíèÿò ïðèåì íà æåëÿçî îò áðåìåííàòà æåíà, îñîáåíî
ïðåç òðåòèÿ òðèìåñòúð íà áðåìåííîñòòà, îñèãóðÿâà
äîñòàòú÷íî êîëè÷åñòâî æåëÿçî çà ðàçâèòèå íà ïëîäà (3).
Çàïàñèòå îò æåëÿçî íà íîâîðîäåíîòî ñå âëèÿÿò ñúùåñòâåíî
îò êîëè÷åñòâîòî êðúâ, êîåòî ïðåìèíàâà îò ïëàöåíòàòà
íåïîñðåäñòâåíî ñëåä ðàæäàíåòî, ìàëêî ïðåäè óìáèëèêàëíàòà
âåíà äà áúäå ïðåêúñíàòà (8; 9).

Çäðàâèòå, äîíîñåíè ñ íîðìàëíî òåãëî ïðè ðàæäàíåòî, äåöà
èìàò äîñòàòú÷íî çàïàñè îò æåëÿçî, êîèòî ìîãàò äà îñèãóðÿò
ðàñòåæà ïðåç ïúðâèòå 4-6 ìåñåöà îò æèâîòà (10; 11). Ñëåä
òîçè ïåðèîä íåîáõîäèìîòî æåëÿçî ñå íàáàâÿ îò çàõðàíâàùèòå
õðàíè.

Êúì íàñòîÿùèÿ ìîìåíò ñà íàëèöå îãðàíè÷åíè äàííè çà
÷åñòîòàòà íà ÆÄ ïðè äåöàòà îò 0 äî 5 ãîäèíè â Áúëãàðèÿ. Ïðè
ïðîó÷âàíå íà õðàíåíåòî ïðåç 1987 ãîäèíà  å óñòàíîâåíà ÆÄÀ
îò 9,7%, 11,8% è 5,2 %, ñúîòâåòíî çà äåöàòà íà âúçðàñò 1-2, 2-
3 è 4-6 ãîäèíè (12). Ïðè ïðîâåäåíî ïðåç 1999 ã. íàöèîíàëíî
ïðîó÷âàíå íà  õðàíåíåòî íà èíñòèòóöèîíàëèçèðàíè (îò
äîìîâå “Ìàéêà è äåòå”) êúðìà÷åòà è äåöà äî 3-ãîäèøíà âúçðàñò
å óñòàíîâåíî øèðîêî ðàçïðîñòðàíåíèå íà àíåìèÿ - 32,3%, êàòî
ïðè äåöàòà íà âúçðàñò 6-12 ìåñåöà àíåìèÿòà å íàé-âèñîêà -
49,5% (13). Ïðè èçñëåäâàíå ïðåç 2004 ã, âêëþ÷âàùî

Conclusion: Children aged 1 to 5 years in Sofia are a
risk population group as to ID and IDA. Reliable data
on the prevalence, magnitude and negative impact of ID
on the health and growth of children from Sofia have
been provided as a basis for an effective nutritional
policy.

Key words: iron deficiency, children aged 1 to 5
years

Introduction

Iron deficiency (ID) is widespread worldwide, affecting
particularly children and pregnant women in
developing countries where 40-45% of children aged 0
to 5 years suffer from iron deficiency anemia (IDA) (1,
2).

Iron deficiency is characterized by not sufficient iron
to maintain normal physiological functions of tissues
- blood, brain, muscles. The last stage of ID is
associated with the occurrence of IDA (2, 3, 4). Iron-
deficiency anemia is characterized by low hemoglobin
(Hb) and hematocrit ,  changes in erythrocyte
morphology and cytology (microcytosis and
hypochromia), impaired oxygen transport mechanisms
(5, 6). In iron deficiency erythropoiesis, the blood
concentration of Hb falls below the lower reference
limit for the population of corresponding age and sex,
living at the same altitude (2).

The main reasons for ID are depletion of iron stores at
birth, decrease of dietary iron intake, increase of
organic iron losses, reduced absorption and increased
requirements of iron in the body (7).

Adequate dietary intake of iron in pregnant women,
especially during the third trimester, provides sufficient
iron for fetal development (3). Iron stores in the
newborn are affected significantly by the amount of
blood that passes from the placenta immediately after
birth, shortly before the umbilical vein is cut off (8, 9).

Healthy, full-term, normal birth weight children have
sufficient stores of iron, securing growth in the first 4-
6 months of life (10, 11). After this period the necessary
iron comes from complementary foods.

There are limited data on the prevalence of ID in
children aged 0 to 5 years in Bulgaria at present. In a
nutritional study in 1987 IDA has been found in 9.7%,
11.8% and 5.2% respectively for children aged 1-2, 2-3
and 4-6 years (12). A 1999 national nutrition survey of
institutionalized (of “Mother and Child” homes) infants
and children under 3 years of age found a high
prevalence of anemia - 32.3%, the highest - 49.5%-
being in children aged 6-12 months (13). A 2004 study
involving evaluation of hemoglobin in 116 children
aged 1 to 3 years has found a 23.3 % prevalence of
anemia (14).
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îïðåäåëÿíå íà õåìîãëîáèí ïðè 116 äåöà îò 1 äî 3-ãîäèøíà
âúçðàñò , å óñòàíîâåíà  23,3% ÷åñòîòà  íà àíåìèÿòà (14).

Öåëòà íà íàñòîÿùåòî ïðîó÷âàíå å  äà ñå îöåíè íàëè÷èåòî
íà ÆÄ ïðè äåöà îò 1 äî 5 ãîäèíè â ãðàä Ñîôèÿ è íåãîâàòà
âðúçêà ñ ðàñòåæà è çäðàâåòî íà äåöàòà, êàòî ÷àñò îò
îáøèðíî èçñëåäâàíå íà õðàíåíåòî è õðàíèòåëíèÿ ñòàòóñ
íà äåöà äî 5-ãîäèøíà âúçðàñò îò ñòîëèöàòà.

Ìàòåðèàë  è ìåòîäè

Ïðîâåäåíî å òðàíñâåðçàëíî è ðåòðîñïåêòèâíî ïðîó÷âàíå íà
õðàíåíåòî, õðàíèòåëíèÿ ñòàòóñ è ðèñêîâè ôàêòîðè, ñâúðçàíè
ñ òÿõ  íà ïðåäñòàâèòåëíà èçâàäêà îò 671 äåöà îò 0 äî 5 ãîäèíè â
ãðàä Ñîôèÿ.  Îáåìúò íà èçâàäêàòà (ìèíèìàëåí áðîé îò 289
äåöà âúâ âñÿêà ãðóïà) å îïðåäåëåí ïðè ñïàçâàíå íà ñëåäíèòå
óñëîâèÿ è ñòîéíîñòè: Î÷àêâàíà ÷åñòîòà (Anticipated
population proportion) íà õàðàêòåðèñòèêàòà (çàáîëÿâàíå èëè
ñúñòîÿíèå) â ïîïóëàöèÿòà – 25%.

Äîâåðèòåëíî íèâî (Confidence level) – 95%; Àáñîëþòíà
ïðåöèçíîñò (Absolute precision) – 0,05 (èëè 5%).

 Ïðèëîæåíà å äâóñòåïåííà ñëó÷àéíà èçâàäêà. Ïî ìåòîäà íà
ñëó÷àéíèÿ ïîäáîð îò ñïèñúêà íà âñè÷êè îáùîïðàêòèêóâàùè
ëåêàðè â Ñîôèÿ ñà èçáðàíè 43 îáùîïðàêòèêóâàùè ëåêàðè,
êîèòî ïîïàäíàõà â 9 ðàéîíà íà ñòîëèöàòà. Îò òÿõ, 39 ñå
ñúãëàñÿâàò äà ó÷àñòâàò â ïðîó÷âàíåòî (91% response rate). Îò
ñïèñúöèòå ñ ïàöèåíòè íà ëåêàðèòå ÷ðåç ñëó÷àåí ñèñòåìàòè÷åí
ïîäáîð (âñÿêî òðåòî äåòå îò ñïèñúêà) ñà âêëþ÷åíè äåöà, êîèòî
îòãîâàðÿò íà èçèñêâàíèÿ ïî îòíîøåíèå íà âúçðàñò, ïîë è
çäðàâåí ñòàòóñ.

Ïðîó÷âàíåòî (èíòåðâþ íà ìàéêèòå, èçìåðâàíèÿ íà äåöàòà) å
îñúùåñòâåíî â êàáèíåòèòå íà ëè÷íèòå ëåêàðè íà äåöàòà.
Ëè÷íèòå ëåêàðè ïîêàíâàõà ìàéêèòå çà ó÷àñòèå â ïðîó÷âàíåòî
è ãè èíôîðìèðàõà äåòàéëíî çà ïðîó÷âàíåòî, çà ñâúðçàíèòå ñ
íåãî íåóäîáñòâà, âúçìîæíè ðèñêîâå è ïîëçè. Äåöàòà ñà
âêëþ÷âàíè â ïðîó÷âàíåòî ñëåä ïîäïèñâàíå îò ìàéêèòå íà
ïèñìåíà äåêëàðàöèÿ çà ñúãëàñèå. Ïîâå÷åòî îò ïîêàíåíèòå
ìàéêè (604) ñå ñúãëàñèõà äà ó÷àñòâàò â èçñëåäâàíåòî ñ äåöàòà
ñè (90 % response rate).

Â ïðîó÷âàíåòî íå ñà âêëþ÷âàíè äåöà ñúñ ñëåäíèòå çäðàâíè
ïðîáëåìè: âðîäåíè ìàëôîðìàöèè è òåæêè õðîíè÷íè
çàáîëÿâàíèÿ, êîèòî ïîâëèÿâàò õðàíåíåòî è õðàíèòåëíèÿ ñòàòóñ
íà äåöàòà (âðîäåíè ñúðäå÷íè ïîðîöè, áúáðå÷íà íåäîñòàòú-
÷íîñò, äèàáåò è äð.), à ñúùî è äåöà, êîèòî ñà ïðåêàðàëè îñòðè
èíôåêöèîçíè è äèàðè÷íè çàáîëÿâàíèÿ äî 1 ìåñåö ïðåäè
îïðåäåëåíîòî èçñëåäâàíå, äåöà ñ äîêàçàíà àíåìèÿ, íåñâúðçàíà
ñ õðàíåíåòî.

Ïðîó÷âàíåòî è èçïîëçâàíèòå ìåòîäè è àíêåòíè êàðòè,
èíôîðìàöèÿ çà ðîäèòåëèòå è äåêëàðàöèÿ çà èíôîðìèðàíî
ñúãëàñèå çà ó÷àñòèå â èçñëåäâàíåòî, ñà ïðåäñòàâåíè ïðåä
Êîìèñèÿ ïî ìåäèöèíñêà åòèêà êúì ÍÖÎÎÇ (ñåãà ÍÖÎÇÀ) è
ñà îäîáðåíè ñ ïðîòîêîë ¹3 îò 29.01.2007 ãîäèíà.

Çà ñúáèðàíå íà íåîáõîäèìàòà èíôîðìàöèÿ ïî ïðîó÷âàíåòî
ñà ðàçðàáîòåíè 7 àíêåòíè êàðòè, ñ âàðèàíò çà èçñëåäâàíå
íà êúðìà÷åòà îò 0 äî 12 ìåñåöà è ñ âàðèàíò çà èçñëåäâàíå íà
äåöà îò 1 äî 5 ãîäèíè. Äàííèòå ñà ïîëó÷åíè ÷ðåç àêòèâíî

The purpose of this study was to assess the
prevalence of ID in children aged 1 to 5 years in Sofia
and its relation to growth and health of children as
part of an extensive study on nutrition and nutritional
status of children less than 5 years of age from Sofia.

Materials and Methods

A cross-sectional and retrospective study has been
conducted on nutrition, nutritional status and related
risk factors in a representative sample of 671 children
aged 0 to 5 years in Sofia. Sample size (minimum number
of 289 children in each group) is defined under the
following conditions and values: Anticipated population
proportion of the characteristic (disease or condition) in
the population - 25%, Confidence level - 95%, Absolute
precision - 0,05 (or 5%).

A two-stage random sampling has been implemented.
From the list of all GPs in Sofia, 43 GPs have at random
been selected falling in 9 regions of the Sofia. Thirty
nine of these agreed to participate in the study (91%
response rate). From the GPs’ lists of patients, using a
systematic random selection (every third child from the
list) children who met the requirements for age, gender
and health status have been included.

The study (interview of mothers plus measurements of
children) was carried out in the GPs’ consultancy rooms.
The GPs invited mothers to participate in the study and
informed them in details of the study, of associated
disadvantages, possible risks and benefits. A child was
included in the study after a signing by the mother of an
informed consent form. Most of the mothers invited (604)
agreed to participate in the study with their children (90%
response rate).

Some criteria for exclusion from the study groups have
been applied: children with birth defects and serious
chronic diseases that affect nutrition and nutritional
status (congenital heart defects, kidney failure, diabetes,
etc.) as well as children who had had acute infectious
and diarrhea diseases up to a month before the study,
children with proven anemia unrelated to nutrition have
been excluded.

All study methods and questionnaires, information for
parents and the informed consent form to participate in
the study were presented to the Committee on Medical
Ethics NCPHP and approved by the ¹ 3 Protocol of
29.01.2007.

To collect the necessary information for the study seven
questionnaires had been developed, with an option for the
study of infants aged 0 to 12 months and an option for the
study of children aged 1 to 5 years. Data were obtained
through an active interview with the mother, from the child’s
medical record and from its personal physician.
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èíòåðâþ íà ìàéêàòà, îò ìåäèöèíñêèÿ êàðòîí íà äåòåòî è îò
ëè÷íèÿ ìó ëåêàð.

Õðàíåíåòî å îöåíÿâàíî çà äâà íåïîñëåäîâàòåëíè äíè ïðåç
ïðîëåòíî-ëåòíèÿ ñåçîí íà 2007 ãîäèíà. Èçïîëçâàí å ìåòîäúò
íà 24-÷àñîâî âúçïðîèçâåæäàíå ïî ïàìåò íà õðàíèòåëíèÿ
ïðèåì (êîëè÷åñòâî íà êîíñóìèðàíèòå õðàíè, ïðèåì íà
åíåðãèÿ è õðàíèòåëíè âåùåñòâà) çà ïðåäøåñòâàùî
äåíîíîùèå èëè 24-h recall.

Çà îöåíêà íà õðàíèòåëíèÿ ñòàòóñ íà âñÿêî äåòå ñà èçìåðåíè
ïî ñòàíäàðòíà ìåòîäèêà òåëåñíà ìàñà (ñ òî÷íîñò äî 10 ã), ÷ðåç
êàëèáðèðàíà åëåêòðîííà âåçíà “Giordany”, ïðåäíàçíà÷åíà çà
êúðìà÷åòà è ìàëêè äåöà, ðúñò - ÷ðåç ñòàíäàðòåí ñòàäèîìåòúð (ñ
òî÷íîñò äî 0,1 ñì). Îöåíêàòà íà õðàíèòåëíèÿ ñòàòóñ å èçâúðøåíà
íà áàçà àíòðîïîìåòðè÷íè èíäåêñè ðúñò-çà-âúçðàñò (ÐÂ), òåãëî-
çà-âúçðàñò (ÒÂ), òåãëî-çà-ðúñò (ÒÐ), èíäåêñ íà òåëåñíà ìàñà-çà-
âúçðàñò (ÈÒÌ), ïðèëîæåíè â ñúîòâåòñòâèå ñ äèñêðèìèíàòèâíèòå
êðèòåðèè íà ÑÇÎ çà îöåíêà íà õðàíèòåëåí ñòàòóñ íà äåöà îò 0 äî
5 ãîäèíè.

Íà êúðìà÷åòàòà è ÷àñò îò äåöàòà, ó÷àñòâàùè â ïðîó÷âàíåòî,
å èçñëåäâàí õåìîãëîáèí â ïåðèôåðíà êðúâ. Çà öåëòà å
èçïîëçâàí ñúâðåìåíåí ïðåíîñèì ôîòîìåòúð „Hemocue”
(2007 ã.), ñúãëàñíî èçèñêâàíèÿòà íà ÑÇÎ ïðè
åïèäåìèîëîãè÷íè èçñëåäâàíèÿ. Íà 189 äåöà íà âúçðàñò îò 1
äî 5 ãîäèíè å âçåòà âåíîçíà êðúâ è ñà èçñëåäâàíè êðúâíè
ïîêàçàòåëè çà îöåíêà íà õðàíèòåëíèÿ è çäðàâíèÿ ñòàòóñ.

Êðúâíà êàðòèíà – îïðåäåëÿíè ñà Íb, År, Hct, ÌÑV, MCH,
MCHC – ÷ðåç àâòîìàòè÷åí êóëòîâ àíàëèçàòîð Coulter HmX
Hematology Analyzer-Roche Diagnostic.

Ïîêàçàòåëè íà æåëåçåí ñòàòóñ – èçñëåäâàíè ñà Fe, ÒIBC, sTfr,
F, CRP ñ àâòîìàòè÷åí Cobas Integra 400- Roche Diagnostics.

Èçïîëçâàíè ñòàòèñòè÷åñêè ìåòîäè: äåñêðèïòèâíè ìåòîäè
- ÷åñòîòåí àíàëèç íà êà÷åñòâåíè ïðîìåíëèâè, âàðèàöèîíåí
àíàëèç íà êîëè÷åñòâåíè ïðîìåíëèâè; ïàðàìåòðè÷íè ìåòîäè -
t-òåñò çà ñðàâíåíèå íà ñðåäíè ñòîéíîñòè íà äâå ãðóïè
(íåçàâèñèìè èçâàäêè), äèñïåðñèîíåí àíàëèç ÀNOVA çà
ñðàâíåíèå íà ïîâå÷å îò äâå ãðóïè, ïðè íîðìàëíî ðàçïðåäåëåíèå
íà äàííèòå, ïðèëàãàíå íà Post Hoc òåñòîâå çà ìíîæåñòâåíè
ñðàâíåíèÿ; íåïàðàìåòðè÷íè ìåòîäè: Mann-Whitney U òåñò,
Kruskal–Wallis òåñò; ëîãèñòè÷eí ðåãðåñèîíåí àíàëèç (multiple
linear logistic regression analysis) å èçïîëçâàí çà óñòàíîâÿâàíå
çàâèñèìîñò ìåæäó äèõîòîìíà çàâèñèìà ïðîìåíëèâà è
ìíîæåñòâî íåçàâèñèìè ïðîìåíëèâè.

Ñòàòèñòè÷åñêàòà îáðàáîòêà íà äàííèòå å èçâúðøåíà ñúñ
ñòàòèñòè÷åñêèÿ ïàêåò SPSS for Windows 11.0. Çà òàáëè÷íî
è ãðàôè÷íî ïðåäñòàâÿíå íà ðåçóëòàòèòå å èçïîëçâàí MS
EXCEL 2007.

Ðåçóëòàòè

Íà áàçàòà íà èçñëåäâàíèòå áèîõèìè÷íèòå èíäèêàòîðè íà
æåëåçåí ñòàòóñ, ïðè äåöàòà îò 1 äî 5 ãîäèíè â ãðàä Ñîôèÿ
ñå óñòàíîâè 20,1% æåëåçåí äåôèöèò. Îò íåãî:

�   Êëèíè÷íî ïðîÿâåíèÿò æåëåçåí äåôèöèò (IV ñòàäèé, ò.å.
ÆÄÀ) å ñ ÷åñòîòà 5,29 % (Ôèãóðà 1).

Nutrition was assessed for two non-consecutive days
during the spring-summer season of 2007. The method used
is a 24-hour recall of nutritional intake (quantity of foods
consumed, intake of energy and nutrients) for the previous
day.

The nutritional status was assessed by measuring for every
child of the weight (±10 g) by a standard method using
calibrated electronic scales “Giordany”, designed for infants
and young children, as well as height using a standard
growth stadiometer (±0.1 cm). The evaluation of nutritional
status was carry out on the base of anthropometric indices:
height -for-age (HA), weight-for-age (WA), weight-for-
height (WH), body mass index-for-age (BMI), according to
discriminative WHO criteria for assessing the nutritional
status of children aged 0 to 5 years.

In infants and some children in the study, hemoglobin in
peripheral blood (a prick blood sample) was studied. For
this purpose, a portable photometer “Hemocue” (2007) was
used as required by the WHO in epidemiological studies.

In 189 children aged 1 to 5 years venous blood was taken
and blood tests were performed to assess the nutritional
and health status.

Blood count - Hb, Er, Hct, MSV, MCH, MCHC were
determined – by an automatic analyzer Coulter HmX
Hematology Analyzer-Roche Diagnostic.

Indicators of iron status – serum Fe, TIBC, sTfR, serum
Ferritin, CRP were investigated by an automatic Cobas
Integra 400 - Roche Diagnostics.

Statistical methods used: descriptive methods - frequency
analysis of qualitative variables,  variation analysis of
quantitative variables, parametric methods - t-test to
compare averages of two groups (independent samples),
dispersion analysis of variance ANOVA for comparing more
than two groups, at normal distribution of data, application
of Post Hoc tests for multiple comparisons, nonparametric
methods: Mann-Whitney U test, Kruskal-Wallis test;
logistic regression analysis (multiple linear logistic
regression analysis) was used to establish correlation
between a dichotomous dependent variable and multiple
independent variables.

Statistical data processing was carried out with the statistical
package SPSS for Windows 11.0. For tabular and graphic
presentation of results MS EXCEL 2007 is used.

Results

20.1% iron deficiency was found in children aged 1 to 5
years from Sofia, based on the tested biochemical indicators
of the iron status of the children. There of:

�   Pre-latent iron deficiency (Hb>110 g/L; Ferritin<20.0 ìg/
l; sTfR>5.4 mg/L; CRP<3.7 mg/L), associated with
depletion of iron stores, was found in 6.35% of the
children in the study group.
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�   Ïðåëàòåíòíèÿò æåëåçåí äåôèöèò (Íb>110 g/L;
Ferritin<20,0 µg/l; sTfr>5,4mg/L; CRP<3,7 mg/L),
ñâúðçàí ñ èç÷åðïâàíå íà æåëåçíèòå çàïàñè â
îðãàíèçìà, ñå óñòàíîâè ïðè 6,35% îò èçñëåäâàíèòå
äåöà.

�   Ëàòåíòíèÿò æåëåçåí äåôèöèò ïðè äåöàòà (Íb>110 g/L;
Ferritin<12,0 µg/l; sTfr  >5,4mg/L; CRP<3,7 mg/L;
HCT<32,9; MCV <73,4fl; MCH <26,1pg; MCHC<336,2g/
L; Fe <8,7ìmol/L; GSK >69,6 ìmol/L) å ñ ÷åñòîòà 8,47%.

Ôèãóðà 1. Îòíîñèòåëåí äÿë íà äåöà îò 1 äî 5 ãîäèíè, ñïîðåä
ñòàäèÿ íà æåëåçåí äåôèöèò (ÆÄ)

Ôèãóðà 2. Îòíîñèòåëåí äÿë íà äåöà îò 1 äî 5 ãîäèíè ñ
ïîäíîðìåíî è ñâðúõòåãëî, îöåíåíî ÷ðåç ÈÒÌ ïðè
íàëè÷èå/ëèïñà íà æåëåçåí äåôèöèò (ÆÄ)

Îòíîñèòåëíèÿò äÿë íà äåöà îò ñòîëèöàòà ñ ïîäíîðìåíî
òåãëî è ÆÄ å ïðåäñòàâåí íà Ôèãóðà 2. Ïî÷òè äâà ïúòè å
ïî-ãîëÿìà ÷åñòîòàòà íà ïîäíîðìåíî òåãëî ïðè äåöà ñ ÆÄ,
â ñðàâíåíèå ñ äåöà áåç äåôèöèò.

Ñðåäíîäíåâíèÿò ïðèåì íà åíåðãèÿ ïðè äåöàòà îò 1 äî 5
ãîäèíè, áåç è ñ ÆÄ, ïîêàçâà ìíîãî áëèçêè ñðåäíè
ñòîéíîñòè (ð>0,05) (Òàáëèöà 1).

Ïðè ñðàâíÿâàíå íà ñðåäíèÿ åíåðãèåí ïðèåì íà äåöà ñ
ÆÄ è äåöà áåç ÆÄ, ãðóïèðàíè ñïîðåä ñâîÿ
àíòðîïîìåòðè÷åí ñòàòóñ, íå ñå óñòàíîâè ñòàòèñòè÷åñêè
çíà÷èìà ðàçëèêà ìåæäó ñðåäíèòå ñòîéíîñòè íà ïðèåòàòà
åíåðãèÿ ïðè äåöà (áåç ÆÄ è ñ ÆÄ) è ñ ïîäíîðìåíî òåãëî,
îöåíåíî íà áàçà íÿêîëêî àíòðîïîìåòðè÷íè èíäåêñà: (ÒÂ<-
2Z, ð=0,303); (ÈÒÌ<-2Z, ð=0,548); (ÒÐ<-2Z, ð=0,482).

�   Latent iron deficiency in children (Hb>110 g/L;
Ferritin<12.0 ìg/l; sTfR>5.4 mg/L; CRP<3.7 mg/L;
HCT<32.9; MCV<73.4 fl; MCH<26.1 pg; MCHC<336.2
g/L; Fe<8.7 ìmol/L; TIBC>69.6 ìmol/L) has a
prevalence of 8.47%.

�   Clinically manifested iron deficiency (IV stage - IDA) -
5.29% (Figure 1).

Figure1. Relative distribution of children aged 1 to 5 years on
the base of differentiated stage of iron deficiency (ID)

Figure 2. Relative rate of children aged 1 to 5 years with
underweight and overweight, assessed with BMI in the
presence of/lack of iron deficiency (ID)

The relative rate of underweight and ID in children from
Sofia is presented in Figure 2. The incidence of
underweight children with ID compared to children
without a deficit is two times higher.

The average daily energy intake in children from 1 to 5
years with and without ID shows very similar model
(p>0.05) (Table 1).

When comparing the average daily energy intake of
children with and without ID, grouped according to their
anthropometric status, no a statistically significant
difference is obtained between the average energy intake
(with and without ID) and underweight, evaluated on
the basis of the anthropometric indices: (WA<-2Z, p =
0.303) (BMI<-2Z, p = 0.548) (WH<-2Z, p = 0.482).
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Òàáëèöà 1. Ñðåäíîäíåâåí åíåðãèåí ïðèåì (êêàë) ïðè äåöà íà
âúçðàñò îò 1 äî 5 ãîäèíè, äèôåðåíöèðàíè ïî âúçðàñò, ïîë
è æåëåçåí ñòàòóñ

Âðúçêàòà ìåæäó ñîöèàëíî-äåìîãðàôñêè, áèîëîãè÷íè
ôàêòîðè è ÆÄ, ïðè äåöàòà íà âúçðàñò îò 1 äî 5 ãîäèíè,
ó÷àñòâàùè â èçñëåäâàíåòî,  å ïðåäñòàâåíà íà Òàáëèöà 2.

Òàáëèöà 2. Âðúçêà ìåæäó ñîöèàëíî-äåìîãðàôñêè, áèîëîãè÷íè
ôàêòîðè è æåëåçåí äåôèöèò ïðè äåöà íà âúçðàñò îò 1 äî 5

ãîäèíè  (Îòíîøåíèå íà øàíñîâå = Odds ratio).

Ref – ðåôåðåíòíà ïîïóëàöèîííà
ãðóïà

† (êðèòåðèé íà Fisher)

Table 1. Average daily energy intake (kcal) in children aged 1
to 5 years, differentiated by age, sex and iron status

The relationship between social-demographic,
biological factors and ID in children aged 1 to 5 years is
presented in Table 2.

Table 2. Relationship between social-demographic,
biological factors and iron deficiency in children aged 1
to 5 years (odds Ratio = Odds ratio).

ef – referent population group

† (Fisher criterion)
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Îòíîñèòåëíèÿò äÿë äåöà ñúñ ñðåäíîäíåâåí ïðèåì íà
åíåðãèÿ ïîä ïðåïîðú÷èòåëíèÿ å 13,2% ïðè äåöà ñ ÆÄ,
ñïðÿìî 18,7% - ïðè äåöà áåç ÆÄ (ð=0,296).

Ñòàòèñòè÷åñêè çíà÷èìî ïî-íèñúê å ïðèåìúò íà æåëÿçî
îò æèâîòèíñêè ïðîèçõîä ïðè äåöàòà íà 1-2 ãîäèíè ñ ÆÄ,
â ñðàâíåíèå ñ òîçè íà äåöàòà áåç ÆÄ (ð=0,036), íî íå ñå
óñòàíîâè òàêàâà çàâèñèìîñò â ïðèåìà íà æåëÿçî îò
æèâîòèíñêè ïðîèçõîä ïðè äåöà íà 3-4 ãîäèíè (ð=0,678),
êàêòî è íå ñå óñòàíîâè çàâèñèìîñò â ïðèåìà íà îáùî
æåëÿçî è ÆÄ è ïðè äâåòå âúçðàñòîâè ãðóïè (ð=0,370 è
ð=0,876).  Ñàìî 2 äåöà íà 1-4 ãîäèíè ñ ÆÄ ñà ñúñ
ñðåäíîäíåâåí ïðèåì íà æåëÿçî ïîä ÅÀR, êîåòî íå
ïîçâîëÿâà äà ñå äîêàæå ñòàòèñòè÷åñêè çíà÷èìà âðúçêà
ìåæäó ÆÄ è ïðèåìà íà æåëÿçî ïîä ÅÀR (ð=0,642).

Ñðåäíîäíåâíèÿò ïðèåì íà öèíê å ìíîãî áëèçúê ïðè äåöà
íà 1-2 ãîäèíè áåç ÆÄ (5,3 ìã) è äåöà ñ ÆÄ (5,0 ìã) (ð=0,379).
Ñõîäíè äàííè ñå íàáëþäàâàò è ïðè äåöà íà 3-4 ãîäèíè áåç
ÆÄ (6,7ìã) è äåöà ñ ÆÄ (6,9 ìã) (ð=0,494). Â  èçâàäêàòà íå
ñà ïîïàäíàëè äåöà ñ ÆÄ è ïðèåì íà öèíê ïîä ÅÀR
(ð=1,000).

Íå ñå óñòàíîâè ðàçëèêà â ïðèåìà íà áåëòúê,
âúãëåõèäðàòè è ìàçíèíè, âèòàìèí À, âèòàìèí Ñ ïðè
èçñëåäâàíèòå äåöà ñ èëè áåç ÆÄ. Ñòàòèñòè÷åñêè çíà÷èìî
ïî-âèñîêà å îáà÷å ÷åñòîòàòà íà ÆÄ ïðè äåöà, êîèòî ñà
ïðèåìàëè õðàíèòåëíè äîáàâêè ïî-ìàëêî îò 10 äíè
(âèòàìèíè è ìèíåðàëè) (19,8%) îò òåçè, êîèòî ñà ïðèåìàëè
ïîâå÷å îò 10 äíè (10,2%) (ð=0,048).

Îòíîñèòåëíèÿò äÿë äåöà îò 1 äî 5 ãîäèíè ñ ÆÄ, áîëåäóâàëè
îò îñòðè ðåñïèðàòîðíè çàáîëÿâàíèÿ íàä 4 ïúòè ïðåç
ïîñëåäíàòà ãîäèíà, å 17,2 %, ñïðÿìî áîëåäóâàëè 7,9% äåöà
áåç ÆÄ îò ñúùàòà ãðóïà.

Îáñúæäàíå

×åñòîòàòà íà àíåìèÿ ïðè èçñëåäâàíèòå äåöà îò 1 äî 5
ãîäèíè (Íb <110 ã/ë) å 5,9%. Ñúãëàñíî êðèòåðèèòå íà ÑÇÎ,
÷åñòîòàòà íà àíåìèÿòà å ñ íèñêà ñòåïåí íà çíà÷åíèå çà
îáùåñòâåíîòî çäðàâå (2).

Èçñëåäâàíåòî íà êðúâíè è áèîõèìè÷íè ïîêàçàòåëè íà
æåëåçåí ñòàòóñ íà ïîäèçâàäêà îò  189 äåöà â ãð. Ñîôèÿ
ïîêàçà, ÷å ñ  Íb<110 ã/ë  ñà  7,4 % îò äåöàòà.

Ïî ëèòåðàòóðíè äàííè 90% îò àíåìèÿòà â äåòñêà âúçðàñò
å ÆÄÀ (2). Çà äà íàìàëèì âúçìîæíîñòòà çà àíåìèÿ, êîÿòî
ñå äúëæè íà äðóãè ïðè÷èíè, ïðåäâàðèòåëíî çàëîæèõìå
óñëîâèå çà èçêëþ÷âàíå íà äåöà ñ äîêàçàíà àíåìèÿ îò
íåõðàíèòåëåí ïðîèçõîä (òàëàñåìèÿ è äð.) (15). Âúïðåêè
÷å ïîäáîðúò íà  äåöàòà èçèñêâàøå äà íå ñà áîëåäóâàëè
ïðåç ïîñëåäíèÿ ìåñåö îò îñòðè âúçïàëèòåëíè
çàáîëÿâàíèÿ, íàïðàâåíîòî èçñëåäâàíå íà ñ-ðåàêòèâåí
ïðîòåèí äàäå âúçìîæíîñò çà äîïúëíèòåëíî
ðàçãðàíè÷àâàíå íà äåöà ñ Íb<110 ã/ë, ñâúðçàí ñ
âúçïàëèòåëíè ïðîöåñè â îðãàíèçìà, îò àíåìèÿ, êîÿòî ñå

The relative rate of children with average daily energy
intake below the recommendations is 13.2% in children
with ID, compared to 18.7% in children without ID (p =
0.296).

The daily intake of heme iron in children aged 1-2 years
with ID compared with children without ID (p = 0.036)
was statistically significantly lower, but not such
dependence in heme iron intake in children aged 3-4 years
(p = 0.678) was established, moreover there was no
dependence on the intake of total iron and ID in both age
groups (p = 0.370 and p = 0.876).

Only 2 children aged 1-4 years with ID have average daily
iron intake below the EAR, which does not make it possible
to demonstrate statistically significant relationship
between ID and iron intake below the EAR (p = 0.642).

The average daily intake of zinc is very similar in children
of 1-2 years without ID (5.3 mg) and children with ID (5.0
mg) (p = 0.379). Similar data were obtained in children of
3-4 years without ID (6.7 mg) and children with ID (6.9
mg) (p = 0.494).

The representative sample did not include children with
ID and zinc intake below EAR (p = 1.000).

 No difference was found in the intake of protein,
carbohydrates and fats, vitamin A and vitamin C in the
studied children with or without ID. However, the
incidence of ID in children who received supplements at
least 10 days (vitamins and minerals) (19.8%) was
statistically significantly higher than that in the group
who received more than 10 days (10.2%) (p = 0.048).

The relative rate of children aged 1 to 5 years with ID and
a history of respiratory tract infections over 4 times in
the last year was 17.2%, compared to 7.9% without ID in
the same group.

Discussion

The prevalence of anemia in the studied children aged 1
to 5 years (Hb<110 g/L) was 5.9%. According to WHO
criteria, the prevalence of anemia is of low public health
significance (mild public health significance 5.0 - 19.9%)
(2). The study of blood and biochemical indicators for
the iron status of a sub-sample of 189 children in Sofia
showed that 7.4% of the children had Hb<110 g/l.

According to bibliographic data 90% of cases with anemia
in childhood are IDA (2). To reduce the possibility of
anemia that might be due to other causes, preliminary
conditions were set for elimination of children with a
proven anemia of non nutritional origin (thalassemia and
others.) (15). Although the selection of children in the
excluded those with acute inflammatory diseases in the
last month, the evaluation of CRP allowed further
differentiation of children with Hb<110 g/l, associated
with inflammatory processes in the body from anemia
due to inadequate dietary intake of iron. Increased CRP
( 3.7 mg/L), proving inflammatory processes in the body
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äúëæè íà íåàäåêâàòåí õðàíèòåëåí ïðèåì íà æåëÿçî.
Óâåëè÷åí CRP ( 3,7 mg/L), äîêàçâàù âúçïàëèòåëíè
ïðîöåñè â îðãàíèçìà, ñå óñòàíîâè ïðè 4 äåöà ñ íèñêè
ñòîéíîñòè íà õåìîãëîáèí. Ñëåä èçâàæäàíå äà äåöàòà ñ
âèñîêè ñòîéíîñòè  íà  CRP (2,1%) îò áðîÿ íà äåöàòà ñ
íèñúê õåìîãëîáèí ñå óñòàíîâè, ÷å äåöàòà ñ âúçìîæíà
ÆÄÀ ñà 5,29%.  Äîêàçâàíåòî íà ïîñëåäíàòà å óñòàíîâåíî
÷ðåç èçñëåäâàíå íà îñíîâíè áèîõèìè÷íè èíäèêàòîðè çà
æåëåçåí ñòàòóñ, êîèòî ïîêàçàõà ñúîòâåòíèòå çà ÆÄ
îòêëîíåíèÿ îò íîðìàëíèòå ãðàíèöè íà ïîêàçàòåëèòå:
ñòîéíîñòè ïîä äîëíà ðåôåðåíòíà ãðàíèöà - HCT<32,9;
MCV <73,4fl; MCH <26,1pg; MCHC<336,2g/L; Fe <8,7ìmol/
L; Ferritin<20.0 µg/l è ñòîéíîñòè íàä ãîðíà ðåôåðåíòíà
ãðàíèöà -  sTfr  >5,4mg/L è  TIBC >69,6ìmol/L. Îáùèÿò ÆÄ
ïðè èçñëåäâàíèòå â íàøåòî ïðîó÷âàíå äåöà å 20,1 %,
ñïðÿìî ñðåäíî 12,5% çà äåöàòà íà 0-4 ãîäèíè â Åâðîïà è
14,2% çà äåöàòà íà ñúùàòà âúçðàñò â Àìåðèêà (16).
Èç÷åðïâàíåòî íà æåëåçíèòå çàïàñè (6,35%) èëè ÆÄ (I-II
ñòàäèé) ñå íàáëþäàâà â åâðîïåéñêèòå ñòðàíè ñ ÷åñòîòà îò
2% äî 48%, äèôåðåíöèðàíî â ðàçëè÷íè âúçðàñòîâè
ïåðèîäè çà äåöàòà îò 0 äî 6-ãîäèøíà âúçðàñò: Íàïðèìåð
âúâ Ôðàíöèÿ çà äåöà íà âúçðàñò 2 ãîäèíè òàçè ÷åñòîòà å
38%, à çà äåöà íà âúçðàñò 4 ãîäèíè å 17% (17). ×åñòîòàòà íà
ÆÄÀ ñðåä äåöàòà îò ãðàä Ñîôèÿ íà 1-2 ãîäèíè å 16,1% èëè
äâà ïúòè ïî-âèñîêà ñïðÿìî äåöàòà îò ñúùàòà âúçðàñò â
îáëàñò Òåñàëèÿ, Ãúðöèÿ (7,9%) (18), ÷åòèðè ïúòè ïî-âèñîêà
îò èçñëåäâàíàòà âúâ Ôðàíöèÿ (4,2%) (17) è çíà÷èòåëíî ïî-
íèñêà îò óñòàíîâåíàòà â íÿêîé ðàçâèâàùè ñå ñòðàíè, êàòî
Ïàêèñòàí - 65% (19) è Áðàçèëèÿ - 64,2% (20).

Æåëåçíèÿò äåôèöèò è ÆÄÀ îêàçâàò âëèÿíèå âúðõó
ôèçè÷åñêîòî ðàçâèòèå íà ìàëêîòî äåòå. Ëèòåðàòóðíèòå
äàííè ïîêàçâàò íàëè÷èå íà ïðàâî ïðîïîðöèîíàëíà âðúçêà
ñ ïîäíîðìåíîòî òåãëî è èçîñòàâàíåòî â ðúñòà ïðè
çàñåãíàòèòå äåöà (11).

Îòíîñèòåëíèÿò äÿë íà äåöà îò ñòîëèöàòà ñ ïîäíîðìåíî
òåãëî è ÆÄ ïîêàçà, ÷å  ïî÷òè äâà ïúòè å ïî-ãîëÿìà
÷åñòîòàòà íà ïîäíîðìåíî òåãëî ïðè äåöà ñ æåëåçåí
äåôèöèò â ñðàâíåíèå ñ äåöà áåç äåôèöèò.

 Âëèÿíèåòî íà æåëåçíèÿ äåôèöèò âúðõó ðàñòåæà íà äåöàòà,
ïðåäñòàâåíî ÷ðåç îñíîâíè àíòðîïîìåòðè÷íè èíäåêñè,
ïîêàçâà èçðàçåíà òåíäåíöèÿ, íî íå è ñòàòèñòè÷åñêè
çíà÷èìà âðúçêà (ð>0,05).

Èçñëåäâàíèòå â ïðîó÷âàíåòî ñîöèàëíî-èêîíîìè÷åñêè
ôàêòîðè: âúçðàñò è îáðàçîâàíèå íà ìàéêàòà è ñðåäåí äîõîä
íà äîìàêèíñòâîòî, íå îêàçâàò çíà÷èìî âëèÿíèå âúðõó
÷åñòîòàòà íà ÆÄ ïðè äåöàòà îò 1 äî 5 ãîäèíè.

Ñðåäíîäíåâíèÿò ïðèåì íà åíåðãèÿ, áåëòúê, âúãëåõèäðàòè
è ìàçíèíè, âèòàìèí À, âèòàìèí Ñ ïðè äåöàòà îò 1 äî 5
ãîäèíè, ñ èëè áåç ÆÄ, íå ïîêàçà ñòàòèñòè÷åñêè çíà÷èìà
ðàçëèêà, íî ñòàòèñòè÷åñêè çíà÷èìî ïî-íèñúê å ïðèåìúò
íà æåëÿçî îò æèâîòèíñêè ïðîèçõîä ïðè äåöàòà íà 1-2
ãîäèíè ñ ÆÄ, â ñðàâíåíèå ñ òîçè íà äåöàòà áåç ÆÄ (ð<0,05).
Òàçè çàâèñèìîñò íå ñå óñòàíîâè â ïðèåìà íà æåëÿçî îò
æèâîòèíñêè ïðîèçõîä ïðè äåöà íà 3-4 ãîäèíè (ð>0,05),
êàêòî è íå ñå óñòàíîâè çàâèñèìîñò â ïðèåìà íà îáùî
æåëÿçî è ÆÄ è ïðè äâåòå âúçðàñòîâè ãðóïè äåöà (ð>0,05).

was found in 4 children with low levels of Hb. After the
exclusion of children with high levels of CRP (2.1%)
from the group with low Hb, children with possible
IDA were found to be 5.29%. The latter was proved by
assessment on the basic biochemical indexes of iron
status, which showed relevant abnormal levels of
indicators for ID: values below the lower reference limit
- HCT<32.9; MCV<73.4 fl; MCH<26.1 pg; MCHC<336.2
g/L; Fe<8.7 ìmol/L; Ferritin<20.0 ìg/l and values
above upper reference limit - sTfR>5.4 mg / L and
TIBC>69.6 ìmol/L. In total ID in studied children was
20.1%, compared to an average 12.5% for children of
0-4 years in Europe and 14.2% for children of same age
in America (16). Depletion of iron stores (6.35 %) or ID
(I-II stage) were observed in European countries with
an incidence of 2% to 48%, variable in different age
periods for children 0 to 6 years of age: for example in
France for children aged 2 years, this rate is 38% and
for children aged 4 years is 17% (17). The prevalence
of IDA for children from Sofia aged 1-2 years is 16.1%
or twice as high for children of that age in the Thessaly
province, Greece (7.9%) (18), four times higher than
the incidence of IDA studied in France (4.2%) (17) and
significantly lower than that established in some
developing countries such as Pakistan - 65% (19) and
Brazil - 64.2% (20).

Iron deficiency and IDA affect the physical
development of the infants. Literature data indicate
the presence of directly proportional relationship with
underweight and lack of growth (stunting) in affected
children (11).

The proportion of children underweight in Sofia and
ID showed that nearly two times greater incidence of
underweight in children with ID than children without
a deficit.

 The influence of ID on child growth, evaluated by
anthropometric indices showed tendency but no
statistically significant difference (p>0,05).

In the study socio - economic factors: maternal age,
education of the mother and the average household
income has no significant influence on the frequency
of ID in children 1 to 5 years.

The average daily intake of energy, protein,
carbohydrates and fats, vitamin A, vitamin C in children
from 1 to 5 years with or without ID showed no
statistically significant difference, but statistically
significant lower intake of heme iron in children 1-2
years with ID compared with children without ID
(p<0,05). This relationship is not established in the
average daily heme iron intake in children of 3-4 years
(p>0,05), and it is not established dependence on the
intake of total iron and ID in both age groups of
children (p>0,05).

In the presence of inadequate daily iron intake from
foods supplementation by vitamins and minerals has
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Ïðè íàëè÷èå íà íåàäåêâàòíî ñúäúðæàíèå íà æåëÿçî â
õðàíàòà ïðèåìúò íà õðàíèòåëíè äîáàâêè ñ âèòàìèíè è
ìèíåðàëè îêàçâà ïðîòåêòèâåí åôåêò ïî îòíîøåíèå
ðàçâèòèåòî íà ÆÄ. Ñòàòèñòè÷åñêè çíà÷èìî ïî-íèñêà å
÷åñòîòàòà íà ÆÄ ïðè äåöàòà îò 1 äî 5 ãîäèíè, êîèòî ñà
ñóïëåìåíòèðàíè ñ âèòàìèíè è ìèíåðàëè ïîâå÷å îò 10
äíè, â ñðàâíåíèå ñ òåçè, êîèòî  ñà ïðèåìàëè ïî-ìàëêî îò
10 äíè (ð<0,05).

Æåëåçíèÿò äåôèöèò ïðè äåöàòà å ñâúðçàí ñ ïîâèøåíà
çàáîëåâàåìîñò. Ïðè íàøåòî ïðîó÷âàíå îòíîñèòåëíèÿò
äÿë äåöà îò 1 äî 5 ãîäèíè ñ ÆÄ, áîëåäóâàëè îò îñòðè
ðåñïèðàòîðíè çàáîëÿâàíèÿ íàä 4 ïúòè (17,2 %), å ïî-ãîëÿì,
ñïðÿìî áîëåäóâàëèòå (7,9%) äåöà áåç ÆÄ. Ñïîðåä íÿêîè
àâòîðè ÆÄ ïîòèñêà èìóííàòà ñèñòåìà è óâåëè÷àâà ðèñêà
îò ãàñòðîèíòåñòèíàëíè è ðåñïèðàòîðíè èíôåêöèè,
äîêàòî äðóãè òâúðäÿò, ÷å èìóííàòà ñèñòåìà íå ñå ïîâëèÿâà
îò ÆÄ (21; 22, 23). Äîïóñêà ñå, ÷å àíåìèÿòà å
íåñïåöèôè÷åí èìóíîëîãè÷åí çàùèòåí ìåõàíèçúì,  â
îòãîâîð íà ìèêðîáíàòà èíâàçèÿ (24).

Çàêëþ÷åíèå

1.   Äåöàòà îò 1 äî 5-ãîäèøíà âúçðàñò â ãðàä Ñîôèÿ ñà
ðèñêîâà ïîïóëàöèîííà ãðóïà çà æåëåçåí äåôèöèò è
æåëÿçîäåôèöèòíà àíåìèÿ.

1.   Ñúãëàñíî êðèòåðèèòå íà ÑÇÎ, ÷åñòîòàòà íà àíåìèÿòà å ñ
íèñêà ñòåïåí íà çíà÷åíèå çà îáùåñòâåíîòî çäðàâå.

2.   Îñèãóðåíè ñà íàäåæäíè äàííè çà ÷åñòîòàòà, òåæåñòòà  è
íåãàòèâíîòî âëèÿíèå íà æåëåçíèÿ äåôèöèò âúðõó
çäðàâåòî è ðàñòåæà íà äåöàòà îò ãðàä Ñîôèÿ - áàçà çà
åôåêòèâíà õðàíèòåëíà ïîëèòèêà.
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ÎÏÀÑÅÍ ËÈ Å ÁÈÑÔÅÍÎË À?
ÏÎÑËÅÄÍÈ ÇÀÊËÞ×ÅÍÈß ÍÀ
ÅÂÐÎÏÅÉÑÊÈß ÎÐÃÀÍ ÏÎ
ÁÅÇÎÏÀÑÍÎÑÒ ÍÀ ÕÐÀÍÈÒÅ

Ãàáðèåëà Æåêîâà, Òåðè Âðàá÷åâà
Íàöèîíàëåí öåíòúð ïî îáùåñòâåíî çäðàâå è àíàëèçè

Ðåçþìå

Áèñôåíîë À  å îðãàíè÷íî ñúåäèíåíèå, êîåòî ñå èçïîëçâà
ãëàâíî êàòî ìîíîìåð ïðè ïðîèçâîäñòâîòî íà
ïîëèêàðáîíàò -  âèä ïðîçðà÷íà òâúðäà ïëàñòìàñà, ñ
ïðèëîæåíèå â ïðîèçâîäñòâîòî íà ñúäîâå çà õðàíè è
íàïèòêè, ïðåäíàçíà÷åíè çà ìíîãîêðàòíà óïîòðåáà. Ìàëêè
êîëè÷åñòâà îò íåãî ìîãàò äà ïðîíèêíàò â õðàíàòà îò
ñúäà èëè îïàêîâêàòà, â ñëåäñòâèå íà êîåòî äà áúäàò
ïîãúëíàòè îò ÷îâåêà. Ïîíàñòîÿùåì ñå ñìÿòà, ÷å
îñíîâíèÿò ïúò íà åêñïîçèöèÿ å îðàëíèÿò – ÷ðåç äèåòàòà.
Íàé-âèñîêà å åêñïîçèöèÿòà â ãðóïàòà íà êúðìà÷åòàòà
îò 3 äî 6-ìåñå÷íà âúçðàñò, õðàíåíè ñ ïîëèêàðáîíàòíè
øèøåòà. Áèñôåíîë À å ñìÿòàí çà „åíäîêðèíåí íàðóøèòåë”,
ñ ìåõàíèçúì íà äåéñòâèå êàòî êñåíîåñòðîãåí, ïîðàäè
êîåòî ïðåäèçâèêâà ãîëÿì èíòåðåñ ïðåç ïîñëåäíèòå ãîäèíè.
Ïîâå÷å îò 400 ñòàòèè ìåñå÷íî ðàçèñêâàò (è â ïîâå÷åòî
ñëó÷àè ñå ñúìíÿâàò) íåãîâàòà áåçâðåäíîñò. Åâðîïåéñêàòà
êîìèñèÿ ïîñòàíîâè óïîòðåáàòà íà BPA â ïðîèçâîäñòâîòî
íà øèøåòà çà õðàíåíå íà êúðìà÷åòà è ïóñêàíåòî íà ïàçàðà
íà ïîëèêàðáîíàòíè øèøåòà çà õðàíåíå íà êúðìà÷åòà äà
áúäàò âðåìåííî çàáðàíåíè äî ïîëó÷àâàíåòî íà
äîïúëíèòåëíè íàó÷íè äàííè. Òå òðÿáâà äà èçÿñíÿò
òîêñèêîëîãè÷íàòà çíà÷èìîñò íà íÿêîè åôåêòè íà BPA,
íàáëþäàâàíè â ïðîó÷âàíèÿ âúðõó æèâîòíè, ñ îñîáåíî
âíèìàíèå ïî îòíîøåíèå íà áèîõèìè÷íèòå ïðîìåíè â ìîçúêà,
èìóíîìîäóëàòîðíèòå åôåêòè è ïîâèøåíàòà
ïðåäðàçïîëîæåíîñò êúì ðàçâèòèå íà òóìîðè íà ãúðäàòà.

Êëþ÷îâè äóìè: áèñôåíîë À, ïîëèêàðáîíàòè,
åíäîêðèííè íàðóøèòåëè, êñåíîåñòðîãåíè, øèøåòà
çà õðàíåíå íà êúðìà÷åòà.

Áèñôåíîë À - õàðàêòåðèñòèêà

Áèñôåíîë À (4,4'-äèõèäðîêñè-2 ,2-äèôåíèëïðîïàí; 4,4'-
(ïðîïàí-2-èëèäåí)äèôåíîë; p, p'-çîïðîïèëèäåíáèñôåíîë;
4,4'-èçîïðîïèëèäåíäèôåíîë ) å îðãàíè÷íî ñúåäèíåíèå,
êîåòî ñå èçïîëçâà ãëàâíî êàòî ìîíîìåð ïðè ïðîèçâîäñòâîòî

HOW DANGEROUS IS BISPHENOL
A? FINAL CONCLUSIONS OF THE
EUROPEAN FOOD SAFETY
AUTHORITY (EFSA)

Gabriela Zhekova, Terry Vrabcheva
National Center of Public Health and Analyses

Abstract

Bisphenol A (BPA) is an organic compound mainly
used as a monomer in the manufacture of polycar-
bonate – a kind of highly transparent durable plas-
tics, which is used to make some types of food and
drink containers. Trace amounts of BPA can enter
the food through food containers or packages, as a
result of this it can be swallowed by human beings.
Bisphenol À is considered to be “endocrine
disruptor” with a mechanism of action as
xenoestrogen, due to which BPA is still of great in-
terest during the last years. More than 400 articles
have discussed monthly (as in most cases there are
doubts) its safety. The European Commission estab-
lished the use of BPA in the manufacturing of feeding
bottles for infants and the launch of polycarbonate
infants feeding bottles to the market to be tempo-
rarily banned until receiving additional scientific
data that will clarify the toxicological significance
of some observed effects of BPA, in particular, for the
biochemical changes in the brain,
immunomodulatory effects and increased predispo-
sition to the development of breast cancer.

Key words: Bisphenol A, polycarbonates,
endocrine disruptors, xenoestrogens, infants
feeding bottles.

Bisphenol A - properties

Bisphenol À (4,4'-Dihydroxy-2,2-diphenylpropane; 4,4'-
(propane 2,2-diyl) diphenol; p,p'-isopropylidenebisphenol;
4,4' -isopropilidendiphenol) is an organic compound, which
is mainly used as a monomer in the manufacture of
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íà ïîëèêàðáîíàòè è åïîêñèäíè ñìîëè, â ñèíòåçà íà
ïîëèñóëôîíè è ïîëèåòåðíè êåòîíè. Íàìèðà ïðèëîæåíèå êàòî
àíòèîêñèäàíò â íÿêîè ïëàñòèôèêàòîðè è êàòî èíõèáèòîð íà
ïîëèìåðèçàöèÿòà â ïîëèâèíèëõëîðèäà (PVC). Çà íåãî ñå
ñúîáùàâà çà ïúðâè ïúò ïðåç 1891 ã. îò Äèàíèí â „Æóðíàëü
ðóññêîãî ôèçèêî-õèìè÷åñêîãî îáùåñòâà”. Áèñôåíîë À
(BPA) å ïðîäóêò îò êîíäåíçàöèÿòà íà åäíà ìîëåêóëà àöåòîí
è äâå ìîëåêóëè ôåíîë. Ïðåç ïîñëåäíèòå 50 ãîäèíè ÂÐÀ ñå
óïîòðåáÿâà ìàñîâî â ïðîèçâîäñòâîòî íà ïîëèêàðáîíàò,
âèä ïðîçðà÷íà òâúðäà ïëàñòìàñà, êîÿòî íàìèðà
ïðèëîæåíèå â ïðîèçâîäñòâîòî íà ñúäîâå çà õðàíè è
íàïèòêè, ïðåäíàçíà÷åíè çà ìíîãîêðàòíà óïîòðåáà:
áóòèëêè çà íàïèòêè , øèøåòà çà õðàíåíå íà êúðìà÷åòà,
ïîñóäà (÷èíèè è ÷àøè), ñúäîâå çà ìèêðîâúëíîâà ôóðíà è
ñúäîâå çà ñúõðàíåíèå. Îñòàòú÷åí BPA ñå íàìèðà è â
åïîêñèäíèòå ñìîëè, êîèòî ñå èçïîëçâàò êàòî çàùèòíè
ïîêðèòèÿ íà ìåòàëíèòå êîíñåðâíè êóòèè è êîíòåéíåðè  çà
ñúõðàíåíèå íà õðàíè è íàïèòêè. Ñïåöèôè÷íà ñôåðà íà
ïîòåíöèàëíî ïðèëîæåíèå íà ÂÐÀ ñå ÿâÿâàò ìàòåðèàëèòå
â êîíòàêò ñ ïèòåéíàòà âîäà. Ïîëèêàðáîíàòèòå ñå èçïîëçâàò
è çà íàïðàâàòà íà âîäîïðîâîäíè òðúáè, à åïîêñèäíèòå
ñìîëè ñëóæàò êàòî ïîâúðõíîñòíè ïîêðèòèÿ è íà âîäíèòå
ðåçåðâîàðè (1).

ÂÐÀ ïðåäèçâèêâà ãîëÿì èíòåðåñ ïðåç ïîñëåäíèòå ãîäèíè.
Ïîâå÷å îò 400 ñòàòèè ìåñå÷íî ðàçèñêâàò (è â ïîâå÷åòî
ñëó÷àè ñå ñúìíÿâàò) íåãîâàòà áåçâðåäíîñò.

×îâåøêàòà åêñïîçèöèÿ íà áèñôåíîë À

Â Åâðîïåéñêèÿ ñúþç BPA å ðàçðåøåí çà èçïîëçâàíå â
ìàòåðèàëè, ïðåäíàçíà÷åíè çà êîíòàêò ñ õðàíè. Ìàëêè
êîëè÷åñòâà îò íåãî ìîãàò äà ïðîíèêíàò â õðàíàòà îò ñúäà
èëè îïàêîâêàòà, â ñëåäñòâèå íà êîåòî äà áúäàò ïîãúëíàòè
îò ÷îâåêà.  Ñ Äèðåêòèâà íà Åâðîïåéñêàòà êîìèñèÿ 2002/
72/ÅÑ, îò 6 àâãóñò 2002, îòíàñÿùà ñå äî ïëàñòìàñè è
ïðåäìåòè, ïðåäíàçíà÷åíè çà êîíòàêò ñ õðàíè, ñà çàäàäåíè
ãðàíèöè íà ñïåöèôè÷íà ìèãðàöèÿ îò 0,6 mg/kg õðàíà.
Ïîíàñòîÿùåì ñå ñìÿòà, ÷å îñíîâíèÿò ïúò íà åêñïîçèöèÿ
å îðàëíèÿò.

Ïðîâåäåíè ñà äâå èçñëåäâàíèÿ, îöåíÿâàùè íèâàòà íà
åêñïîçèöèÿòà íà BPA ïðè ìàëêè äåöà. Ïúðâîòî îò òÿõ
âêëþ÷âà ñàìî 9 äåöà è å ïðîåêòèðàíî äà ïðîó÷è òÿõíàòà
ïîòåíöèàëíà åêñïîçèöèÿ â äîìà è â äåòñêàòà ãðàäèíà (5).
ÂÐÀ å îòêðèò â ïðîáè îò âúçäóõà â ïîìåùåíèÿòà è
àòìîñôåðíèÿ âúçäóõ, ïðîáè îò ïðàõòà ïî ïîäà, îò ïî÷âàòà
íà ïëîùàäêèòå çà èãðà, â ñõîäíè êîíöåíòðàöèè è íà äâåòå
ìåñòà. Îòêðèò å è â ïðîáè îò òâúðäà è òå÷íà õðàíà êàêòî â
äîìà, òàêà è â äåòñêàòà ãðàäèíà. Âúç îñíîâà íà òîâà
èçñëåäâàíå, àâòîðèòå çàêëþ÷àâàò, ÷å ñðåäíîòî íèâî íà
åêñïîçèöèÿ ïðè ìàëêè äåöà å 42.98 ng/kg òåëåñíà ìàñà
äíåâíî. Âòîðî ïðîó÷âàíå íà ñúùèÿ êîëåêòèâ èçñëåäâà
åêñïîçèöèÿòà íà BPA ïðè  257 äåöà â ïðåäó÷èëèùíà
âúçðàñò (6). Òîâà ïðîó÷âàíå ïîòâúðæäàâà, ÷å BPA ìîæå äà
áúäå îòêðèò â íàä 50% îò ïðîáèòå îò âúçäóõà â ïîìåùåíèÿòà,
êúðïèòå çà áúðñàíå íà ðúöå, òâúðäàòà è òå÷íàòà õðàíà.
Àâòîðèòå ñòèãàò äî çàêëþ÷åíèåòî, ÷å 99% îò åêñïîçèöèÿòà
íà áèñôåíîë À ñå äúëæè íà äèåòàòà. Íèâàòà íà åêñïîçèöèÿ
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polycarbonate plastic and epoxy resins, in the synthesis
of polysulfones and polyether ketones. Another use for
bisphenol A is as an antioxidant in some plasticizers, and
as a polymerization inhibitor in polyvinyl chloride (PVC).
It was first announced by the Russian chemist
A.P.Dianin in 1891 in the “Zhurnal russkogo fiziko-
khimicheskogo obshchestva”. Bisphenol A (BPA) is
produced by condensation of acetone with two phenol
equivalents. Over the last 50 years BPA is used to
manufacture polycarbonate plastics. This type of plastics
is used to make some types of food and drink containers
that are meant for multiple use: plastic beverage bottles,
plastic baby bottles, plastic dinnerware (plates and
glasses), plastic containers produced for use in microwave
ovens and food storage containers. Unavoidable trace
levels of BPA (so-called free or residual BPA can also be
found in the epoxy resins that are used for safe coatings
of metal cans and food and drink storage containers.  A
specific area of the potential application is the use of BPA
in materials in contact with drinking water. Polycarbonates
are used as well to produce drinking water pipes, while
epoxy resins serve as surface coatings of water reservoirs (1).

There has been growing debate and public concern
around the substance bisphenol A or BPA over the last
years. More than 400 articles have discussed monthly
(as in most cases there are doubts) its safety.

Human exposure to bisphenol A

In the European Union BPA is permitted for use in certain
food contact materials. Trace amounts of BPA can enter
the food through food containers or packages, as a
result of this it can be swallowed by human beings. By
Commission Directive 2002/72/EC of 6 August 2002
relating to plastic materials and articles intended to come
into contact with foodstuffs were set out specific
migration limits of 0,6 mg/kg food. Nowadays it has
been considered that the most common route of
exposure is the oral route.

Two studies have been carried out to assess BPA
exposure levels in young children. The first of them
included just 9 children and was designed to study
their potential exposure at home and in the kindergarten
(5). ÂÐÀ was detected in ambient (outdoor) and indoor
air sampling locations, floor dust and playground soil
in both locations at similar levels. It was also found in
samples of solid and liquid foods both at home and in
the kindergarten. Having in mind this study the authors
drew the conclusion that the average BPA exposure
level for young children is 42.98 ng/kg body mass per
day. The second study of the same authors’ team
investigated bisphenol exposures in 257 preschool aged
children (6). This study confirmed the fact that BPA
could be detected in more than 50% of samples of
indoor air, hand wipe towels, solid and liquid foods.
Authors conclusions suggested that 99% of
exposures of preschool children originated in the
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îò õðàíèòåëíè èçòî÷íèöè ñå îöåíÿâàò íà 52–74 ng/kg òåëåñíà
ìàñà äíåâíî, à íèâàòà íà åêñïîçèöèÿ îò âäèøâàíèÿ âúçäóõ ñå
îöåíÿâàò íà 0.24–0.41 ng/kg òåëåñíà ìàñà äíåâíî.

Çäðàâíè åôåêòè íà ÂÐÀ

Áèñôåíîë À å ñìÿòàí çà „åíäîêðèíåí íàðóøèòåë”
(endocrine disrupter). Áèîõèìè÷íè èçñëåäâàíèÿ äîêàçâàò
àôèíèòåòà íà ÂÐÀ êúì åñòðîãåííèòå ðåöåïòîðè (ER) è
îòêðèâàò, ÷å òîé ñå ñâúðçâà êàêòî ñ ER-àëôà , òàêà è ñ ER-
áåòà, ñ ïî÷òè 10-ïúòè ïî-ñèëåí àôèíèòåò êúì  ER-áåòà
(7,8,9). BPA èìà 10 000 – 100 000 ïúòè ïî-ñëàá àôèíèòåò
êúì ðåöåïòîðèòå, îòêîëêîòî åñòðàäèîëà è ïîðàäè òîâà
äúëãî âðåìå ñå å ñìÿòàëî, ÷å èìà 10 000–100 000 ïúòè ïî-
ñëàá åôåêò.  Ïîíàñòîÿùåì, ïðîó÷âàíèÿ íà ìîëåêóëÿðíèòå
ìåõàíèçìè íà äåéñòâèå íà BPA ðàçêðèâàò ìíîæåñòâî
ïúòèùà, ïî êîèòî BPA ìîæå äà ïðåäèçâèêà êëåòú÷åí
îòãîâîð â ìíîãî íèñêè êîíöåíòðöèè (10), â äîïúëíåíèå
êúì åôåêòèòå, ïðåäèçâèêàíè îò ñâúðçâàíåòî ìó êúì
êëàñè÷åñêèòå íóêëåàðíè è ãåíîìíè åñòðîãåííè
ðåöåïòîðè. Ñúâðåìåííè èçñëåäâàíèÿ äåìîíñòðèðàò â
ðàçëè÷íè òúêàíè, ÷å  BPA å ñ åêâèâàëåíòíà íà åñòðàäèîëà
ìîùíîñò, êàòî ïðîìåíèòå â êëåòú÷íàòà ôóíêöèÿ ñà
íàáëþäàâàíè ïðè äîçè îò 1 pM (0.23 pg/ml êëåòú÷íà
êóëòóðà), ïî ìåõàíèçìè, êîèòî ñå ñ÷èòàò çà „íå-ãåíîìíè”
è âêëþ÷âàò ìåìáðàííî àñîöèèðàíè ôîðìè íà
åñòðîãåííèòå ðåöåïòîðè (11).

Ïðåç îêòîìâðè 2007 ã., åêèï îò ÿïîíñêè áèîõèìèöè
ðàçêðèâà ìåõàíèçìà íà äåéñòâèå íà ÂÐÀ êàòî
êñåíîåñòðîãåí. Òå äîêàçâàò, ÷å ÂÐÀ ñå ñâúðçâà ñ âèñîê
àôèíèòåò êúì åñòðîãåí-ñâúðçàíèÿ ðåöåïòîð-ãàìà (ERR-
gama: estrogen-related receptor-gama). Òîçè ðåöåïòîð-
ñèðàê (åíäîãåííèÿò ëèãàíä å íåèçâåñòåí) ïðåäñòàâëÿâà
ñòðóêòóðåí àêòèâàòîð íà òðàíñêðèïöèÿòà. Çà ðàçëèêà îò
ER, âðúçêàòà íà ÂÐÀ ñ ERR-gama e ìíîãî ñèëíà (êîíñòàíòà
íà äèñîöèàöèÿ 5,5 nM).  Ñâúðçâàíåòî ñ ÂÐÀ ñúõðàíÿâà
áàçàëíàòà ñòðóêòóðíà àêòèâíîñò íà ERR-gama. Òîé
ïðåäïàçâà ðåöåïòîðà îò äåàêòèâàöèÿ îò ñåëåêòèâíèÿ
ìîäóëàòîð íà å ñòðîãåíîâèòå ðåöåïòîðè 4-
õèäðîêñèòàìîêñèôåí (12).

Êàòî „íèñêè äîçè” çà åíäîêðèííèòå íàðóøèòåëè ñå ñìÿòàò
äîçèòå ïîä NOAEL (13), êîèòî çà BPA ñà äîçè ïî-íèñêè îò
50 mg/kg òåëåñíà ìàñà äíåâíî. Ïóáëèêóâàíèòå äàííè îò
íàä 150 ïðîó÷âàíèÿ ïîêàçâàò åôåêòè íà íèñêè äîçè ÂÐÀ
ïðè æèâîòíè, êàòî õèïåðïëàçèÿ è ðàê íà ïðîñòàòàòà, ðàê
íà ìëå÷íàòà æëåçà, åôåêòè âúðõó õèïîòàëàìóñà, ñ
ïîñëåäâàùè íàðóøåíèÿ â ñåêñóàëíèÿ äèìîðôèçúì,
ìåíñòðóàëíèÿ öèêúë è ðàíåí ïóáåðòåò, îòêëîíåíèÿ â
òåëåñíàòà ìàñà, ãåíèòàëíè ìàëôîðìàöèè è äð. (14). Ïðè
ïîâå÷å îò 40 îò òåçè ïðîó÷âàíèÿ ñà íàáëþäàâàíè ïîäîáíè
åôåêòè ïðè äîçè ïî-íèñêè îò ðåôåðåíòíàòà äîçà çà BPA îò
0,50 mg/kg òåëåñíà ìàñà äíåâíî.

Òåçè ðåçóëòàòè ñà îñíîâàíèå çà  çàãðèæåíîñò, ïðåäâèä
åïèäåìèîëîãè÷íèòå òåíäåíöèè ïðè ÷îâåêà. Ïîðàäè ñâîåòî
øèðîêî ðàçïðîñòàíåíèå è åñòðîãåííàòà ñè àêòèâíîñò,
ïðîÿâåíà in vitro è in vivo, ÂÐÀ ñå ñ÷èòà çà âúçìîæåí
ïðè÷èíèòåë íà ìíîæåñòâî âðåäíè åôåêòè çà ÷îâåøêîòî

diet. The estimated exposure from dietary sources was
52-74 ng/kg per day, and estimated inhalation exposure
was 0.24-0.41 ng/kg per day.

Effects of bisphenol A on human health

Bisphenol À is considered to be “endocrine disruptor”.
Biochemical studies showed the affinity of BPA to
estrogen receptors (ER) and found that it could be bound
both to ERá  or ERâ homodimers; furthermore, bisphenol
A receptor-binding activity was ten times stronger for
ERâ than for ERá (7,8,9). The affinity of BPA for ERs was
reported to be 10 000 – 100 000 fold weaker than that of
the estradiol; historically, BPA has been considered to
act primarily as a weak estrogen. Nowadays, studies on
molecular mechanisms of BPA effects have shown a
variety of pathways through which BPA can stimulate
cellular response at very low concentrations (10) in
addition to the effects caused by its binding to classical
nuclear genomic ERs.

Recent studies have shown in different tissues that BPA
is with potency  equivalent to that of estradiol as the
changes in cellular function were observed at doses of 1
pM (0.23 pg/ml cell culture), using mechanisms which
were considered  for “non-genomic’ and include
membrane associated forms of ERs (11).

In October 2007 team of Japanese biochemists reveal the
mechanism of action of BPA as xenoestrogen. They prove
that BPA is bound with high affinity to the ERR-gama
(ERRã - estrogen-related receptor-gama). This “orphan”
receptor (the endogenous ligand is unknown) often
contains a transcriptional activation function, In contrast
to ER, BPA binds to ERRã very strongly [dissociation
constant (Kd) = 5.5 nM]. The binding activity of ÂÐÀ
maintains the basal structural activity of ERRã. It prevents
the receptor from deactivation by the selective estrogen
receptor modulator 4-hydroxytamoxifen (12).

For “low doses” for endocrine disruptors are considered
doses below “no observable adverse effect level”
(NOAEL) (13), which for BPA are doses lower than 50 mg/
kg body mass daily. The data published of more than 150
studies show effects of lower doses of BPA in animals as
hyperplasia and prostate cancer, breast cancer, effects
on the hypothalamus with follow-up disorders in the sexual
dimorphism, menstrual cycle and early puberty, deviations
in the body mass, genital malformations etc, (14). In more
than 40 of these studies are considered similar effects in
doses lower than the referent BPA dose 0,50 mg/kg body
mass daily.

These results should be the subject of concern, having
in mind the epidemiological tendencies for human beings.
Due to its wide-spread use and estrogenic activity showed
in vitro è in vivo BPA is considered to be the possible
causing agent of a variety of adverse effects for the human
health (15,16,17,18). There are hypotheses according to
which the exposure to xenoestrogens like BPA mainly
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çäðàâå (15,16,17,18).  Ñúùåñòâóâàò õèïîòåçè, ñïîðåä êîèòî
åêñïîçèöèÿòà íà êñåíîåñòðîãåíè êàòî BPA, îñîáåíî ïî
âðåìå íà ðàííîòî ðàçâèòèå (ïðå- è ïîñòíàòàëíî), ìîæå äà
ñå îêàæå ïðè÷èíàòà çà íàðàñòâàùèòå ñëó÷àè íà áåçïëîäèå,
ìàëôîðìàöèè íà ãåíèòàëèèòå, îòêëîíåíèÿ â ïîëîâîòî
ðàçâèòèå è ðàê íà ìëå÷íàòà æëåçà, íàáëþäàâàíè ñðåä
÷îâåøêèòå ïîïóëàöèè â Åâðîïà è ÑÀÙ ïðåç ïîñëåäíèòå
50 ãîäèíè (19, 20, 21).

Ðîëÿ íà Åâðîïåéñêèÿ îðãàí ïî áåçîïàñíîñò
íà õðàíèòå (EFSA)

Ïúðâîíà÷àëíîòî íîðìèðàíå íà ÂÐÀ â ìàòåðèàëèòå è
ïðåäìåòèòå îò ïëàñòìàñè, ïðåäíàçíà÷åíè çà êîíòàêò ñ õðàíè
ñå èçâúðøâà ïðåç 1986 ã. îò Íàó÷íèÿ êîìèòåò ïî õðàíèòå
(SCF – Scientific Committee on Food). Êîìèòåòúò îïðåäåëÿ
ñòîéíîñòòà çà ïîíîñèì äíåâåí ïðèåì (TDI – tolerable daily
intake) îò 0.05 mg/kg òåëåñíà ìàñà äíåâíî çà òîâà âåùåñòâî.
Òàçè ñòîéíîñò ñå îñíîâàâà íà 90-äíåâíî èçñëåäâàíå íà
ïëúõîâå è ìèøêè, ïðèåìàëè ÂÐÀ ñ õðàíàòà. Êàòî
îêîí÷àòåëíà íàé-ãîëÿìà äîçà, íåïðåäèçâèêâàùà âðåäåí
åôåêò (NOAEL - no observed adverse effect level), å
îïðåäåëåíà äîçàòà îò 25 mg/kg òåëåñíà ìàñà äíåâíî. Êúì
íåÿ ñå ïðèëàãà ôàêòîð íà íåñèãóðíîñò 500 (UF – uncertainty
factor), ïîðàäè íåäîñòàòú÷íèòå äàííè.

Ïðåç 2002 ã. SCF ïðàâè ïðåîöåíêà. Îêîí÷àòåëíàòà îðàëíà
NOAEL  çà áèñôåíîë À ñå îöåíÿâà íà 5 mg/kg òåëåñíà
ìàñà äíåâíî. Îïðåäåëåí å âðåìåíåí TDI îò 0,01 mg/kg
òåëåñíà ìàñà äíåâíî. Èçïîëçâàíèÿò UF îòíîâî å 500 (100
çà ìåæäó- è âúòðåâèäîâèòå ðàçëè÷èÿ, óìíîæåí ïî 5,
ïîðàäè íåïúëíàòà áàçà äàííè).

Ïðåç 2006 ã., EFSA ïóáëèêóâà îöåíêà íà çäðàâíèÿ ðèñê
ïðè åêñïîíèðàíè íà áèñôåíîë À õîðà. Â òîçè äîêóìåíò
îêîí÷àòåëíî e äåôèíèðàíà ñòîéíîñòòà çà ïîíîñèì äíåâåí
ïðèåì (TDI) îò 0.05 mg/kg òåëåñíà ìàñà äíåâíî çà òîâà
âåùåñòâî (22). Òàçè îöåíêà íà ðèñêà ñå îñíîâàâà íà òåñòîâå
çà òîêñè÷íîñò, ïðîâåäåíè âúðõó îïèòíè æèâîòíè.
Åêñïåðòíàòà ãðóïà ïî äîáàâêè â õðàíèòå, àðîìàòè,
ñïîìàãàòåëíè ñðåäñòâà çà îáðàáîòêà è ìàòåðèàëè, êîèòî
âëèçàò â êîíòàêò ñ õðàíè (AFC), ñìÿòà ðåçóëòàòèòå îò äâåòå
èçñëåäâàíèÿ íà íÿêîëêî ïîðåäíè ïîêîëåíèÿ ïëúõîâå (23) è
ìèøêè (24) çà äîñòàòú÷íî àâòîðèòåòíè, çà äà ïîñëóæàò çà
îïðåäåëÿíå íà íàé-ìàëêàòà íàáëþäàâàíà åôåêòèâíà äîçà
(LOAEL  - lowest observed adverse effect level) êàòî 50 mg/
kg òåëåñíà ìàñà äíåâíî è NOAEL îò 5 mg/ kg òåëåñíà ìàñà
äíåâíî. Òîâà ñòàâà, ñëåä êàòî å èãíîðèðàí äîáàâåíèÿò UF5.

Ðåâèçèÿòà íà ôàêòîðà íà íåñèãóðíîñò å ðåøåíà ïîðàäè
îïèñàíèòå âèäîâè ðàçëè÷èÿ â òîêñèêîêèíåòèêàòà íà ÂÐÀ
ìåæäó ãðèçà÷èòå è ÷îâåêà. ÂÐÀ ñå àáñîðáèðà áúðçî â
ãàñòðî-èíòåñòèíàëíèÿ òðàêò, ñëåä êîåòî ñå ãëþêóðîíèðà â
÷åðíèÿ äðîá è òîâà îáðàçóâàíå íà áèñôåíîë À – ãëþêóðîíèä
ñå ÿâÿâà îñíîâíèÿò ïúò íà áèîòðàíñôîðìàöèÿ ïðè ïðèìàòèòå
(âêë. ÷îâåêà) è ãðèçà÷èòå. Ãëþêóðîíèðàíåòî ïðåäñòàâëÿâà
ðåàêöèÿ íà äåçàêòèâàöèÿ, çàùîòî áèñôåíîë À – ãëþêóðîíèäúò
íå ïðèòåæàâà åíäîêðèííà àêòèâíîñò. Ñâîáîäíèÿò ÂÐÀ ìîæå
äà áúäå èíàêòèâèðàí ñúùî ÷ðåç ñóëôàòèðàíå. Ïúòèùàòà íà
åëèìèíèðàíå ïðè ïðèìàòèòå è ïðè ãðèçà÷èòå ñà ðàçëè÷íè.

during early development (pre- and postnatal), can be
the cause for growing numbers of sterility, malformations
of genitals, deviations in the sexual development and
breast cancer, observed in the human populations in
Europe and in the USA over the past 50 years (19, 20,
21).

Role of the European Food Safety Authority
(EFSA)

The primary standardization of BPA in the materials and
plastic issues designed for contact with foods was
performed in 1986 by the Scientific Committee on Food
(SCF). The Committee has defined the value for tolerable
daily intake (TDI) 0.05 mg/kg body weight daily for this
substance, whose value is based on 90-day survey on
rats and mice that took BPA with food. As a final one
and the biggest NOAEL dose is that of 25 mg/kg body
weight daily. To this dose is applied uncertainty factor
(UF) of 500, due to insufficient data availability

In 2002 SCF made a reassessment. The final oral NOAEL
for BPA was assessed to be 5 mg/kg body weight per
day. The temporary daily intake (TDI) of 0,01 mg/kg body
weight daily was determined. The used standard
uncertainty factor (UF) again is 500 (100 for inter- and
intraspecies differences, multiplied by 5 due to
incomplete data bases).

In 2006 EFSA published a health risk assessment for
people’s exposure to BPA. In this document finally was
defined the value for TDI of 0.05 mg/kg body weight
daily for this substance (22). This risk assessment was
based on tests for toxicity performed on experimental
animals. The expert Panel on Food Additives,
Flavourings, Processing Aids and Materials in Contact
with Food (AFC) has considered the results from both
studies on serial generations of rats (23) and mice (24)
for sufficiently authoritative in order to serve for the
determination of the - lowest observed adverse effect
level (LOAEL) as 50 mg/ kg body weight daily and
NOAEL of 5 mg/ kg body weight per day. This happened
after ignoring the added UF 5.

The revision of UF was settled due to described species
differences in the toxicokinetics of BPA between rodents
and humans. BPA is rapidly absorbed in the gastro-
intestinal tract, after that it is glucoronized in the liver
and this form of BPA – glucuronide appears to be the
main route for biotransformation in primates (including
human being) and rodents. The glucuronidation is a
reaction of deactivation because BPA glucuronide does
not have endocrine activity. Free BPA could be
inactivated through sulfatation. Paths for elimination
in primates and human beings are different. In human
beins 80% of the absorbed BPA is excreted by urine in
the next 5 hours. In rodents  there has been observed
enterohepatitic circulation (deglucuronidation to free
BPA and again glucuronidation) and significantly
slower elimination by feces. Having in mind these
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ÁÅÇÎÏÀÑÍÎÑÒ ÍÀ ÕÐÀÍÈÒÅ FOOD SAFETY

Ïðè õîðàòà 80% îò ïîãúëíàòèÿ ÂÐÀ ñå åêñêðåòèðà ñ óðèíàòà
â ñëåäâàùèòå 5 ÷àñà. Ïðè ãðèçà÷èòå ñå íàáëþäàâà
åíòåðîõåïàòàëíà öèðêóëàöèÿ (äåãëþêóðîíèðàíå äî ñâîáîäåí
ÂÐÀ è îòíîâî ãëþêóðîíèðàíå) è çíà÷èòåëíî ïî-áàâíî
åëèìèíèðàíå ñ ôåöåñà. Ïðåäâèä òåçè ðàçëèêè è íèñêàòà
ñèñòåìíà êîíöåíòðàöèÿ íàìåðåíà ó õîðà, â ñðàâíåíèå ñ
ïëúõîâåòå, AFC îïðåäåëÿ ôàêòîð íà íåñèãóðíîñò 100.
Åêñïåðòíàòà ãðóïà ñúùî òàêà çàêëþ÷àâà, ÷å ïðèåìúò íà ÂÐÀ
ñ õðàíèòå è íàïèòêèòå å ìíîãî ïî-íèñúê îò TDI, äîðè ïðè
êúðìà÷åòàòà è ìàëêèòå äåöà (22).

Ïðåç þëè 2008 ã., ïîðàäè íàëè÷èå íà íîâè äàííè îò
ïðîó÷âàíèÿ, èçâúðøåíè ñúãëàñíî óêàçàíèÿòà çà Äîáðà
ëàáîðàòîðíà ïðàêòèêà íà OECD (Îðãàíèçàöèÿòà çà
èêîíîìè÷åñêî ñúòðóäíè÷åñòâî è ðàçâèòèå), EFSA èçâúðøâà
ïî-ïîäðîáíà îöåíêà íà âúçðàñòîâèòå ðàçëè÷èÿ â
òîêñèêîêèíåòèêàòà ïðè æèâîòíè è õîðà è òÿõíîòî
ïðèëîæåíèå çà îöåíêà íà ðèñêà è îïàñíîñòòà îò ÂÐÀ â
õðàíèòå. Ïðåäâèä ìàé÷èíèÿ êàïàöèòåò çà êîíþãàöèÿ, AFC
ñ÷èòà åêñïîçèöèÿòà íà ÷îâåøêèÿ ôåòóñ íà ñâîáîäåí ÂÐÀ çà
íåçíà÷èòåëíà, çà ðàçëèêà îò ôåòóñèòå íà ïëúõà, êîèòî ñà
åêñïîíèðàíè íà ñâîáîäåí ÂÐÀ îò ìàé÷èíîòî
êðúâîîáðàùåíèå. Ïàíåëúò çàêëþ÷àâà, ÷å íîâîðîäåíèòå äåöà
ïðèòåæàâàò äîñòàòú÷åí êàïàöèòåò äà áèîòðàíñôîðìèðàò ÂÐÀ
äî õîðìîíàëíî íåàêòèâíè ôîðìè ïðè íèâàòà íà åêñïîçèöèÿ,
äîêëàäâàíè îò EFSA ïðåç 2006 ã.  è â Äîêëàäà çà îöåíêà íà
ðèñêà íà Åâðîïåéñêèÿ ñúþç îò 2003 ã. (25) è îò 2008 ã. (26) (EU
RAR).  Ïðåäâèä îïèñàíèòå ðàçëè÷èÿ â òîêñèêîêèíåòèêàòà è
òåõíèÿ åôåêò âúðõó òîêñè÷íîñòòà, ïðè äàäåíà åêâèâàëåíòíà
äîçà ÂÐÀ, òÿ áè áèëà ïî-âèñîêà ïðè ïëúõîâåòå îò âñÿêà âúçðàñò,
â ñðàâíåíèå ñ õîðàòà. Ïàíåëúò ðåøàâà, ÷å âúçðàñòîâèòå ðàçëè÷èÿ
â òîêñèêîêèíåòèêàòà íà ÂÐÀ ïðè æèâîòíè è õîðà íÿìàò
çíà÷åíèå çà îöåíêàòà íà ðèñêà è ïðåïîòâúðæäàâà TDI (27).

Íà 15.10.2009 ã. Åâðîïåéñêàòà êîìèñèÿ îòïðàâÿ èñêàíå êúì
EFSA çà íîâà îöåíêà íà ðèñêà, âñëåäñòâèå íà ïîëó÷åíè íîâè
íàó÷íè äàííè çà âðåäíè åôåêòè íà áèñôåíîë À. Ñòàíîâèùåòî
íà Åêñïåðòíàòà ãðóïà ïî ìàòåðèàëèòå, êîèòî âëèçàò â êîíòàêò
ñ õðàíè, åíçèìèòå, äîáàâêèòå â õðàíèòå, àðîìàòèçàíòèòå è
ñïîìàãàòåëíèòå ñðåäñòâà çà îáðàáîòêà, å îáÿâåíî ïðåç
ñåïòåìâðè 2010 ã. Ìåæäóâðåìåííî ñà àíàëèçèðàíè âñè÷êè
ïðîó÷âàíèÿ ïî ïðîáëåìà, âñè÷êè íàëè÷íè íàó÷íè
äîêàçàòåëñòâà, íàä 800 ïóáëèêàöèè. Â ñâîåòî ñòàíîâèùå
Åêñïåðòíàòà ãðóïà ñòèãà äî çàêëþ÷åíèåòî, ÷å, âúç îñíîâà íà
äåòàéëíàòà îöåíêà íà ïîñëåäíèòå äàííè çà òîêñè÷íîñò ïðè
õîðàòà è æèâîòíèòå, íå ñå íàìèðà íîâî ïðîó÷âàíå, êîåòî äà
èçèñêâà ïðåðàçãëåæäàíå íà äîñåãàøíèòå ñòîéíîñòè çà TDI
îò 0,05 mg/kg òåëåñíà ìàñà äíåâíî.

Â „ìíåíèå íà ìàëöèíñòâîòî“, âñå ïàê åäèí îò ÷ëåíîâåòå íà
Åêñïåðòíàòà ãðóïà çàêëþ÷àâà, ÷å åôåêòèòå, íàáëþäàâàíè ïðè
îïðåäåëåíè ïðîó÷âàíèÿ è  ïðåäèçâèêàëè ñúìíåíèÿ, ñà èçâúí
îáõâàòà íà íàñòîÿùèÿ TDI, êîéòî ïîðàäè òîâà ñëåäâà äà ñå
ñ÷èòà çà âðåìåíåí äî ïîëó÷àâàíåòî íà ïî-íàäåæäíè äàííè â
îáëàñòèòå, â êîèòî ñúùåñòâóâà íåñèãóðíîñò. Åêñïåðòíàòà
ãðóïà îòáåëÿçâà, ÷å íÿêîè ïðîó÷âàíèÿ, ïðîâåäåíè âúðõó
íåçàâúðøèëè ñâîåòî ðàçâèòèå æèâîòíè, äîïóñêàò
âúçìîæíîñòòà çà íàëè÷èå íà äðóãè âèäîâå òîêñè÷íè åôåêòè,
ñâúðçàíè ñ BPA, â ÷àñòíîñò áèîõèìè÷íè ïðîìåíè â ìîçúêà,
èìóíîìîäóëàöèÿ è ïîâèøåíà ïðåäðàçïîëîæåíîñò êúì

differences and the low systematic concentration
found in humans in comparison to the rats, AFC has
determined UF 100. The Panel also draw the conclusion
that the intake of BPA with foods and beverages is
significantly lower than the TDI, as well revealed for
infants and young children (22).

In July 2008 due to the presence of new data obtained
from studies peãformed according to the guidelines
for Good laboratory practice of the Organization for
economic collaboration and development (OECD).
EFSA has performed more detailed assessment of the
age differences in the toxicokinetics in animals and
humans and their application for assessing the risk
and threat from BPA in foods. Having in mind the
mother’s capacity for conjugation AFC Panel
considers the exposure of the human fetus to free
BPA for insignificant in contrast to the fetuses of rat,
which are exposed to free BPA from the mother’s
circulation. The Panel made the conclusion that
newborns have significant capacity to biotransform
BPA to hormonal inactive forms in the exposure levels
reported by EFSA in 2006 and in the Report for risk
assessment of the European Union in 2003 (25) and in
2008 (26) (EU RAR). Having in mind the differences
described in toxicokinetics and their effect on toxicity
at a certain equivalent dose of BPA it would be higher
in rats of all ages in comparison to humans. The Panel
desided that the age differences in the toxicokinetics
of BPA in animals and humans are not significant for
the risk assessment and reaffirmed the TDI (27).

On October 15th 2009 the European Commission made
a request to EFSA for a new risk assessment due to
new scientific data received for the adverse effects of
BPA. The statement of the expert Panel on Food
Additives,  Flavourings,  Processing Aids and
Materials in Contact with Food (AFC) was announced
in September 2010 as in between all studies on the
problem were analyzed and all available scientific
evidence was made accessible including 800
publications. In its statement the expert Panel arrived
at a conclusion that on the basis of a detailed
assessment on the last data for toxicity in humans
and animals it was not found a new study that could
require a reconsideration of the existing values for
TDI of 0,05 mg/kg bw/day.

In the opinion of 2010 a Panel member expressed a
“minority opinion” that the effects observed in certain
studies and provoked doubts are outside the range
of the current TDI, which should be considered for
temporary one until receiving new more reliable data
in the fields where uncertainties exist. The expert Panel
mentioned that some studies performed on immature
animals have assumed the opportunity for presence
of other types of toxic effects related to BPA in
particular biochemical changes in the brain,
ummunomodulation and increased predisposition to
the development of breast cancer. According to the
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ðàçâèòèå íà òóìîðè íà ãúðäàòà. Ñïîðåä åêñïåðòèòå òåçè
ïðîó÷âàíèÿ èìàò ðåäèöà íåäîñòàòúöè è ïîíàñòîÿùåì íå
ìîæå äà áúäå îöåíåíî äîêîëêî òåõíèòå ðåçóëòàòè èìàò
îòíîøåíèå êúì ÷îâåøêîòî çäðàâå. Â ñëó÷àé, ÷å â áúäåùå
ñòàíàò èçâåñòíè íîâè äàííè, êîèòî ñà îò çíà÷åíèå,
Åêñïåðòíàòà ãðóïà ùå ïðåðàçãëåäà ñòàíîâèùåòî ñè (28).

Ìíåíèåòî íà ìåæäóíàðîäíàòà íàó÷íà
îáùíîñò

Ìåæäóâðåìåííî ñà ïóáëèêóâàíè ñúîáùåíèÿ çà ïîâå÷å
îò 40 èçñëåäâàíèÿ, ïðîâåäåíè îò ðàçëè÷íè íàó÷íè åêèïè,
ïðè êîèòî ñà óñòàíîâåíè òîêñè÷íè åôåêòè âúðõó ãðèçà÷è,
ïðè ïåðîðàëåí ïðèåì íà äîçè îò 0,05  mg/kg òåëåñíà ìàñà
äíåâíî è ïî-íèñêè (29). Èçñëåäâàíè ñà ìîðôîëîãèÿòà íà
ðåïðîäóêòèâíèòå îðãàíè, ðàçâèòèåòî íà íåðâíàòà
ñèñòåìà, ïîâåäåíèåòî, ðåïðîäóêòèâíîòî çäðàâå íà
ìúæêèòå æèâîòíè è èìóíèòåòà. Îöåíêàòà íà EFSA  îò
2006 ã. (22) è Äîêëàäúò çà îöåíêà íà ðèñêà íà Åâðîïåéñêàòà
êîìèñèÿ îò 2008 ã. (26) ïîñòàíîâÿâàò, ÷å íèòî åäíî îò òåçè
ïðîó÷âàíèÿ íà íèñêîäîçîâèòå åôåêòè íà ÂÐÀ íå ìîæå äà
ïðåäñòàâè êà÷åñòâåíè äàííè çà îöåíêà íà ðèñêà è
ïîëó÷åíèòå îò òÿõ ðåçóëòàòè ñà ïðåíåáðåãíàòè.
Ïðîòèâîïîëîæíî íà ïîâå÷åòî ñòðàíè-÷ëåíêè, íÿêîè
ñåâåðíè ñòðàíè (Äàíèÿ, Øâåöèÿ è Íîðâåãèÿ) ïðèçíàâàò 4
èçñëåäâàíèÿ çà åôåêòèòå íà ÂÐÀ âúðõó íåðâíàòà ñèñòåìà
è ïîâåäåíèåòî êàòî âàëèäíè çà îöåíêà íà ðèñêà (30, 31,
32, 33).

Ñ öåë ïðåðàçãëåæäàíå íà îöåíêàòà íà ðèñêà íà FDA (Food
and Drug Administration), Íàó÷íèÿò êîìèòåò íà òîçè
ðåãóëàòîðåí îðãàí ïðåç 2008 ã. ñúçäàâà ïîäêîìèòåò, êîéòî
äà ðåøè ïðîáëåìà. Òîçè ïîäêîìèòåò îñòðî êðèòèêóâà
FDA êàòî, â ÷àñòíîñò, èçðàçÿâà íåñúãëàñèå ñ
íåâêëþ÷âàíåòî íà ãîëÿì áðîé èçñëåäâàíèÿ, êîèòî íå ñà
ïðîâåäåíè ñúãëàñíî GLP, â òàçè îöåíêà. Ó÷åíèòå ñìÿòàò,
÷å òåæåñòòà íà íàó÷íèòå äîêàçàòåëñòâà å äîñòàòú÷íà, çà
äà áúäå çàäàäåíà êàòî NOAEL ñòîéíîñò îò åäèí èëè
ïîâå÷å ïîðÿäúêà ïî-íèñêà îò çàäàäåíàòà îò FDA 5 mg/ kg
òåëåñíà ìàñà äíåâíî.

Ìåæäóíàðîäíà ðàáîòíà ñðåùà âúðõó îöåíêàòà íà
áèñôåíîë À (30-31 ìàðò 2009 ã.), ïðîâåäåíà ïîä åãèäàòà
íà Ãåðìàíñêàòà ôåäåðàëíà àãåíöèÿ ïî îêîëíàòà ñðåäà
(UBA) çàêëþ÷è, ÷å òðÿáâà äà áúäàò ðàçãëåäàíè âñè÷êè
íàëè÷íè äàííè, âêëþ÷èòåëíî ïîëó÷åíèòå îò èçñëåäâàíèÿ,
íåïðîâåäåíè ñúãëàñíî íàðú÷íèöèòå çà GLP. Íåîáõîäèìî
å äà áúäàò èçïîëçâàíè âñè÷êè íàëè÷íè äàííè è
ðåãóëàòîðíèòå îðãàíè íå òðÿáâà äà îòäàâàò çíà÷åíèå íà
ìàëêîòî èçñëåäâàíèÿ, ïðîâåäåíè ñúãëàñíî Äîáðàòà
ëàáîðàòîðíà ïðàêòèêà, èãíîðèðàéêè ñòîòèöèòå, ïðîâåäåíè
ïî èíèöèàòèâà íà ñàìèòå èçñëåäîâàòåëè. Èçâåäåíè ñà ñúùî
è íÿêîè êðèòåðèè çà êà÷åñòâî, íà êîèòî òðÿáâà äà îòãîâàðÿò
ïðîó÷âàíèÿòà (34). Íà ñúùàòà ðàáîòíà ñðåùà Rochelle Tyl,
àâòîð íà äâåòå èçñëåäâàíèÿ, èçïîëçâàíè îò EFSA  ïðåç 2006
ã.è îò FDA ïðåç 2008 ã. êàòî äîêàçàòåëñòâà çà áåçîïàñíîñòòà
íà ÂÐÀ, çàÿâÿâà, ÷å òåçè èçñëåäâàíèÿ íå ïðåòåíäèðàò, ÷å ÂÐÀ
å áåçîïàñåí, çàùîòî íå ïîêðèâàò âñè÷êè àñïåêòè íà íåãîâîòî
âúçäåéñòâèå. Òèë ïðèçíàâà, ÷å â äîêëàäà íà FDA îò 2008 ã.,

experts these studies have a variety of disadvantages
and up to now it could not be assessed whether their
results have any effects on the human health. In case
there have been known new data which are important
for this case the expert Panel will reconsider its
statement (28).

Views of the international scientific
community

Meanwhile, there have been published announcements
for more than 40 studies, carried out by different research
teams, in which toxic effects on rodents were established
in peroral administration of doses of 0,05  mg/kg bw/day
and lower ones (29). There have been investigated the
morphology of the reproductive organs, development
of the nervous system, behavior, reproductive health of
male animals and immunity. Both the assessment of EFSA
performed in 2006 (22) and the Report of the European
Commission for risk assessment published in 2008 (26)
confirm that neither of these studies on low BPA doses
reveal qualitative data for the risk assessment and the
results obtained from them were neglected. In contrast
to more of the EU’s member states some several countries
(Denmark, Sweden and Norway) recognize four studies
for BPA effects on the nervous system and behavior as
valid for the risk assessment (30, 31, 32, 33).

In order to reconsider the risk assessment of the Food
and Drug Administration (FDA) the EFSA Scientific
committee in 2008 created a subcommittee that should
find a resolution to the problem. This subcommittee
sharply criticized FDA as, in particular, expressed
disagreement with the non-inclusion of a great deal of
studies which were not performed according to the good
laboratory practice (GLP). The researchers consider that
the weight of scientific evidence is sufficient to be put
as a NOAEL value at least an order of magnitude lower
than the value of 5 mg/ kg bw/day selected by FDA.

The international workshop on the BPA assessment (30-
31 March 2009) performed under the auspices of the
German Federal Environmental Agency (UBA) concluded
that there should be considered all data available
including those received from studies that were not
carried out according to the manuals for GLP. For the
goals of the regulation it is necessary to use all the data
available and the regulatory bodies should not attach
importance to the few studies performed according to
GLP principles, thus ignoring about hundreds of
studies fulfilled on the own initiative of the researchers.
There have been drawn some quality criteria that
should be met by the studies (34). At the same
workshop Rochelle Tyl, author of both studies used
by EFSA in 2006  and by FDA in 2008 as evidence for
the safety of BPA, made a statement that these studies
did not pretend that BPA was safe because they do
not cove all the aspects of its effect. Tyl has
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ñïîíñîðèðàí îò American Chemistry Council, òúðãîâñêà
àñîöèàöèÿ íà ïðîèçâîäèòåëèòå íà ÂÐÀ, ñà íàëèöå ìíîãî
ãðåøêè è ïðîòèâîðå÷èÿ (35).

Äðóã èçòî÷íèê íà ïðîòèâîðå÷èÿ å ðåàëíàòà âúòðåøíà
åêñïîçèöèÿ íà õîðàòà. Çà áèîëîãè÷íî àêòèâåí ñå ñ÷èòà
åäèíñòâåíî ñâîáîäíèÿò áèñôåíîë À, òîâà íå âàæè çà íåãîâèòå
ìåòàáîëèòè. Ïðè áèîìîíèòîðèíãîâè ïðîó÷âàíèÿ â
Ãåðìàíèÿ (36) è ÑÀÙ (37), â êðúâòà íà ìàéêèòå ñà èçìåðåíè
íèâà îò 4-6 ng/ ml ñâîáîäåí ÂÐÀ. Âúïðåêè èçïîëçâàíèòå
ðàçëè÷íè òåõíèêè, ðåçóëòàòèòå îò èçñëåäâàíèÿòà ñà
èäåíòè÷íè. Ìåæäóâðåìåííî, â êðúâòà íà äåâåòèìà
äîáðîâîëöè, ïðèåëè öåëåíàñî÷åíî äîçà îò 5 mg ïåðîðàëíî,
íå å íàìåðåí ñâîáîäåí ÂÐÀ (38). Òîâà å åêñïåðèìåíòúò, âúðõó
êîéòî EFSA îñíîâàâà ñâîÿòà îöåíêà íà ðèñêà, äîïóñêàéêè
÷å â êðúâòà íà õîðàòà íå ñå îòêðèâàò íèêàêâè êîíöåíòðàöèè
íà ÂÐÀ, êîèòî áèõà ìîãëè äà èìàò ïðàêòè÷åñêî çíà÷åíèå.
Íàëèöå å ãîëÿìî íåñúãëàñèå ìåæäó åêñïåðòèòå ïî âúïðîñà
çà PBPK (Physiologically-based pharmacokinetic  modeling –
ìåòîä íà ìàòåìàòè÷åñêî ìîäåëèðàíå, ïîçâîëÿâàù
åêñòðàïîíèðàíåòî íà ïîëó÷åíèòå ðåçóëòàòè îò
åêñïåðèìåíòàëíè æèâîòíè êúì õîðà) ìîäåë íà BPA çà õîðàòà.
Åôåêòèòå íà ÂÐÀ âúðõó îðãàíèçìà çàâèñÿò îò òîâà êàêâî å
íàëè÷íîòî êîëè÷åñòâî íà ñâîáîäåí ÂÐÀ è çà êàêúâ ïåðèîä îò
âðåìå êëåòêèòå ñà èçëîæåíè íà äåéñòâèåòî ìó. Åäèí íàñêîðî
ïóáëèêóâàí îáçîð øèðîêî äèñêóòèðà ïðèëîæèìîñòòà íà
èçìåðâàíèÿòà íà ñâîáîäíèÿ è êîíþãèðàí áèñôåíîë À â
÷îâåøêà êðúâ (39). Ìíîãî ïåðèôåðíè îðãàíè, âêëþ÷èòåëíî
ïëàöåíòàòà, èìàò âèñîêà àêòèâíîñò íà ãëþêóðîíèäàçè è
ñóëôàòàçè, êîèòî ñà ñïîñîáíè äà äåêîíþãèðàò íåàêòèâíèòå
ìåòàáîëèòè äî ñâîáîäíàòà è ìåòàáîëèòíî àêòèâíà ôîðìà.
Ïðèñúñòâèåòî â êðúâòà åäèíñòâåíî íà êîíþãèðàí áèñôåíîë
À íå ãàðàíòèðà, ÷å ñóáñòàíöèÿòà å áèîëîãè÷íî íåàêòèâíà è
â òúêàíèòå. Ïðåäïîëîæåíèåòî íà EFSA, ÷å áúðçàòà êîíþãàöèÿ
ïðåäïàçâà õîðàòà îò âðåäíè åôåêòè íå å â ñúîòâåòñòâèå ñ
ïîëèòèêàòà íà Åâðîïåéñêèÿ ñúþç çà õèìè÷íèòå âåùåñòâà, â
÷àñòíîñò ñ ïðèíöèïà íà ïðåäîõðàíèòåëíèòå ìåðêè (40).

Äðóã ïðîáëåì å âçàèìîäåéñòâèåòî íà ÂÐÀ ñ äðóãè
ñóáñòàíöèè â îðãàíèçìà. Èçñëåäâàíå, ïðîâåäåíî ïðåç 2009
ã., äîêàçâà, ÷å íÿêîè øèðîêîóïîòðåáÿâàíè ìåäèêàìåíòè  -
êàòî ñàëèöèëîâà êèñåëèíà, êàðáàìàçåïèí, íàïðîêñåí è äð.,
ìîãàò çíà÷èòåëíî äà èíõèáèðàò ãëþêóðîíèðàíåòî íà ÂÐÀ in
vitro(41). Ïîâå÷åòî îò ïóáëèêóâàíèòå íàó÷íè
áèîìîíèòîðèíãîâè ïðîó÷âàíèÿ ïîñëåäîâàòåëíî îòêðèâàò
çíà÷èòåëíè íèâà íà ñâîáîäåí áèñôåíîë À â ÷îâåøêàòà êðúâ.
Íàñêîðî îïîâåñòåí îáçîð íà áèîìîíèòîðèíãîâèòå
ïðîó÷âàíèÿ çàêëþ÷àâà: „Íàëè÷íèòå äàííè îò
áèîìîíèòîðèíãîâèòå ïðîó÷âàíèÿ ÿñíî ïîêàçâàò, ÷å
îñíîâíàòà ïîïóëàöèÿ å åêñïîíèðàíà íà ÂÐÀ è õîðàòà ñà â
ðèñê îò âúòðåøíî åêñïîíèðàíå ñ íåêîíþãèðàí ÂÐÀ. Äâåòå
òîêñèêîêèíåòè÷íè èçñëåäâàíèÿ (23,24), êîèòî èçêàçâàò
ïðåäïîëîæåíèåòî, ÷å ÷îâåøêàòà åêñïîçèöèÿ íà ÂÐÀ å
íåçíà÷èòåëíà, èìàò ñúùåñòâåíè íåäîñòàòúöè, äèðåêòíî ñå
îïðîâåðãàâàò îò ïðîó÷âàíèÿ, îñíîâàíè íà õèïîòåçè è ïîðàäè
òàçè ïðè÷èíà íà òÿõ íå ìîæå äà ñå ðàç÷èòà çà öåëèòå íà
îöåíêàòà íà ðèñêà .” (42)

recognized that in the FDA Report since 2008 sponsoãed
by the American Chemistry Council, a trade association
of the producers of BPA, there were lots of mistakes
and contradictions (35).

Other source of contradictions is the real internal
exposure of humans. For biologically active one is
considered only free BPA, while this is not valid for its
metabolites. In biomonitoring studies performed in
Germany (36) and USA (37), in the blood of mothers
there were measured free BPA levels of 4-6 ng/ ml.
Despite the different techniques used the results
received from the studies are identical. Meantime, in
the blood of ninth volunteers who intentionally took a
peroral dose of 5 mg free BPA was not found (38). This
is the experiment on which EFSA based its risk
assessment with the admission that in the blood of
humans no BPA concentrations were found which
could have any practical significance. There is a great
disagreement among the experts on the issue for PBPK
(physiologically-based pharmacokinetic modeling () –
a method of mathematical modeling, allowing the
transponation of results received from experimental
animals to humans) model of BPA for human beings.
BPA effects on the organism depends on the available
quantity of free BPA and on the time period for which
cells are being exposed to it. Recently published review
has widely discussed the applicabili ty of the
measurements of free and conjugated BPA in human
blood (39). Lots of peripheral organs, including
placenta, have a high activity of glucuronidases and
sulfatases, which are free to disconjugate the inactive
metabolites of the free and metabolic active form. The
presence in blood of only conjugated BPA does not
guarantee that the substance is biologically inactive
in the tissues, too. The supposition of EFSA that rapid
conjugation prevents people from adverse effects is
not in accordance with the policy of the European
Union for chemical substances, in particular, the
precautionary principle (40).

Another problem arisen is the interaction of ÂÐÀ with
other substances in the organism. An in vitro study
conducted in 2009 showed that some widely used
medications as salicylic acid, carbamazepine, naproxen
etc., could significantly inhibit the glucuronidation of
BPA (41).  Most of the published scientific
biomonitoring studies have found significant levels of
free BPA in human blood. A recently released  review
of biomonitoring studies has concluded: „The available
data from biomonitoring studies clearly show that the
main population is exposed to BPA and people are at
risk of internal exposure to non-conjugated BPA. Both
toxicokinetic studies (23,24), which make a guess that
the human exposure to BPA is insignificant, have
essential disadvantages, have been directly denied by
studies based on hypotheses and due to this it cannot
be relied on them for the goals of the risk assessment.”
(42)
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Ïîçèöèÿ íà ïðàâèòåëñòâàòà è èíäóñòðèÿòà

Ïðàâèòåëñòâîòî íà Êàíàäà îáÿâè ÂÐÀ çà îïàñåí ïðåç 2008
ã. è â ìîìåíòà òîé å â ñïèñúêà íà òîêñè÷íèòå âåùåñòâà.
Ìèíèñòåðñòâàòà íà çäðàâåîïàçâàíåòî è íà îêîëíàòà ñðåäà
ïðåäïðèåõà ìåðêè çà îãðàíè÷àâàíå íà âíîñà, ïðîäàæáèòå
è ðåêëàìàòà íà áåáåøêè áóòèëêè, ïðîèçâåäåíè îò
ïîëèêàðáîíàòíè ïëàñòìàñè. Ïðåç ñúùàòà ãîäèíà  âåðèãàòà
Wal-Mart èçëåçå ñ èçÿâëåíèå, ÷å íåçàáàâíî ïðåêðàòÿâà
ïðîäàæáèòå íà êîíòåéíåðè çà õðàíà, áóòèëêè çà âîäà è
áåáåøêè áóòèëêè, ÷àøè ñúñ ñëàìêè è çàëúãàëêè,
ñúäúðæàùè ÂÐÀ âúâ âñè÷êè ñâîè ìàãàçèíè â Êàíàäà, êàòî
ùå èçòåãëè ïîñòåïåííî áåáåøêèòå áóòèëêè, ñúäúðæàùè
ÂÐÀ è îò ìàãàçèíèòå ñè â ÑÀÙ ïðåç ïúðâèòå ìåñåöè íà
2009 ã. Ïðåç 2009 ã. øåñòòå íàé-ãîëåìè êîìïàíèè â ÑÀÙ,
ïðîäàâàùè áåáåøêè áóòèëêè, ðåøèõà äà ñïðàò äà
èçïîëçâàò ÂÐÀ â ñâîèòå ïðîäóêòè (43). Nalgene îáÿâè, ÷å
ùå ñïðå óïîòðåáàòà íà õèìèêàëà â ñâîèòå ïðîäóêòè, â
ïîñëåäñòâèå  Toys-R-Us ñúùî çàÿâèõà, ÷å ïðåêðàòÿâàò
ïðîäàæáèòå íà áåáåøêè áóòèëêè, ñúäúðæàùè ÂÐÀ. Ïðåç
2009 ã. Sunoco, ïðîèçâîäèòåë íà áåíçèí è õèìèêàëè, îòêàçà
äà ïðîäàâà ÂÐÀ íà êîìïàíèè, ïðîèçâåæäàùè êîíòåéíåðè
çà õðàíè è íàïèòêè çà äåöà ïîä 3 ãîäèíè. Ïúðâèòå ùàòè,
êîèòî çàáðàíèõà ÂÐÀ â äåòñêèòå ïðîäóêòè (áåáåøêè
øèøåòà è ÷àøè ñúñ ñëàìêè), áÿõà Ìèíåñîòà è Èëèíîèñ
(ÿíóàðè 2010 ã.). Êúíåêòèêúò ñòàíà ïúðâèÿò ùàò, êîéòî
çàáðàíè ÂÐÀ â îïàêîâêèòå íà âñè÷êè âèäîâå õðàíè çà
êúðìà÷åòà, êàêòî è â êîíòåéíåðèòå çà õðàíè è íàïèòêè,
ïðåäíàçíà÷åíè çà ìíîãîêðàòíà óïîòðåáà.

Ïðåç îêòîìâðè 2009 ã. Ãåðìàíñêàòà Ôåäåðàëíà àãåíöèÿ
ïî îêîëíàòà ñðåäà (Bund für Umwelt und Naturschutz
Deutschland) èçèñêà çàáðàíà íà BPA â ïðîäóêòèòå çà äåöà,
îñîáåíî çàëúãàëêèòå è ìàòåðèàëèòå è ïðåäìåòèòå â
êîíòàêò ñ õðàíè. Â îòãîâîð íà òîâà èñêàíå, íÿêîè
ïðîèçâîäèòåëè äîáðîâîëíî èçòåãëÿò îò ïàçàðà
ïðîáëåìíèòå çàëúãàëêè. Ïðåç íîåìâðè 2009 ã. ÑÇÎ (FAO)
îáÿâè, ÷å ïðåç 2010 ã. ïðåäñòîè äà áúäå ñâèêàí êîíñèëèóì
îò åêñïåðòè, êîèòî äà îöåíÿò áåçîïàñíîñòòà íà ÂÐÀ (44).
Êîíñèëèóìúò ñå ñúñòîÿ íà 1-5 íîåìâðè 2010 ã. â Îòàâà,
Êàíàäà. Â çàêëþ÷åíèåòî îò ñðåùàòà åêñïåðòèòå
ïîä÷åðòàâàò, ÷å óñòàíîâÿâàíåòî íà áåçîïàñíî íèâî íà
åêñïîçèöèÿ çà áèñôåíîë À ïðîäúëæàâà äà áúäå
âúçïðåïÿòñòâàíî îò íåäîñòèãà íà äàííè, âñëåäñòâèå íà
ìàëêèÿ áðîé åêñïåðèìåíòàëíè ïðîó÷âàíèÿ âúðõó
æèâîòíè, êîèòî ñà ïîäõîäÿùè çà îöåíêà íà ðèñêà. Ïîâå÷åòî
ïðîó÷âàíèÿ ñòðàäàò îò íåäîñòàòúöè íà äèçàéíà è
ìåòîäèêàòà, êîèòî îãðàíè÷àâàò òÿõíîòî ïðèëîæåíèå çà
öåëòà. Âúïðåêè òîâà, íÿêîè èçñëåäâàíèÿ âúðõó ÂÐÀ è
íåãîâîòî âëèÿíèå âúðõó ñåêñóàëíèÿ äèìîðôèçúì,
ïðåíåîïëàñòè÷íèòå ïðîìåíè â ìëå÷íèòå æëåçè è
ïðîñòàòàòà ïðè ïëúõîâå è ñïåðìàòîãåíåçàòà, ïîêàçâàò
âðúçêà ñ åêñïîçèöèÿòà íà íèñêè äîçè, êîåòî äîêàçâà
íóæäàòà îò áúäåùè èçñëåäâàíèÿ ïî ïðîáëåìà (45).

Äàíèÿ çàáðàíè èçïîëçâàíåòî íà ïëàñòìàñè, ñúäúðæàùè
ÂÐÀ, çà ïðîèçâîäñòâîòî íà áåáåøêè áóòèëêè ïðåç ìàðò
2010. Ïðåç ñúùèÿ ìåñåö â Áåëãèÿ, ñåíàòîðúò Philippe
Mahoux ïðåäëîæè çàêîíîäàòåëñòâîòî äà çàáðàíè
èçïîëçâàíåòî íà ÂÐÀ â ìàòåðèàëèòå çà êîíòàêò ñ õðàíè. Íà

Reaction of the governments and industry

The federal government of Canada declared that BPA is
dangerous in 2008 and it was placed in the toxic
substances list. The Ministries of Health and of the
Environment underwent measures for restriction of the
import, sales and advertisements of babies bottles
produced by polycarbonate plastics. In the same year,
the Wal-Mart Stores, Inc. announced immediate
canceling of the sales of containers for food, water
bottles and baby bottles, cups with straws and trinkets
that contain BPA in all of the stores in Canada and will
withdraw gradually the baby bottles containing BPA from
the stores in the USA in the first months of the 2009. In
2009 sixth of the biggest companies in the USA selling
baby bottles decided to stop the use of BPA in their
products (43). Nalgene declared that it would suspend
the use of the chemical in their products; later on Toys-
R-Us also declared that they would suspend the sales of
baby bottles that contain BPA. In 2009 Sunoco ,
manufacturer of gasoline and chemicals, refused to sell
BPA to companies producing containers for food and
beverages for children below 3 years. The first states
that banned BPA in kids products (baby bottles and cups
with straws) were Minnesota and Illinois (January 2010).
Connecticut became the first state that banned ÂÐÀ in
the packages of all types of foods for infants as well as in
the multi-use food and beverages containers.

In October 2009 the German’s Federal Environment
Agency (Bund für Umwelt und Naturschutz Deutschland)
requested to implement a ban on BPA in child products,
especially trinkets and materials and issues coming into
contact with food. In reply to this request some
manufacturers voluntarily withdrew from the market the
mentioned trinkets. In November 2009 the World Health
Organization (WHO) and the Food and Agriculture
Organization (FAO) declared that in 2010 would be
convene a council of experts who should assess the BPA
safety (44). The Joint FAO/WHO Expert meeting was held
on 1-5 November 2010 in Ottawa, Canada. In the
conclusions of the meeting the experts pointed out that
the establishment of safe level of BPA exposure continues
to be hindered from the insufficiency of data, as a result
of low number of experimental studies on animals that
were convenient for the risk assessment. Most of the
studies have some flaws in relation to the design and
methods, which restrict their application to defined goal.
Nevertheless, some studies on BPA and its effect on the
sexual dimorphism, preneoplastic changes in
mammalian glands and prostate in rats and
spermatogenesis, revealed a relation to the exposure
to low doses, which showed the necessity from future
examinations on the problem (45).

Denmark banned the use of plastics containing BPA
for the production of baby bottles in March 2010. At
the same month in Belgium the senator Philippe
Mahoux proposed legislation banning BPA in materials
coming into contact with food. On 24 March 2010 with
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24 ìàðò 2010 ã. Ôðåíñêèÿò Ñåíàò åäèíîäóøíî îäîáðè
ïðîåêòîçàêîí çà çàáðàíà íà ÂÐÀ â áåáåøêèòå áóòèëêè.

Ðåãóëàòîðíèòå îðãàíè íà äðóãè ñòðàíè, êàòî Øâåéöàðèÿ,
Àâñòðàëèÿ è Íîâà Çåëàíäèÿ, èçëèçàò ñ èçÿâëåíèÿ, ÷å
íàñòîÿùàòà åêñïîçèöèÿ íà ÂÐÀ îò àëèìåíòàðíè èçòî÷íèöè
íå ïðåäñòàâëÿâà ðèñê çà íàñåëåíèåòî, íî âúïðåêè òîâà
ïðèçîâàâàò êúì ïðàâèëíà óïîòðåáà íà áåáåøêèòå áóòèëêè,
è ïðåäëàãàò èçïîëçâàíåòî íà àëòåðíàòèâè íà
ïîëèêàðáîíàòíèòå áóòèëêè (íàïðèìåð ñòúêëåíè).

Â çàêëþ÷åíèå ìîæå äà ñå êàæå, ÷å íà íàñòîÿùèÿ åòàï
íàó÷íèòå èçñëåäâàíèÿ âúðõó áåçâðåäíîñòòà íà ÂÐÀ çà
êúðìà÷åòà, åêñïîíèðàíè ïîñðåäñòâîì ïîëèêàðáîíàòíèòå
øèøåòà çà õðàíåíå, áóäÿò íÿêîè ñúìíåíèÿ, êîèòî ñå íàëàãà
äà áúäàò èçÿñíåíè. Âúâ âðúçêà ñ òîâà Åâðîïåéñêàòà êîìèñèÿ
ñå ïîçîâà íà ïðèíöèïà íà ïðåäîõðàíèòåëíèòå ìåðêè,
ïðåäâèäåí â ÷ëåí 7 íà Ðåãëàìåíò (ÅÎ) ¹ 178/2002, ïðèëîæèì
â ñëó÷àèòå íà ñúùåñòâóâàùà íåñèãóðíîñò, äîðè êîãàòî ÿâåí
ðèñê çà ÷îâåøêîòî çäðàâå âñå îùå íå å íàïúëíî äîêàçàí.
Åâðîïåéñêàòà êîìèñèÿ ïîñòàíîâè óïîòðåáàòà íà BPA â
ïðîèçâîäñòâîòî íà øèøåòà çà õðàíåíå íà êúðìà÷åòà è
ïóñêàíåòî íà ïàçàðà íà ïîëèêàðáîíàòíè øèøåòà çà õðàíåíå
íà êúðìà÷åòà äà áúäàò âðåìåííî çàáðàíåíè, äî ïîëó÷àâàíåòî
íà äîïúëíèòåëíè íàó÷íè äàííè. Òåçè äàííè òðÿáâà äà èçÿñíÿò
òîêñèêîëîãè÷íàòà çíà÷èìîñò íà íÿêîè íàáëþäàâàíè åôåêòè
íà BPA, ñ îñîáåíî âíèìàíèå ïî îòíîøåíèå íà
áèîõèìè÷íèòå ïðîìåíè â ìîçúêà, èìóíîìîäóëàòîðíèòå
åôåêòè è ïîâèøåíàòà ïðåäðàçïîëîæåíîñò êúì ðàçâèòèå íà
òóìîðè íà ãúðäàòà.  Î÷àêâà ñå âñè÷êè øèøåòà çà õðàíåíå íà
êúðìà÷åòà, ñúäúðæàùè BPA, äà áúäàò èçòåãëåíè îò ïàçàðà
íà ÅÑ äî ñðåäàòà íà 2011 ã.
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ÌÈÊÐÎÁÍÈ ÊÎÍÒÀÌÈÍÀÍÒÈ Â
ÁÓÒÈËÈÐÀÍÈ ÂÎÄÈ

Ëèëÿíà ×èïèëñêà, Âåñåëà Ãåîðãèåâà
Íàöèîíàëåí öåíòúð ïî îáùåñòâåíî çäðàâå è àíàëèçè

Ðåçþìå

Â ïîñëåäíèòå ãîäèíè â Áúëãàðèÿ ñå íàáëþäàâà íàðàñòâàíå
íà  ïîòðåáëåíèåòî íà áóòèëèðàíè âîäè (ìèíåðàëíè,
èçâîðíè, òðàïåçíè). Êà÷åñòâîòî èì å ðåãëàìåíòèðàíî îò
åâðîïåéñêîòî è áúëãàðñêîòî çàêîíîäàòåëñòâî. Â
íîðìàòèâíèòå äîêóìåíòè ñå äåôèíèðà äîïóñòèìîñòòà
íà òðåòèðàíå íà âîäèòå â çàâèñèìîñò îò òÿõíàòà
êàòåãîðèÿ. Íå ñå äîïóñêà àíòèìèêðîáíîòî òðåòèðàíå íà
ìèíåðàëíèòå è èçâîðíèòå âîäè. Òîâà å ïðîòåêòîðåí
ìåõàíèçúì çà íåíàðóøàâàíå àâòåíòè÷íîñòòà íà òåõíèÿ
óíèêàëåí ñúñòàâ è ìèêðîôëîðà. Âàæíî å äà ñå ñúõðàíè
åñòåñòâåíàòà ïðèðîäíà ÷èñòîòà íà  âîäèòå è â ïðîöåñà
íà òÿõíîòî áóòèëèðàíå. Ìèêðîáèîëîãè÷íèÿò êîíòðîë èìà
çà öåë äà îáåêòèâèçèðà ìèêðîáíîòî ñúñòîÿíèå íà âîäèòå
ñëåä òÿõíîòî áóòèëèðàíå è ñúõðàíåíèå, çà äà ãàðàíòèðà
áåçîïàñíîñòòà èì ïðè óïîòðåáà.

Â íàñòîÿùèÿ ëèòåðàòóðåí îáçîð ñå ðàçãëåæäàò
èçîëèðàíè îò ìèíåðàëíè è èçâîðíè âîäè ìèêðîáíè
êîíòàìèíàíòè, êîìåíòèðà ñå òåõíèÿò èçòî÷íèê è
âúçìîæåí çäðàâåí ðèñê. Íÿêîè êîíòàìèíàíòè (êîëèôîðìè,
E.coli åíòåðîêîêè è ñòàôèëîêîêè) ïîïàäàò âúâ âîäàòà
îò îêîëíàòà ñðåäà èëè ñà ðåçóëòàò îò ëîøà õèãèåíà íà
ïåðñîíàëà, äðóãè -Aeromonas spp. è Pseudomonas spp.,
êîëîíèçèðàò â áóòèëèðàùèòå ëèíèè êàòî áèîôèëì è ñå
ÿâÿâàò èçòî÷íèê íà âòîðè÷íî çàìúðñÿâàíå. Áèîëîãè÷íè
êîíòàìèíàíòè ñà è âîäîðàñëèòå - êðåìú÷íè, ÷èéòî
èçòî÷íèê ñà ïîâúðõíîñòíè âîäè, íàâëèçàùè â ñîíäàæíèòå
èíñòàëàöèè, à ñúùî òàêà çåëåíè è ñèíúî-çåëåíè âîäîðàñëè
îò ïî÷âàòà. Ïðè íåïðàâèëíî ñúõðàíåíèå (íàïð.èçòî÷íèê
íà ñâåòëèíà, íåïîäõîäÿùà òåìïåðàòóðà) ïðèñúñòâèåòî
íà àâòîõòîííè è àëëîõòîííè âîäîðàñëè êîìïðîìåòèðà
êà÷åñòâîòî íà áóòèëèðàíèòå âîäè.

Ïðîáëåìèòå ñà ðàçðåøèìè ÷ðåç ñïàçâàíå íà äîáðà
ïðîèçâîäñòâåíà ïðàêòèêà, ñòðîéíà ñèñòåìà íà
äåçèíôåêöèÿ íà îáîðóäâàíåòî è ñèñòåìåí ïîñòîÿíåí
êîíòðîë.

Êëþ÷îâè äóìè:  ìèêðîáíî çàìúðñÿâàíå,
àâòîõòîííà, àëëîõòîííà ôëîðà,áóòèëèðàíè
ìèíåðàëíè âîäè, èçâîðíè âîäè, ìèêðîáèîëîãè÷íè
êðèòåðèè.

Â ïîñëåäíèòå ãîäèíè â Áúëãàðèÿ ñå íàáëþäàâà íàðàñòâàíå
ïîòðåáëåíèåòî íà áóòèëèðàíè âîäè. Â èíäóñòðèÿòà íà
áåçàëêîõîëíè íàïèòêè òîâà å ïðîäóêòúò ñ íàé-áúðçî
íàðàñòâàù òåìï íà êîíñóìèðàíå. Êà÷åñòâî íà

MICROBIAL CONTAMINANTS
IN BOTTLED WATER

Liliana Chipilska, Vesela Georgieva
National Center of Public Health and Analyses

Abstract

Over the recent years, the consumption of bottled
(mineral, spring, table) water has increased in Bul-
garia. Quality of bottled water is regulated by both
European and Bulgarian legislations. Regulations
allow water treatment according to its category. An-
timicrobial treatment is not allowed for mineral and
spring waters as it is a protective mechanism for their
authentic unique composition and microflora. It is
important to preserve the natural purity of water
during bottling process. Microbiological control
aims at identifying microbiological content of
bottled and stored water in order to guarantee safe
consumption.

The present literature review deals with microbial
contaminants, being isolated from mineral spring
water, with respect to its source and possible health
risk. Some contaminants (Coliforms, E.coli, Entero-
cocci and Staphylococci) get into water from the
environment or as a result from staff ’s poor hygiene,
while others -Aeromonas spp. and Pseudomonas spp.
colonize as a biofilm bottling lines, becoming a
source of secondary contamination. Biological con-
taminants include also algae - diatoms, whose source
is surface water entering the drilling installations,
as well as green and blue-green algae coming from
the soil. Inappropriate storage (for example, near a
light source, at inappropriate temperature) and the
presence of autochthanous and allochthanous al-
gae compromise the quality of bottled water.

Problems could be solved by good manufacturing
practice, coherent disinfection system of equipment
and continuous monitoring system.

Keywords: microbial contamination, indigenous,
autochthanous and allochthanous flora, bottled
mineral water, spring water, microbiological
criteria.

Over the recent years, the consumption of bottled waters
has increased in Bulgaria. It is the product with the
fastest growing consumption in the soft drink industry.

ÁÅÇÎÏÀÑÍÎÑÒ ÍÀ ÕÐÀÍÈÒÅ FOOD  SAFETY



38 ���������������Òîì 3  �����  Êí.1-2 � � � � � ÁÚËÃÀÐÑÊÎ ÑÏÈÑÀÍÈÅ ÇÀ ÎÁÙÅÑÒÂÅÍÎ ÇÄÐÀÂÅ  �  �  �  �  � 2011  �  �  �  �  � BULGARIAN JOURNAL  OF  PUBLIC  HEALTH �����Vol.3 ����� ¹ 1-2 ���������������

áóòèëèðàíèòå âîäè å ðåãëàìåíòèðàíî îò åâðîïåéñêîòî è
áúëãàðñêîòî çàêîíîäàòåëñòâî. Èìà òðè îñíîâíè êàòåãîðèè
áóòèëèðàíè âîäè – íàòóðàëíè ìèíåðàëíè, èçâîðíè è
òðàïåçíè, êàòî ðàçëèêèòå ìåæäó òÿõ ñà äåôèíèðàíè â
Íàðåäáàòà çà áóòèëèðàíèòå âîäè (1). Òàçè Íàðåäáà
îïðåäåëÿ  äîïóñêàíå èëè íå íà îïðåäåëåíî âúçäåéñòâèå
âúðõó òÿõíàòà ìèêðîôëîðà, â çàâèñèìîñò îò êàòåãîðèÿòà
íà âîäàòà, êîÿòî ñå áóòèëèðà.

Íàòóðàëíèòå ìèíåðàëíè âîäè îáèêíîâåíî ñà îò äúëáîê,
çàùèòåí ïîäçåìåí âîäîèçòî÷íèê, ïîðàäè êîåòî ñå ñ÷èòà,
÷å â òÿõ íÿìà îïàñíè ìèêðîîðãàíèçìè. Òåçè âîäè òðÿáâà
äà îòãîâàðÿò íà îïðåäåëåíè ìèêðîáèîëîãè÷íè êðèòåðèè
êàêòî ïðè âîäîèçòî÷íèêà, òàêà è ñëåä áóòèëèðàíåòî èì.
Çà íàòóðàëíèòå ìèíåðàëíè âîäè íå ñå äîïóñêà êàêâîòî é
äà áèëî òðåòèðàíå, öåëÿùî ïîñòèãàíå íà
ìèêðîáèîëîãè÷íèòå êðèòåðèè.

Èçâîðíèòå âîäè ñúùî ïðîèçõîæäàò îò ïîäçåìåí,
åñòåñòâåíî çàùèòåí âîäåí îáåêò è ñå ïîä÷èíÿâàò íà ñúùèòå
ìèêðîáèîëîãè÷íè êðèòåðèè, êàêòî è ìèíåðàëíèòå âîäè.
È ïðè èçâîðíèòå âîäè íå ñå äîïóñêà êàêâàòî è äà å
îáðàáîòêà, öåëÿùà äåçèíôåêöèÿ íà âîäàòà.

Òðàïåçíèòå âîäè ìîãàò ñà êàêòî îò ïîäçåìíè, òàêà è îò
ïîâúðõíîñòíè âîäîèçòî÷íèöè. Âîäèòå îò òåçè âîäîèçòî÷íèöè
òðÿáâà äà  îòãîâàðÿò íà èçèñêâàíèÿòà íà Íàðåäáàòà ¹9 (2),
ðåãëàìåíòèðàùà êà÷åñòâîòî íà âîäàòà, ïðåäíàçíà÷åíà çà
ïèòåéíî-áèòîâè öåëè (íî íå îòãîâàðÿò íà èçèñêâàíèÿòà çà
âîäîèçòî÷íèöèòå çà íàòóðàëíè ìèíåðàëíè è èçâîðíè âîäè)
è ìîãàò äà áúäàò òðåòèðàíè, çà äà ïîñòèãíàò èçèñêâàíèÿòà çà
ìèêðîáèîëîãè÷íî êà÷åñòâî.

Êîè ñà ìèêðîáèîëîãè÷íèòå êðèòåðèè, íà
êîèòî òðÿáâà äà ñå ïîä÷èíÿâàò
áóòèëèðàíèòå âîäè?

� Îáù áðîé æèçíåñïîñîáíè ìèêðîîðãàíèçìè,
îáîçíà÷åíè êàòî ÊÎÅ/cm3 :

     - ðàñòÿùè ïðè ( 20±2) 0Ñ çà 72 ÷àñà : íå ïîâå÷å îò 20 ïðè
âîäîèçòî÷íèêà è íå ïîâå÷å îò 100 ñëåä áóòèëèðàíåòî;

     - ðàñòÿùè ïðè( 37±1) 0Ñ çà 24 ÷àñà : íå ïîâå÷å îò 5 ïðè
âîäîèçòî÷íèêà è íå ïîâå÷å îò 20 ñëåä óòèëèðàíåòî.

� Êîëèôîðìè: 0/250 cm3

� Å. êîëè: 0/250 cm3

� Ôåêàëíè ñòðåïòîêîêè: 0/250 cm3

� Ñóëôèòðåäóöèðàùè ñïîðîâè àíàåðîáíè áàêòåðèè: 0/
50 cm3

� Ï. àåðóãèíîçà: 0/250 cm3

Òðàïåçíèòå âîäè, çà ðàçëèêà îò íàòóðàëíèòå ìèíåðàëíè è
èçâîðíèòå âîäè, íå ñå èçëåäâàò çà îáù áðîé
æèçíåñïîñîáíè ìèêðîîðãàíèçìè ïðè âîäîèçòî÷íèêà, íî
ïî îñòàíàëèòå ìèêðîáèîëîãè÷íè êðèòåðèè òå òðÿáâà äà
îòãîâàðÿò íà ñúùèòå èçèñêâàíèÿ, êàêòî è äðóãèòå
áóòèëèðàíè âîäè.

Quality of bottled water is regulated by both European
and Bulgarian legislations. There are three main
categories of bottled water - natural mineral, spring
and table, the differences between them being
specified by the Regulation on bottled water (1). The
Regulation allows or not a particular effect on their
microflora depending on the category of bottled water.

Natural mineral waters usually come from deeper,
protected underground water source and therefore
they are considered to be free of dangerous
microorganisms. These waters should meet certain
microbiological criteria at water source and after
bottling. Natural mineral waters should not be treated
in order to meet microbiological criteria.

Spring waters also come from underground, natural
protected water source, being subject to the same
microbiological criteria as mineral water. They should
not be treated for disinfection purposes.

Table water may come from both underground and
surface water sources and should meet the
requirements of Regulation ¹ 9 (2) concerning the
quality of water intended for drinking and household
purposes (but not those for natural mineral and spring
waters) and therefore is allowed to be treated to meet
requirements for microbiological quality.

What are microbiological criteria to be met
by bottled water?

� Òotal number of viable microorganisms, designated
as CFU/cm3 :

     - growing at (20 ± 2) 0C for 72 hours: less than 20 at
water source and less than 100 after bottling

     - growing at (37 ± 1) 0C for 24 hours: less than 5 at
water sources and less than 20 after bottling

� Coliform bacteria: 0/250 cm3

� E. coli: 0/250 cm3

� Faecal streptococci: 0/250 cm3

� Sulphite-reducing spore anaerobic bacteria: 0/50 cm3

� Ps. aeruginosa: 0/250 cm3

Unlike natural mineral and spring waters, table water is
not tested for the total number of viable microorganisms
at source, but as bottled water, it should meet the
requirements for the other microbiological criteria.
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Èçòî÷íèöè íà ìèêðîáèîëîãè÷íî çàìúðñÿâàíå

Èìà äâà îñíîâíè èçòî÷íèêà íà ìèêðîîðãàíèçìè â
áóòèëèðàíèòå âîäè è òåõíèòå õàðàêòåðèñòèêè ñà ìíîãî
ðàçëè÷íè. Âñÿêà âîäà, äîðè è òàçè, êîÿòî èäâà îò äúëáîê
ïîäçåìåí âîäîèçòî÷íèê, ñúäúðæà ìèêðîîðãàíèçìè – òîâà
å òàêà íàðå÷åíàòà àâòîõòîííà, ñîáñòâåíà ìèêðîôëîðà. Ïî
âðåìå íà ïðîöåñà íà áóòèëèðàíå ìîãàò äà áúäàò âíåñåíè
êàòî çàìúðñÿâàíå îò îáîðóäâàíåòî è îêîëíàòà ñðåäà äðóãè
ìèêðîðãàíèçìè – àëëîõòîííà ôëîðà.

Àâòîõòîííàòà ôëîðà å ïðåäñòàâåíà îáèêíîâåíî îò
ñàïðîôèòíè  ìèêðîîðãàíèçìè, ãëàâíî ãðàì-îòðèöàòåëíè
áàêòåðèè, âêëþ÷âàùè âèäîâå îò ðîäîâåòå Pseudomonas,
Flavobacterium è Moraxella, êîèòî íîðìàëíî îáèòàâàò
âîäàòà. Òå ÷åñòî ñà â ”ãëàäíî” ñúñòîÿíèå è ìîãàò äà
ïðèñúñòâàò âúâ âîäàòà êàòî óëòðà êëåòêè – ìíîãî ìàëêè
áàêòåðèàëíè êëåòêè, ñïîñîáíè äà ïðåìèíàâàò ïðåç ôèëòðèòå.
Òîâà å âèä àäàïòàöèÿ êúì íèñêèòå íèâà íà õðàíèòåëíè
âåùåñòâà â òåçè âîäè (3). Àâòîõòîííàòà ìèêðîôëîðà íà âîäàòà
íå å ïðèñïîñîáåíà äà æèâåå â òåëàòà íà òîïëîêðúâíèòå
îðãàíèçìè, ïîðàäè êîåòî å áåçâðåäíà çà ÷îâåêà, äîðè è òîãàâà,
êîãàòî ïðèñúñòâà âúâ âèñîêè êîíöåíòðàöèè. Ñúùåñòâóâà
îáà÷å îïàñíîñò  ïðè òåæêî áîëíè õîðà èëè ëèöà ñ
êîìïðîìåíòèðàíà èìóííà ñèñòåìà.

Íåäîáðå çàùèòåíèòå âîäîèçòî÷íèöè îáà÷å, ìîãàò äà áúäàò
êîíòàìèíèðàíè îò îòòè÷àùè ñå îò ïîâúðõíîñòòà âîäè è
òîãàâà ñúäúðæàò äðóãè âèäîâå áàêòåðèè, âêëþ÷èòåëíî è
ðàçíîîáðàçíè ïàòîãåííè, îñîáåíî, àêî å íàëèöå ôåêàëíî
çàìúðñÿâàíå. Àëëîõòîííàòà ôëîðà ìîæå äà âêëþ÷âà øèðîê
ñïåêòúð îò ìèêðîîðãàíèçìè, êîéòî îòðàçÿâà õàðàêòåðà íà
çàìúðñÿâàíåòî. Áàêòåðèè îò ðîäîâåòå Pseudomonas,
Flavobacterium è Aeromonas ìîãàò äà êîëîíèçèðàò
áóòèëèðàùèòå ëèíèè è äà îáðàçóâàò áèîôèëì, êîéòî ñå ÿâÿâà
èçòî÷íèê íà âòîðè÷íî çàìúðñÿâàíå. Äðóãè áàêòåðèè, êàòî
ñòàôèëîêîêè è êîëèôîðìè, ìîãàò äà íàâëÿçàò âúâ âîäàòà îò
îêîëíàòà ñðåäà èëè äà ñà ðåçóëòàò îò ëîøà õèãèåíà íà
ïåðñîíàëà. Ïëàñòìàñîâèòå áóòèëêè è êàïà÷êè îáèêíîâåíî
ñúäúðæàò ìíîãî ìàëúê áðîé áàêòåðèè, ïîðàäè êîåòî íå
ñúçäàâàò ïî ïðàâèëî ïîäîáíè ïðîáëåìè (3).

Ñëåä áóòèëèðàíå

Áúëãàðñêîòî çàêîíîäàòåëñòâî ðåãëàìåíòèðà äâå ñòîéíîñòè
çà ñúäúðæàíèåòî íà æèçíåñïîñîáíèòå ìèêðîîðãàíèçìè â
íàòóðàëíèòå ìèíåðàëíè âîäè - ïðè âîäîèçòî÷íèêà è äî 12
÷àñà ñëåä áóòèëèðàíåòî, ïðè äâå òåìïåðàòóðè: íà 220Ñ çà 72
÷àñà è íà 370Ñ çà 24 ÷àñà (1). Ñ÷èòà ñå, ÷å òåìïåðàòóðàòà îò
370Ñ  å ïîäõîäÿùà çà êóëòèâèðàíåòî íà ïî-áúðçî ðàçâèâàùèòå
ñå áàêòåðèè, êîèòî ñà ïî-áëèçêè äî ïàòîãåííèòå, à 220Ñ å
ïîäõîäÿùà òåìïåðàòóðà çà êóëòèâèðàíåòî íà õàðàêòåðíèòå çà
âîäàòà áàêòåðèè (àâòîõòîííèòå), êîèòî ñå ðàçâèâàò ïî-áàâíî.

Ïî âðåìå íà ñúõðàíåíèåòî íà ìèíåðàëíèòå áóòèëèðàíè âîäè
íàñòúïâàò çíà÷èòåëíè ïðîìåíè â òåõíèòå áàêòåðèàëíè
ïîïóëàöèè. Òîçè ïðîáëåì íå ñå íàáëþäàâà ïðè ãàçèðàíèòå
âîäè ïðåç öåëèÿ ïåðèîä íà ïðåñòîÿ èì â òúðãîâñêàòà ìðåæà

Sources of microbial contamination

These are the two principal sources of microorganisms
in bottled waters, and their characteristics may be quite
different. Even water, which is drawn off from an
underground source, contains microorganisms – so
called autochthanous flora. During the bottling
operation, other microorganisms may be introduced
as contaminants from equipment and the environment
(allochthanous flora).

The autochthanous flora is generally saprophytic
microorganisms, mainly Gram negative bacteria
including species of Pseudomonas, Flavobacterium,
Cytophaga, and Moraxella, which normally inhabit
water. They are often in a ‘starved’ state, and can be
present as ultramicrocells, very small bacterial cells
that may pass through filters. This is an adaptation to
low nutrient levels.(3) Autochthanous microflora in
water is not adapted to live in warm-blood organisms,
thus being harmless to humans even at high
concentrations. They can be however hazardous in
case of severe diseases or compromised immune
system.

However, inadequately protected sources may be
contaminated by run-off from the surface and then
contain other species,  including a variety of
pathogens, especially if faecal contamination is
present. The allochthanous flora may include a very
varied range of microorganisms as a result from the
character of pollution. Organisms such as
Pseudomonas, Flavobacterium and Aeromonas spp.
may colonize the pipes of the bottling plant, and may
build up as biofilms, which act as sources of secondary
contamination. Other bacteria, such as staphylococci
and coliforms, may enter the water from the general
environment or as a result of poor hygiene by
personnel. Plastic bottles and caps usually have very
low levels of bacteria, thus not creating similar
problems (3)

After bottling

Bulgarian legislation provides for two values   for the
content of viable microorganisms in natural mineral waters
- at water source and up to 12 hours after bottling, at two
temperatures:  22oC for 72 hours and 37oC  for 24 hours
(1). It is considered that the temperature of the 37oC is
suitable for the cultivation of fast-growing bacteria that
are closer to pathogenic, while 22oC  is appropriate for
the cultivation of typical water bacteria (autochthanous)
that develop more slowly.

Bottled mineral water undergoes significant changes in
its bacteria population during storage. This problem does
not occur in aerated water during its whole stay in retail
(shelf life) as saturation with carbon dioxide acts as a
preservative (4).
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(ñðîê íà ãîäíîñò), òúé êàòî íàñèùàíåòî ñ âúãëåðîäåí
äèîêñèä äåéñòâà êàòî êîíñåðâàíò (4).

Ñëåä áóòèëèðàíå àâòîõòîííàòà ôëîðà çàïî÷âà äà ñå
ðàçìíîæàâà è ìîæå äà äîñòèãíå íèâà îò 104 – 105 ÊÎÅ/ cm3, à
äîðè è ïîâå÷å –106 – 107 ÊÎÅ/cm3 (5,6). Íà äàäåí åòàï áðîÿò
íà ìèêðîîðãàíèçìèòå ïðåñòàâà äà íàðàñòâà è ñå çàïàçâà
ïîâå÷å èëè ïî-ìàëêî ïîñòîÿíåí çà äúëúã ïåðèîä îò âðåìå /
äî 6 ìåñåöà/. Íÿêîè àâòîðè ïðåäïîëàãàò, ÷å àâòîõòîííèòå
áàêòåðèè, â ñðàâíåíèå ñ àëëîõòîííèòå, ñà ïî-äîáðå
àäàïòèðàíè êúì îëèãîòðîôíèòå óñëîâèÿ â áóòèëèðàíàòà âîäà
è çàòîâà òåõíèÿò áðîé áúðçî íàðàñòâà ñëåä áóòèëèðàíå (3,6).
Äðóãè ïðåäïîëàãàåìè ïðè÷èíè, êîèòî îòêëþ÷âàò ðàñòåæà
íà áàêòåðèèòå â áóòèëèðàíèòå ìèíåðàëíè âîäè, ñà íèñêàòà
êîíöåíòðàöèÿ íà ðàçòâîðåíèÿ âúãëåðîä â ìèíåðàëíàòà âîäà,
óâåëè÷åíàòà ïîâúðõíîñò íà áóòèëêèòå è ïîâèøàâàíå
òåìïåðàòóðàòà ïî âðåìå íà ñúõðàíÿâàíåòî èì (6).
Îïðåäåëÿùèÿò ôàêòîð íà ðàñòåæà âñå ïàê ñà íèñêèòå íèâà
íà õðàíèòåëíè âåùåñòâà â áóòèëèðàíèòå âîäè. Áàêòåðèàëíàòà
ïîïóëàöèÿ íàðàñòâà äîêàòî íàëè÷íèòå õðàíèòåëíè âåùåñòâà
ñå èç÷åðïÿò, ñëåä êîåòî êëåòêèòå çàïî÷âàò äà îòìèðàò.
Óìðåëèòå êëåòêè ëèçèðàò, õðàíèòåëíèòå âåùåñòâà ñå âðúùàò
âúâ âîäàòà è òîâà ïðåäèçâèêâà ïîñëåäâàùî ðàçìíîæàâàíå.
Òîçè öèêúë ïîçâîëÿâà äà ñå ïîääúðæà åäíà ïîñòîÿííà
ïîïóëàöèÿ (6). Ïî-èíòåíçèâåí ðàñòåæ ñå íàáëþäàâà â
ïëàñòìàñîâèòå áóòèëêè, îòêîëêîòî â ñòúêëåíèòå. Àâòîðèòå
îáÿñíÿâàò òåçè äàííè ñ èíõèáèðàíå ðàñòåæà îò ñëåäèòå íà
èçìèâàùèòå õèìèêàëè ïî ïîâúðõíîñòà íà ñòúêëåíèòå
áóòèëêè, êàêòî è ñúñ ñòèìóëèðàíå íà ðàñòåæà îò
ðàçòâîðåíèòå îðãàíè÷íè õðàíèòåëíè âåùåñòâà îò
ïëàñòìàñîâèòå áóòèëêè, ÷èÿòî ïîâúðõíîñò å ïî-ïîäõîäÿùà
çà êîëîíèçèðàíå íà áàêòåðèèòå (3).

Îáèêíîâåíî ãîëÿìà áàêòåðèàëíà ãúñòîòà ñå íàáëþäàâà â
ïðîáèòå áóòèëèðàíà âîäà, ñúõðàíÿâàíè íà ñòàéíà
òåìïåðàòóðà (7). Ñúõðàíåíèåòî â õëàäèëíèê èëè íà äðóãî
õëàäíî ìÿñòî íå ñïèðà, íî çàáàâÿ ðàçìíîæàâàíåòî íà
áàêòåðèèòå â íàòóðàëíèòå ìèíåðàëíè âîäè (4,6,8). Â
èçëîæåíèòå íà ïðÿêà ñëúí÷åâà ñâåòëèíà ïðîáè ñúùåñòâóâà
âåðîÿòíîñò äà ñå îáðàçóâàò êàíöåðîãåííè âåùåñòâà îò
ìàòåðèàëèòå, îò êîèòî ñà íàïðàâåíè ïëàñòìàñîâèòå áóòèëêè.
Çàòîâà ñå ïðåïîðú÷âà áóòèëèðàíèòå âîäè äà ñå ñúõðàíÿâàò
íà òúìíî, õëàäíî è ñóõî ìÿñòî, çà äà ñå èçáåãíå îïàñíîñòòà
îò ðàçâèòèåòî íà ìèêðîáíè êîíòàìèíàíòè, à ñúùî âåùåñòâà
îò õèìè÷åí ïðîèçõîä ñ îïàñíîñò çà çäðàâåòî íà ÷îâåêà (8).

Óâåëè÷åíèÿò áðîé íà õåòåðîòðîôíèòå áàêòåðèè å êðèòåðèé
çà îáùîòî áàêòåðèàëíî çàìúðñÿâàíå íà âîäàòà.
Õåòåðîòðîôíèòå áàêòåðèè íå ñà çàäúëæèòåëíî îïàñíè çà
çäðàâåòî, íî òå ìîãàò äà èíäèêèðàò çà ïðèñúñòâèåòî íà
ïàòîãåííè áàêòåðèè è ñå èçïîëçâàò êàòî îñíîâåí èíäèêàòîð
çà ñàíèòàðíèòå ìåðîïðèÿòèÿ, êîèòî ïîëçâà áóòèëèðàùàòà
êîìïàíèÿ (9).

Àëëîõòîííàòà ôëîðà, îáðàòíî íà àâòîõòîííàòà, îòìèðà
ïî âðåìå íà ñúõðàíÿâàíåòî/ïðåñòîÿ íà áóòèëèðàíèòå âîäè.
Èìà ìíîãî ïóáëèêàöèè çà ïðåæèâÿåìîñòòà íà ðàçëè÷íè
áàêòåðèè – ïîâå÷åòî ïàòîãåííè, â áóòèëèðàíè âîäè è ìàêàð
÷å ñúîáùàâàíèòå äàííè  ñå ðàçëè÷àâàò ïîìåæäó ñè, ïðè
âñè÷êè òÿõ ñå óñòàíîâÿâà çíà÷èòåëíî ïîíèæàâàíå áðîÿ íà
áàêòåðèèòå ñëåä íÿêîëêî ñåäìèöè. Èçêëþ÷åíèå îò òîâà
ïðàâèëî å èçîëèðàíåòî íà P. aeruginosa îò âîäà è ñëåä 5
ãîäèíè (3).

After bottling, the autochthanous flora begin to
multiply, and may eventually reach levels of 104-105

per ml, or even more. At this point, the numbers stop
increasing, and stay more or less constant for long
periods (up to 6 months). Some researchers suppose
that autochthtanous microorganisms better adapt to
oligotrophic environment of bottled water than
allochthanous and that is why they quickly begins to
increase in number after bottling. (3,6). Other
suggested factors that tr igger the growth of
microorganisms in mineral bottled waters, are: low level
of carbon dissolved into mineral waters,  greater
surface of bottles and higher temperature during
storage  (6). The limiting factor on growth is the low
nutrient level in bottled waters. The bacterial
population increases until the available nutrients are
exhausted, and then cells begin to die. As they die,
the cells lyse and release nutrients back to the water,
thus allowing further growth. This cycle allows a
constant population to be maintained (6). More growth
seems to occur in plastic bottles than in glass ones.
Researchers see an explanation in the inhibition of
growth by traces of cleaning chemicals on the surface
of glass and the  stimulation of growth by organic
nutrients leaching from plastic, whose surfaces are
more suitable for bacterial colonization(3).

Usually high bacterial density is observed in samples
of bottled water, stored at room temperature (7). Storage
in a refrigerator or other cool place does not stop but
slows down the growth of microorganisms in natural
mineral waters (4,6,8). Carcinogenic substances are
likely to be released from materials, from which plastic
bottles are made, in samples exposed to direct sunlight
samples. Therefore, it is recommended the bottled
water to be stored in a dark, cool and dry place to
avoid health hazards from microbial and chemical
contaminants (8).

The increased number of heterotrophic bacteria is a
common criterion for bacterial contamination of water.
Heterotrophic bacteria are not necessarily hazardous
to health, but they can indicate the presence of
pathogenic bacteria and are used as a primary indicator
of the sanitary measures taken by the bottling company
(9).

The allochthanous flora, by contrast, tends to die
out during storage/stay of bottled waters. Many
reports have been published on the survival of various
bacteria (mostly pathogens) in bottled waters, and
although results are very variable, a significant decline
in numbers is usually apparent after a few weeks. One
exception to this pattern is Pseudomonas aeruginosa,
which was reported to persist for up to five years.(3)
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Êàêâè ïðåäñòàâèòåëè íà àâòîõòîííàòà è
àëëîõòîííàòà ìèêëîôëîðà ñà  èçîëèðàíè îò
áóòèëèðàíè âîäè  è êàêúâ çäðàâåí ðèñê
ïðåäñòàâëÿâàò òå?

Áàêòåðèàëíîòî ñúîáùåñòâî â áóòèëèðàíèòå ìèíåðàëíè
âîäè å ïðåäñòàâåíî ïðåîáëàäàâàùî îò ãðàì-îòðèöàòåëíè
ìèêðîîðãàíèçìè. Àâòîðèòå ñà åäèíîäóøíè, ÷å íàé-÷åñòî
èçîëèðàíèòå ìèêðîáè â ìèíåðàëíèòå âîäè ïðèíàäëåæàò
êúì ðîäîâåòå Pseudomonas, Acinetobacter, Alcaligenes,
Aeromonas, à êàòî ïî-ðÿäêî ñðåùàíè îïðåäåëÿò ðîäîâåòå
Comamonas, Burkholderia, Ralstonia, Stenotrophomonas,
Sphingomonas, Acidovorax, Brevundimonas, Paucimonas,
Serratia , Moraxella, Flavobacterium (3,10,11).

Ñïîðåä íÿêîè àâòîðè (10) 40 % îò èçîëèðàíèòå ùàìîâå îò
ìèíåðàëíè âîäè ñà âèäîâå îò ðîä Pseudomonas. Íå âñè÷êè
ïñåóäîìîíàäèòå, îáà÷å, ñà îïðåäåëåíè êàòî P.aeruginosa
(9). Îñâåí òîçè âèä îò ìèíåðàëíè âîäè ÷åñòî ñå èçîëèðàò
è âèäîâåòå P. fluorescens è P. ðutida (10).

Ñúîáðàçíî Äèðåêòèâàòà íà ÅÑ (12), êàêòî è ñïîðåä
áúëãàðñêîòî çàêîíîäàòåëñòâî, áóòèëèðàíèòå ìèíåðàëíè
âîäè íå òðÿáâà äà ñúäúðæàò P. aeruginosa â 250 cm3 ïðîáà
(1). Ïðèñúñòâèåòî íà P. aeruginosa å íåäîïóñòèìî, çàùîòî
òîçè âèä å ïàòîãåíåí è ñ íåãî ñå ñâúðçâàò çàáîëÿâàíèÿ îò
âîäåí è õðàíèòåëåí ïðîèçõîä (10).

P. aeruginosa ìîæå äà àäàïòèðà ìåòàáîëèçìà ñè è äà
îöåëÿâà çà äúëúã ïåðèîä â ìèíåðàëíèòå âîäè, âúïðåêè
òåõíèÿ áåäåí ñòàòóñ íà õðàíèòåëíè âåùåñòâà (3). Íåùî
ïîâå÷å, P. aeruginosa å ñïîñîáåí äà ñå ðàçìíîæàâà  â
òàêèâà âîäè ñ íèñêî ñúäúðæàíèå íà õðàíèòåëíè âåùåñòâà
(10) è çàåäíî ñ äðóãè ïñåóäîìîíàäè è áàêòåðèè îò ðîä
Aeromonas, ìîæå äà êîëîíèçèðà áóòèëèðàùèòå ëèíèè,
êîåòî îáóñëàâÿ âàæíîñòòà íà åôåêòèâíàòà õèãèåíà è
ïî÷èñòâàíå íà îáîðóäâàíåòî (3,9). Ìíîãî îò èçîëèðàíèòå
ùàìîâå P.aeruginosa. ñà ðåçèñòåíòíè êúì íàé-÷åñòî
ïðèëàãàíèòå àíòèìèêðîáíè àãåíòè (8,13).

Áàêòåðèèòå îò ðîä Aeromonas  ñà ÷åñòà íàõîäêà â
áóòèëèðàíèòå ìèíåðàëíè âîäè, ïðåäèìíî ïðåäñòàâåíè
îò âèäîâåòå A.hydrophila è A.caviae. Áàêòåðèèòå îò ðîä
Aeromonas ñà èçâåñòíè êàòî ïðè÷èíèòåëè íà ðàíåâè è
ãàñòðîèíòåñòèíàëíè èíôåêöèè, íî ñà è øèðîêî
ðàçïðîñòðàíåíè â ïîâúðõíîñòíèòå âîäè è ìîãàò äà
êîíòàìèíèðàò ìèíåðàëíèòå âîäè ïîðàäè ëîøà õèãèåííà
ïðàêòèêà íà ïðîèçâîäèòåëèòå. Ïîäîáíî íà P. aeruginosa,
òÿõíîòî ïðèñúñòâèå â áóòèëèðàíèòå âîäè íàñî÷âà çà
ôåêàëíî çàìúðñÿâàíå è îòòóê íåãîâîòî çíà÷åíèå êàòî
ôåêàëåí èíäèêàòîð (10).

Â îïèòèòå äà ñå óñòàíîâè ïðè÷èíàòà çà ÷åñòîòàòà íà
èçîëèðàíå íà áàêòåðèè Pseudomonas spð. è Aeromonas
spð. îò ìèíåðàëíèòå âîäè, àâòîðèòå ïîñî÷âàò íèñêîòî
íèâî íà îðãàíè÷åí âúãëåðîä, íåîáõîäèì çà òÿõíîòî
ðàçâèòèå. Äîêàçàíî å, ÷å íåîáõîäèìèòå êîëè÷åñòâà
îðãàíè÷åí âúãëåðîä çà ðàñòåæà íà A. hydrophila ñà 10ìg/
l-1, è 25ìg/l-1  çà P. aeruginosa (10).

What types of autochtonous and
allochthanous microflora have been
isolated in bottled waters and what is the
health risk resulting from them?

With respect of bacterial community in bottled waters,
Gram negative microorganisms are most frequently
identified. Researchers unanimously report that the most
frequently isolated microbes in mineral waters belong to
genera Pseudomonas, Acinetobacter, Alcaligenes,
Aeromonas, while genera Comamonas, Burkholderia,
Ralstonia, Stenotrophomonas, Sphingomonas,
Acidovorax, Brevundimonas, Paucimonas, Serratia ,
Moraxella, Flavobacterium are less frequently identified
(3,10,11).

Some studies reported (10) that 40% of strains isolated
from mineral water was Pseudomonas species. However
not all Pseudomonas have been identified as
P.aeruginosa (9). P. fluorescens and P. ðutida have been
frequently reported as other species isolated from mineral
waters were (10).

According to EC Directive 98/83/EO (12) and Bulgarian
legislation, mineral bottled waters should be free of P.
aeruginosa in a sample of 250 cm3  (1). The presence of
Psd. aeruginosa is unacceptable because this species is
a pathogen, which has been implicated in foodborne and
waterborne diseases (10).

Psd.aeruginosa can be adapted metabolically and
survive for long time in the mineral water although their
poor status of nutrients (3). Furthermore, Psd.aeruginosa
is also capable of multiplying abundantly in low-nutrient
water (10) and together with other Pseudomonas and
bacteria from the species Aeromonas, can colonize
bottled waters that makes effective hygiene and cleaning
of equipment important (3,9). A lot of isolated strains
P.aeruginosa are resistant to the most common
antimicrobial agents  (8,13).

Bacteria of species Aeromonas are frequently found in
mineral bottled waters and especially the strains
A.hydrophila  and  A.caviae.  Aeromonas are known as
causative agents of wound and gastrointestinal
infections, but they are also widespread in surface waters
and may contaminate surface and mineral waters due to
poor hygienic practice of producers. As with
Psd.aeruginosa, their presence in these situations is
indicative of induced faecal pollution and therefore is a
significant quality indicator (10).

In attempting to understand the frequent occurrence of
certain bacteria such as Pseudomonas spp and
Aeromonas spp in mineral water, studies have shown
the low level of organic carbon needed for their growth.
It has been found that level needed of organic carbon
for the growth of Aeromonas hydrophila was 10ìg/l-1,
and 25ìg/l-1  for Psd.aeruginosa (10).

Concerning isolates from bottled waters, of more
concern are some of the emerging pathogens, such as
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Îò íàõîäêèòå â áóòèëèðàíà âîäà îñîáåíî âíèìàíèå
çàñëóæàâàò  óñëîâíî-ïàòîãåííèòå áàêòåðèè E.coli 0157,
êîèòî ñà ïî-óñòîé÷èâè îò äðóãèòå E.coli  è ïðåæèâÿâàò â
áóòèëèðàíà âîäà äî 63 äíè. Òúé êàòî ñàìî íÿêîëêî êëåòêè
îò E.coli 0157 ñà äîñòàòú÷íè äà ïðè÷èíÿò çàáîëÿâàíå -
ãàñòðîåíòåðèò, îïàçâàíåòî íà ïîäçåìíèòå èçòî÷íèöè íà
íàòóðàëíè ìèíåðàëíè âîäè å îò îñîáåíî çíà÷åíèå. Èìà
íÿêîëêî âçðèâà â Ñåâåðíà Àìåðèêà, êîèòî ñå ñâúðçâàò ñ
êîíòàìèíèðàíå íà èçâîðè (3).

Acinetobacter sðp. ñà ñúùî ñðåä ÷åñòî èçîëèðàíèòå
ìèêðîáè â áóòèëèðàíèòå ìèíåðàëíè âîäè.Òîâà ñà
ïàòîãåííè áàêòåðèè, èçâåñòíè êàòî åòèîëîãè÷íè àãåíòè
ïðè èíôåêöèè íà îòäåëèòåëíàòà ñèñòåìà, ïíåâìîíèè,
âòîðè÷íè ìèíèíãèòè è èíôåêöèè íà ðàíè. Îò äðóãà ñòðàíà
îáà÷å, Acinetobacter spp. ñà ïîâñåìåñòíè îáèòàòåëè íà
ïî÷âàòà, âîäàòà è îòïàäíèòå âîäè, îòêúäåòî ìîãàò äà
ïîïàäíàò â ìèíåðàëíèòå  âîäè (3).

Ïðè èçîëèðàíåòî íà Alcaligenes spð. îò ìèíåðàëíè âîäè ñ
íàé-ãîëÿìà ÷åñòîòà å A.faecalis (10).

Ïðåîáëàäàâàùàòà ÷àñò îò ïî-ðÿäêî èçîëèðàíèòå áàêòåðèè
îò ìèíåðàëíè âîäè ñà ÷àñò îò àâòîõòîííàòà ìèêðîôëîðà
íà òåçè âîäè. Íàïðèìåð âèäúò Sph. paucimobilis îò ðîä
Sphingomonas å àâòîõòîííà ôëîðà â ïðèðîäíè ìèíåðàëíè
âîäè. Àíàëîãè÷åí å ñëó÷àÿò ñ Com. àcidovora îò ðîä
Comamonas, ñ ïðåäñòàâèòåëèòå íà ðîä Acidovorax, ðîä
Brevundimonas è ðîä Flavobacterium sðp (10).

Áàêòåðèè Moraxella spð., ïðè÷èíÿâàùè èíôåêöèè íà î÷èòå
è ãîðíèòå äèõàòåëíè ïúòèùà, ñå ðàçãëåæäàò è êàòî ñúñòàâíà
÷àñò íà àâòîõòîííàòà ôëîðà íà áóòèëèðàíèòå âîäè è ñå
èçîëèðàò îò ìèíåðàëíè âîäè(10).

Serratia spð. ñà èäåíòèôèöèðàíè êàòî S. fonticola. Òîâà ñà
ïñèõðîòðîôíè ìèêðîáè, øèðîêî ðàçïðîñòðàíåíè âúâ
âîäíàòà ñðåäà è â ïîâå÷åòî ñëó÷àè ïðîèçõîæäàò îò çåëåí÷óöè
èëè ìàëêè æèâîòíè (10).

Îò íàòóðàëíèòå ìèíåðàëíè âîäè ñå èçîëèðàò è ãðàì-
ïîëîæèòåëíè áàêòåðèè, íî òå íå ñà ñúñòàâíà ÷àñò íà
àâòîõòîííàòà ôëîðà íà ìèíåðàëíèòå âîäè. Òÿõíîòî
ïðèñúñòâèå òðÿáâà äà ñå ðàçãëåæäà êàòî çàìúðñÿâàíå îò
âúíøåí èçòî÷íèê – íàïð. îáîðóäâàíåòî íà áóòèëèðàùèòå
êîìïàíèè, îêîëíàòà ñðåäà  èëè õîðàòà, çàåòè ñ
ïðîèçâîäñòâîòî, òúé êàòî ãîëÿìà ÷àñò îò èçîëèðàíèòå
ìèêðîáè ñà ÷àñò îò íîðìàëíàòà ÷îâåøêà ìèêðîôëîðà.
Äîêàòî åäíè àâòîðè (6,13) äîêëàäâàò çà èçîëèðàíåòî íà ðîäîâå
Bacillus sp, Staphylococcus sp è Micrococcus sp îò ìèíåðàëíè
âîäè, äðóãè àâòîðè óñòàíîâÿâàò  âèäîâå îò ðîäîâåòå
Arthrobacter è Corynebacterium (10). Âñè÷êè âèäîâå
ñòàôèëîêîêè ñà áèëè èäåíòèôèöèðàíè êàòî S.epidermidis è
âñè÷êè âèäîâå Micrococcus – êàòî M.luteus, äîêàòî çà äðóãèòå
òðè ðîäà - Corynebacterium, Arthrobacter è Bacillus,
èçîëèðàíèòå ùàìîâå íå ñà îïðåäåëåíè äî âèä.

Åäèíè÷íî ñúîáùåíèå òðåòèðà  çàìúðñÿâàíåòî íà áóòèëèðàíè
ìèíåðàëíè âîäè ñ ïëåñåíè, êîèòî ñå ïîñî÷âàò êàòî èçòî÷íèê
íà çàìúðñÿâàíåòî â ïúëíà÷íîòî ïîìåùåíèå, ÐÅÒ áóòèëêèòå
è êàïà÷êèòå. Èçìåðåíèÿò áðîé íà ïëåñåíèòå âúâ âúçäóõà íà
ïúëíà÷íîòî ïîìåùåíèå å ïî-âèñîê ïðåäè ïúëíåíåòî,

Aeromonas, which are more resistant than other E.coli
and are able to survive in bottled water up to 63 days.
Since only a few cells of E. coli O157 are enough to
cause illness, protection of underground sources of
natural mineral water is of great importance. There have
already been several outbreaks associated with
contaminated wells (3).

The Acinetobacter spp. are also isolated from mineral
bottled waters. They are known as pathogens that may
cause urinary tract infections, pneumonia, and
secondary meningitis and wound infections. However,
Acinetobacter spp. are ubiquitous inhabitants of soil,
water and sewage environments and thus can enter
mineral waters (3).

Of strains of Alcaligenes spp. isolated from mineral
waters, Alc.faecalis is the most frequent one. (10).

Less frequently bacteria isolated from mineral waters
belong to autochthonous flora. For example, the species
Sph.paucimobilis belongs to the autochthons flora of
natural mineral waters. Same is the case of Com.
àcidovora of the species Comamonas , and
representatives of genera  Acidovorax,  Brevundimonas
and Flavobacterium sðp (10)

Although Moraxella spp can cause infections of the
eye and upper respiratory tract, it is considered as
constituent of the autochthonous flora of bottled water
and has been isolated from mineral waters (10).

Serratia spp were identified as Serratia fonticola. These
psychrotrophic microbes are widely distributed in water
and mostly originate from vegetable or small animal
sources (10).

Gram-positive bacteria have been also isolated from
natural mineral waters, but they are not considered as
constituents of autochthonous flora of mineral water.
Therefore, they are thought to be due to the pollution
caused by external sources, like bottling plant equipment,
for instance, its employees or the environment, because
they are mostly considered as normal inhabitants of
human beings. Some studies have reported that genera
Bacillus, Staphylococcus and Micrococcus were isolated
from mineral waters, while others have reported species
belonging to genera Arthrobacter and Corynebacterium
(10). All species Staphylococcus have been identifies as
S.epidermidis and all genera Micrococcus as M.luteus,
while the isolated strains for the other three genera
Corynebacterium, Arthrobacter è Bacillus have not
been identified.

One study has dealt with the contamination of bottled
mineral waters by moulds, where the filling room, the
PET bottles and the caps were identified as
contamination sources. The mould count measured in
the air of the filling room before filling was higher than
that measured 3 hrs. after filling, because the HEPA filter
was contaminated by mould. The PET bottles were
washed in 0.3 ppm ozone water or 10 ppm chlorine water,
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îòêîëêîòî 3 ÷àñà ñëåä ïúëíåíåòî, òúé êàòî ÍÅÐÀ ôèëòúðúò å
áèë êîíòàìèíèðàí ñ ïëåñåíè. ÐÅÒ áóòèëêèòå ñà èçïëàêíàòè ñ
0,3 ppm îçîíèðàíà âîäà èëè ñ 10 ppm õëîðèðàíà âîäà, íî
õèãèåííèÿò åôåêò íå å áèë ïî-äîáúð îò èçìèâàíåòî èì ñúñ
ñòåðèëíà âîäà. Çàïóøàëêèòå ñà îáðàáîòåíè ñ 1 è 2 ppm îçîí
- ãàç çà 30 ìèíóòè, êîåòî ñúùî íå å áèëî äîñòàòú÷íî, çà äà ñå
î÷èñòÿò îò ïëåñåíèòå. Òå ñà èäåíòèôèöèðàíè êàòî Penicillium
citrinum, Neosartorya fischeri, Aspergillus terreus, Curvularia
borreriae, Cladosporium cladosporiodes, and Alternaria
alternate (14).

Ïðîó÷âàíèÿòà çà çàìúðñÿâàíåòî íà áóòèëèðàíè èçâîðíè
âîäè ñà ìíîãî ïî-ìàëêî.Ñúîáùàâà ñå çà íàëè÷èå íà
êîëèôîðìè è äèàòîìåè â áóòèëèðàíà èçâîðíà âîäà.
Äîêàçâàíåòî íà êîëèôîðìèòå â îêîëíàòà ñðåäà å èíäèêàòîð
çà ïîòåíöèàëíîòî ïðèñúñòâèå çà äðóãî çàìúðñÿâàíå âúâ
âîäàòà. Óñòàíîâÿâàíåòî íà äèàòîìåè âúâ âîäàòà ïúê å
èíäèêàòîð, ÷å íåòðåòèðàíè èëè ÷àñòè÷íî ïðå÷èñòåíè
ïîâúðõíîñòíè âîäè ñà çàìúðñèëè èçïîëçâàíèÿ çà áóòèëèðàíå
âîäåí èçòî÷íèê (15).

Áàêòåðèàëíîòî çàìúðñÿâàíå â ðàçïðåäåëèòåëíàòà
áóòèëèðàùà ñèñòåìà íà èçâîðíà âîäà å ïðåäñòàâåíî
ïðåîáëàäàâàùî îò Bacillus spð., Enterobacteriaceae
(Escherichia sðp., Shigella boydii), Pseudomonas sðp. è
Staphylococcus sðp.(16).

Ìèêðîîðãàíèçìúò, êîéòî å íàé-÷åñòî  â ïðÿñíà èçâîðíà âîäà
è ñå èçîëèðà îò íåÿ, å P. fluorescens è íå ñå ðàçãëåæäà êàòî
çàìúðñÿâàíå. Íî, êîãàòî òîçè ìèêðîîðãàíèçúì áúäå
èçîëèðàí îò ìåñî, òîé ñå ñ÷èòà êàòî ïîòåíöèàëíî ïàòîãåíåí
è å ïîâîä çà ðàçìèñúë (17).

Ïðè èçñëåäâàíå íà 34 òúðãîâñêè ìàðêè áóòèëèðàíè (â òîâà
÷èñëî è èçâîðíè) âîäè îò ðàçëè÷íè ðàéîíè íà Øðè Ëàíêà,  â
ïåðèîäà 1-3 ìåñåöà ñëåä äàòàòà íà ïðîèçâîäñòâî èì ïðè
ñúõðàíÿâàíå íà  òåìïåðàòóðà (27±10Ñ), ñå èçîëèðàò ïëåñåíè
îò ðîäîâåòå Trichoderma, Aspergillus, Alternaria, Penicillium.,
Mucor  è äðîæäè â ïî-ãîëÿìà ÷àñò îò  ïðîáèòå,  äîêàòî
âîäîðàñëè íå ñà èçîëèðàíè îò íèòî åäíà ïðîáà. Â 15 % îò
ïðîáèòå ñå óñòàíîâÿâàò  ôåêàëíè êîëèôîðìè, êîåòî ïîñòàâÿ
ïîä âúïðîñ êà÷åñòâîòî íà  áóòèëèðàíàòà âîäà â Øðè Ëàíêà è
èçñêâà ïî-çàñèëåí êîíòðîë êúì áóòèëèðàùàòà èíäóñòðèÿ (18).

Àâòîðè îò Òåêñàñêèÿ Þæåí óíèâåðñèòåò (19) ñà èçñëåäâàëè
çà áàêòåðèàëíà êîíòàìèíàöèÿ 35 ìàðêè áóòèëèðàíè âîäè.
Îò 16 âèäà èçâîðíè âîäè, 6 ñà ïîêàçàëè ìèíèìàëíî
áàêòåðèàëíî êîíòàìèíèðàíå. Îò 11 ïðîáè ïðå÷èñòåíè è
îáîãàòåíè âîäîïðîâîäíè âîäè, 3 ñà êîíòàìèíèðàíè. Îòêðèòè
ñà ñëåäíèòå êîíòàìèíàíòè:

Ralstonia pickettii – ìàêàð ÷å òîçè âèä áàêòåðèÿ íå
ïðè÷èíÿâà ÷åñòî çàáîëÿâàíèÿ ó õîðàòà, èìà äàííè çà
áîëíè÷íè èíôåêöèè îò Ralstonia pickettii  â òåæêî áîëíè
ïàöèåíòè ñ êèñòîçíè ôèáðîçè è äð. Òàçè áàêòåðèÿ îáèòàâà
ïî÷âàòà è ìîæå äà áúäå îòêðèòà â åçåðà è ðå÷íè âîäè.

Agrobacterium Rhizogenes å íàé-÷åñòî ñðåùàíà â ïî÷âàòà,
êàêòî ìíîãî äðóãè âèäîâå áàêòåðèè, êîèòî èìàò îòðèöàòåëíî
âúçäåéñòâèå âúðõó èíñòàëàöèèòå. Äîêëàäâàíî å çà çàðàçåíè
õîðà ñ îòñëàáåíà èìóííà ñèñòåìà.

but the sanitizing efficiency were not better than of
washing with by sterilized water. The caps treated with 1
and 2 ppm ozone gas for 30 min. were not sufficiently
sterilized to be free of mould on it. Moulds have been
identified to be Penicillium citrinum, Neosartorya
fischeri, Aspergillus terreus, Curvularia borreriae,
Cladosporium cladosporiodes, and Alternaria
alternate(14).

Studies of polluted bottled spring waters were less
frequent. They have  reported coliforms diatoms in
bottled spring water. The identification of coliforms in
the environment was an indicator for potential other
pollution of water. The identification of diatoms in water
pointed out that the water source used for bottling has
been polluted by nontreated or partially purified surface
waters (15).

The bottled spring water in the distribution system was
mostly polluted by  Bacillus spð., Enterobacteriaceae
(Escherichia sðp., Shigella boydii), Pseudomonas sðp.
è Staphylococcus sðp.(16).

P. fluorescens was most frequently identified and isolated
from fresh spring water, without being considered as a
pollutant. However when it was isolated from meat, it
was considered as potentially pathogenic and gives
reason for concern (17).

34 brands of bottled waters (including spring waters)
from different regions of Sri Lanka, being stored at
2727±10Ñ, have been studied from 1 to 3 months after
the date of production. The study reported moulds
belonging to genera Trichoderma ., Aspergillus ,
Alternaria, Penicillium., Mucor as well as yeast, which
has been isolated in most samples, but not algae. Fecal
Coliforms have been identified in 15% of samples, which
compromised the quality of water in Sri Lanka, requiring
a stronger control over bottling industry (18).

In Texas Southern University study (19), 35 brands were
tested for biological contamination. Of the 16 types of
spring water, six showed minor bacterial contamination.
From the 11 purified and fortified tap water bottles, three
were contaminated. The following contaminants were
found:

Ralstonia Pickettii - although this type of bacteria does
not usually cause diseases in human beings, there have
been hospital reports in which Ralstonia pickettii
infections were found in critically ill patients with cystic
fibrosis and other diseases. These bacteria are abundant
in soil, and thus can be commonly found in lake and
river water.

Agrobacterium Rhizogenes is most commonly found
in soil, like various other types of bacteria, that has a
negative impact on plants. It has been reported to infect
people who have a weakened immune system.

Klebsiella Terrigena  is generally found in water because
of its abundance in soil, but this bacteria’s ability to
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Klebsiella Terrigena îñíîâíî ñå îòêðèâà âúâ âîäàòà, ïîðàäè
èçîáèëèåòî ìó â ïî÷âàòà, íî íåãîâàòà ñïîñîáíîñò äà
ïðè÷èíÿâà çàáîëÿâàíèÿ ó õîðàòà íå å ïîçíàòà. Òîâà ñå äúëæè
íà ôàêòà, ÷å òîçè ìèêðîîðãàíèçúì å èçîëèðàí ìíîãî ðÿäêî
îò õîðà.

Acidovorax Temperans ñå íàìèðà îáè÷àéíî â óòàéêèòå íà
ïðå÷èñòâàòåëíèòå ñòàíöèè íà âîäè êàòî íîðìàëåí êîìïîíåíò
íà àêòèâíàòà óòàéêà.

Îò 1980 ã. , êîãàòî âëèçà â ñèëà íîâîòî åâðîïåéñêî
çàêîíîäàòåëñòâî, íÿìà îòáåëÿçàíè ñëó÷àè íà áîëåñòè,
äúëæàùè ñå íà êîíñóìàöèÿòà íà áóòèëèðàíà âîäà â Åâðîïà.
Èìà  ñèãíàëè çà çàìúðñÿâàíå ñ êîëèôîðìè, îñíîâíî â Àíãëèÿ
è Íîðâåãèÿ, íî íÿìà äîêóìåíòèðàíè íèêàêâè ñëó÷àè íà
ðàçáîëÿâàíå äîñåãà (3).

Îò çäðàâíà ãëåäíà òî÷êà å âàæíî äà ñå îòáåëåæè, ÷å ÑÇÎ (20)
ðàçãëåæäà ñëåäíèòå âèäîâå ìèêðîîðãàíèçìè êàòî
ïðè÷èíèòåëè íà çàáîëÿâàíèÿ ñ âîäåí ïðîèçõîä: P. aeruginosa,
A. hydrophilia, Burkholderia cepacia, Stenotrophomonas
maltophilia, S. marcescens, F. meningosepticum,
A.calcoaceticus. Íÿìà äàííè îáà÷å çà çàáîëÿâàíèÿ, äúëæàùè
ñå íà âèñîêè êîíöåíòðàöèè íà õåòåðîòðîôíè áàêòåðèè â
áóòèëèðàíèòå âîäè (10).
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Êàòåäðà “Õèãèåíà è áåäñòâåíè ñèòóàöèè” –
ÌÓ Âàðíà

Ðåçþìå

Öåë íà íàñòîÿùàòà ðàáîòà å ïðîó÷âàíå íà
ðàáîòîñïîñîáíîñòòà íà ëèöà, ðàáîòåùè ñ êîìïþòðè â
òúðãîâñêè îáåêòè,      ñ îãëåä íåîáõîäèìîñòòà îò ñúçäàâàíå
íà ðàöèîíàëíè ðåæèìè íà òðóä è ïî÷èâêà –  çà
ïðîôèëàêòèêà íà óìîðàòà è ïîâèøàâàíå íà
ïðîèçâîäèòåëíîñòòà íà òðóäà.

Èçñëåäâàíè ñà 39 ÷îâåêà   (àäìèíèñòðàòèâåí ïåðñîíàë è
êàñèåðè)   íà ñðåäíà âúçðàñò   29,95±1,1ã., ðàáîòåùè
îñíîâíî íà êîìïþòúð â òúðãîâñêè îáåêòè. Ëèöàòà ñà
ðàçäåëåíè â òðè ãðóïè  â çàâèñèìîñò îò ðàáîòíîòî âðåìå:
² (ñóòðåøíà ñìÿíà), ðàáîòåùè îò 8 äî 14,30÷; ²²
(ñëåäîáåäíà), ðàáîòåùè îò 14,30 äî 21,00÷ è ²²² (ðåäîâíà),
ðàáîòåùè îò 9,00 äî 17,00 ÷.  Èçñëåäâàíèÿòà ñà ïðîâåäåíè
òðè äíè â ñåäìèöàòà (ïúðâè, òðåòè è  ïåòè äåí),
òðèêðàòíî – â íà÷àëîòî, ñðåäàòà è êðàÿ íà ðàáîòíèÿ äåí.
Îïðåäåëåíè  ñà ïóëñîâà ÷åñòîòà è àðòåðèàëíî íàëÿãàíå,
âðåìå íà çðèòåëíî-ìîòîðíà ðåàêöèÿ ÷ðåç êîìïþòúðíà
ïðîãðàìà “Reflection test” è îáåì, ñêîðîñò è òî÷íîñò íà
ïðåðàáîòåíàòà èíôîðìàöèÿ ñ òàáëèöà íà Ëàíäîëò.
Èç÷èñëåíè ñà âåãåòàòèâåí èíäåêñ íà Êåðäî  è êîåôèöèåíò
íà èçäðúæëèâîñò. Çà ñòàòèñòè÷åñêà îáðàáîòêà ñà
ïðèëîæåíè âàðèàöèîíåí, àëòåðíàòèâåí è íåïàðàìåòðè÷åí
àíàëèç  íà ïàêåòà SPSS PC.

Ðåçóëòàòèòå îò íàøèòå   èçñëåäâàíèÿ  íà
ïñèõîôèçèîëîãè÷íèòå ïîêàçàòåëè  â äíåâíà è ñåäìè÷íà
äèíàìèêà   ïîêàçâàò   èçâåñòíè ïðîìåíè â
ðàáîòîñïîñîáíîñòòà. Ïî-èçðàçåíè ñà    èçìåíåíèÿòà â
ñúðäå÷íîñúäîâèòå ïîêàçàòåëèòå  è òåçè, ñâúðçàíè ñ
ïðèåìàíå è ïðåðàáîòêà íà èíôîðìàöèÿ  ïðè ðàáîòåùèòå
² è ²² ñìÿíà, êîåòî áè ìîãëî äà ñå ñâúðæå ñ âëèÿíèåòî íà
ìîíîòîíèÿòà âúðõó îðãàíèçìà íà ðàáîòåùèòå.  Äàííèòå
îò ñåäìè÷íàòà äèíàìèêà íà ðàáîòîñïîñîáíîñòòà
ïîòâúðæäàâàò  ñòàíîâèùåòî çà ïî-ðàííî ðàçâèòèå  íà
íåðâíî-ñåíçîðíà óìîðà ïðè ðàáîòåùèòå ñ êîìïþòúð.

Êëþ÷îâè äóìè: ïñèõîôèçèîëîãè÷íè ïîêàçàòåëè,
ðàáîòîñïîñîáíîñò, óìîðà, ìîíîòîííîñò.

Îñíîâíà ïðè÷èíà çà èçìåíåíèÿòà â ðàáîòîñïîñîáíîñòòà å
âèäúò íà èçâúðøâàíàòà ðàáîòà. Ñïåöèôè÷íà îñîáåíîñò  ïðè

PSYCHO-PHYSIOLOGICAL INDEXES
AND WORKING-ABILITY IN
PERSONS WORKING WITH
COMPUTERS IN TRADING CENTERS
(OBJECTS)

Boryana Kavaldzieva, Teodora Dimitrova, Darina
Naidenova

Department of Hygiene and medicine of disasters –
MU Varna

Abstract

The study of the work ability of those working with
computers in the retail sector has great importance
in necessitating the creation of a sensible work-rest
balance to prevent fatigue and increase work pro-
ductivity.

39 administrative personnel and cashiers from the
retail sector, with an average age of 29.95+1.1 years
and who work mostly with computers, have been ex-
amined. The subjects were divided in three groups
according to their work schedules: group I (morning
shift) working from 8 am to 2:30 pm; group II (after-
noon shift) working from 2:30 pm to 9 pm; and group
III (regular shift) working from 9 am to 5 pm. Studies
have been conducted three days a week (first, third
and fifth day), three times a day – at the start, middle
and end of the workday. The following indicators were
measured: heart rate, blood pressure, eye-hand co-
ordination using a computer software, and amount,
speed and accuracy of information internalization
using a Landolt table. The vegetative index of Kerdo
and the coefficient of resistance have been calculated.
The statistical analysis includes variable, alterna-
tive and non-parametric    analysis using SPSS.

The results of the study of the psycho-physiological
indicators show certain changes in work ability. More
pronounced are the changes in the cardio-vascular
and information internalization indicators amongst
those in groups I and II, which could be connected
with the effect of monotony on the body. The data of
the weekly dynamics of work ability confirms the state-
ment of earlier development of neurosensory fatigue
amongst those working with computers.

Key words: psycho-physiological indexes ,
working-ability, fatique, monotony

 The main reason for the changes in the working-ability
is the type of the performed work. In the contemporary
conditions as a specific characteristic of the usage of
computers in the service area is the monotony, which
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èçïîëçâàíåòî íà êîìïþòðè â îáñëóæâàùàòà ñôåðà å
ìîíîòîííîñòòà,    êîÿòî âîäè  ïî-áúðçî äî íåáëàãîïðèÿòíè
ïñèõîôèçèîëîãè÷íè ïîñëåäèöè è âëîøàâàíå íà
ðàáîòîñïîñîáíîñòòà, äàâàùà îòðàæåíèå è âúðõó
ïðîèçâîäèòåëíîñòòà íà òðóäà.

Èçó÷àâàíåòî íà ôóíêöèîíàëíîòî ñúñòîÿíèå, âúâ âðúçêà ñ
îöåíêàòà íà ðàáîòîñïîñîáíîñòòà íà ëèöà, ðàáîòåùè â
òúðãîâñêè îáåêòè, å  âàæåí âúïðîñ,   ñ îãëåä íåîáõîäèìîñò-
òà îò ñúçäàâàíå íà ðàöèîíàëíè ðåæèìè íà òðóä è ïî÷èâêà,
à ñúùî – è çà ïðîôèëàêòèêà íà óìîðàòà è ïîâèøàâàíå íà
ðàáîòîñïîñîáíîñòòà.

Ïîñòàíîâêà è ìåòîäè

Èçñëåäâàíè ñà 39 ÷îâåêà (àäìèíèñòðàòèâåí ïåðñîíàë è
êàñèåðè)   íà ñðåäíà âúçðàñò   29,95±1,1ã., ðàáîòåùè
îñíîâíî ñ êîìïþòúð â òúðãîâñêè îáåêòè. Ëèöàòà ñà
ðàçäåëåíè â òðè ãðóïè  â çàâèñèìîñò îò ðàáîòíîòî âðåìå:
² (ñóòðåøíà ñìÿíà), ðàáîòåùè îò 8 äî 14,30÷; ²²
(ñëåäîáåäíà), ðàáîòåùè îò 14,30 äî 21,00÷ è ²²² (ðåäîâíà),
ðàáîòåùè îò 9,00 äî 17,00 ÷. Ðàáîòåùèòå ðåäîâíà ñìÿíà ñà
ëèöà îò ñ÷åòîâîäíî-ìåíèäæúðñêèÿ åêèï, äîêàòî  òåçè îò ²
è ²² ñìÿíà – îñíîâíî êàñèåðè. Èçñëåäâàíèÿòà ñà ïðîâåäåíè
òðè äíè â ñåäìèöàòà (ïúðâè, òðåòè è ïåòè äåí), òðèêðàòíî
– â íà÷àëîòî, ñðåäàòà è êðàÿ íà ðàáîòíèÿ äåí. Îïðåäåëåíè
ñà ïóëñîâà ÷åñòîòà è àðòåðèàëíî íàëÿãàíå,  âðåìå íà
çðèòåëíî-ìîòîðíà ðåàêöèÿ ÷ðåç êîìïþòúðíà ïðîãðàìà
“Reflection test” è  îáåì, ñêîðîñò è òî÷íîñò íà
ïðåðàáîòåíàòà èíôîðìàöèÿ ñ òàáëèöà íà Ëàíäîëò.
Èç÷èñëåíè ñà âåãåòàòèâåí èíäåêñ íà Êåðäî  è êîåôèöèåíò
íà èçäðúæëèâîñò ïî ôîðìóëàòà   íà Êâàñ (1,3).

Çà ñòàòèñòè÷åñêà îáðàáîòêà ñà ïðèëîæåíè âàðèàöèîíåí,
àëòåðíàòèâåí  è íåïàðàìåòðè÷åí  àíàëèç  íà ïàêåòà SPSS PC.

Ðåçóëòàòè è îáñúæäàíå

Ðåçóëòàòèå îò èçñëåäâàíèòå ëèöà ïîêàçâàò òåíäåíöèÿ êúì
ïîíèæàâàíå íà ïóëñîâàòà ÷åñòîòà â êðàÿ íà ðàáîòíèÿ äåí
è â òðèòå äíè (Ôèã.1.), êàòî â ñðåäàòà íà ðàáîòíàòà ñåäìèöà
òî å ñòàòèñòè÷åñêè äîñòîâåðíî (ð <0,04). Ïîäîáíè ñà
òåíäåíöèèòå  çà ñèñòîëíîòî è äèàñòîëíîòî íàëÿãàíå, íî
ñàìî â ² –ÿ äåí ïîíèæåíèåòî çà äèàñòîëíîòî íàëÿãàíå ñå
ïîòâúðæäàâà ñòàòèñòè÷åñêè (ð < 0,047).

Èçõîæäàéêè îò èçâåñòíèÿ ôàêò, ÷å ïðîìåíèòå â ïóëñà ñà â
ñúîòâåòñòâèå ñ èçìåíåíèÿòà âúâ ôóíêöèîíàëíîòî
ñúñòîÿíèå íà íåðâíàòà ñèñòåìà, òî íàøèòå ðåçóëòàòè
ïîòâúðæäàâàò òîâà. Ïðè ðàáîòåùè ñúñ ñëàáî ôèçè÷åñêî
íàòîâàðâàíå è ñåäÿùà ðàáîòíà ïîçà, õàðàêòåðíî çà òåçè
ïðîôåñèîíàëíè ãðóïè, çàáàâÿíåòî íà ñúðäå÷íèòå
ñúêðàùåíèÿ å ðåçîííî. Ðàçãëåæäàéêè òîçè  ïîêàçàòåë ïî
ãðóïè,   ñå îòáåëÿçâà, ÷å ïðè ²   ñìÿíà ïóëñîâàòà ÷åñòîòà â
ïîñëåäíèÿ äåí îòáåëÿçâà äîñòîâåðåí ñïàä (ð<0,046), à ïðè
²² – ïðåç âñè÷êèòå òðè äíè íà èçñëåäâàíåòî (ð<0,05).
Ñèñòîëíîòî íàëÿãàíå ïîêàçâà çíà÷èì ñïàä ñàìî â
ïîñëåäíèÿ äåí (ð<0,034). Äèàñòîëíîòî íàëÿãàíå íÿìà
çíà÷èìè ïðîìåíè â îòäåëíèòå ãðóïè.

faster leads to unfavorable psycho-physiological
consequences and worsening of working-ability,
reflecting also the productivity of labor.

Studying of the functional condition connected with
assessment of the working-ability of persons, working in
trading centers is an important question, in accordance
to the necessity of creation of rational regimes of work
and rest, and also – for prophylaxis of tiredness and
increase in the working-ability.

Design  and methods

Thirty nine persons are studied (administrative staff and
cashiers) at average age 29,95±1,1 year, working mainly
with a computer in trading centers. They are divided into
three groups according to their working time: I-st (morning
shift), working form 8 to 14,30 p.m.; II-nd (afternoon shift),
working form 14,30 to 21,00 p.m. and III-rd (regular shift),
working from 9 to 17,00 p.m. Workers from the regular
shift are people from the accounting-manager staff, while
those from I-st and II-nd shift – mainly cashiers. The
examinations are performed in three days of the week
(first, third and fifth), threefold – in the beginning, in the
middle and at the end of the working day. Tested are the
pulse rate and blood pressure, time for visual-motor
reaction by computer program “Reflection test” and
volume, speed and accuracy of the processed information
with Landolt’s table. Calculated are the vegetative Kerdo
index and coefficient of tenacity by the Kvas formula (1,3).

For the statistic processing are used variation, alternative
and nonparametric    analysis by SPSS PC.

Results and discussion

The results form the tested people show tendency of
lowering of the pulse rate at the end of the working day
for all three days (Fig.1), as in the middle of the work-
week it is statistically reliable (p<0,04). Similar are the
tendencies for the systolic and diastolic pressure, but
only in the I-st day the lowering of the diastolic pressure
is confirmed statistically (p<0,047).

 Assuming the known fact that the changes in the pulse
are in correlation with the changes in the functional
condition of the nerve system, our results confirm that.
In workers with mild physical loading and sitting working
position, which is characteristic for these professional
groups, the lowering of the heart cuts is reasonable.
Looking at this index for the different groups, is found
that in I-st shift the pulse rate in the last day has a reliable
drop (p<0,046), and for II-nd – in all three days of the
investigation (p<0,05).  The systolic pressure show a
significant drop only in the last day (p<0,034). The
diastolic pressure has no significant changes in the
different groups.
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Ôèã.1. Äèíàìèêà â ñòîéíîñòèòå íà ïóëñîâàòà ÷åñòîòà

Âåãåòàòèâíèÿò èíäåêñ íà Êåðäî  å ñ òåíäåíöèÿ êúì
ïîíèæàâàíå â êðàÿ íà ðàáîòíàòà ñìÿíà.  Â íà÷àëîòî íà
ðàáîòíàòà ñåäìèöà 33,7% îò èçñëåäâàíèòå èìàò îòðèöàòåëåí
èíäåêñ è 66,3% - ïîëîæèòåëåí. (Ôèã.2) Â ñðåäàòà è êðàÿ íà
ñåäìèöàòà îòðèöàòåëåí èíäåêñ ñå íàáëþäàâà ïðè 24% îò
èçñëåäâàíèòå, ïðè � 0,05.  Çà ²² ñìÿíà ñå íàáëþäàâà â êðàÿ
íà ðàáîòíàòà ñåäìèöà è ðàáîòíèÿ äåí ðÿçúê ñïàä (ð<0,03),
êàòî ïðîöåíòúò íà ëèöàòà ñ îòðèöàòåëåí èíäåêñ îò 11,1% â
íà÷àëîòî íà ðàáîòíèÿ äåí ñå ïîêà÷âà äî 40,0%. Èçâåñòíî å,
÷å îòðèöàòåëíèòå ïîêàçàíèÿ íà âåãåòàòèâíèÿ èíäåêñ íà
Êåðäî  å óêàçàíèå çà âêëþ÷âàíå íà ïàðàñèìïàòèêîâàòà íåðâíà
ñèñòåìà, îñîáåíî ïðè  âúçñòàíîâÿâàíå, ñëåä ñúñòîÿíèå íà
ïðîäúëæèòåëíî íàòîâàðâàíå.

Ôèã.2. Äèíàìèêà â ðàçïðåäåëåíèåòî íà ëèöàòà ñ îòðèöàòåëíè
ñòîéíîñòè íà âåãåòàòèâíèÿ èíäåêñ íà Êåðäî

Êîåôèöèåíòúò íà èçäðúæëèâîñò íà Êâàñ ïîêàçâà
ñðàâíèòåëíî âèñîêè ñðåäíè ñòîéíîñò (20 – 24 óñëîâíè
åäèíèöè) è   îáùà òåíäåíöèÿ êúì íàìàëåíèå â êðàÿ íà
ïúðâèÿ è òðåòèÿ äåí, êàòî â ïîñëåäíèÿ äåí ñå çàïàçâà íà
åäíî íèâî. (Ôèã.3) Ïðè ðåäîâíà,  ² è ²²  ñìÿíà òåíäåíöèÿòà
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Figure 1. Dynamics in the value of pulse rate

The vegetative index of Kerdo is with tendency of
lowering at the end of the working shift. At the beginning
of the working week 33,7% of the tested have a negative
index and 66,3% - positive. In the middle and at the end
of the week, the negative index is found in 24% of the
tested at p  0,05. (Fig.2) The II-nd shift has a significant
drop at the end of the working week and working day
(p<0,03), as the percentage of the people with negative
index from 11,1% increases to 40%. It is known that the
negative results of the vegetative index of Kerdo shows
the inclusion of the parasympathetic nerve system,
especially in recovery, after continuous loading.

Figure 2. Dynamics in the distribution of persons with
negative value of the vegetative index of Kerdo (%)

The coefficient of tenacity of Kvas shows relatively high
average values (20 – 24 conditional unit) and general
tendency to lowering at the end of the first and third day,
as in the last day it stays at the same level. (Fig.3) In
regular, I-st and II-nd shift, the tendency is the same, as
in the last day for II-nd shift the tendency is for lowering,
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å ñúùàòà, êàòî â ïîñëåäíèÿ äåí çà ²² ñìÿíà òåíäåíöèÿòà å êúì
íàìàëåíèå, à çà ðåäîâíà – êúì óâåëè÷åíèå. Íàáëþäàâàíèòå
òåíäåíöèè íå ñå äîêàçâàò ñòàòèñòè÷åñêè (ð 0,05). Èçõîæäàéêè
îò ôàêòà, ÷å áîëøèíñòâîòî îò èçñëåäâàíèòå ëèöà ñà â ìëàäà
âúçðàñò, à ðàáîòàòà  â ïî-ãîëÿìàòà ÷àñò îò âðåìåòî ñå èçâúðøâà
â ñåäÿùà ïîçà, ïî-âèñîêèÿò êîåôèöèåíò íà èçäðúæëèâîñò,
êîéòî îáèêíîâåíî å ïîêàçàòåë çà îòñëàáåíè âúçìîæíîñòè íà
ñúðäå÷íîñúäîâàòà ñèñòåìà,  ìîæå äà ñå ñâúðæå ñ ìîíîòîííèÿ
òðóä.

Ôèã. 3.  Äèíàìèêà íà ñòîéíîñòèòå íà êîåôèöèåíòà
íà èçäðúæëèâîñò

Âúç îñíîâà íà äëúæíîñòíàòà õàðàêòåðèñòèêà  íà
èçñëåäâàíèòå ëèöà è íà ðåçóëòàòèòå îò èçñëåäâàíèòå
ïîêàçàòåëè – ïóëñîâà ÷åñòîòà è ñèñòîëíî è äèàñòîëíî
íàëÿãàíå, ìîæå äà ñå ãîâîðè çà äåéíîñò ñ íèñêà äâèãàòåëíà
àêòèâíîñò ñ ïðåîáëàäàâàùà ìîíîòîííî ñò.  Êàòî
äîïúëíèòåëíè ôàêòîðè ìîãàò  äà ñå ïîñî÷àò, ïðè ïî-
ãîëÿìàòà ÷àñò îò èçñëåäâàíèòå (íàïð. êàñèåðè) – ñåäÿùàòà
ðàáîòíà ïîçà è ëèïñàòà íà ïàóçà, ïðåç êîÿòî ìîæå äà ñå
ñòàíå è äà ñå ïðîìåíè ïîëîæåíèåòî íà òÿëîòî. Òå, îò ñâîÿ
ñòðàíà, çàñèëâàò õèïîêèíåçèÿòà  êàòî íàìàëÿâàò
àôåðåíòíàòà ñòèìóëàöèÿ íà öåíòðàëíàòà íåðâíà ñèñòåìà
îò ïðîïðèîðåöåïòîðèòå íà äâèãàòåëíèÿ àïàðàò.

Êàòî ñå èìà ïðåäâèä, ÷å îáñëóæâàíåòî íà ñúâðåìåííàòà
òåõíèêà, â ñëó÷àÿ – êîìïþòðè, èçèñêâà ñúñðåäîòî÷âàíå, áúðçî
ïðåâêëþ÷âàíå, óñòîé÷èâîñò íà âíèìàíèåòî, ïàìåò, óìñòâåíî
íàïðåæåíèå, å öåëåñúîáðàçíî äà ñå  èçñëåäâàò  ïîêàçàòåëèòå
çà ôóíêöèîíàëíîòî ñúñòîÿíèå íà öåíòðàëíàòà íåðâíà
ñèñòåìà. Äàííèòå îò íàøèòå èçñëåäâàíèÿ çà ïðîìåíèòå â
ñåíçîìîòîðíàòà ðåàêöèÿ è ïðîìåíèòå âúâ âíèìàíèåòî ñå
õàðàêòåðèçèðàò ñ îïðåäåëåíà äèíàìèêà.

Íàé-îáùî â íà÷àëîòî è ñðåäàòà íà ðàáîòíàòà ñåäìèöà îáåìúò
è ñêîðîñòòà íà ïðèåòàòà è ïðåðàáîòåíà èíôîðìàöèÿ íàìàëÿâà
â êðàÿ íà ñìÿíàòà ( ð < 0,05 ñàìî çà ñðåäàòà íà ñåäìèöàòà).
(Ôèã.4) Â êðàÿ íà ðàáîòíàòà ñåäìèöà è íà  ðàáîòíàòà ñìÿíà
ñå íàáëþäàâà òåíäåíöèÿ êúì ïîâèøàâàíå íà ïîêàçàòåëèòå

and for regular - for increase. The observed tendencies
are not statistically approved (p 0,05). Assuming the fact
that most of the studied persons are at young age, and
the work in most of the time is performed in sitting
position, the higher coefficient of tenacity, which usually
is an index for lowered abilities of the cardio-vascular
system, can be connected with the monotony work.

Figure 3. Dynamics in the value of the coefficient of tenacity
during the fifth day

According to the job description of the studied persons
and to the results of the studied indexes – pulse rate and
systolic and diastolic pressure, we can talk about activity
with low motive activity with predominant monotony. As
additional factors in most of the studied (cashiers for
example) can be found – fixed working position and no
pause, during which they can stand and change the body
position.  These factors on their side increase the
hypokinesia and lower the afferent stimulation of the
central nervous system from the proprioreceptors of the
motive apparatus.

As it is known that the maintenance of the contemporary
technique, in our case – computers, requires concentration,
fast switching, stability of attention, memory, mental
tension, it is important to test the indexes of the functional
condition of the central nervous system.  The data of our
tests for the changes in the sensomotor reaction and
changes in attention are characterized with certain
dynamics.

Generally at the beginning and in the middle of the working
week, the volume and speed of the accepted and
processed information lowers at the end of the shift (as
p<0,05 only in the middle of the week) (Fig.4). At the end
of the working week and working shift is found a tendency
of increase of the indexes (p 0,05). (Fig.5) Similar is the
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(ð 0,05). (Ôèã.5) Ïîäîáíà å òåíäåíöèÿòà çà âðåìåòî çà
ðåàêöèÿ è çà èç÷èñëåíèòå êîåôèöèåíòè íà ïðîäóêòèâíîñò è
òî÷íîñò. (Ôèã.6) Â çàâèñèìîñò îò ñìåííîñòòà íà ðàáîòà
ñå îòáåëÿçâà çíà÷èìî íàìàëÿâàíå íà îáåìà   íà
ïðåðàáîòåíàòà èíôîðìàöèÿ ïðè ðàáîòåùèòå ² ñìÿíà â
ñðåäàòà è  êðàÿ íà ðàáîòíàòà ñåäìèöà (ð<0,05) è íà
ñêîðîñòòà – â êðàÿ íà ðàáîòíèÿ äåí ïðè âñè÷êè èçñëåäâàíè
äíè (ð<0,05). Ïðè ²² ñìÿíà òåíäåíöèÿòà å ïîäîáíà (ïðè
ð 0,05). Çà ðàáîòåùèòå ðåäîâíà ñìÿíà â ñðåäàòà íà
ðàáîòíàòà ñåäìèöà  ñå îòáåëÿçâà çíà÷èìî íàìàëÿâàíå íà
îáåìà è ñêîðîñòòà íà ïðåðàáîòåíàòà èíôîðìàöèÿ   â êðàÿ
íà ðàáîòíèÿ äåí (ð<0,05).

Ôèã.4. Äèíàìèêà â îáåìà íà ïðåðàáîòåíàòà èíôîðìàöèÿ

Ôèã.5. Äèíàìèêà â ñêîðîñòòà íà ïðåðàáîòåíàòà èíôîðìàöèÿ

tendency for the time of reaction and the calculated
coefficients of productivity and accuracy. (Fig.6)
Examined according to the shifts of work, there is a
significant lowering of the volume of the processed
information of the workers I-st shift in the middle and at
the end of the working week (p<0,05) and the speed – at
the end of the working day for all the studied days
(p<0,05). For II-nd shift the tendency is similar (at
p 0,05). For workers at regular shift in the middle of the
working week is found significant lowering of the volume
and speed of the processed information at the end of
the working day. (ð<0,05).

Figure 4. Dynamics in the volume of the processed information

Figure 5. Dynamics in the speed of the processed information
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Figure 6. Dynamics in the time of reaction

Our data confirm that the changes in the functional
condition of the persons working with computers in a
significant level is determined by changes mainly in the
cognitive sphere (2, 7), as an earlier development of
nerve-sensor tiredness is observed.(4). With the
hypokinesia and monotony, probably, can be connected
the tendencies in the changes of the cardio-vascular
indexes, as the reaction to the uniformity of the irritators
manifests with increase of the parasympathetic influence
(5,9,11), which leads to lowering of the pulse rate and
blood pressure. This is especially indicative for I-st and
II-nd shift and in milder level for the regular shift, which
finds its logical explanation in the fact that for the
accounting-manager staff the monotony can be overcome
by higher liberty of organization of work and in this way
– more successful overcoming the consequences of the
monotony.

The inter-shift differences in our results supports the
data of other authors (8,10), that the control over the
organization of working time and ability of usage of
spontaneous micropauses are main factors for
maintenance of stable working ability in coming tiredness
at the end of the working cycle.

Explanation of the variability of the studied indexes in
the separate shifts can be also the different hours of the
performed tests during the day and the connected with
this natural dynamics of the working ability.

On its side the monotony is characterized with parallel
development of inhibitor processes at another level of
management, connected with the accepting and
processing of information. In our examinations the
evidence for this are the lowered volumes and speed of
the processed information and the coefficients of
accuracy and productivity.

Ôèã.6. Äèíàìèêà íà âðåìåòî íà ðåàêöèÿòà

Íàøèòå äàííè ïîòâúðæäàâàò, ÷å ïðîìåíèòå âúâ
ôóíêöèîíàëíîòî ñúñòîÿíèå íà ðàáîòåùèòå ñ êîìïþòðè â
çíà÷èòåëíà ñòåïåí ñå îïðåäåëÿò îò ïðîìåíè îñíîâíî â
êîãíèòèâíàòà ñôåðà (2, 7), êàòî ñå íàáëþäàâà ïî-ðàííî
ðàçâèòèå íà íåðâíî-ñåíçîðíà óìîðà (4). Ñ õèïîêèíåçèÿòà  è
ìîíîòîííîñòòà, ïî âñÿêà âåðîÿòíîñò, ìîæå äà ñå ñâúðæàò
òåíäåíöèèòå â èçìåíåíèÿòà íà ñúðäå÷íîñúäîâèòå ïîêàçàòåëè,
òúé êàòî ðåàêöèÿòà íà åäíîîáðàçèåòî íà äðàçíèòåëèòå  ñå
ïðîÿâÿâà â çàñèëâàíå íà ïàðàñèìïàòèêîâîòî âëèÿíèå (5, 9,
11), êîåòî âîäè äî íàìàëÿâàíå íà ïóëñîâàòà ÷åñòîòà è
àðòåðèàëíîòî íàëÿãàíå. Òîâà å îñîáåíî ïîêàçàòåëíî çà ² è ²²
ñìÿíà è â ïî-ìàëêà ñòåïåí – çà ðåäîâíà ñìÿíà, êîåòî íàìèðà
ñâîåòî ëîãè÷íî îáÿñíåíèå âúâ ôàêòà, ÷å ïðè ñ÷åòîâîäíî-
ìåíèäæúðñêèÿ ïåðñîíàë  ìîíîòîííîñòòà ìîæå äà áúäå
äîíÿêúäå ïðåîäîëÿíà ÷ðåç  ïî-ãîëÿìàòà ñâîáîäà íà
îðãàíèçàöèÿ íà ðàáîòàòà è ïî òîçè íà÷èí  - ïî-óñïåøíî
ïðåîäîëÿâàíå íà ïîñëåäèöèòå îò ìîíîòîííîñòòà.

Ìåæäóñìåííèòå ðàçëèêè â íàøèòå ðåçóëòàòè ïîäêðåïÿò
äàííèòå è íà äðóãè àâòîðè ( 8,10), ÷å   êîíòðîëúò âúðõó
îðãàíèçàöèÿòà íà ðàáîòíîòî âðåìå è âúçìîæíîñòòà çà
èçïîëçâàíåòî íà ñïîíòàííè ìèêðîïàóçè ñà îñíîâåí ôàêòîð
çà ïîääúðæàíåòî íà óñòîé÷èâà ðàáîòîñïîñîáíîñò è íàé-âå÷å
çà çàïàçâàíåòî íà ðàáîòîñïîñîáíîñòòà ïðè íàñòúïâàùà âå÷å
óìîðà â êðàÿ íà ðàáîòíèÿ öèêúë.

Îáÿñíåíèå çà âàðèàáèëíîñòòà íà èçñëåäâàíèòå ïîêàçàòåëè â
îòäåëíèòå ñìåíè ìîæå äà ñà è ðàçëè÷íèòå ÷àñîâå íà
èçñëåäâàíå îò äåíîíîùèåòî è ñâúðçàíàòà ñ òîâà åñòåñòâåíà
äèíàìèêà íà ðàáîòîñïîñîáíîñòòà.

Îò ñâîÿ ñòðàíà ìîíîòîííîñòòà ñå  õàðàêòåðèçèðà  ñ ïàðàëåëíî
ðàçâèòèå íà çàäðúæíè ïðîöåñè íà äðóãî íèâî íà óïðàâëåíèå,
ñâúðçàíî ñ ïðèåìàíåòî è ïðåðàáîòâàíåòî íà èíôîðìàöèÿ.
Ïðè íàøèòå èçñëåäâàíèÿ  çà òîâà ñâèòåòåëñòâàò íàìàëåíèòå
îáåì è ñêîðîñò íà ïðåðàáîòåíàòà èíôîðìàöèÿ è
êîåôèöèåíòèòå íà òî÷íîñò è ïðîäóêòèâíîñò.
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Â çàêëþ÷åíèå, ðåçóëòàòèòå îò íàøèòå   èçñëåäâàíèÿ  íà
ïñèõîôèçèîëîãè÷íèòå ïîêàçàòåëè  â äíåâíà è ñåäìè÷íà
äèíàìèêà   ïîêàçâàò   èçâåñòíè ïðîìåíè â
ðàáîòîñïîñîáíîñòòà.

Ïî-èçðàçåíèòå    èçìåíåíèÿ â ñúðäå÷íîñúäîâèòå
ïîêàçàòåëèòå  è òåçè, ñâúðçàíè ñ ïðèåìàíå è ïðåðàáîòêà
íà èíôîðìàöèÿ  ïðè ðàáîòåùèòå ² è ²² ñìÿíà, áèõà ìîãëè
äà ñå ñâúðæàò ñ âëèÿíèåòî íà ìîíîòîíèÿòà âúðõó
îðãàíèçìà íà ðàáîòåùèòå.

Ñåäìè÷íàòà äèíàìèêà íà ðàáîòîñïîñîáíîñòòà
ïîòâúðæäàâà  ñòàíîâèùåòî çà ïî-ðàííî ðàçâèòèå  íà
íåðâíî-ñåíçîðíà óìîðà ïðè ðàáîòåùèòå ñ êîìïþòúð.
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ÅËÅÊÒÐÎÍÍÎ ÇÄÐÀÂÅÎÏÀÇÂÀÍÅ -
ÑÚÑÒÎßÍÈÅ È ÏÅÐÑÏÅÊÒÈÂÈ

Âàëåðè Öåêîâ
Óïðàâèòåë íà „Áúëãàðñêî ñäðóæåíèå ïî èíîâàòèâíà
ìåäèöèíà” , ãë.àñèñòåíò ÌÓ Ïëîâäèâ - ²² êàòåäðà ïî

âúòðåøíè áîëåñòè

Ðåçþìå

Â êðàÿ íà 20-è è íà÷àëîòî íà 21-âåê åëåêòðîííîòî
çäðàâåîïàçâàíå (ÅÇ) ïîñòåïåííî ñå ïðåâúðíà â òåðìèí,
êîéòî ñå ñâúðçâà ñ øèðîêîòî íàâëèçàíå íà
èíôîðìàöèîííèòå è êîìóíèêàöèîííèòå òåõíîëîãèè
(ÈÊÒ) â ñåêòîðà íà çäðàâåîïàçâàíåòî. Íÿêîè àâòîðè
èçïîëçâàò òîçè òåðìèí, çà äà äåôèíèðàò èçïîëçâàíåòî
íà äèãèòàëíèòå òåõíîëîãèè çà íóæäèòå íà êëèíè÷íàòà
ìåäèöèíà, ìåäèöèíñêîòî îáðàçîâàíèå è çäðàâíàòà
àäìèíèñòðàöèÿ. Äðóãè àâòîðè èìàò ïðåäâèä ïî òåñíèÿ
ìó ñìèñúë íà èçïîëçâàíå íà Èíòåðíåò â ìåäèöèíñêàòà
ïðàêòèêà. Â ñòàòèÿòà ñå ïðàâè àíàëèç íà íàä 50 âèäà
äåôèíèöèè çà ÅÇ, èçïîëçâàíè â íàó÷íàòà ëèòåðàòóðà. Â
ïðåîáëàäàâàùàòà ÷àñò îò äåôèíèöèèòå òåðìèíúò ÅÇ
ñå ñâúðçâà ñ ïðåäîñòàâÿíåòî íà ìåäèöèíñêè äåéíîñòè,
êàòî åäâà ïðè 25% îò äåôèíèöèèòå ñå íàáëÿãà íà
ïîäîáðÿâàíåòî íà ñúîòíîøåíèåòî „ðàçõîäè-
åôåêòèâíîñò” ïðè çäðàâíîòî îáñëóæâàíå èëè
ïîâèøåíàòà åôåêòèâíîñò íà ïðîöåñèòå.
Äåìîãðàôñêèòå ïðîöåñè â åâðîïåéñêèòå äúðæàâè,
íàðàñòâàùàòà ìèãðàöèÿ è î÷àêâàíèÿòà çà
âèñîêîêà÷åñòâåíè è äîñòúïíè çäðàâíè óñëóãè, â ðàìêèòå
íà Åâðîïåéñêèÿ ñúþç (ÅÑ),  èçïðàâÿò çäðàâíèòå ñèñòåìè
ïðåä âñå ïî-ãîëåìè ïðåäèçâèêàòåëñòâà. Èíèöèàòèâàòà
eEurope, îáÿâåíà îò Åâðîïåéñêàòà êîìèñèÿ (ÅÊ) ïðåç
1999 ãîäèíà, îòáåëÿçà íà÷àëîòî íà ìîùíî íàâëèçàíå íà
èíôîðìàöèîííè ïðèëîæåíèÿ â çäðàâíèÿ ñåêòîð â Åâðîïà.
Òîâà ïîâäèãà ðåäèöà âúïðîñè, ñâúðçàíè ñúñ
çàêîíîäàòåëíèòå àñïåêòè ïðè èçïîëçâàíåòî èì â
ìåäèöèíñêàòà ïðàêòèêà è íàóêà. Ïîñòèãàíå íà
ñåìàíòè÷íà èíòåðîïåðàáèëíîñò, ñòàíäàðòèçàöèÿ,
ñåðòèôèêàöèÿ è îáùè çà ÅÑ èçèñêâàíèÿ êúì
åëåêòðîííèòå äîñèåòà íà ïàöèåíòà ñå ðàçãëåæäàò â
ñòàòèÿòà êàòî îñíîâíè åëåìåíòè çà ïîñòèãàíå íà
îïåðàòèâíà ñúâìåñòèìîñò (èíòåðîïåðàáèëíîñò) íà
èíôîðìàöèîííèòå èíôðàñòðóêòóðè è ñèñòåìè â
çäðàâåîïàçâàíåòî íà ñòðàíèòå îò ÅÑ. Òåçè âúïðîñè ñà
ïðåäìåò íà ïúðâèÿ çà ÅÑ Ïëàí çà äåéñòâèå çà Åâðîïåéñêà
îáëàñò íà ÅÇ. Òîé î÷åðòàâà ñòúïêèòå çà âúâåæäàíå íà
ÈÊÒ â çäðàâåîïàçâàíåòî è óñêîðÿâà èçïîëçâàíåòî íà
øèðîêîëåíòîâèÿ, âèñîêîñêîðîñòåí Èíòåðíåò â
çäðàâíèòå ñèñòåìè. Â èçïúëíåíèå íà ïëàíà âñè÷êè
äúðæàâè-÷ëåíêè íà ÅÑ ïðèåìàò íàöèîíàëíè ñòðàòåãèè
çà ÅÇ. Ìíîãî îò òÿõ âíåäðÿâàò íàöèîíàëíè çäðàâíè

E-HEALTH SYSTEM – STATUS AND
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Senior Manager of the Bulgarian
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Chief Assistant, Medical University – Plovdiv
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Abstract

At the end of the 20th century and in the beginning of
the 21st one electronic health (e-Health) has gradually
become a term that was associated with the broad imple-
mentation of information and communication technolo-
gies (ICTs) in the field of healthcare. Some authors make
use of this term in order to define the utilization of digi-
tal technologies for the needs of clinical medicine, medi-
cal education and healthcare management. Other au-
thors take into consideration its more narrow sense with
regard to the Internet use in the medical practice. In the
article an analysis was performed of more than 50 defi-
nitions for e-Health used in the scientific literature. In
most part of the definitions the term e-Health was re-
lated to the delivery of medical services as nearly  25%
of definitions have emphasized on the improvement of
the ratio “expenditures – effectiveness” in the
healthcare or on the increased effectiveness of the pro-
cesses.

Demographic processes in the European countries, grow-
ing migration and expectations for high quality and
accessible health services within the European Union
(EU) have faced the healthcare systems towards greater
challenges. The initiative e-Europe was established in
December 1999 by the European Commission and indi-
cated the beginning of a powerful use of information
technologies in the European health sector.  This raises
questions related to the legislative aspects in their us-
age in the medical practice and science. The achieve-
ment of semantic interoperability, standardization, cer-
tification and general EU requirements for the electronic
patient records were considered in the article as key
elements for gaining operative compatibility
(interoperability) of information infrastructures and
systems within the EU. These problems were the main
topic of the first Action plan for a European e-Health
Area. It outlined the steps for implementation of ICTs for
the healthcare and boosted the use of broadband high
speed Internet in the health systems. In the realization of
the plan all Member-states adopted national strategies
for e-Health. Many of them have integrated the national
health portals, electronic patient records, electronic
prescriptions and telemedical applications.  Large-scale
projects have been realized for the achievement of op-
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ïîðòàëè, åëåêòðîííè çäðàâíè äîñèåòà, åëåêòðîííè
çäðàâíè êàðòè, åëåêòðîííè ðåöåïòè è òåëåìåäèöèíñêè
ïðèëîæåíèÿ. Ðåàëèçèðàò ñå ìàùàáíè ïðîåêòè íà ÅÑ çà
ïîñòèãàíå íà îïåðàòèâíà ñúâìåñòèìîñò íà
èíôîðìàöèîííè ïðèëîæåíèÿ è ñèñòåìè. Ïîÿâÿâà ñå è
ïîðòàëúò íà ÅÑ „Îáùåñòâåíî çäðàâå”. Ñëåä
ïðèåìàíåòî íà Íàöèîíàëíàòà ñòðàòåãèÿ çà åëåêòðîííî
çäðàâåîïàçâàíå ïðåç 2006 ãîäèíà â Áúëãàðèÿ ñúùî ñå
çàñèëèõà ïðîöåñèòå íà âíåäðÿâàíå íà ÈÊÒ â ñèñòåìàòà
íà çäðàâåîïàçâàíåòî. Ðåàëèçèðàíè ñà ðåäèöà ñèñòåìè
çà òåëåìåäèöèíà, êàêòî è íÿêîëêî ïèëîòíè ïðîåêòà, â
ò. ÷. çà åëåêòðîííè çäðàâíè êàðòè, åëåêòðîííè äîñèåòà,
íàöèîíàëåí çäðàâåí ïîðòàë. Ñúçäàäåíè ñà ìíîæåñòâî
íàöèîíàëíè ðåãèñòðè è å âúâåäåíà â äåéñòâèå
èíòåãðèðàíàòà èíôîðìàöèîííà ñèñòåìà íà
Íàöèîíàëíàòà çäðàâíà êàñà.

Êëþ÷îâè äóìè: åëåêòðîííî çäðàâåîïàçâàíå,
èíôîðìàöèîííè è êîìóíèêàöèîííè òåõíîëîãèè,
åëåêòðîííî äîñèå íà ïàöèåíòà,
èíòåðîïåðàáèëíîñò.

1. Ñúñòîÿíèå íà ïðîáëåìà â
ìåæäóíàðîäåí àñïåêò

Îò íà÷àëîòî íà 21 âåê âñå ïî-÷åñòî ñå ïèøå è ãîâîðè çà
åëåêòðîííî çäðàâåîïàçâàíå (ÅÇ). Ïðåäè 1999 ã. òîçè òåðìèí
å ñðàâíèòåëíî ðÿäêî óïîòðåáÿâàí è å ñâúðçâàí íàé-îáùî ñ
êîìïþòðè è ìåäèöèíà. Èçïîëçâàí å ïðåäèìíî îò
èíäóñòðèàëöè è ñïåöèàëèñòè ïî ìàðêåòèíã. Áóðíîòî
ðàçâèòèå íà Èíòåðíåò ñúçäàâà íîâè âúçìîæíîñòè è
ïðåäèçâèêàòåëñòâà ïðåä òðàäèöèîííàòà èíäóñòðèÿ çà
èíôîðìàöèîííè è êîìóíèêàöèîííè òåõíîëîãèè (ÈÊÒ) â
îáëàñòòà íà çäðàâåîïàçâàíåòî è ïðåâðúùà èçïîëçâàíåòî íà
òîçè òåðìèí â åæåäíåâèå. “Íîâèòå” ïðåäèçâèêàòåëñòâà ñå
ñúñòîÿò âúâ âúçìîæíîñòòà çà ïîòðåáèòåëèòå äà
âçàèìîäåéñòâàò îíëàéí ñ áèçíåñ ñèñòåìè (Â2Ñ = “business
to consumer” èëè ÁÊÏ = “áèçíåñ êúì ïîòðåáèòåë”);
ïîäîáðåíè âúçìîæíîñòè çà ïðåäàâàíå íà äàííè îò
èíñòèòóöèÿ êúì èíñòèòóöèÿ (B2B = “business to business”
èëè ÁÊÁ = “áèçíåñ êúì áèçíåñ”); íîâè âúçìîæíîñòè çà
êîìóíèêàöèè ìåæäó ñàìèòå ïîòðåáèòåëè (C2C = “consumer
to consumer” èëè ÏÊÏ = “ïîòðåáèòåë êúì ïîòðåáèòåë”)( G.
Eysenbach, 2001) (1).

Ñïîðåä Journal of Medical Internet Research òåðìèíúò
„åëåêòðîííî çäðàâåîïàçâàíå” òðÿáâà äà îñòàíå â ñôåðàòà
íà áèçíåñà è ìàðêåòèíãà è äà ñå èçáÿãâà â íàó÷íàòà
ìåäèöèíñêà ëèòåðàòóðà. Òåðìèíúò, îáà÷å, âå÷å å íàâëÿçúë
â íàó÷íàòà ëèòåðàòóðà, íî, êàêòî ñå öèòèðà â ñïèñàíèåòî,
“äà ïîñòàâèø äåôèíèöèÿ íà íåùî êàòî ÅÇ å êàòî äà
ïîñòàâèø äåôèíèöèÿ íà “Èíòåðíåò”, òúé êàòî òîâà å
äèíàìè÷íà, íåïðåêúñíàòî äâèæåùà ñå ñðåäà”.

Ñïîðåä Àéçåíáàõ “Åëåêòðîííîòî çäðàâåîïàçâàíå å
âúçíèêâàùà îáëàñò â ñå÷åíèåòî íå ìåäèöèíñêàòà
èíôîðìàòèêà, îáùåñòâåíîòî çäðàâå è áèçíåñà, îòíàñÿùà
ñå äî çäðàâíîòî îáñëóæâàíå è èíôîðìàöèÿòà,
ïðåäîñòàâÿíà èëè ðàçøèðÿâàíà ÷ðåç Èíòåðíåò è

erative compatibility of the information technologies
and systems. The portal of the EU Public Health ap-
peared, too.

After the adoption of the National strategy for electronic
health in 2006 in Bulgaria the processes for implemen-
tation of ICT in the healthcare have also strengthened.
A series of systems for telemedicine have been conducted
as well as some pilot projects, including electronic health
cards, electronic records, national health portal. Plenty
of national registries were created and the integrated
information system of the National Health Insurance
Fund was also implemented

Key words: Electronic health, information and
communication technologies, electronic patient
record, interoperability.

1. International aspects of the problem

Since the beginning of the 21st century it has been written
about electronic health (e-Health). Before 1999 this term
was rarely used and related to computers and medicine.
It was used mainly by industrial leaders and marketing
specialists. The rapid development of Internet has created
plenty of possibilities and challenges toward the
traditional industry for information and communication
technologies (ICTs) in the field of healthcare system and
it turned to be a routine daily used term. The “new”
challenges consist of the possibility for the consumers
to interact online with business systems (Â2Ñ =
“business to consumer”); improved opportunities for
transmission of data from institution to institution (B2B
= “business to business”); new capacities for
communications among the consumers (C2C = “consumer
to consumer (G. Eysenbach, 2001) (1).

According to the Journal of Medical Internet Research
the term e-health should be left in the domain of business
and marketing and to be avoided in the scientific medical
literature, but as it was cited in the Journal “to make a
definition for something as e-health is to place a definition
of the “Internet” as this is a dynamic constantly moving
environment”.

According to Eysenbach “E-health is an emerging field
in the intersection of medical informatics, public health
and business, referring to health services and
information delivered or enhanced through the Internet
and related technologies. In a broader sense, the term
characterizes not only a technical development, but also
a state-of-mind, a way of thinking, an attitude, and a
commitment for networked, global thinking, to improve
health care locally, regionally, and worldwide by using
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ñâúðçàíèòå ñ íåãî òåõíîëîãèè. Â ïî-øèðîê ñìèñúë
òåðìèíúò õàðàêòåðèçèðà íå ñàìî òåõíè÷åñêîòî
ðàçâèòèå, íî è ñúñòîÿíèå íà óìà, íà÷èí íà ìèñëåíå,
îòíîøåíèå è ðåøåíèå çà ìðåæîâî, ãëîáàëíî ìèñëåíå çà
ïîäîáðÿâàíå íà çäðàâåîïàçâàíåòî íà ëîêàëíî, ðåãèîíàëíî
è ñâåòîâíî íèâî ÷ðåç èçïîëçâàíå íà èíôîðìàöèîííè è
êîìóíèêàöèîííè òåõíîëîãèè”. Òàçè äåôèíèöèÿ å
äîñòàòú÷íî øèðîêà, ìîæå äà ñå ïðèëàãà êúì äèíàìè÷íà
ñðåäà è ïîêàçâà, ÷å åëåêòðîííîòî çäðàâåîïàçâàíå íå îáõâàùà
ñàìî “Èíòåðíåò è ìåäèöèíà”.

Áóêâàòà “å” â “e-health” íå îçíà÷àâà ñàìî “åëåêòðîííî”, à
âêëþ÷âà è ìíîãî äðóãè “å”, êîèòî çàåäíî íàé-äîáðå
õàðàêòåðèçèðàò êàêâî å “åëåêòðîííî çäðàâåîïàçâàíå” (èëè
êàêâî òðÿáâà äà áúäå).

10-òå“å” â “åëåêòðîííî çäðàâåîïàçâàíå”

1.   (Efficacy) Åôèêàñíîñò- åäíî îò îáåùàíèÿòà íà
åëåêòðîííîòî çäðàâåîïàçâàíå å äà ïîâèøè
åôèêàñíîñòòà â çäðàâåîïàçâàíåòî ñ íàìàëÿâàíå íà
ðàçõîäèòå. Åäèí âúçìîæåí íà÷èí çà íàìàëÿâàíå íà
ðàçõîäèòå áè áèë ÷ðåç èçáÿãâàíå íà äóáëèðàíè èëè
íåíóæíè äèàãíîñòè÷íè èëè òåðàïåâòè÷íè
èíòåðâåíöèè ÷ðåç ïîäîáðåíè êîìóíèêàöèîííè
âúçìîæíîñòè ìåæäó çäðàâíèòå çàâåäåíèÿ è ÷ðåç
àíãàæèðàíå íà ïàöèåíòèòå.

2.   (Enhancing quality of care) Ïîäîáðÿâàíå íà
êà÷åñòâîòî íà îáñëóæâàíå- ïîâèøàâàíåòî íà
åôèêàñíîñòòà âêëþ÷âà íå ñàìî íàìàëÿâàíå íà
ðàçõîäèòå, íî è ïîäîáðÿâàíå íà êà÷åñòâîòî â
ñúùîòî âðåìå. Åëåêòðîííîòî çäðàâåîïàçâàíå ìîæå
äà ïîäîáðè êà÷åñòâîòî íà çäðàâíèòå ãðèæè
íàïðèìåð, ÷ðåç ïîçâîëÿâàíå íà ñðàâíåíèå ìåæäó
ðàçëè÷íèòå äîñòàâ÷èöè íà ìåäèöèíñêî îáñëóæâàíå,
âêëþ÷âàíå íà ïîòðåáèòåëèòå êàòî äîïúëíèòåëíà
ñèëà çà ãàðàíòèðàíå íà êà÷åñòâîòî è íàñî÷âàíå íà
ïàöèåíòîïîòîöèòå êúì äîñòàâ÷èöèòå, îñèãóðÿâàùè
íàé-äîáðî êà÷åñòâî.

3.   (Evidence based) Îñíîâàíî íà íàó÷íè äàííè -
èíòåðâåíöèèòå íà åëåêòðîííîòî çäðàâåîïàçâàíå
òðÿáâà äà áúäàò áàçèðàíè íà íàó÷íè äàííè â
ñìèñúë, ÷å åôåêòèâíîñòòà è åôèêàñíîñòòà èì
òðÿáâà äà áúäàò äîêàçàíè ÷ðåç ïðåöèçíà íàó÷íà
îöåíêà. Â òàçè îáëàñò ïðåäñòîè ìíîãî ðàáîòà.

4.   (Empowerment of consumers and patients)
Ðàçøèðÿâàíå íà âúçìîæíîñòèòå íà ïîòðåáèòåëèòå è
ïàöèåíòèòå - îñèãóðÿâàíå íà äîñòúï äî íàó÷íèòå
ìåäèöèíñêè ïîçíàíèÿ ÷ðåç Èíòåðíåò, êîåòî îòâàðÿ
íîâè ïúòèùà çà ìåäèöèíà, öåíòðàëèçèðàíà îêîëî
ïîòðåáèòåëÿ è äàâà âúçìîæíîñò çà èçáîð íà
ïàöèåíòà, îñíîâàí íà íàó÷íè äîêàçàòåëñòâà.

5.   (Encouragement) Íàñúð÷àâàíå íà íîâè îòíîøåíèÿ
ìåæäó ïàöèåíòà è çäðàâíèÿ ïðîôåñèîíàëèñò,
îòíîøåíèÿ íà ïàðòíüîðñòâî, êúäåòî ðåøåíèÿòà ñå
âçåìàò çàåäíî.
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information and communication technology. This
definition is sufficiently wide and could be applied to a
dynamic sphere and shows that the e-health does not
only encompass “Internet and medicine”.

The letter “å” in “e-health” does not only indicate
“electronic”, but it also covers a number other “å’s”,
which together best identifies what e-health “electronic
health” is all about (or it should be).

10 “e’s” of e-Health

1.  Efficacy - one of promises of e-health is to
increase efficiency in healthcare system, thus
decreasing the costs. One of the possible ways
of decreasing costs would be by staying away
from duplicative or unnecessary diagnostic or
therapeutic interventions through improved
communication possibilities between health care
establishments and through patient
participation..

2.  Enhancing quality of care – increasing efficiency
implies not only reducing cost, but at the same
time boosting quality. E-health may improve the
quality of healthcare system for example by
permitting comparisons between different
providers of healthcare, involving the
consumers as additional force for quality
assurance and conducting patient streams to the
best quality providers.

3.  Evidence based – e-health interventions should
be evidence based in the sense that their
effectiveness and efficiency should be proved
by rigorous scientific evaluation. Too much
work has to be done in this domain.

4.   Empowerment of consumers and patients –
providing an access to the scientific medical
knowledge over the Internet, which opens new
avenues for patient centered medicine and
allows evidence based choice.

5.  Encouragement – of a new relationship between
the patient and health professional, towards a
genuine partnership, where decisions are made
in a mutual manner

6.  Education – of physicians through online
sources (continuing medical education) and
consumers (health education, specially tailored
preventive information).
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6.  (Education) Îáðàçîâàíèå íà ëåêàðèòå ÷ðåç îíëàéí
èçòî÷íèöè (ïðîäúëæàâàùî ìåäèöèíñêî
îáðàçîâàíèå) è íà ïîòðåáèòåëèòå (çäðàâíî
îáðàçîâàíèå, ñïåöèàëíî ïîäãîòâåíà èíôîðìàöèÿ çà
ïðîôèëàêòèêà).

7.  (Enabling) Äàâàíå íà âúçìîæíîñò çà îáìåí è êîìóíèêàöèÿ
íà èíôîðìàöèÿ ìåæäó çäðàâíèòå çàâåäåíèÿ ïî
ñòàíäàðòèçèðàí íà÷èí.

8.  (Extending) Ðàçøèðÿâàíå îáõâàòà íà çäðàâíèòå ãðèæè èçâúí
êîíâåíöèîíàëíèòå ãðàíèöè. Òîâà îáõâàùà êàêòî
ãåîãðàôñêèÿ, òàêà è êîíöåïòóàëíèÿ ñìèñúë.
Åëåêòðîííîòî çäðàâåîïàçâàíå äàâà âúçìîæíîñò íà
ïîòðåáèòåëèòå ëåñíî äà ïîëó÷àâàò çäðàâíî îáñëóæâàíå
îíëàéí îò ñâåòîâíè äîñòàâ÷èöè. Òåçè óñëóãè ìîãàò äà
âàðèðàò îò ïðîñòè ñúâåòè äî ïî-ñëîæíè èíòåðâåíöèè
èëè ïðîäóêòè, íàïðèìåð ôàðìàöåâòè÷íè ïðîäóêòè.

9.  (Ethics) Åòèêà - åëåêòðîííîòî çäðàâåîïàçâàíå âêëþ÷âà
íîâè ôîðìè íà âçàèìîäåéñòâèåòî ïàöèåíò-ëåêàð è
ïîñòàâÿ íîâè ïðåäèçâèêàòåëñòâà è çàïëàõè êúì åòè÷íèòå
ïðîáëåìè, òàêèâà êàòî ïðîôåñèîíàëíà ïðàêòèêà îíëàéí,
èíôîðìèðàíî ñúãëàñèå, ïîâåðèòåëíîñò è
ðàâíîïîñòàâåíîñò.

10. (Equity) Ðàâíîïîñòàâåíîñò - åäíî îò îáåùàíèÿòà íà
åëåêòðîííîòî çäðàâåîïàçâàíå å äà íàïðàâè çäðàâíîòî
îáñëóæâàíå ïî-ðàâíîïîñòàâåíî, íî â ñúùîòî âðåìå èìà
çíà÷èòåëíà îïàñíîñò äà ñå ðàçøèðè ïðîïàñòòà ìåæäó
“èìàì” è “íÿìàì”. Õîðà, êîèòî íÿìàò ïàðè, óìåíèÿ è
äîñòúï äî êîìïþòðè è ìðåæè, íå ìîãàò äà ñå âúçïîëçâàò
îò òàçè âúçìîæíîñò. Â ðåçóëòàò íà òîâà, òåçè ãðóïè
ïàöèåíòè (êîèòî âñúùíîñò íàé-ìíîãî áèõà ñïå÷åëèëè
îò çäðàâíà èíôîðìàöèÿ) ñ íàé-ìàëêà âåðîÿòíîñò áèõà
ñïå÷åëèëè îò íàïðåäúêà â èíôîðìàöèîííèòå
òåõíîëîãèè, îñâåí, àêî ñ ïîëèòè÷åñêè ìåðêè íå ñå
îñèãóðè ðàâåí äîñòúï çà âñè÷êè. Ãðàíèöàòà
ïîíàñòîÿùåì ìèíàâà ìåæäó ãðàäñêî - ñåëñêî íàñåëåíèå,
áîãàòè - áåäíè, ìëàäè - âúçðàñòíè, ìúæå - æåíè è ìåæäó
ðåäêè - øèðîêî ðàçïðîñòðàíåíè çàáîëÿâàíèÿ (Öèò. Ïî
Ã. Àéçåíáàõ, 2001) (1).

Ñèñòåìàòèçèðàí ïðåãëåä íà äåôèíèöèèòå

Òåðìèíúò ÅÇ îáõâàùà ìíîæåñòâî ðàçíîîáðàçíè ïîíÿòèÿ,
âêëþ÷âàùè çäðàâå, òåõíîëîãèÿ è òúðãîâèÿ. Èçïîëçâàéêè
ðåäèöà áàçà äàííè çà òúðñåíå íà òåðìèíà “åëåêòðîííî
çäðàâåîïàçâàíå” íà àíãëèéñêè åçèê (Medline è Premedline
(1966 - þíè 2004), EMBASE (1980 - ìàé 2004), International
Pharmaceutical Abstracts (1970 - ìàé 2004), Web of Science
(âñè÷êè ãîäèíè), Information Sciences Abstracts (1966 - ìàé
2004), Library Information Sciences Abstracts (1969 - ìàé
2004) è Wilson Business Abstracts (1982 - ìàðò 2004) è äð.,
Õàíñ Îõ, Êàðëîñ Ðèçî, Ìúðè Åíêèí, Àëåõàíäðî Õàäàä (2)
îòêðèâàò 51 äåôèíèöèè. Âúïðåêè âñå ïî-øèðîêîòî
íàâëèçàíå íà òîâà ïîíÿòèå â ñúâðåìåííàòà íàóêà è
ïðàêòèêà, ëèïñâà èçÿâåí êîíñåíñóñ çà çíà÷åíèåòî ìó.
Êàêòî è ïîâå÷åòî íåîëîãèçìè, òî÷íîòî çíà÷åíèå íà
“åëåêòðîííî çäðàâåîïàçâàíå” (ÅÇ) âàðèðà ñ ïîäòåêñòà, â
êîéòî ñå èçïîëçâà òåðìèíúò. (Òàáëèöà 1)
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7.  Enabling giving a possibility for information
exchange and communication in a standardized
way between healthcare establishments.

8.  Extending – the scope of healthcare beyond
its conventional boundaries. This
encompasses both a geographical sense
and a conceptual sense. E-health enables
consumers to easily obtain healthcare
services online from global providers.
These services can range from simple
advise to more complicated interventions or
products such a pharmaceuticals.

9.  Ethics – e-health involves new forms of
patients-physician interaction and offers new
challenges and threats to ethical issues such
as online professional practice, informed
consent, privacy and equity issues.

10. Equity – one of the promises of e-health is to
make the healthcare more equal in rights for
people, but at the same time there exists a
threat to deepen the gap between the “haves’
and ‘have-nots’. People, who do not have the
money, skills, and access to computers and
networks cannot use this possibil i ty
effectively. As a result ,  these patient
populations (which would actually benefit the
most from health information) are the least
likely to benefit from advances in information
technology, unless political measures ensure
equitable access for all. The boundary
currently divides between rural vs, urban
populations, rich vs. poor, young vs. old, male
vs. female people, and between neglected/rare
vs,  common diseases.  (Citation by G.
Eysenbach, 2001) (1).

Systematic review of the definitions

The term e-health covers a variety of notions
including health, technology and trade. Using a
series of data bases for searching of the term “e-
health” in English  (Medline and Premedline (1966 -
June 2004), EMBASE (1980 - May 2004), International
Pharmaceutical Abstracts (1970 - May 2004), Web
of Science (all the years), Information Sciences
Abstracts (1966 - May 2004), Library Information
Sciences Abstracts (1969 - May 2004) and Wilson
Business Abstracts (1982 - March 2004) etc. the
authors Hans Och, Carlos Rizo, Murrey Enkine,
Alejandro Hadad (2) found 51 definitions. Despite
the wider involvement of this term in the current
science and practice, there is a lack of consensus
on its sense. As more of the neologisms the correct
sense of ‘e-health’ (EH) varies within the subtext in
which the term is used  (Table 1)
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Òàáëèöà 1. Äåôèíèöèè çà “åëåêòðîííî çäðàâåîïàçâàíå”,
ïðåäñòàâåíè â õðîíîëîãè÷åí ðåä
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Table 1. Definitions (verbatim quotations) of “e-health”,
presented in chronological order
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Note: In the qualitative analysis below in quadratic parentheses are given
the numbers of authors, indicated in the column No.2 in the .

Çàá.: Â êà÷åñòâåíèÿ àíàëèç ïî-äîëó â ïðàâè ñêîáè ñà ïîñî÷åíè
íîìåðàòà íà àâòîðèòå, îòáåëÿçàíè â êîëîíà ¹2 íà òàáëèöàòà.
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Îò ñêàíèðàíèòå 1209 ðåçþìåòà è ïðåãëåäàíè 430
öèòèðàíèÿ îò áèáëèîãðàôñêèòå áàçè äàííè àâòîðèòå
ñà ñúáðàëè 10 ðàçëè÷íè äåôèíèöèè çà òåðìèíà “ÅÇ”.
Îò ïðåãëåäàíèòå â Google 1158 ñàéòà ñà èäåíòèôèöèðàíè
41 äîïúëíèòåëíè óíèêàëíè äåôèíèöèè ñ äúëæèíà îò
òðè (3) äî 74 äóìè (4).

Êà÷åñòâåíèÿò àíàëèç ïîêàçâà, ÷å âñè÷êè äåôèíèöèè
(áåç äâå - 3,5) ëîãè÷íî âêëþ÷âàò òåìàòà „çäðàâå”. Â íàé-
îáù ñìèñúë, äóìàòà „çäðàâå” å èçïîëçâàíà âúâ âðúçêà
ñ îñèãóðÿâàíå íà çäðàâíî îáñëóæâàíå (íàïðèìåð
çäðàâíè ãðèæè (1, 6 - 33), çäðàâíà ñèñòåìà (34-36),
çäðàâåí ñåêòîð (11, 17, 37-39) èëè çäðàâíà èíäóñòðèÿ (4,
40-42), êîåòî ïîäñêàçâà, ÷å ÅÇ ìîæå äà ñå îòíàñÿ ïîâå÷å
äî îáñëóæâàíåòî è ñèñòåìèòå, îòêîëêîòî äî çäðàâåòî
íà õîðàòà. Áëàãîïîëó÷èåòî (â ñìèñúë äîáðî ñúñòîÿíèå)
êàòî êîíöåïöèÿ å èçïîëçâàíî ñàìî 5 ïúòè, à èìåííî,
áëàãîïîëó÷èå (äîáðî ñúñòîÿíèå) (1), îáùåñòâåíî
çäðàâå (21), çäðàâå è áëàãîïîëó÷èå (äîáðî ñúñòîÿíèå)
(43), çäðàâå è áëàãîïîëó÷èå (44) è ïðîìîöèÿ íà
çäðàâåòî (8).

Íàðåä ñ òîâà âñè÷êè äåôèíèöèè ñå îòíàñÿò è äî
òåõíîëîãèÿòà, åêñïëèöèòíî èëè èìïëèöèòíî. Äóìàòà
„Èíòåðíåò” å åêñïëèöèòíî óïîòðåáåíà â 27 îò 51
äåôèíèöèè (1, 4, 6, 8, 9, 11-13, 15-19, 21-24, 26, 29, 33, 35,
40-42, 44-46); 4 îò òÿõ èçïîëçâàò Èíòåðíåò êàòî
ïðèëàãàòåëíî (Èíòåðíåò-ñâúðçàíè (8), Èíòåðíåò
òåõíîëîãèè (22, 46) èëè Èíòåðíåò ïðèíöèïè (22)), à íå
êàòî ñúùåñòâèòåëíî. Íÿêîè àâòîðè èçáðîÿâàò
ñïåöèôè÷íè òåõíîëîãèè, òàêèâà êàòî èíòåðàêòèâíà
òåëåâèçèÿ (18), ëè÷íè öèôðîâè ïîìîùíèöè (23), CD-
ROMs/DVD (23) èëè Èíòåðíåò òåëåôîíèÿ (11). Äðóãè
ñå îòíàñÿò êúì òåõíîëîãèÿòà ñ ïî-îáùè òåðìèíè
(íàïðèìåð íîâè ìåäèè (47)), ÈÊÒ (14, 15, 17, 24, 25, 27,
28, 30, 31, 34, 36-39, 43, 48, 49), è òåõíîëîãèè, ñâúðçàíè ñ
Èíòåðíåò (1, 6, 13, 21, 22, 29). Ñàìî åäíà äåôèíèöèÿ
èçïîëçâà äóìàòà “èíòåãðèðàíå” (33). Â 11 äåôèíèöèè
(1, 7, 16, 22, 23, 37, 32, 40-42, 51) ÅÇ å ñïîìåíàòî â ñìèñúë
íà òúðãîâèÿ, ïîäñêàçâàéêè, ÷å ÅÇ å “çäðàâíàòà
êîìïîíåíòà íà áèçíåñà ïî Èíòåðíåò” (40),
“ïðèëîæåíèåòî íà åëåêòðîííàòà òúðãîâèÿ â çäðàâíèòå
ãðèæè è ôàðìàöåâòè÷íèòå ïðåïàðàòè” (7) èëè êàòî
“íîâè áèçíåñ ìîäåëè, èçïîëçâàùè òåõíîëîãèè” (32).
Äðóãè àñîöèèðàò ÅÇ ñ äåéíîñòè êàòî óïðàâëåíèå (17),
îáðàçîâàíèå (34), óðåæäàíå (17), ñâúðçâàíå (34),
ïðèäîáèâàíå (29), äîñòàâÿíå (28), ïðåäåôèíèðàíå (23),
ïîäêðåïÿíå(28), èçïîëçâàíå (37), ïîäïîìàãàíå (32) è
äîñòúï (46). Êëþ÷îâèòå èãðà÷è, êîèòî ñå ñïîìåíàâàò
íàé-÷åñòî, ñà äîñòàâ÷èöèòå íà çäðàâíî îáñëóæâàíå
(ëåêàðè (22, 31), ïðîôåñèîíàëèñòè ïî çäðàâíè ãðèæè
(29, 34), çäðàâíè ðàáîòíèöè (46), ìåíèäæúðè (34) è
îáãðèæâàùè (35)). Îáùåñòâîòî å ñïîìåíàòî êàòî
îáùåñòâî (46), ïàöèåíòè (12, 20, 22, 29, 34, 48),
ïîòðåáèòåëè (9, 16, 20, 34), íåïðîôåñèîíàëèñòè (9, 16,
41) è ãðàæäàíè (48). Ïðàâèòåëñòâàòà (34),
ðàáîòîäàòåëèòå (22) è ïëàùàùèòå (22) ñà èçáðîåíè êàòî
ïîòåíöèàëíî ïå÷åëåùè îò ÅÇ.
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From the scanned 1209 abstracts and reviews 430
quotations from bibliographic data bases the authors
collected 10 different definitions of the term “e-Health”.
From the reviewed 1158 sites in Google 41 additional
unique definitions were identified, which were as short
as three words (3) or as long as 74 words (4).

The qualitative analysis showed that all definitions
(without two - 3,5) logically encompass the term
“health”. In the most common sense, the word “health”
was used in relation to health services delivery (eg,
health care(1, 6 - 33), health system(34-36), health
sector (11, 17, 37-39)  or health industry(4, 40-42)),
which suggests that e-Health may refer more to
services and systems rather than to the health of
people. Wellness as a concept was used only five
times (namely, wellness (1), public health (21), health
and wellness (43), health and well-being (44), and
health promotion (8)).

Along with this all definitions referred to the
technology, either explicitly or implicitly. The word
Internet was explicitly mentioned in 27 out of the 51
definitions   (1, 4, 6, 8, 9, 11-13, 15-19, 21-24, 26, 29, 33,
35, 40-42, 44-46); 4 of them employed Internet as an
adjective (Internet-related (8), Internet technologies
(22, 46) or Internet principle (22)) rather than as a noun.
Some authors pointed out specific technologies such
as interactive television (18), personal digital
assistants (23), CD-ROMs/DVD (23) or Internet
telephony (11). Others mentioned technology in more
general terms (eg, new media (47)), information and
communication technologies (14, 15, 17, 24, 25, 27, 28,
30, 31, 34, 36-39, 43, 48, 49), and Internet-related
technologies (1, 6, 13, 21, 22, 29). Only one definition
observed the term “integration” (33). In 11 definitions
(1, 7, 16, 22, 23, 37, 32, 40-42, 51) e-Health was mentioned
in terms of commerce, suggesting that e-Health is
“health care’s component of business over the
Internet” (40), the “application of e-commerce to health
care and pharmaceuticals” (7) or as “new business
models using technology” (32). Others associated e-
Health with activities such as managing (17), educating
(34), arranging (17), connecting (34), obtaining (29),
providing (28), redefining (23), supporting(28), using
(37), assisting (32) and accessing (46). The stakeholders
most frequently referred to were health care providers
(doctors (22, 31), health care professionals (29, 34),
health workers (46), managers (34) and caregivers (35)).
The public was mentioned as public (46), patients (12,
20, 22, 29, 34, 48), consumers (9, 16, 20, 34), non-
professionals (9, 16, 41), and citizens (48). Governments
(34), employers (22) and payers (48) are also listed as
potentially benefiting from e-Health.
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Äîêàòî ïîâå÷åòî äåôèíèöèè ñå êîíöåíòðèðàò âúðõó
ïðîöåñà íà ãðèæè, îêîëî åäíà ÷åòâúðò îò òÿõ ñå
ñúñðåäîòî÷àâàò âúðõó î÷àêâàíèòå ðåçóëòàòè. Òåçè
äåôèíèöèè ñå ñïèðàò íà ïîäîáðÿâàíåòî íà „ðàçõîäè-
åôåêòèâíîñò” íà çäðàâíîòî îáñëóæâàíå (4) è
ïîäîáðÿâàíåòî íà åôåêòèâíîñòòà íà ïðîöåñèòå (9, 20, 21).
Äðóãè ïðåäïîëàãàò, ÷å ÅÇ ìîæå äà ðàçðåøè ïðîáëåìè,
ñâúðçàíè ñ ãðèæè, ðàçõîäè, êà÷åñòâî è äîñòúïíîñò íà
çäðàâíîòî îáñëóæâàíå (4).

Äðóãè àâòîðè ñ÷èòàò, ÷å ÅÇ ïðåäñòàâëÿâà íîâà ïåðñïåêòèâà
ïðåä çäðàâíèòå ãðèæè. Åäèí àâòîð îïèñâà ÅÇ êàòî “ñúñòîÿíèå
íà óìà, íà÷èí íà ìèñëåíå, îòíîøåíèå è îòäàäåíîñò çà
ìðåæîâî, ãëîáàëíî ìèñëåíå” (1). Â äðóã èçòî÷íèê ÅÇ ñå
îïèñâà êàòî „ìîäåë, öåíòðèðàí âúðõó ïîòðåáèòåëÿ, â êîéòî
êëþ÷îâèòå èãðà÷è ñè ñúòðóäíè÷àò” (17).

Çäðàâåòî, êàêòî å èçïîëçâàíî â òåçè äåôèíèöèè,
îáèêíîâåíî ñå îòíàñÿ åêñïëèöèòíî êúì çäðàâíèòå ãðèæè
ïîâå÷å êàòî ïðîöåñ, îòêîëêîòî êúì çäðàâåòî êàòî ðåçóëòàò.
Òîâà å î÷àêâàíî. Íÿìà êîíñåíñóñ çà çíà÷åíèåòî íà äóìàòà
„çäðàâå” êàòî òàêàâà, äåôèíèöèèòå íà êîÿòî âàðèðàò îò
„îáðàòíî íà áîëåñò èëè íåðàçïîëîæåíèå èëè êîãàòî
îòñúñòâà áîëåñò èëè íåðàçïîëîæåíèå” (50), äî
âñåîáõâàòíîòî îïðåäåëåíèå íà Ñâåòîâíàòà çäðàâíà
îðãàíèçàöèÿ “çäðàâåòî å ñúñòîÿíèå íà ïúëíî ôèçè÷åñêî,
ïñèõè÷íî è ñîöèàëíî áëàãîïîëó÷èå, à íå ñàìî
îòñúñòâèåòî íà áîëåñò èëè íåðàçïîëîæåíèå” (52).

Â äåôèíèöèèòå íà ÅÇ, òåõíîëîãèÿòà ñå ðàçãëåæäà êàòî
ñðåäñòâî çà ðàçøèðÿâàíå, ïîäïîìàãàíå èëè ïîâèøàâàíå
íà ÷îâåøêèòå äåéíîñòè, âìåñòî êàòî òåõåí çàìåñòèòåë.

Ïðåîáëàäàâàùîòî ðàçáèðàíå íà ÅÇ îòðàçÿâà îïòèìèñòè÷íà
íàãëàñà. Âñè÷êè äåôèíèöèè èìàò ïîçèòèâåí ñìèñúë è
âêëþ÷âàò òåðìèíè êàòî ïîëçà (4), ïîäîáðÿâàíå (1, 15, 18, 21,
22), ðàçøèðÿâàíå (29, 30, 43), åôåêòèâíîñò (1, 20) è äàâàíå íà
âúçìîæíîñò (15, 18, 20, 22, 31). Åäíà äåôèíèöèÿ ïîäñêàçâà, ÷å
ÅÇ ïîçâîëÿâà íà ïàöèåíòèòå è ïðîôåñèîíàëèñòèòå „äà
íàïðàâÿò òîâà, êîåòî å áèëî íåâúçìîæíî” (9).

Íèòî åäíà îò ïóáëèêóâàíèòå äåôèíèöèè íå ïðåäïîëàãà, ÷å
ÅÇ ìîæå äà èìà âðåäíè, îòðèöàòåëíè, îïàñíè èëè
íåáëàãîïðèÿòíè åôåêòè.

Íàé-÷åñòî öèòèðàíàòà äåôèíèöèÿ â Èíòåðíåò å òàçè íà
Àéçåíáàõ (1).

2. Åëåêòðîííî çäðàâåîïàçâàíå â Åâðîïà

Ôàêòúò, ÷å íàñåëåíèåòî íà Åâðîïà çàñòàðÿâà, å øèðîêî
èçâåñòåí. Ñúùåâðåìåííî åâðîïåéöèòå âñå ïîâå÷å ìèãðèðàò
â ðàìêèòå íà ÅÑ ñ öåë òóðèçúì, ó÷åíèå, ðàáîòà. Ãðàæäàíèòå
è ïàöèåíòèòå èñêàò äà èìàò ïî-çäðàâîñëîâåí íà÷èí íà æèâîò
è äà èì áúäàò ïðåäîñòàâåíè âèñîêîêà÷åñòâåíè è äîñòúïíè
çäðàâíè ãðèæè. Òåçè î÷àêâàíèÿ íå ñàìî îêàçâàò çíà÷èòåëåí
íàòèñê âúðõó íàöèîíàëíèòå çäðàâíè èíñòèòóöèè è çäðàâíàòà
ïîëèòèêà, íî äàâàò âúçìîæíîñòè íà åâðîïåéñêàòà èíäóñòðèÿ
äà ïîìîãíå çà ñúçäàâàíå íà àäåêâàòåí åâðîïåéñêè ïàçàð â
îáëàñòòà íà çäðàâåòî è çäðàâíèòå òåõíîëîãèè (G. Comyn) (4).

ÇÄÐÀÂÍÀ ÏÎËÈÒÈÊÀ È ÏÐÀÊÒÈÊÀ HEALTH POLICY AND PRACTICE

While most of the definitions concentrated on the process
of care, about one quarter of them focused on the results
to be expected. These definitions mentioned improving
and increasing the “cost-effectiveness” of health care
(4) and making processes more efficient (9, 20, 21). Others
suggested that e-Health could solve problems related to
access to care, cost, quality, and access of health care
services (4).

Some authors suggest that e-Health represents a new
viewpoint on health care. One author describes eHealth
as a “state-of-mind, a way of thinking, an attitude, and a
commitment for networked, global thinking” (1). Another
source describes eHealth as a “consumer-centered model
of health where stakeholders collaborate” (17).

Health, as used in these definitions, usually mentioned
explicitly health care as a process, rather than health as a
result. This is expected; there is no consensus on the
meaning of the word health, the definitions of which range
from a narrowly construed “converse of disease or
infirmity or when disease or infirmity is absent” (50) to
the all encompassing World Health Organization’s “health
is a state of complete physical, mental, and social well
being and not just the absence of disease or infirmity”
(52).

In the definitions of e-Health, the technology was viewed
as a vehicle to broaden, to support, or to enhance human
activities, rather than as a substitute for them.

The overspreading understanding of e-Health shows an
attitude of optimism. All definitions had positive
connotations and covered terms such as benefits (4),
improvement (1, 15, 18, 21, 22), enhancing (29, 30, 43),
efficiency (1, 20), and enabling (15, 18, 20, 22, 31). One
definition suggests that e-Health allows patients and
professionals to “do the previously impossible” (9).

None of the published definitions suggests that e-Health
may have any adverse,  negative, harmful,  or
disadvantageous effects.
The most frequently quoted definition in the
Internet is that of Eysenbach (1).

2. e-Health in Europe

The fact that the European population is aging is well-known.
In fact, Europeans increasingly move from, to and within
the EU for a host of reasons – tourism, education, seeking
job. Citizens and patients focus on achieving a healthier
lifestyle and want to have accessible, affordable and high
quality health care.  These expectations not only have effects
on the national health institutions but also give possibilities
to the European industry to help create adequate European
market in the field of health and health technologies (G.
Comyn) (4).
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Ïðåç 1999 ã. Åâðîïåéñêàòà êîìèñèÿ (ÅÊ) çà ïúðâè ïúò
îáÿâÿâà èíèöèàòèâàòà å-Åâðîïà ñ ïóáëèêóâàíå íà
ñúîáùåíèåòî eEurope - èíôîðìàöèîííî îáùåñòâî çà
âñè÷êè (5). Ïðåç ñëåäâàùèòå ãîäèíè ïàçàðúò çà
òåõíîëîãè÷íè ïðèëîæåíèÿ â ìåäèöèíñêàòà îáëàñò â
Åâðîïà ðàñòå íåïðåêúñíàòî, âúïðåêè ëèïñàòà íà
çàêîíîäàòåëíà ÿñíîòà è ñèãóðíîñò. Ñúîáùåíèåòî íà ÅÊ
îò 2002 ã. ïîòâúðæäàâà íàëè÷èåòî íà „íåñèãóðíîñò çà
îòãîâîðíîñòòà è çàùèòàòà íà äàííèòå, çà çàêîííîñòòà ïðè
äàâàíå íà online ñòàíîâèùà ïî ìåäèöèíñêè âúïðîñè,
êàêòî è online ôàðìàöåâòè÷íà èíôîðìàöèÿ è ñíàáäÿâàíå
ñ ïðîäóêòè”. Òîçè âúïðîñ å ïîâäèãíàò îòíîâî â Ïëàíà çà
äåéñòâèå (2004) çà Åâðîïåéñêà îáëàñò íà ÅÇ (6), ïîðàäè
íàëè÷èåòî íà ïðîáëåìè, ñâúðçàíè ñúñ çàùèòà íà äàííèòå,
åëåêòðîííèÿ ïîäïèñ, åëåêòðîííàòà òúðãîâèÿ,
äèñòàíöèîííîòî äîãîâàðÿíå è ñúùåñòâóâàùîòî ïî òîâà
âðåìå çàêîíîäàòåëñòâî ïî Îáùà îòãîâîðíîñò çà ïðîäóêòè
è ìåäèöèíñêà àïàðàòóðà. Îò÷èòà ñå è çíà÷èòåëíà
íåñèãóðíîñò â çàêîíîäàòåëíèòå àñïåêòè ïðè èçïîëçâàíåòî
íà èíñòðóìåíòèòå, óñëóãèòå è êëèíè÷íèòå ïðèëîæåíèÿòà
íà ÅÇ. Ïëàíúò çà äåéñòâèå, êîéòî îáõâàùà âñè÷êî, îò
åëåêòðîííèòå ðåöåïòè è çäðàâíè êàðòè, äî íîâè
èíôîðìàöèîííè ñèñòåìè (ÈÑ), íàìàëÿâàùè âðåìåòî çà
÷àêàíå è ãðåøêè, ïðåäëàãà äî 2009 ÅÊ äà îñèãóðè ðàìêà
çà ïî-ãîëÿìà çàêîíîäàòåëíà ñèãóðíîñò íà ïðîäóêòèòå è
óñëóãèòå íà ÅÇ. Ïëàíúò îïðåäåëÿ ñòúïêèòå, íåîáõîäèìè
çà øèðîêîòî âúâåæäàíå íà òåõíîëîãèè çà ÅÇ â öåëèÿ ÅÑ äî
2010 ã. Áúðçî âíåäðÿâàíå íà âèñîêîñêîðîñòåí èíòåðíåò
äîñòúï, íà êîéòî ñå îñíîâàâàò òîëêîâà ìíîãî îò
èíñòðóìåíòèòå íà ÅÇ, å ïîñî÷åí êàòî ðåøàâàù çà
ðàçâèòèåòî íà ÅÇ. Îòäåëíè ãðóïè â îáùåñòâîòî, êàòî
íàïðèìåð âúçðàñòíè õîðà, èíâàëèäè èëè áåçðàáîòíè,
÷åñòî èìàò íàé-ãîëÿìà íóæäà îò çäðàâíè óñëóãè, à
åäíîâðåìåííî èìàò è çàòðóäíåí äîñòúï äî èíòåðíåò. Òîâà
å ïðè÷èíàòà íàñúð÷àâàíåòî íà äîñòúïíîñòòà íà óñëóãèòå
íà ÅÇ, îñîáåíî çà óÿçâèìèòå ãðóïè, äà å îñíîâåí ïðèîðèòåò
íà ïëàíà çà äåéñòâèå. Ïëàíúò ïðåäâèæäà äúðæàâèòå-
÷ëåíêè äà ðàçâèâàò àäåêâàòíè íàöèîíàëíè è ðåãèîíàëíè
ñòðàòåãèè çà ÅÇ, êîèòî äà ïîñðåùíàò òåõíèòå ñïåöèôè÷íè
íóæäè. Ó÷àñòèåòî íà âñè÷êè ñòðàíè îò ÅÑ â èçïúëíåíèåòî
íà ïëàíà íàñúð÷àâà âñè÷êè çäðàâíè îðãàíè äà ñå ó÷àò îò
îïèòà íà äðóãèòå. Ñïîäåëÿíåòî íà èäåè è îïèò â öÿëà
Åâðîïà äàâà âúçìîæíîñò íà âñè÷êè äà ñå âúçïîëçâàò ïî-
áúðçî îò åôåêòèâíè è íàäåæäíè ñèñòåìè çà ÅÇ. (6)

Ïðåç 2011 ãîäèíà ÅÊ ïóáëèêóâà äîêëàä (7), îöåíÿâàù
äåéñòâèÿòà ïî èçïúëíåíèå íà ïëàíà. Äîêëàäúò ðàçâèâà
òåçàòà, ÷å âåðîÿòíî Ïëàíúò çà äåéñòâèå íå å óñïÿë äà
ïîñòèãíå âñè÷êè öåëè â òåñíèÿ ñìèñúë íà äóìàòà, íî å
óñïÿë â ñúçäàâàíåòî íà çíà÷èòåëíî íàñëåäñòâî îò
êîíêðåòíè ðàçðàáîòêè, êîèòî ìîãàò äà ñå ïðåâúðíàò â
îñíîâàâà íà ïî-íàòàòúøåí íàïðåäúê. Àíàëèçúò íà
ñúñòîÿíèåòî íà ÅÇ â äúðæàâèòå-÷ëåíêè (Ä×) íà ÅÑ ïîêàçâà,
÷å:

� âñè÷êè èìàò ðàçðàáîòåíè ñòðàòåãèè çà ÅÇ;

� ðàçðàáîòåíè ñà ñòàíäàðòè çà åëåêòðîííè çäðàâíè
äîñèåòà (EHRs): íÿêîè äúðæàâè-÷ëåíêè ñëåäâàò
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In 1999 for the first time the European Commission (ÅC)
launched the e-Europe initiative through releasing a
Communication: e-Europe - An Information Society For
All (5). In the next years the market for technological
applications in the clinical domain in Europe was
constantly growing despite the lack of legal clarity and
certainty. The European Commission formally issued the
Communication eEurope 2002 where the presence of
“uncertainty persists in the health telematics related
industry about responsibility and data protection, the
legality of providing on-line medical opinions as well as
on-line pharmaceutical information and product supply.”
This topic was reconsidered again in the 2004 Action
Plan for a European e-Health (6) due to considerable
problems with data protection, electronic signature,
electronic commerce, distance contracting and existing,
at that time, legislation on General Product Liability and
on Medical Devices. Considerable uncertainty on the
legal aspects of the use of e-Health applications, tools
and services still continues. The Action Plan that covers
all issues from electronic prescribing and electronic health
records to new Information systems, decreasing the time
for waiting and error, proposed until 2009 the European
Commission to ensure a legal framework for greater
certainty for goods and services of e-Health. The Plan
defined steps necessary for broad implementation of
technologies for e-Health within the EU by the end of
2010. The rapid implementation of access to high speed
Internet on which are based so many e-Health tools was
pointed out as a crucial one for the development of e-
Health. Different target groups from the public eg senior
citizens, disabled or unemployed people often have the
greatest need of health services and at the same time
they face difficult access to the Internet. This is the
reason that enhances the access to e-Health services, in
particular for the vulnerable groups, to be a main priority
in the Action Plan. The Plan foresees  the Member-states
to develop adequate national and regional strategies for
e-Health, which should meet their specific needs. The
participation of all countries within the EU in the plan
realization boost all health authorities to learn themselves
from the experience of others participants. Sharing ideas
and experience within Europe gives a possibility to all to
take advantages rapidly from effective and reliable
systems for e-Health (6).

In 2011 the EC published a report (7) that assessed the
progress of the e-Health Action Plan for the period 2004
– 2010. The report adopted the thesis that although the
Action Plan may not have managed to achieve some of
its targets in the strict sense, it has succeeded in creating
a strong legacy of concrete developments that can be
used for further progress. The analysis on the current
state of e-Health in the Member-states showed that:

� All countries have elaborated strategies on e-Health

� Standards for Electronic Health Records (EHRs)
have been developed: some Member States follow
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òåçè ñòàíäàðòè, à â ÷åòèðè ñòðàíè ñå èçïîëçâàò
ïîäìíîæåñòâà íà çàïèñè, (ïàöèåíòñêè ðåçþìåòà);

� åëåêòðîííè ðåöåïòè ñå èçïîëçâàò íà íàöèîíàëíî íèâî,
â òðè Ä×, à â äðóãè ïîäîáíè óñëóãè ñà â ïðîöåñ íà
ïîäãîòîâêà;

� òåëåìåäèöèíà ñå ïðèëàãà ðåãèîíàëíî íà ïèëîòíî íèâî,
îñíîâíî â ñêàíäèíàâñêèòå ñòðàíè, è ñå ïîäêðåïÿ
ïîëèòè÷åñêè îò ñïåöèàëåí ïëàí çà äåéñòâèå (2008);

� ïðàâíèòå ðàìêè íà ÅÇ ñà â ïðîöåñ íà ïîäãîòîâêà â
íÿêîè ñòðàíè è ïîä âíèìàíèå â ïî-ãîëÿìà ÷àñò îò
îñòàíàëèòå;

� ðåàëèçèðàò ñå ìàùàáíè îáùîåâðîïåéñêè (epSOS)
ïèëîòíè âíåäðÿâàíèÿ íà ÷àñòè÷íî åëåêòðîííî
ïàöèåíòñêî äîñèå (EHR);

� åëåêòðîííè êàðòè çà Åâðîïåéñêàòà çäðàâíîîñèãóðè-
òåëíà óñëóãà ñà ðåàëèçèðàíè âúç îñíîâà ïèëîòíè
ïðîåêòè (íÿêîè â êîíòåêñòà íà ïðîåêòà NETC@RDS);

� ðàçïðîñòðàíåíèåòî íà íàé-äîáðèòå ïðàêòèêè ñå
ïðåâúðíà â îíëàéí ðåñóðñ (ePractice.eu ïîðòàë);

� ðåàëèçèðàí å ïîðòàëúò íà ÅÑ „Îáùåñòâåíî çäðàâå”;

� ñúçäàâàíåòî íà ïàçàð çà ïðîäóêòè è óñëóãè íà ÅÇ ñå
ïðåâúðíà â åäíà äúëãîñðî÷íà ïîëèòè÷åñêà öåë (÷ðåç
Èíèöèàòèâàòà çà âîäåùè ïàçàðè è íåéíèÿ ïëàí çà
äåéñòâèå).

Íèòî åäèí îò ïîñî÷åíèòå åëåìåíòè íà ÅÇ íå ñúùåñòâóâà
ïðåäè 2004 ãîäèíà. Âñè÷êè òå ñà êîíêðåòíè èíôðàñòðóêòóðíè
ðåçóëòàòè íà äåéñòâèÿòà, ïðåäïðèåòè â èçïúëíåíèå íà ïëàíà.
Áëàãîäàðåíèå íà òîâà Åâðîïà íàòðóïà áîãàò îïèò è çíàíèÿ
îòíîñíî òðóäíîñòèòå, êîèòî ñå ñðåùàò ïðè îáùèòå äåéñòâèÿ
íà äúðæàâèòå-÷ëåíêè è çíà÷åíèåòî íà ôóíêöèîíèðàíåòî íà
åâðîïåéñêî ðàâíèùå. (7)

Ïðåç ïåðèîäà ìàðò-ìàé 2011 ã. Åâðîïåéñêàòà êîìèñèÿ
ïðîâåäå ïóáëè÷íî äîïèòâàíå (7) îòíîñíî ñúçäàâàíå íà íîâ
ïëàí çà äåéñòâèå çà åëåêòðîííîòî çäðàâåîïàçâàíå (eHAP)
2012-2020. Òîçè âòîðè ïëàí çà äåéñòâèå ùå äàäå âúçìîæíîñò
çà êîíñîëèäèðàíå íà äåéñòâèÿòà, êîèòî êúì äíåøíà äàòà ñà
áèëè àäðåñèðàíè, äà î÷åðòàå ñëåäâàùè âúçìîæíè ñòúïêè è
äà îñèãóðè ïî-äúëãîñðî÷íà âèçèÿ çà åëåêòðîííîòî
çäðàâåîïàçâàíå â Åâðîïà, â êîíòåêñòà íà ñòðàòåãèÿòà “ÅÑ
2020”, Ïðîãðàìàòà â îáëàñòòà íà öèôðîâèòå òåõíîëîãèè íà
ÅÑ, Ñúþçà çà èíîâàöèèòå è ñâúðçàíîòî ñ íåãî Åâðîïåéñêî
èíîâàòèâíî ïàðòíüîðñòâî çà àêòèâíî è çäðàâîñëîâíî
ñòàðååíå. Íîâèÿò ïëàí çà äåéñòâèå ïîñòàâÿ ñåðèÿ îò öåëè,
êîèòî òðÿáâà äà áúäàò èçïúëíåíè â ãîäèíèòå äî 2020.

ÅÇ å íåäåëèì êîìïîíåíò íà „Ïðîãðàìàòà â îáëàñòòà íà
öèôðîâèòå òåõíîëîãèè çà Åâðîïà íà ÅÑ”, êîÿòî ñå ôîêóñèðà
âúðõó âúçìîæíîñòèòå íà ÈÊÒ çà íàìàëÿâàíå íà
ïîòðåáëåíèåòî íà åíåðãèÿ, çà ïîäêðåïà æèâîòà íà
çàñòàðÿâàùèòå ãðàæäàíè, çà ðåâîëþöèÿ â çäðàâíèòå óñëóãè
è ïîäîáðÿâàíå íà îáùåñòâåíèòå óñëóãè. ÅÊ ïðåäâèæäàøå
äà ïðèåìå íîâèÿ ïëàí äî êðàÿ íà 2011 ã., íî ñå íàëîæè
îòëàãàíå çà 2012 ãîäèíà ïîðàäè íÿêîëêî åâðîïåéñêè
èíèöèàòèâè, ñâúðçàíè ñ ÅÇ, êîèòî ñå î÷àêâà äà äàäàò ïúðâèòå
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these, while in four countries the use of subsets
of records (Patient Summaries) are underway

� E-Prescription services at a national-level are a
reality in three states and are in a process of
preparation in others

� Telemedicine is regionally applied at a pilot level
mainly in the Nordic countries, and is politically
supported by a specially dedicated action plan
(2008)

� Legal frameworks are under preparation in some
countries and under consideration in most of
them

� Large-scale pan-European pilot implementations
on partial EHRs are progressing (through large
scale pilots such as European Patients - Smart
open Services (epSOS.)

� Electronic European Health Insurance Cards
services have been implemented on a pilot basis
(in the context of the NETC@RDS project)

� Dissemination of best practices has become an
online resource (ePractice.eu portal)

� An EU Public Health portal is a reality

� The creation of a market on e-Health products
and services has become a long-term political
aim (via the Lead Market Initiative and its action
plan).

None of the above mentioned facts existed before 2004.
They all are concrete infrastructural results of the drive
which the plan itself provided. Thanks to those, Europeans
are richer in experience and knowledge. They have become
aware of the difficulties which common action by all Member
States presents and have gained an appreciation of the
importance of functioning at European level. (7)

Over the period of March – May 2011 the European
Commission launched a public consultation on a new e-
Health Action Plan (e-HAP) for the period 2012-2020.
This second new action plan’s aim is to consolidate the
actions which have been undertaken so far under the
previous Action Plan, take them a step further while
providing for a longer term vision for e-Health in Europe,
in the context of the EU 2020 Strategy, the Digital Agenda
for Europe, Innovation Union and its associated
European Innovation Partnership on Active and Healthy
Ageing. In this sense, the public consultation sought to
validate a set of proposed objectives that need to be
realized in the next years up to 2020.

E-health is a part of the European Commission’s Digital
Agenda for Europe, which focused on the possibilities
of the ICT for decreasing the energy consumption, for
supporting the living of elder citizens, for revolution in
the healthcare services and improvement of the public
procurement.    The implementation of the relevant
actions had initially been foreseen for the end of 2011.
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ñè ðåçóëòàòè äî íÿêîëêî ìåñåöà. Òàêà íàïðèìåð
èíèöèàòèâàòà „Åâðîïåéñêî ïàðòíüîðñòâî çà èíîâàöèè çà
àêòèâíî è çäðàâîñëîâíî ñòàðååíå” ïðèå ñâîÿ Ñòðàòåãè÷åñêè
ïëàí çà âíåäðÿâàíå íà 7 íîåìâðè 2011. Èíèöèàòèâàòà
„Óïðàâëåíèå ÷ðåç ÅÇ” ïðåäñòîè äà ïðåäëîæè ñâîÿ äîêóìåíò
ñ ïðèîðèòåòè è âúçìîæíè êîíêðåòíè ïðåïîðúêè ïðåç ìàé
2012 ã. „Öåëåâàòà ãðóïà çà ÅÇ” (Task Force on eHealth)
ïðåäñòîè äà ïðèåìå ñâîÿ îêîí÷àòåëåí äîêëàä ïðåç ïðîëåòòà
íà 2012. Îñâåí òîâà, „Ìðåæàòà íà ÅÇ”, ñúçäàäåíà ïî ñèëàòà
íà äèðåêòèâàòà çà ïðàâà íà ïàöèåíòèòå íà òðàíñãðàíè÷íè
çäðàâíè óñëóãè, ùå áúäå ñúçäàäåíà â íà÷àëîòî íà 2012 ã. (17)
Îò äðóãà ñòðàíà îòëàãàíåòî ùå ãàðàíòèðà ïî-äîáðî
âçàèìîäåéñòâèå íà âñè÷êè çàèíòåðåñîâàíè ñòðàíè è
äîïúëâàíå íà ñïîìåíàòèòå èíèöèàòèâè, òàêà ÷å âñè÷êè
ïðåïîðúêè è ðåçóëòàòè äà ìîãàò äà áúäàò àäåêâàòíî îòðàçåíè
â íîâèÿ ïëàí çà äåéñòâèå çà ÅÇ. Òîâà å êëþ÷îâ äîêóìåíò,
êîéòî ñå î÷àêâà äà ïðîïðàâè ïúò íà ÅÇ â Åâðîïà, çàòîâà å îò
ñúùåñòâåíî çíà÷åíèå äà ñå îñíîâàâà íà êîíñîëèäèðàíè è
äîáðå îáîñíîâàíè âúçãëåäè, è ïðåäëîæåíèÿ îò
ïðåäñòàâèòåëè íà äúðæàâèòå-÷ëåíêè, çàèíòåðåñîâàíèòå
ñòðàíè è åêñïåðòèòå, êîåòî ùå ãàðàíòèðà âèñîêî êà÷åñòâî,
åôåêòèâíîñò è ïî-äîáðî èçïúëíåíèå íà äåéñòâèÿòà,
çàëîæåíè â íåãî.

Ñòðàòåãè÷åñêà ðàìêà íà ÅÇ â ÅÑ è î÷àêâàíè
ïîëçè

Ñòðàòåãè÷åñêàòà èíèöèàòèâà i2010 å èíèöèàòèâà çà ðàñòåæ è
çàåòîñò. Òÿ ñå îñíîâàâà íà ïîëèòèêèòå, íàó÷íèòå èçñëåäâàíèÿ
è èíîâàöèèòå â îáëàñòòà íà ÈÊÒ, çà äà ñïîìîãíå çà ïîñòèãàíå
íà öåëèòå íà Ëèñàáîíñêàòà ñòðàòåãèÿ. Èíèöèàòèâàòà i2010
èìà çà öåë äà ñòèìóëèðà èçãðàæäàíåòî íà åâðîïåéñêîòî
èíôîðìàöèîííî îáùåñòâî è äà íàñúð÷àâà ïðåäîñòàâÿíåòî
íà ïî-äîáðè îáùåñòâåíè óñëóãè, âêëþ÷èòåëíî ÅÇ.

Åäíà îò ãîëåìèòå áàðèåðè çà øèðîêî âúâåæäàíå íà ÅÇ å
ôðàãìåíòàðíîñòòà íà çäðàâíèòå ñèñòåìè è ëèïñàòà íà
òåõíè÷åñêà ñúâìåñòèìîñò (èíòåðîïåðàáèëíîñò) íà
èíôîðìàöèîííèòå ïðèëîæåíèÿ. Ñòàíäàðòèçàöèÿòà íà
èíôîðìàöèîííèòå ñèñòåìè (ÈÑ) â çäðàâåîïàçâàíåòî å îò
èçêëþ÷èòåëíî âàæíî çíà÷åíèå, çà äà ñå ïîñòèãíå òåõíè÷åñêà
è ñåìàíòè÷íà ñúâìåñòèìîñò, áåç êîÿòî òðàíñãðàíè÷íàòà
èíòåðîïåðàáèëíîñò ñúùî å íåìèñëèìà. Ñòàíäàðòèçàöèÿòà
áè ìîãëà äà îñèãóðè íåïðåêúñíàòîñò íà çäðàâåîïàçâàíåòî è
ëå÷åíèåòî, êîåòî ïúê ùå ïîâèøè áåçîïàñíîñòòà íà
ïàöèåíòèòå, ùå ïîäîáðè ëå÷åíèåòî è ùå ïðîïðàâè ïúò êúì
åôåêòèâíî è èíòåðàêòèâíî çäðàâåîïàçâàíå.

Âúâåæäàíåòî íà èíòåðîïåðàáèëíè ðåøåíèÿ â îáëàñòòà íà
ÅÇ ÷ðåç ñúòðóäíè÷åñòâî è êîîðäèíàöèÿ â Åâðîïà ñå íóæäàå
îò óñêîðÿâàíå ïîðàäè íÿêîëêî îñíîâíè ïðè÷èíè:

�  óâåëè÷åíàòà ìîáèëíîñò íà åâðîïåéñêèòå ãðàæäàíè,
òåõíèòå î÷àêâàíèÿ è íóæäè, êàêòî è òåíäåíöèÿòà çà
ïî-ãëîáàëíè çäðàâíè ïàçàðè;

�  âúçìîæíîñòòà çà ïîäîáðÿâàíå íà ãðèæèòå çà
ïàöèåíòèòå, íàìàëÿâàíå íà ëåêàðñêèòå ãðåøêè è
èêîíîìè÷åñêèòå ðàçõîäè, ÷ðåç èíòåãðèðàíå íà
äàííèòå;

ÇÄÐÀÂÍÀ ÏÎËÈÒÈÊÀ È ÏÐÀÊÒÈÊÀ HEALTH POLICY AND PRACTICE

However, the Commission  postponed the adoption of
measures related to the e-Health Action Plan to 2012 due to
the launch of a number of initiatives relevant to the
development of the e-Health agenda, which might give their
first result in the coming few months. For instance, the
initiative European Innovation Partnership on Active and
Healthy Ageing adopted a Strategic Implementation Plan
(SIP) at its meeting of 7 November 2011. The e-Health
Governance Initiative8 will propose its priority document
and possible specific recommendations in May 2012. The
Task Force9 on e-Health will agree on its final report in
spring 2012. Furthermore, the e-Health network set up under
the Directive on patients rights for cross border care will be
established early 2012 (7). On the other hand, the
postponement is considered essential to guarantee that all
relevant synergies and complementarities can be achieved
and that all the initiatives mentioned above and any relevant
recommendations and results can be adequately reflected
in the new e-Health Action Plan. The Plan is a key document
which is expected to pave the way forward for e-Health in
Europe; therefore, it is essential that it builds on well
consolidated views and visions from Member States
representatives, stakeholders and experts. This is well
justified as it will increase the quality, the effectiveness and
ultimately strengthen the implementation of the actions
proposed in the Plan.

Strategic e-Health framework within the EU
and expected benefits

The strategic initiative i2010 is an initiative for growth
and employment. It is based on information and
communication technology policies, research and
innovation to help achieve the goals of the Lisbon
Strategy. The i2010 initiative encourages the building
of European information society and boosts
enhancement of public services, including e-Health.
Major barriers to implementation of e-Health on a large
scale in the Community are a fragmentation within
healthcare systems and a lack of technical
compatibility (interoperability) of information
applications. Standardizing the information systems
(IS) of healthcare systems is of vital importance to
achieve technical and semantic compatibility,
otherwise the cross border interoperability is
inconceivable, too. The standardization would ensure
continuity of healthcare and treatment, thus improving
patient safety, health treatment while paving the way
to cost effective and interactive healthcare.

The main reasons for boosting the introduction of
interoperable e-Health solutions in a collaborative and
coordinated way in Europe are:

� The increasing mobility of European citizens,
their outlooks and needs as well as the growing
trend towards more global health markets;



66 ���������������Òîì 3  �����  Êí.1-2 � � � � � ÁÚËÃÀÐÑÊÎ ÑÏÈÑÀÍÈÅ ÇÀ ÎÁÙÅÑÒÂÅÍÎ ÇÄÐÀÂÅ  �  �  �  �  � 2011  �  �  �  �  � BULGARIAN JOURNAL  OF  PUBLIC  HEALTH �����Vol.3 ����� ¹ 1-2 ���������������

�  ïîñòîÿííîòî íàðàñòâàíå íà èçèñêâàíèÿòà êúì
çäðàâíèòå è ñîöèàëíè ãðèæè;

�  îñèãóðÿâàíå íà  ïî-äîáðè ðåçóëòàòè ïîðàäè ïî-äîáðà
èíôîðìèðàíîñò;

�  âúçìîæíîñòòà çà îáìåí íà äàííè çà îñèãóðÿâàíå íà
êà÷åñòâî è áåí÷ìàðêèíã, ðåèìáóðñèðàíå, ïî-äîáúð
ìåíèäæìúíò è êîíòðîë, íàáëþäåíèå íà áîëåñòèòå è
ãîòîâíîñò çà ñïåøíè ñëó÷àè, ïîäêðåïà íà ðåøåíèÿ,
ìîíèòîðèíã íà çäðàâåîïàçâàíåòî, ãåíåðèðàíå íà
çíàíèÿ è íàó÷íè èçñëåäâàíèÿ;

�  íåîáõîäèìîñòòà îò óïðàâëåíèå íà çäðàâíèÿ ðèñê âúâ è
èçâúí ìåäèöèíñêèòå çàâåäåíèÿ è ïîäîáðÿâàíåòî íà
áåçîïàñíîñòòà íà ïàöèåíòà.

Èìåííî ïîäîáðÿâàíåòî íà áåçîïàñíîñòòà íà ïàöèåíòà,
óñïîðåäíî ñ îñèãóðÿâàíå öÿëîñòíàòà ïîñëåäîâàòåëíîñò íà
çäðàâíèòå ãðèæè, å ïðèîðèòåòåí âúïðîñ â çäðàâíèòå
ñòðàòåãèè íà ïîâå÷åòî ñòðàíè-÷ëåíêè è ÅÑ. Äðóãè ïîëçè ñà
ïîäîáðÿâàíå íà äîñòúïà (óëåñíÿâàíå íà èíôîðìàöèÿòà çà
ïàöèåíòèòå è çäðàâíèòå ïðîôåñèîíàëèñòè, ïîäîáðÿâàíå íà
êîíòàêòèòå ñ è ìåæäó ìåäèöèíñêèòå ñïåöèàëèñòè è
èçáÿãâàíåòî íà íåíóæíîòî òðàíñïîðòèðàíå), êà÷åñòâîòî
(îñèãóðÿâàíå íà ñúîòâåòíà ìåäèöèíñêà èíôîðìàöèÿ çà
ïðîôèëàêòèêà è äèàãíîñòèöèðàíå, èçáÿãâàíå íà ãðåøêè â
ëå÷åíèåòî ïîðàäè ëèïñà íà èíôîðìàöèÿ) è íàìàëÿâàíå íà
ðàçõîäèòå (èçáÿãâàíå íà äóáëèðàíå íà ðåíòãåíîëîãè÷íè è
ëàáîðàòîðíè èçñëåäâàíèÿ è ò.í.) (5, 8, 9, 100, 11, 12, 13).

Ïðåäñòîÿùè ñòúïêè çà ïîñòèãàíå íà
èíòåðîïåðàáèëíîñò â Åâðîïà

Íàé-îáùî êàçàíî èíòåðîïåðàáèëíîñòòà (îïåðàòèâíàòà
ñúâìåñòèìîñò) å ïðåíîñ íà èíôîðìàöèÿ ìåæäó çäðàâíèòå
ñèñòåìè çà ïîñòèãàíå íà êëèíè÷íà öåë. Âñÿêî íèâî íà
èíòåðîïåðàáèëíîñò èçèñêâà ïðåäâàðèòåëíî
ñïåöèôèöèðàíå íà êëèíè÷íèÿ êîíòåêñò, àíàëèçèðàíå íà
ðàáîòíèÿ ïîòîê, îïðåäåëÿíå íà èíôîðìàöèÿòà, êîÿòî
òðÿáâà äà ñå óïðàâëÿâà è ïðåäàâà è, íàêðàÿ, îïðåäåëÿíå
íà òåõíè÷åñêèòå ðåøåíèÿ çà ïðåäàâàíå íà òàçè
èíôîðìàöèÿ. Ñúòðóäíè÷åñòâîòî íà çäðàâíèòå
ïðîôåñèîíàëèñòè ïðè äåôèíèðàíå íà êëèíè÷íèÿ êîíòåêñò
å îò ðåøàâàùî çíà÷åíèå çà åôåêòèâíîñòòà íà âñÿêî
ðåøåíèå. Óïðàâëÿåìèòå ãðèæè çà ïàöèåíòà íàëàãàò
èçêëþ÷èòåëíà êîìóíèêàöèÿ.

Êîìóíèêàöèÿòà è ñúòðóäíè÷åñòâîòî ìåæäó çäðàâíèòå
çàâåäåíèÿ è ìåæäó îðãàíèçàöèèòå è òåõíèòå ïàöèåíòè ñà
ïîä÷èíåíè íà ðàçëè÷íè ðàìêè è ðàáîòÿò íà ðàçëè÷íè
íèâà, êîèòî íå ñà ïîäðîáíî èçñëåäâàíè: þðèäè÷åñêî èëè
ðåãóëàòîðíî íèâî; åòè÷íî-êóëòóðíî-ñîöèàëíî-
ìåäèöèíñêî íèâî; àäìèíèñòðàòèâíî (âêë. ôèíàíñîâî) è
îðãàíèçàöèîííî íèâî è ðàìêà íà òåõíè÷åñêà
èíòåðîïåðàáèëíîñò. Âñÿêà âúçíèêíàëà ïðå÷êà, íà êîåòî è
äà å íèâî, ìîæå äà ïðîâàëè öÿëàòà êîìóíèêàöèÿ.

�  Opportunities for improving patients’ care,
decreasing medical errors and reduction of costs
through data integration;

�  Continuously rising demands on health and
social care; healthcare through ICT could lead to
better results due to better information flow;

�  The opportunity for data exchange for delivering
quality assurance and benchmarking,
reimbursement, better management and control,
disease surveillance and emergency
preparedness, decision support, knowledge
generation and research;

�  The necessity to handle health risks both within
and outside clinical establishments and to
improve patient safety.

Promoting patient safety along the full continuum of
care is now a priority issue on the international health
policy agenda in the most Member-states and the EU.
Other benefits gained are in terms of access (facilitating
information for patients and health professionals,
improving contacts with the health professionals, and
avoiding useless transportation), quality (making
appropriate medical information available for
prevention and diagnostic, avoiding treatment errors
due to lack of information) and reduction of costs
(avoiding duplication of laboratory and radiology
examinations, and so on) (5, 8, 9, 10, 11, 12, 13).

Next steps for achieving interoperability in
Europe

In general, interoperability (operative compatibility) is
a transfer of information between health systems to
achieve a clinical goal. Any interoperability level
requires prior specifying clinical context, analyzing
operative flow, identifying information to be managed
and transmitted, and finally specifying technical
solutions for data transmission. Cooperation of health
professionals in defining the clinical context is crucial
for the effectiveness of any decision. Managed
patient’s care requires high level communication.

Communication and collaboration between hospitals,
on the one hand, and between organizations and their
patients, on the other hand, are established within
different frameworks and at different levels, which are
not studied in detail: at legal or regulatory level; at
ethical,  cultural and socio-medical level;  at
administrative (including financial) and organizational
level  within the framework for technical
interoperability. Each obstacle, which has occurred at
any level, can disrupt the communication as a whole.

The concept of EH interoperabili ty and its
implementation in everyday medical practice is a major
challenge for the relationship physician-patient,
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Êîíöåïöèÿòà çà èíòåðîïåðàáèëíîñò íà ÅÇ è âíåäðÿâàíåòî
é â åæåäíåâíàòà ìåäèöèíñêà ïðàêòèêà å ãîëÿìî
ïðåäèçâèêàòåëñòâî çà âçàèìîîòíîøåíèÿòà ìåæäó ëåêàð
è ïàöèåíò, ëåêàð è èíñòèòóöèÿ è ìåæäó èíñòèòóöèèòå. Â
òðàäèöèîííèÿ ìîäåë íà îñèãóðÿâàíå íà çäðàâíè ãðèæè,
äîñòúïúò íà ïàöèåíòà äî ñèñòåìàòà íà çäðàâíàòà ïîìîù
ïîíÿêîãà å îãðàíè÷åí äî ïðåäâàðèòåëíî çàäàäåíè âõîäíè
òî÷êè (íàïð. ÎÏË). Äâèæåíèåòî íà ïàöèåíòà ïðåç
ñèñòåìàòà å îòíîñèòåëíî ëèíåéíî è ÷åñòî ñå äèêòóâà îò
ñúîòâåòíàòà ñèñòåìà íà ðåèìáóðñèðàíå, ðàçëè÷íà çà
ðàçëè÷íèòå ñòðàíè. Àíàëîãè÷íî, ïðîöåñèòå, êàòî
äèàãíîñòèöèðàíå, ëå÷åíèå è îáãðèæâàíå, âêëþ÷âàò
ôèçè÷åñêî ïðèñúñòâèå è ëè÷íî âçàèìîäåéñòâèå ìåæäó
ïàöèåíòè è èçïúëíèòåëè íà ìåäèöèíñêà ïîìîù, êàòî
ïîòðåáèòåëèòå ïëàùàò ïðÿêî èëè íåïðÿêî çà çäðàâíàòà
èíôîðìàöèÿ, ëå÷åíèå è îáãðèæâàíå, ÷ðåç äàíúöè èëè
ñîöèàëíî-îñèãóðèòåëíè ñèñòåìè èëè ÷ðåç ïî-ñëîæíè
ñèñòåìè çà ðåèìáóðñèðàíå. ÅÇ, îáà÷å, å îñíîâàíî íà
ñúâñåì íîâ îïèò íà ïàöèåíòèòå, çà êîèòî îãðàíè÷åíèÿòà
íà âõîäíèòå òî÷êè è ñòðóêòóðè èëè òðàäèöèîííèòå êàíàëè
çà îñèãóðÿâàíå íà èíôîðìàöèÿ èëè ãðèæè ìîãàò  äà
îòïàäíàò.

Íåîáõîäèìîñòòà îò îñèãóðÿâàíå íà åôåêòèâíî è
óñòîé÷èâî çäðàâåîïàçâàíå íàëàãà îáìèñëÿíå íà
èçèñêâàíèÿòà çà èíòåðîïåðàáèëíîñò íà ÅÇ. Ïîä
èíòåðîïåðàáèëíîñò ñå ðàçáèðà ñèñòåìè è óñëóãè, êîèòî
ñà ñâúðçàíè è ôóíêöèîíèðàò åôåêòèâíî ñúâìåñòíî, êàòî
ñå çàïàçâà àíîíèìíîñòòà íà ïàöèåíòà è ñïåöèàëèñòà, íà
ëè÷íèòå äàííè è áåçîïàñíîñòòà, ñ öåë ïîäîáðÿâàíå íà
äîñòúïà, êà÷åñòâîòî, áåçîïàñíîñòòà è öåíàòà íà çäðàâíèòå
óñëóãè, â ñúîòâåòñòâèå ñ Ëèñàáîíñêàòà ñòðàòåãèÿ.

Â òàçè âðúçêà ïúðâèÿò ïëàí çà äåéñòâèå íà Åâðîïåéñêàòà
êîìèñèÿ (ÅÊ) èìà çà öåë ïîñòèãàíå íà èíòåðîïåðàáèëíîñò
íà ÅÇ, ðàçøèðåíî èçïîëçâàíå íà ÅÇ äîñèåòà, îí-ëàéí
óñëóãè, å-ðåöåïòè, ñòàíäàðòèçèðàíå è âñè÷êè äðóãè
ïîäïîìàãàùè äîáðè ïðàêòèêè (7).

Ïðåç 2007 ãîäèíà ÅÊ ïóáëèêóâà ñúîáùåíèåòî
“Èíèöèàòèâà çà âîäåùè ïàçàðè â Åâðîïà” (COM(2007)
860 final), êîåòî öåëè ñúçäàâàíåòî è ïóñêàíåòî íà ïàçàðà
íà èíîâàòèâíè ïðîäóêòè è óñëóãè âúâ âîäåùè
ïðîìèøëåíè è ñîöèàëíè îáëàñòè, âêëþ÷èòåëíî
åëåêòðîííîòî çäðàâåîïàçâàíå. Åäíà îò îñíîâíèòå öåëè
íà ïðåäëîæåíàòà èíèöèàòèâà å äà ïîâèøè îïåðàòèâíàòà
ñúâìåñòèìîñò íà ñèñòåìèòå çà åëåêòðîííè çäðàâíè
äîñèåòà, òúé êàòî èçïîëçâàíèòå ïîíàñòîÿùåì â
äúðæàâèòå-÷ëåíêè çäðàâíè èíôîðìàöèîííè è
êîìóíèêàöèîííè ñèñòåìè è ñòàíäàðòè ÷åñòî ñà
íåñúâìåñòèìè, êîåòî ïðåäñòàâëÿâà áàðèåðà çà
âúçíèêâàíåòî íà èêîíîìè÷åñêè åôåêòèâíè è
èíîâàòèâíè ðåøåíèÿ çà çäðàâåîïàçâàíåòî, âúç îñíîâà
íà ÈÊÒ. Íà 23 ìàé 2007 ã. Åâðîïåéñêèÿò ïàðëàìåíò ïðèå
ðåçîëþöèÿ (2006/2275 (INI)), ñ êîÿòî ïðèêàíè ÅÊ äà
íàñúð÷è äúðæàâèòå-÷ëåíêè àêòèâíî äà ïîäêðåïÿò
âúâåæäàíåòî íà åëåêòðîííîòî çäðàâåîïàçâàíå è íà
òåëåìåäèöèíàòà, îñîáåíî ÷ðåç ðàçðàáîòâàíå íà
îïåðàòèâíî ñúâìåñòèìè ñèñòåìè, ïîçâîëÿâàùè îáìåí
íà èíôîðìàöèÿ çà ïàöèåíòèòå ìåæäó äîñòàâ÷èöèòå íà
çäðàâíè óñëóãè â ðàçëè÷íè äúðæàâè-÷ëåíêè (16).

physician- institution and between institutions. The
traditional model of health care provision offers
sometimes a patient’s access to health care system,
which is limited to a predefined entry points (eg. GPs).
Patient’s movement through the system is relatively
linear and is often dictated by country-specific
reimbursement system. Similarly, processes such as
diagnosis, treatment and provision of care include a
physical presence and personal interaction between
patients and health care providers. Consumers pay
directly or indirectly for health information, treatment
and care through taxes or social security systems or
more complex reimbursement systems. However, EH
is based on a completely new experience for patients,
where limitations at the entry points and structures or
traditional channels to provide information or care and
may be removed.

The need to ensure effective and sustainable health
requires specifying the requirements for EH
interoperability. The term interoperability means
systems and services that are linked and function
effectively together, keeping the patient, specialist and
personal data anonymous and ensuring safety in order
to improve access, quality, safety and cost of health
care according to the Lisbon Strategy .

With respect to this, the first action plan of the
European Commission (EC) was aimed at achieving
interoperability of EH, extensive use of EH records,
online services, e-prescriptions, standardization and
using all other supporting practices. (7)

In 2007 the EC published a communication entitled “ A
lead market initiative for Europe” (COM (2007) 860
final), which aims at creating and marketing innovative
products and services in leading industrial and social
areas, including e-Health. One of the main objectives
of the proposed initiative is to promote the
interoperability of electronic health records as health
information and communication systems and
standards, currently used in Member States, are often
incompatible, which is an obstacle to cost-effective
and innovative solutions in public health area, based
on the ICT. On May 23, 2007, the European Parliament
adopted a Resolution (2006/2275 (INI)),  inviting the
Commission to encourage Member States to actively
support the introduction of e-Health and telemedicine,
particularly by developing interoperable systems
allowing the exchange of patient information between
healthcare providers in different Member States (16)
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Íåîáõîäèìîñò îò ñåìàíòè÷íà
èíòåðîïåðàáèëíîñò

Ñåìàíòè÷íàòà èíòåðîïåðàáèëíîñò êàñàå ïðèëîæíèÿ
êîíòåêñò, â êîéòî òðÿáâà äà ñå ïîñòèãíå èíòåðîïåðàáèëíîñò.
Ïúðâî ñå îïðåäåëÿ êëèíè÷íèÿò êîíòåêñò è ðàáîòíèÿò ïîòîê,
ñëåä êîåòî ñå äåôèíèðà èíôîðìàöèÿòà îò ðàçëè÷íè ÷àñòè
íà ïðîöåñà íà îáñëóæâàíå ïî íà÷èí, êîéòî ìîæå äà ñå
èçïîëçâà è ðàçáèðà îò äðóãè ó÷àñòíèöè. Êàòî ïðåäïîñòàâêà
òðÿáâà äà áúäàò ãàðàíòèðàíè ðàçáèðàíåòî è òîëåðàíòíîñòòà
íà êîìïîíåíòèòå íà îáñëóæâàíåòî, õàðìîíèçèðàíå íà
ïðîöåäóðèòå, èçáÿãâàíå íà íåïðàâèëíî èíòåðïðåòèðàíå,
êîìáèíèðàíî ñ íàäåæäíîñò, ðàçäåëåíà ìåæäó âñè÷êè
ó÷àñòíèöè - âêëþ÷èòåëíî è ïàöèåíòà. Îïèñàíèåòî íà
ïðîöåñà, îáóñëàâÿùèòå ìîäåëè è êîíöåïöèè,
òåðìèíîëîãèÿòà è îíòîëîãèÿòà íà ïðåäñòàâÿíåòî íà çíàíèÿòà
òðÿáâà äà ñà íåäâóñìèñëåíî ñïîäåëåíè. Òîâà èçèñêâà è
õàðìîíèçèðàíå íà òåõíè÷åñêèòå ñðåäñòâà, âêëþ÷èòåëíî
ïîääúðæàùèòå ñèñòåìè çà çäðàâíà èíôîðìàöèÿ è
êîìóíèêàöèÿ. Íàïîñëåäúê àâòîìàòè÷íîòî ëèíãâèñòè÷íî
îáðàáîòâàíå è èíòåëèãåíòíîòî òúðñåíå íà èíôîðìàöèÿ
î÷åðòàâàò íåîáõîäèìîñò îò îðèãèíàëíà ñåìàíòè÷íà
èíòåðîïåðàáèëíîñò, òîåñò ãàðàíöèÿ, ÷å âñåêè åçèê â
ìíîæåñòâî îò äàííè å íåäâóñìèñëåí è èìà ñúùîòî çíà÷åíèå
çà âñåêè ïîñëåäâàù ïîòðåáèòåë íà ñèñòåìàòà. Òî÷íîòî
çíà÷åíèå òðÿáâà äà áúäå îïèñàíî ôîðìàëíî - çà äà áúäå
îáðàáîòåíî îò ìàøèíà - è òðàíñôîðìèðàíî, âúç îñíîâà íà
ïðåäâàðèòåëíî ñúçäàäåíè ïðàâèëà, çà äà ñå ðàçáåðå îò
ïîòðåáèòåëèòå íà ñèñòåìàòà.

Íåîáõîäèìîñò îò ñòàíäàðòèçèðàíå

Ñòàíäàðòèçèðàíåòî å íåäåëèìà ÷àñò îò ïîëèòèêàòà íà ÅÑ çà
ïîâèøàâàíå íà êîíêóðåíòîñïîñîáíîñòòà íà ïðåäïðèÿòèÿòà
è ïðåìàõâàíå íà ïðå÷êèòå ïðåä òúðãîâèÿòà (14). Â îáëàñòòà
íà ÅÇ Åâðîïåéñêèÿò êîìèòåò ïî ñòàíäàðòèçàöèÿ ïîä÷åðòàâà,
÷å ñòàíäàðòèòå çà çäðàâíà èíôîðìàöèÿ ñà îò îñîáåíî
çíà÷åíèå çà ïîñòèãàíå íà öåëèòå íà ÅÇ â Åâðîïà. Êîìèòåòúò
ïðåïîðú÷âà ñúçäàâàíåòî íà ïëàòôîðìà çà
èíòåðîïåðàáèëíîñò, êîÿòî äà äàäå îáùîåâðîïåéñêè ïîãëåä
âúðõó èçèñêâàíèÿòà çà ÅÇ, ñòàíäàðòèçèðàíåòî è ïðèëàãàíåòî
ìó, â ñúòðóäíè÷åñòâî ñúñ ñòàíäàðòèçàöèîííèòå îðãàíèçàöèè,
âúç îñíîâà íà èíôîðìàöèÿ îò êëþ÷îâè èãðà÷è.

Çà ãàðàíòèðàíå íà ñåìàíòè÷íà èíòåðîïåðàáèëíîñò
ñèñòåìèòå è ðåøåíèÿòà òðÿáâà äà áúäàò ïðîåêòèðàíè
ïðàâèëíî, âúç îñíîâà íà îïðåäåëåíà àðõèòåêòóðà. Òîâà å
îñîáåíî âàæíî çà ñèñòåìèòå çà åëåêòðîííè çäðàâíè äîñèåòà.
Ñåìàíòè÷íàòà è òåõíè÷åñêàòà èíòåðîïåðàáèëíîñò ìîãàò äà
áúäàò ïîäïîìîãíàòè ÷ðåç ñòàíäàðòèçèðàíå íà òåõíè÷åñêèÿ
èíòåðôåéñ, ïðîòîêîëè, ñúîáùåíèÿ è äîêóìåíòè, áèçíåñ
ïðîöåñèòå, êëèíè÷íè ïðîöåäóðè è ïúòåêè. Â òîçè àñïåêò ñà
ïîäõîäÿùè ñòàíäàðòè çà àïàðàòóðà, ïðîòîêîëè, ñúîáùåíèÿ,
äîêóìåíòè, ïðîöåñè, àðõèòåêòóðà, äèçàéí è ìîäåëèðàíå,
êàêòî è ñòàíäàðòè çà èíôðàñòðóêòóðà è èíôðàñòðóêòóðíî
îáñëóæâàíå, ñ àêöåíò âúðõó ñèãóðíîñòòà, áåçîïàñíîñòòà è
êîíôèäåíöèàëíîñòòà.

Need for semantic
interoperability

Semantic interoperability refers to the application
context, in which it should be achieved. The clinical
context and workflow should be first specified and
then the information from different parts of the service
process should be defined in order to be used and
understood by other participants. It is a prerequisite
to ensure understandable service components,
harmonized procedures, to avoid misinterpretations,
to ensure reliability of all stakeholders, including
patients. They should agree knowledge that requires
harmonization of technical means, including support
systems for health information and communication.
Recent automatic linguistic processing and intelligent
search of information reveal a necessity for original
semantic interoperability, i.e. to guarantee that every
language in the data set is unambiguous, having the
same meaning for each subsequent system user. The
right meaning must be perceived in a way so that it
could be formally described in order to be processed
and transformed according to already specified rules
and finally to be understood by system users.

A need for standardisation

Standardisation is an integral part of EU policy to
increase the competitiveness of enterprises and to
remove barriers to trade (14). European Committee for
Standardization stresses that the health information
standards are essential for achieving objectives of EH
in Europe. The Committee recommends developing a
platform for interoperability in order to make a pan-
European overview of the requirements for EH, its
standardization and implementation in cooperation
with the standardization organizations on the basis
information from the main stakeholders.

Systems and solutions should be properly designed
in compliance with specific architecture requirements,
which is especially important for electronic health
record systems in order to ensure a semantic
interoperabili ty.  Semantic and technical
interoperabilities could be supported by standardizing
technical interface, protocols, reports and documents,
business processes,  clinical procedures and
pathways. Therefore it is recommended to use
appropriate standards for equipment, records, reports,
documents, processes, architecture, design and
modeling as well as standards for infrastructure and
infrastructure services focused on safety, security and
confidentiality.
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Åëåêòðîííî äîñèå íà ïàöèåíòà

Ðåøàâàíåòî íà íàñòîÿùè è áúäåùè ïðîáëåìè íà
åâðîïåéñêèòå çäðàâíè ñèñòåìè å âúçìîæíî, ïîíå ÷àñòè÷íî,
÷ðåç ïðèëàãàíåòî íà èçïèòàíè ðåøåíèÿ âúç îñíîâà íà ÈÊÒ
(ò.å. ÷ðåç åëåêòðîííîòî çäðàâåîïàçâàíå). Îñíîâíà
ïðåäïîñòàâêà çà èçâëè÷àíå íà ïîëçà îò ÅÇ å ïîäîáðåíàòà
îïåðàòèâíàòà ñúâìåñòèìîñò ìåæäó ñèñòåìèòå è
ïðèëîæåíèÿòà çà ÅÇ. Ñèñòåìèòå çà åëåêòðîííè çäðàâíè
äîñèåòà ïðåäñòàâëÿâàò îñíîâíà ÷àñò íà ñèñòåìèòå çà ÅÇ.
Ñúâìåñòèìîñòòà íà ñèñòåìèòå çà åëåêòðîííè çäðàâíè äîñèåòà
íà òåõíè÷åñêî íèâî å íàé-âàæíàòà ïðåäïîñòàâêà çà
îïåðàòèâíî ñúâìåñòèìè ñèñòåìè çà åëåêòðîííè çäðàâíè
äîñèåòà. (16)

Ðàçðàáîòåíè ñà òðè âèäà ñöåíàðèè çà èçïîëçâàíå íà
åëåêòðîííî çäðàâíî äîñèå íà ïàöèåíòà (åëåêòðîíåí çäðàâåí
çàïèñ - ÅÍR). Òå èíòåðïðåòèðàò:

�  åäèíè÷åí îñòúð ñëó÷àé (íåïðîãíîçèðàí äîñòúï äî
êëèíè÷íà èíôîðìàöèÿ);

�  òàêà íàðå÷åíèÿ “íîðìàëåí” ñëó÷àé íà ïàöèåíò (ad
hoc âçàèìîäåéñòâèÿ ìåæäó ïðîôåñèîíàëèñòè) è

�  õðîíè÷åí ñëó÷àé (ñïîäåëÿíå íà èíôîðìàöèÿ ïî
ïðåäâàðèòåëíî îïðåäåëåí äîãîâîðåí ïëàí).

Âñåêè ñöåíàðèé ïðåäâèæäà ïðåäàâàíå íà èíôîðìàöèÿ
ìåæäó ðàçëè÷íè ïàðòíüîðè â ñèñòåìàòà íà çäðàâåîïàçâàíåòî
çà îñèãóðÿâàíå íà ïðàâèëíî ïîñëåäâàùî ëå÷åíèå è çà
ïîäîáðÿâàíå íà óïðàâëåíèåòî.

Òåçè ñöåíàðèè íå ñà ðàçðàáîòåíè çà îïðåäåëÿíå íà
èíôîðìàöèÿòà çà ñàìîòî äîñèå íà ïàöèåíòà, à çà ðàçêðèâàíå
è èçñëåäâàíå íà äðóãè óñëîâèÿ è èçèñêâàíèÿ, êîèòî òðÿáâà
äà ñå óäîâëåòâîðÿò ïðè èçïîëçâàíå íà äîñèåòî. Äåôèíèðàíè
ñà ïåò îñíîâíè èçèñêâàíèÿ:

1.     Èäåíòèôèöèðàíå íà àêòüîðèòå è îðãàíèçàöèèòå âúâ
âñè÷êè ñòðàíè-÷ëåíêè, íà îñíîâàòà íà îáùîïðèåòà
þðèäè÷åñêà ðàìêà. Èíèöèàòèâàòà âêëþ÷âà ò. íàð.
ìåòàäàííè - àâòîðúò íà äàäåí äîêóìåíò, âðúçêàòà ñ
íåãî, äàòàòà íà ñúçäàâàíå íà äîêóìåíòà, äàííè îò
ïðîòîêîëà çà âðúçêà, êîé èìà äîñòúï è êîé å ïîëó÷èë
äîñòúï äî ñúäúðæàíèåòî è äð.

2.     Áàçà äàííè çà ñïåøíè ñëó÷àè.

3.     Èíôðàñòðóêòóðà. Ïðåäàâàíåòî íà äîñèåòî èçâúí
ãðàíèöèòå íà çäðàâíàòà èíñòèòóöèÿ ñúùî èçèñêâà
èíòåðîïåðàáèëíîñò íà èíôðàñòðóêòóðàòà íà
èíôîðìàöèîííàòà è êîìóíèêàöèîííàòà òåõíîëîãèÿ â
ñòðàíèòå-÷ëåíêè.

4      Ïðàâî íà äîñòúï (àâòîðèçàöèÿ) - äàííèòå òðÿáâà äà
áúäàò äîáðå óïðàâëÿâàíè. Îòãîâîðíîñòòà çà äàâàíå íà
äîñòúï äî äàííèòå íà ïàöèåíòà å íàñî÷åíà êúì òîçè
èíäèâèä èëè èíñòèòóöèÿ, êîÿòî ìîæå äà ãàðàíòèðà
ñèãóðíî ñúõðàíåíèå è äîñòúï äî
èäåíòèôèêàöèîííèòå äàííè.

5.     Óñòîé÷èâîñò íà ôèíàíñîâèÿ ìîäåë. ×åñòî
îðãàíèçàöèÿòà, êîÿòî òðÿáâà äà èíâåñòèðà â ÅÇ, íå å

Electronic patient record

It is possible to address, at least partly, current and
future problems of European health systems by
applying reliable ICT-based solutions (i.e. through e-
health). The main prerequisite for taking advantage of
EH is the improved operative compatibility between
systems and applications for EH. Electronic health
record systems are an essential part of EH systems.
Compatibility of electronic health record systems at
the technical level is the essential prerequisite for
interoperable electronic health records. (16)

Three types of scenarios for the use of electronic
medical patient record (electronic health record - ENR)
have been developed. They deal with:

�  A single acute case (unexpected access to
clinical information)

�  So-called “normal” case (ad hoc interactions
between professionals) and

�  Chronic case (sharing information on the basis a
previously agreed plan).

Each scenario foresees the transmission of information
between different partners in the healthcare system to
ensure proper follow-up treatment and improved
management.

These scenarios were not developed for identifying
information for patient record, but for identifying and
investigating other conditions and requirements to be
met when using the record. Five basic requirements
have been set:

1.    Identification of stakeholders and organizations
in all Member States on the basis of generally
accepted legal framework. The initiative includes
the so-called metadata: author of a document,
contact information, issue date of the document,
data from the communications protocol, who has
access to it and who has been given access to
the content and others.

2.    Database of emergency cases.

3.     Infrastructure. The transmission of the file
outside the health institution also requires
interoperability of ICT infrastructure in Member
States.

4.     Right of access (authorization) - data should be
properly managed. The responsibility for
providing access to patient data should be
assigned to an individual or institution that can
ensure reliable storage and access to
identification data.

5.     Sustainability of financial model. Often, the
organization, which should invest in the EH, is
different from that to benefit from investment.
This sometimes delays introduction of ED
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ñúùàòà, êîÿòî ùå èìà ïîëçà îò èíâåñòèöèèòå. Òîâà
ïîíÿêîãà çàáàâÿ âúâåæäàíåòî íà ðåøåíèÿ ïî ÅÇ.
Âúïðåêè ÷å ïèëîòíèòå ïðîåêòè ÷åñòî ïîêàçâàò
ïîëçè, íÿìà óñòîé÷èâ ôèíàíñîâ ìîäåë çà
èíòåðîïåðàáèëíîñò íà ÅÇ, îñâåí, àêî íå ñå âúâåäàò
íîâè ìîäåëè çà ôèíàíñèðàíå, òàêèâà êàòî
ïóáëè÷íî-÷àñòíî ïàðòíüîðñòâî.

Íåîáõîäèìîñò îò ñåðòèôèöèðàíå

Èíòåðîïåðàáèëíîñòòà íà ÅÇ èçèñêâà îáù ïðîöåñ íà àíàëèç,
ñïåöèôèêàöèÿ, ïðèëîæåíèå è ðàçïðîñòðàíåíèå íà
êîíöåïòóàëíè ìîäåëè, îáùè êîíöåïöèè, ðàìêîâà
àðõèòåêòóðà è íåéíèòå ïðèîðèòèçèðàíè ðåøåíèÿ è çà
èíôðàñòðóêòóðíè åëåìåíòè è óñëóãè. Ïðîöåñúò çà
ïðèëîæåíèå, îöåíêà è åòèêåòèðàíå íà ñúâìåñòèìîñòòà ñ òåçè
èçèñêâàíèÿ, èçâúðøâàí îò îòîðèçèðàí îðãàí, ñå íàðè÷à
ñåðòèôèöèðàíå. Ñåðòèôèêàöèîííèòå óñëóãè ìîãàò äà áúäàò
ïðèëîæåíè ïî öåíòðàëèçèðàí - èëè îùå ïî-äîáðå - ïî
éåðàðõè÷íî äåöåíòðàëèçèðàí íà÷èí.

Óòâúðæäàâàíåòî íà ïðåäïîëàãàåìà ñúâìåñòèìîñò ñúñ çàêîí
òðÿáâà èëè äà áúäå âåðèôèöèðàíà îò íåçàâèñèìà òðåòà
ñòðàíà, èëè  äà ñå óñòàíîâÿò ÿñíè ïðàâèëà, ïðè êîèòî ìîæå
äà ñå ïðåäïðèåìå ñàìîñåðòèôèêàöèÿ.

Èìà ìíîãî ìàëúê îïèò ñúñ ñåðòèôèöèðàíå íà âèñîêè
(ñåìàíòè÷íè) íèâà â îáëàñòòà íà ÅÇ. Ïðàêòè÷åñêè îïèò
(íàïðèìåð ñ DICOM (15) èëè ñ Èíòåãðèðàíå íà çàâåäåíèÿòà
çà çäðàâíè ãðèæè) ïîêàçâà, ÷å ïðåòåíöèèòå çà ñúâìåñòèìîñò
îò èíäóñòðèÿòà, çàåäíî ñ äîáðîâîëíè ñåñèè çà òåñòâàíå è
èíñòðóìåíòè çà òåñòâàíå â îáùåñòâåíèÿ äîìåéí, ñà ìíîãî
åôåêòèâíè è åôèêàñíè.

3. Ñúñòîÿíèå íà ïðîáëåìà â Ðåïóáëèêà
     Áúëãàðèÿ

Âíåäðÿâàíåòî íà åëåêòðîííîòî çäðàâåîïàçâàíå å âàæåí
êîìïîíåíò íà èíôîðìàöèîííîòî îáùåñòâî è å èçâåäåí êàòî
åäèí îò îñíîâíèòå ïðèîðèòåòè â åâðîïåéñêèòå ïëàíîâå çà
ðàçâèòèå â èçïúëíåíèå íà Ëèñàáîíñêàòà ñòðàòåãèÿ.
Ïîñëåäíàòà îòäåëÿ çíà÷èòåëíî ìÿñòî íà âúâåæäàíåòî íà
åëåêòðîííè çäðàâíè êàðòè è åäèííà èíôîðìàöèîííà
ñèñòåìà, êàòî íåäåëèìà ÷àñò îò ñúâðåìåííîòî ìîäåðíî
çäðàâåîïàçâàíå. Ïî ïúòÿ êúì ïðèîáùàâàíåòî íè êúì Åâðîïà
è â îòãîâîð íà ïðåäèçâèêàòåëñòâàòà íà ãëîáàëèçàöèÿòà,
âúïðîñèòå íà åëåêòðîííîòî çäðàâåîïàçâàíå çàåìàò âîäåùî
ìÿñòî â ïðèîðèòåòèòå íà áúëãàðñêîòî ïðàâèòåëñòâî. Ïðåç
ïîñëåäíèòå 10 ãîäèíè ñå íàáëþäàâà ïîñòîÿíåí ïðîöåñ íà
ðàçøèðÿâàíå èçïîëçâàíåòî íà ÈÊÒ â ñèñòåìàòà íà
çäðàâåîïàçâàíåòî ó íàñ.

Ïðåç ïåðèîäà 2004-2011 ã. ñå íàáëþäàâà çíà÷èòåëíî ðàçâèòèå
íà îñíîâíèòå åëåìåíòè íà ÅÇ. Ïî íÿêîè îò îñíîâíèòå
ïîêàçàòåëè, ñâúðçàíè ñ èçïîëçâàíåòî íà Èíòåðíåò è
åëåêòðîííèòå òåõíîëîãèè çà îò÷èòàíå íà ìåäèöèíñêèòå
äåéíîñòè êúì 2010 ãîäèíà, Áúëãàðèÿ äîáëèæàâà ìíîãî îò
ñòðàíèòå â Åâðîïåéñêèÿ ñúþç. Ìíîãî îò ëå÷åáíèòå çàâåäåíèÿ
çà áîëíè÷íà ïîìîù ðàçïîëàãàò ñ áîëíè÷íè ÈÑ.

decisions. Although pilot projects often show
benefits, there is not sustainable financial model
for the interoperability of EH, unless new models
for funding such as public-private partnership
are introduced.

A need for certification

Interoperability of EH requires a common process of
analysis, specification, implementation and dissemination
of conceptual models, common concepts, framework
architecture, its prioritized solutions for infrastructure
elements and services. Certification means the process
of meeting, evaluating and labeling the compliance with
these requirements, performed by an authorized body.
Certification services can be provided in a centralized -
or even better - a hierarchical decentralized way.

Confirmation of presumed compliance with the law
should be either be verified by an independent third
party or clear rules for self-certification should be
established.

There is a very limited experience in certifying high
(semantic) levels in the field of EH. Practice (related,
for instance, to DICOM (15) or to the integration of
health care establishments) shows claims for
compatibility from industry as well as voluntary testing
sessions and testing tools in the public domain to be
very effective and efficient.

3. The situation in the Republic of Bulgaria

Implementation of e-health is an important component
of information society, being one of the main priorities
of European development plans to achieve Lisbon
strategy targets. Lisbon strategy pays a great attention
to the introduction of electronic health records and
integrated information system as an integral part of
modern health care system. On the way of integrating
Bulgaria in Europe and facing globalization challenges,
issues of e-Health range among the first priorities of
Bulgarian government. Over the past 10 years there
has been an ongoing process of expanding the use of
ICT in the healthcare system in our country.

During 2004-2011 took place a significant development
of the main elements of EH. Bulgaria is close to manly
Member States when it comes to some of the basic
indicators for the use of Internet and e-technologies
for reporting of medical activities by  2010. A lot of
hospitals have their own IS. Telemedicine applications
are gradually becoming common tools for providing
health care. (17). By 2011, broadband, high speed
Internet is available almost everywhere in Bulgaria.
According to the Ministry of Health (18), by the end
of 2010 100% of GPs, physicians providing specialized
outpatient care, medical diagnostic laboratories,

ÇÄÐÀÂÍÀ ÏÎËÈÒÈÊÀ È ÏÐÀÊÒÈÊÀ HEALTH POLICY AND PRACTICE



71���������������Òîì 3  �����  Êí.1-2 � � � � � ÁÚËÃÀÐÑÊÎ ÑÏÈÑÀÍÈÅ ÇÀ ÎÁÙÅÑÒÂÅÍÎ ÇÄÐÀÂÅ  �  �  �  �  � 2011  �  �  �  �  � BULGARIAN JOURNAL  OF  PUBLIC  HEALTH �����Vol.3 �����  ¹ 1-2 ���������������

Òåëåìåäèöèíñêèòå ïðèëîæåíèÿ ïîñòåïåííî ñå ïðåâðúùàò
â îáè÷àéíè èíñòðóìåíòè çà ïðåäîñòàâÿíå íà ìåäèöèíñêè
ãðèæè. (17). Êúì 2011 ãîäèíà ãîëÿìà ÷àñò îò òåðèòîðèÿòà íà
ñòðàíàòà å ïîêðèòà ñ øèðîêîëåíòîâ, âèñîêîñêîðîñòåí
Èíòåðíåò. Ñïîðåä äàííè íà ÌÇ(18), êúì êðàÿ íà 2010ã. 100%
îò ÎÏË, ëåêàðèòå - èçïúëíèòåëè íà ñïåöèàëèçèðàíà
èçâúíáîëíè÷íà ïîìîù, ìåäèêîäèàãíîñòè÷íèòå
ëàáîðàòîðèè, àïòåêèòå è âñè÷êè ëå÷åáíè çàâåäåíèÿ çà
áîëíè÷íà ïîìîù, êîèòî èìàò ñêëþ÷åíè äîãîâîðè ñ ÍÇÎÊ,
ñå îò÷èòàò ïî åëåêòðîíåí ïúò ñ åëåêòðîííè îò÷åòíè ôàéëîâå
â îïðåäåëåí, (ïðåäåôèíèðàí) ôîðìàò. Âúâåäåíà å
âúçìîæíîñò è çà îí-ëàéí îò÷èòàíå íà äåéíîñòòà íà ÎÏË è
ëåêàðèòå-ñïåöèàëèñòè, êàòî óñëóãàòà ñå èçïîëçâà îò 6% îò
ÎÏË. Íà ïðàêòèêà âñè÷êè èçïúëíèòåëè íà ìåäèöèíñêè
óñëóãè, ðàáîòåùè ïî äîãîâîð ñ ÍÇÎÊ, ðàçïîëàãàò ñ
êîìïþòúðíè êîíôèãóðàöèè è ðàçëè÷íè ïî ñëîæíîñò ëîêàëíè
ÈÑ ñ áàçè äàííè è èìàò äîñòúï äî Èíòåðíåò. (18).

Âúïðåêè ìíîæåñòâîòî ðåàëèçèðàíè ïèëîòíè ïðîåêòè è
ïîñòèãíàòèÿ íàïðåäúê, Áúëãàðèÿ âñå îùå èçîñòàâà â ïðîöåñà
íà èíòåãðèðàíî âúâåæäàíå íà ÈÊÒ â çäðàâåîïàçâàíåòî. Ñàìî
ìàëêà ÷àñò îò çäðàâíàòà èíôîðìàöèÿ íà ïàöèåíòà ñå
ñúõðàíÿâà â çäðàâíè äîñèåòà, à èíòåãðèðàíîòî çäðàâíî
îáñëóæâàíå âñå îùå íå å ñòàíäàðò âúâ âñè÷êè ëå÷åáíè
çàâåäåíèÿ. Òîâà âúçïðåïÿòñòâà îáìåíà íà çäðàâíà
èíôîðìàöèÿ ïî åëåêòðîíåí ïúò, òàêà ÷å ïðè ñëåäâàù ïðåãëåä
ëåêàðÿò äà èìà íà ðàçïîëîæåíèå äàííèòå îò ïðåäõîäíè âèçèòè.
Ëèïñàòà íà êîìóíèêàöèîííà ñðåäà çà èíòåãðèðàíî çäðàâíî
îáñëóæâàíå è ñîôòóåðíè ïðîäóêòè, êîèòî äà îñèãóðÿâàò
âðúçêà â ðåàëíî âðåìå ìåæäó èçïúëíèòåëèòå íà ìåäèöèíñêà
ïîìîù â öÿëîñòíà ñèñòåìà, èçèñêâàò ïîñëåäîâàòåëíè
ïîëèòèêè è ñòðàòåãèè çà âúâåæäàíå íà êîìïîíåíòèòå íà ÅÇ
íà íàöèîíàëíî íèâî. Ïðèåìàíåòî íà Íàöèîíàëíàòà ñòðàòåãèÿ
çà åëåêòðîííî çäðàâåîïàçâàíå ïðåç 2006 ãîäèíà å âàæíî
ïîëèòè÷åñêî ðåøåíèå çà âúâåæäàíå íà èíôîðìàöèîííèòå è
êîìóíèêàöèîííèòå òåõíîëîãèè (ÈÊÒ) â çäðàâåîïàçâàíåòî íà
íàöèîíàëíî íèâî. Ñòðàòåãèÿòà å îñíîâàíà íà àíàëèç íà
áúëãàðñêèÿ è ñâåòîâåí îïèò ïðè âíåäðÿâàíå íà ÈÊÒ â
çäðàâåîïàçâàíåòî, íà ñúñòîÿíèåòî íà çäðàâíàòà ñèñòåìà â
Áúëãàðèÿ è îáùåñòâåíèòå ïîòðåáíîñòè îò ïîëçâàíå íà
åëåêòðîííè óñëóãè â ñôåðàòà íà çäðàâåîïàçâàíåòî. Â
Ñòðàòåãèÿòà ÅÇ ñå ðàçãëåæäà êàòî „ñúâêóïíîñò îò ïðèëîæåíèÿ,
èçãðàäåíè íà áàçàòà íà ìîäåðíè èíôîðìàöèîííè è
êîìóíèêàöèîííè òåõíîëîãèè, áàçèðàíè íà îðãàíèçàöèîííà
è ïðàâíà ðàìêà, îáõâàùàùè öåëèÿ àñïåêò íà ôóíêöèîíèðàíå
íà çäðàâåîïàçâàíåòî - îò ïîñòàâÿíåòî íà äèàãíîçàòà, äî
ìîìåíòà íà çàâúðøâàíå íà ëå÷åíèåòî è çàïëàùàíåòî çà
íåãî”.(19) Àêöåíò ñå ïîñòàâÿ âúðõó êà÷åñòâîòî íà
ïðåäîñòàâÿíèòå óñëóãè, êîåòî å íåâúçìîæíî áåç ïðàâèëíî
óïðàâëåíèå íà èíôîðìàöèÿòà è èíôîðìàöèîííèòå ïîòîöè.

Åâîëþöèÿòà íà ïîëèòèêèòå çà „åëåêòðîíèçàöèÿ” íà ïðîöåñèòå
â çäðàâåîïàçâàíåòî íåìèíóåìî ùå äîâåäå äî ñíèæàâàíå íà
ðàçõîäèòå çà çäðàâåîïàçâàíåòî ÷ðåç ïîäîáðÿâàíå íà
ïëàíèðàíåòî, îò÷åòíîñòòà è êîíòðîëà ïðè çàïëàùàíå íà
èçâúðøåíèòå è îò÷åòåíè ìåäèöèíñêè äåéíîñòè, êàêòî è
ïîâèøàâàíå êà÷åñòâîòî è áåçîïàñíîñòòà íà óñëóãèòå, ÷ðåç
óâåëè÷àâàíå íà ìåäèöèíñêàòà è çäðàâíàòà èíôîðìàöèÿ, ñ
êîÿòî ðàçïîëàãàò ñïåöèàëèñòèòå è ïàöèåíòèòå.

pharmacies and all hospital care establishments, that
have contracts with the NHIF, give account by sending
electronic reporting files with a specified (predefined)
format. There is a possibility for on-line reporting of
activities, performed by GPs and physicians with
specialty, the service being used by 6% of GPs. In fact
computer configurations, various complex local IS with
databases and Internet access are available to all
health care providers, working under contract with the
NHIF (18).

Despite many pilot projects and progress, Bulgaria is
still behind integrated introduction of ICT in health
system as only a small part of the patient health
information is stored in health records, while integrated
health care provision is still not a standard in all medical
establishments. This impedes electronic exchange of
health information that makes available to the
physician data from previous visits. The lack of
communication media for integrated health services
and software, which provide a real time connection
between medical care providers in the overall system,
requires consistent policies and strategies for
introducing EH components at national level. The
adoption of the National Strategy for e-Health in 2006
was an important political decision for introducing
information and communication technology in the
national health system. The strategy is based on the
analysis of Bulgarian and world experience in
implementing ICT in health system, the state of
Bulgarian healthcare system and social needs for using
e-health services. The strategy defines EH as “a set of
applications, based on modern information and
communication technologies and organizational and
legal framework, which cover all functional aspects of
the health system - from the diagnosis to the end of
the treatment and payment for it” (19). It emphasizes
on the quality of services provided, which is could be
ensured only through sound management of
information and information flows.

The evolution of policies for  “computerization” of
health care processes will inevitably lead to lower
health care costs through better planning, reporting
and monitoring of payments of performed and reported
medical activities as well as through higher quality
and safety of services by increasing the amount of
medical and health information available to
professionals and patients, respectively.
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ÑÚÂÐÅÌÅÍÍÎ ÑÚÑÒÎßÍÈÅ ÍÀ
ÍÅÊÎÍÂÅÍÖÈÎÍÀËÍÈÒÅ ÌÅÒÎÄÈ Â
ÌÅÄÈÖÈÍÀÒÀ Ó ÍÀÑ

Èëèÿíà ßíåâà-Áàëàáàíñêà
Íàöèîíàëåí öåíòúð ïî îáùåñòâåíî çäðàâå è àíàëèçè

Ðåçþìå

Â ñòàòèÿòà ñå ïðàâè ïðåãëåä, âúç îñíîâà íà ñúùåñòâóâàùà
èíôîðìàöèÿ â ðåãèîíàëíèòå öåíòðîâå ïî çäðàâåîïàçâàíå
– ÐÖÇ (ñåãà Ðåãèîíàëíè çäðàâíè èíñïåêöèè - ÐÇÈ), íà
çàêîííî ïðåäëàãàíèòå ó íàñ íåêîíâåíöèîíàëíè óñëóãè â
ñèñòåìàòà íà çäðàâåîïàçâàíåòî, êàêòî è íà ÷îâåøêèòå
ðåñóðñè â îáëàñòòà íà „íåêîíâåíöèîíàëíîòî”
çäðàâåîïàçâàíå, êàòî àêöåíò å ïîñòàâåí âúðõó
ñúùåñòâóâàùèòå ïðîáëåìè. Âúïðåêè ÷å çà ïåðèîäà 2008-
2010 ã. ñå íàáëþäàâà òåíäåíöèÿ çà íàðàñòâàíå íà áðîÿ íà
ðåãèñòðèðàíèòå â ÐÇÈ ëèöà çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíè ìåòîäè çà áëàãîïðèÿòíî âúçäåéñòâèå
âúðõó èíäèâèäóàëíîòî çäðàâå (ÍÌ), êúì 15.05.2010 ã. òå
ñà èçêëþ÷èòåëíî íåäîñòàòú÷íî – 166 ëèöà. Îò òÿõ 98 ñà
ìàãèñòðè ïî ïðîôåñèîíàëíî íàïðàâëåíèå „Ìåäèöèíà” èëè
„Äåíòàëíà ìåäèöèíà” è 68 ñà ëèöà ñ äðóãà  ñïåöèàëíîñò
îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî. Íåäîñòàòú÷íî å
îñèãóðÿâàíåòî íà ãðàæäàíèòå è ïî îáëàñòè â ñòðàíàòà
ñúñ çàêîííè äîñòàâ÷èöè íà íåêîíâåíöèîíàëíè çäðàâíè
óñëóãè. Êúì 15.05.2010 ã., â 9 ðåãèîíàëíè öåíòðîâå ïî
çäðàâåîïàçâàíå â ñòðàíàòà (ïî÷òè 1/3 îò îáàñòèòå â
ÐÁúëãàðèÿ) íå ñà ñå ðåãèñòðèðàëè ëèöà çà óïðàæíÿâàíå
íà ÍÌ, êàòî â öåëèÿ Þãîçàïàäåí ðàéîí íå å îñúùåñòâåíà
íèòî åäíà ðåãèñòðàöèÿ íà ëèöå, óïðàæíÿâàùî
íåêîíâåíöèîíàëíè ìåòîäè. Íàé-äîáðî å îñèãóðÿâàíåòî íà
íàñåëåíèåòî â ñòðàíàòà ñ äîñòàâ÷èöè íà õîìåîïàòè÷íèÿ
ìåòîä (êúì 31.12.08 ã. - 1666 ìàãèñòðè ïî „Ìåäèöèíà” è
„Äåíòàëíà ìåäèöèíà” ñà ïðåìèíàëè îáó÷åíèå ïî
õîìåîïàòèÿ), êîèòî çà óïðàæíÿâàíå íà ìåòîäà íå ñà
çàäúëæåíè äà ñå ðåãèñòðèðàò â ÐÖÇ. Âîäåùî ìÿñòî ïî
áðîé ðåãèñòðèðàíè ëèöà, â ÐÖÇ-òà çà óïðàæíÿâàíå íà
ÍÌ, çàåìàò ìåòîäèòå „íåêîíâåíöèîíàëíè ôèçèêàëíè
ìåòîäè”, „àêóïóíêòóðà è àêóïðåñóðà”  è „èçïîëçâàíå íà
íåëåêàðñòâåíè ïðîäóêòè îò îðãàíè÷åí ïðîèçõîä”. Áðîÿò
íà ìàãèñòðèòå ïî „Ìåäèöèíà” è „Äåíòàëíà ìåäèöèíà”,
ðåãèñòðèðàíè â ÐÖÇ-òà çà óïðàæíÿâàíå íà ÍÌ, ñ
èçêëþ÷åíèå íà ìåòîäà „íåêîíâåíöèîíàëíè ôèçèêàëíè
ìåòîäè,” ïðåîáëàäàâà íàä áðîÿ íà îñòàíàëèòå
ìåäèöèíñêè ñïåöèàëèñòè. Ïðåç 2008ã. â 3 ÐÖÇ â ñòðàíàòà
ñà ðåãèñòðèðàíè 4 ëèöà çà óïðàæíÿâàíå íà íåðàçðåøåíè
çà ïðèëàãàíå ó íàñ ÍÌ. Ó íàñ íå å ïðåäâèäåíî çàäúëæèòåëíî
îáó÷åíèå ïî ïðèëàãàíåòî íà îòäåëíèòå ÍÌ. Â íàñòîÿùèÿ
åòàï ëèöàòà áåç ìåäèöèíñêî îáðàçîâàíèå, ò.í. „ëå÷èòåëè”,
íÿìàò ïðàâî äà óïðàæíÿâàò ÍÌ ó íàñ.  Òå ãè óïðàæíÿâàò
íà òîçè åòàï íåçàêîííî, êàòî áðîÿò íà ãðàæäàíèòå,

NON-CONVENTIONAL MEDICINE IN
BULGARIA: CURRENT STATUS

Iliana Yaneva-Balabanska
National Center of Public Health and Analyses

Abstract

The aim of the current article is to make an overview, based
on the existing information in regional health centers
(RHCs), on both of non-conventional services legally pro-
posed within healthcare system and of human resources
within the field of non-conventional healthcare as a major
emphasis is placed on the existing problems. Despite that
over the period of 2008-2010 there was a tendency for
growth in the number of practitioners registered in RHC
for practicing non-conventional medicine methods that
have a reasonable effect on human health, their number
by 15th September 2010 was extremely insufficient – 166
practitioners, of them 98 are Master’s in Medicine or Den-
tal Medicine, while 68 are practitioners gaining other
speciality within the healthcare system. The delivery of
non-conventional services by legal providers to citizens
in the country still remains insufficient. By 15 May, 2010
in 9 RHCs within the country (approximately one third of
the regions in Bulgaria) no practitioners were registered
for practicing non-conventional medicine, at the same time
in the whole southwest region no registration of individu-
als practicing non-conventional methods was done. The
best provision to the population in the country with pro-
viders of the homeopathic method (by the end of December
2008 1666 masters in Medicine and Dental Medicine ac-
quired training in homeopathy), who are not obliged to
be registered in RHC for method practicing. A leading
place according to the number of registered practitioners
in RHC for using non-conventional medicine occupy meth-
ods like “non-conventional physical methods”, “acupunc-
ture and acupressure” and “using non-medicinal prod-
ucts of organic origin”. The number of masters in Medi-
cine and in Dental medicine, which is registered in RHC
for non-conventional practice, with the exception of “non-
conventional physical methods”, prevails above the num-
ber of other medical specialists. In 2008 in 3 RHCs 4 indi-
viduals were registered for practicing of non-conventional
medicine methods that are not allowed to be applied in
our country. In Bulgaria it is not foreseen the compulsory
training on the application of different non-conventional
methods. At the present moment practitioners without medi-
cal education, so-called “healers” do not have the right
to practice non-conventional treatments that is why they
have practiced them illegally as the number of citizens
who make an appointment and go to their practices is
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êîèòî ãè ïîñåùàâàò, å çíà÷èòåëåí. Ëèïñâàò äàííè çà
ðàçõîäèòå, íàïðàâåíè îò íàñåëåíèåòî çà
„íåêîíâåíöèîíàëíî” çäðàâåîïàçâàíå. Çà äà îòãîâîðè íà
ïîòðåáíîñòèòå íà áúëãàðñêîòî íàñåëåíèå îò
îñèãóðÿâàíåòî ìó ñ íåêîíâåíöèîíàëíè óñëóãè, êàñàåùè
çäðàâåòî è çà äà ñå ãàðàíòèðà íà ãðàæäàíèòå ñèãóðíîñò
è áåçîïàñíîñò ïðè ïîëçâàíåòî íà òåçè óñëóãè, å íåîáõîäèìî
çàêîíîäàòåëÿò äà ïðåäïðèåìå äåéñòâèÿ ïî èçìåíåíèå è
äîïúëíåíèå íà çàêîíîäàòåëíàòà óðåäáà çà ïðèëàãàíåòî
íà íåêîíâåíöèîíàëíèòå ìåòîäè ó íàñ.

Êëþ÷îâè äóìè: íåêîíâåíöèîíàëíè ìåòîäè,
áúëãàðñêî çäðàâåîïàçâàíå, ÐÖÇ

1. Âúâåäåíèå

Øèðîêîòî èçïîëçâàíå íà íåêîíâåíöèîíàëíèòå ìåòîäè â
ìåäèöèíàòà ó íàñ è â äðóãè ñòðàíè âñå ïîâå÷å ïðèâëè÷à êúì
ñåáå ñè âíèìàíèåòî íà ãîñïîäñòâàùèòå ñèñòåìè íà
çäðàâåîïàçâàíå.

Ñïîðåä áúëãàðñêîòî çàêîíîäàòåëñòâî êðèòåðèèòå çà
îïðåäåëÿíå íà “íåêîíâåíöèîíàëíè ìåòîäè çà áëàãîïðèÿòíî
âúçäåéñòâèå âúðõó èíäèâèäóàëíîòî çäðàâå” (ÍÌ) ñà äâà  -
íåâêëþ÷âàíå íà èçó÷àâàíåòî èì â ó÷åáíèòå ïðîãðàìè íà
âèñøèòå ìåäèöèíñêè ó÷èëèùà è - ïðèëàãàíåòî èì ñ öåë
áëàãîïðèÿòíî äà ïîâëèÿâàò çäðàâåòî (1). Òåçè ìåòîäè â
ðàçëè÷íèòå ñòðàíè ñà îïðåäåëåíè êàòî àëòåðíàòèâíè,
êîìïëåìåíòàðíè, íàðîäíè, òðàäèöèîííî-íàðîäíè è äð. (2).
Çà îçíà÷àâàíåòî èì ÑÇÎ âúçïðèåìà òåðìèíèòå ÑÀÌ/ÒÌ
(êîìïëåìåíòàðíà è àëòåðíàòèâíà ìåäèöèíà/òðàäèöèîííà
ìåäèöèíà), (3). Âñúùíîñò èçáðîåíèòå ïîíÿòèÿ ñå ÿâÿâàò
ñèíîíèìè íà åäíî è ñúùî ÿâëåíèå – ìåäèöèíñêè äåéíîñòè,
êîèòî ñà èëè íå ñà ÷àñò îò òðàäèöèèòå íà ñàìàòà ñòðàíà,
íàïúëíî, ÷àñòè÷íî  èëè íå ñà èíòåãðèðàíè â
ãîñïîäñòâàùàòà çäðàâíà ñèñòåìà, â ïîâå÷åòî ñëó÷àè
èçó÷àâàíåòî èì íå å âêëþ÷åíî â çàäúëæèòåëíèòå ó÷åáíè
ïðîãðàìè íà âèñøèòå ìåäèöèíñêè ó÷èëèùà.

Ðàçðåøåíèòå çà ïðèëàãàíå â ÐÁúëãàðèÿ îò 01.01.2005 ã.
íåêîíâåíöèîíàëíè ìåòîäè çà áëàãîïðèÿòíî âúçäåéñòâèå
âúðõó èíäèâèäóàëíîòî çäðàâå (ÍÌ) âêëþ÷âàò  ñëåäíèòå 7
ðàçäåëà (1, 4):

1.    Èçïîëçâàíå íà íåëåêàðñòâåíè ïðîäóêòè îò îðãàíè÷åí
ïðîèçõîä (íàòóðàëíè, èçñóøåíè òåðìè÷íî è/èëè
ìåõàíè÷íî îáðàáîòåíè ðàñòåíèÿ, èçâëåöè îò
ðàñòåíèÿ; íàòóðàëíè, èçñóøåíè, òåðìè÷íî è/èëè
ìåõàíè÷íî îáðàáîòåíè æèâîòèíñêè îðãàíè, òúêàíè,
òåëåñíè òå÷íîñòè, êîíêðåìåíòè è åêñêðåìåíòè è
èçâëåöè îò òÿõ; ñèíòåòè÷íè èëè ïîëóñèíòåòè÷íè
îðãàíè÷íè ïðîäóêòè);

2.    Èçïîëçâàíå íà íåëåêàðñòâåíè ïðîäóêòè îò
ìèíåðàëåí ïðîèçõîä (õèìè÷íè âåùåñòâà, òåõíè
ñúåäèíåíèÿ, ðàçòâîðè èëè ñìåñè);

3.    Èçïîëçâàíå íà íåòðàäèöèîííè ôèçèêàëíè ìåòîäè
(íåêîíâåíöèîíàëíè êîíòàêòíè ìàñàæè íà òÿëîòî èëè
íà íåãîâè ÷àñòè; òîïëèííè èçòî÷íèöè çà âúçäåéñòâèå
âúðõó îòäåëíè ó÷àñòúöè îò êîæàòà; âåíäóçè; ìàãíèòíî
ïîëå, ñúçäàâàíî îò ïîñòîÿííè ìàãíèòè)

4.   Õîìåîïàòèÿ;

significant. There are no data available for the costs made
by the population for this “non-conventional” healthcare.
In order to respond to the needs of the Bulgarian popula-
tion with regard to the provision with non-conventional
methods influencing human health and to guarantee safety
and certainty to the citizens by providing them with these
services it is necessary for the law-makers to undergo
actions for the amending and supplementing of the legis-
lative organization for the application of non-conven-
tional methods in the country.

Key words: non-conventional treatments, Bulgarian
healthcare system, regional health centers

1. Introduction

The more wide-spread use of non-conventional medicine
methods in Bulgaria and in other countries the more
attracted attention to these treatments on behalf of the
overwhelming healthcare systems.

According to the Bulgarian legislation there have been
determined two criteria for “the non-conventional
treatments for favorable reasonable effect on the human
health”), namely: non-inclusion in the curricula of the
higher medical institutes and application of methods with
regard to favorable influence on the human health (1).
These methods in different countries were defined as
alternative, complementary, folk, traditional-folk etc, (2).
For the classification the WHO adopts the terms ÑÀÌ/
ÒÌ (complementary and alternative medicine/traditional
medicine) (3). In fact, the mentioned terms appear to be
synonyms of one and the same event– medical activities
that are or are not a part of traditions of the country
herself, which are completely, partially or are not being
integrated in the prevailing healthcare system, in most
cases their learning is not included in obligatory school
curricula of the higher medical institutions.

Non-conventional methods for favorable effect on the
human health allowed to be used in the Republic of
Bulgaria from 1st January 2005 encompass the following
7 sections (1, 4):

1.    Use of non-medicinal products from organic
origin (natural, thermally dried and/or
mechanically processed animal organs, tissues,
body fluids, concrements and excrements and
extractions of them; synthetic or semi-synthetic
organic products);

2.    Use of non-medicinal products from mineral
origin (chemical substances, their compounds,
solutions or mixtures);

3.    Use of non-traditional physical methods (non-
conventional contact massages of the body or
of its parts, thermal sources for influencing on
different parts of the skin, cupping glasses,
magnetic field, created by permanent magnets);

4.    Homeopathy;

5.    Acupuncture and acupressure;
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5.  Àêóïóíêòóðà è àêóïðåñóðà;
6.  Èðèñîâè, ïóëñîâè è àóðèêóëàðíè ìåòîäè íà

èçñëåäâàíå;

7.   Äèåòèêà è ëå÷åáíî ãëàäóâàíå.

Íà òîçè åòàï ó íàñ òåçè ìåòîäè, ñ èçêëþ÷åíèå íà
õîìåîïàòè÷íèÿ ìåòîä, çàêîííî ñå ïðèëàãàò ñàìî îò ëèöà,
ïðèòåæàâàùè îáðàçîâàòåëíî-êâàëèôèêàöèîííà ñòåïåí
“Ìàãèñòúð” ïî ñïåöèàëíîñòèòå “Ìåäèöèíà”, “Äåíòàëíà
ìåäèöèíà” (ïî-íàòàòúê ùå ãè íàðè÷àìå „äîêòîðè”),
„Ôàðìàöèÿ” èëè îáðàçîâàòåëíî êâàëèôèêàöèîííà ñòåïåí
„Ñïåöèàëèñò” èëè „Áàêàëàâúð” ïî ñïåöèàëíîñò îò
ïðîôåñèîíàëíî íàïðàâëåíèå “Çäðàâíè ãðèæè” (ïî-
íàòàòúê ùå ãè íàðè÷àìå „äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî”). Õîìåîïàòè÷íèÿò ìåòîä ìîæå äà ñå
ïðèëàãà ñàìî îò ìàãèñòðè ïî “Ìåäèöèíà” èëè “Äåíòàëíà
ìåäèöèíà”. Ëèöàòà ìîãàò äà óïðàæíÿâàò òåçè ìåòîäè ñëåä
ðåãèñòðèðàíå â ÐÖÇ ïî ìÿñòîòî íà óïðàæíÿâàíå.
Õîìåîïàòè÷íè ïðîäóêòè ìîãàò äà ñå íàçíà÷àâàò ñàìî îò
ëèöà-ìàãèñòðè ïî “Ìåäèöèíà” èëè “Äåíòàëíà ìåäèöèíà”,
ðàáîòåùè â ëå÷åáíî çàâåäåíèå, áåç  äà ñå èçèñêâà
çàäúëæèòåëíà ðåãèñòðàöèÿ â ÐÖÇ  (4).

2. Èçëîæåíèå

Ïðîó÷åíè ñà ðåãèñòðèòå â èíòåðíåò ñòðàíèöèòå íà ÐÖÇ â
ñòðàíàòà ïî îòíîøåíèå íà çàêîííî ïðåäëàãàíèòå ó íàñ
íåêîíâåíöèîíàëíè óñëóãè â ñèñòåìàòà íà çäðàâåîïàçâàíåòî,
êàêòî è íà ÷îâåøêèòå ðåñóðñè â îáëàñòòà íà
„íåêîíâåíöèîíàëíîòî” çäðàâåîïàçâàíå (êîëè÷åñòâî è
ñòðóêòóðà íà ëèöàòà, ðåãèñòðèðàíè â ÐÖÇ çà óïðàæíÿâàíå
íà ÍÌ êúì 15.09.2009 ã è êúì 15.05.2010 ã).

Çàêîííî ïðàêòèêóâàùèòå äîñòàâ÷èöè íà
íåêîíâåíöèîíàëíè çäðàâíè óñëóãè â ñòðàíàòà êúì
31.12.08ã. (5) ïî äàííè îò ðåãèñòðèòå íà ÐÖÇ, ñà 130 ëèöà,
ðåãèñòðèðàíè â 17 ÐÖÇ, êàòî 31 îò òÿõ  ñà ïîñî÷èëè, ÷å
ïðàêòèêóâàò õîìåîïàòè÷íèÿ ìåòîä.

Ðåãèñòðèðàíèòå â ÐÖÇ ëèöà  ñå ðàçïðåäåëÿò ïî îáëàñòè
êàêòî ñëåäâà: â ÐÖÇ Ïëîâäèâ – 25 ëèöà,  Ñîôèÿ-ãðàä – 23,
Âàðíà – 20, Áóðãàñ – 16, Ñòàðà Çàãîðà – 12,  Äîáðè÷ –8,
Ñìîëÿí-5, Øóìåí – 4, Ïëåâåí è Ñëèâåí– ïî 3, Âèäèí,
Ãàáðîâî, Õàñêîâî, Âðàöà  – ïî 2,  Òúðãîâèùå, Âåëèêî
Òúðíîâî, Ëîâå÷ – ïî 1. Â 11 îò öåíòðîâåòå, êúì 31.12.08 ã.
(Ïåðíèê, Ñîôèÿ-îáëàñò, Ðàçãðàä, Êþñòåíäèë, Ïàçàðäæèê,
Ñèëèñòðà, ßìáîë, Ðóñå, Áëàãîåâãðàä, Ìîíòàíà,
Êúðäæàëè), íÿìà ðåãèñòðèðàíè ëèöà çà óïðàæíÿâàíå íà
ÍÌ.

Ïî äàííè íà îðãàíèçàöèè, êîèòî ïðîâåæäàò îáó÷åíèå ó
íàñ ïî ïðèëàãàíå íà õîìåîïàòè÷íèÿ ìåòîä, ìàãèñòðèòå
ïî ïðîôåñèîíàëíè íàïðàâëåíèÿ “Ìåäèöèíà “ è
“Äåíòàëíà ìåäèöèíà”, ïðåìèíàëè îáó÷åíèå ïî
õîìåîïàòèÿ êúì 31.12.08  ñà 1666 ëèöà.

Êúì 15.09.2009 ã. ëèöàòà, ðåãèñòðèðàíè â ÐÖÇ â ñòðàíàòà
çà óïðàæíÿâàíå íà ÍÌ, ñà 152, êàòî îò òÿõ 65 ñà „äðóãè
ëèöà îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî”5, à 87 ñà ìàãèñòðè
ïî „Ìåäèöèíà” èëè „Äåíòàëíà ìåäèöèíà”, êîèòî çà
êðàòêîñò ïî-íàòàòúê ùå íàðè÷àìå „äîêòîðè”. Â îñåì  ÐÖÇ
â ñòðàíàòà íÿìà ðåãèñòðèðàíè ëèöà çà óïðàæíÿâàíå íà
ÍÌ – â îáëàñòèòå Ïåðíèê, Ñîôèÿ-îáëàñò, Ðàçãðàä,
Êþñòåíäèë, Ïàçàðäæèê, Ñèëèñòðà, ßìáîë, Ðóñå (6-30).
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6. Iris, pulse and auricular methods for examination;

7. Dietetics and fasting.

At this stage in Bulgaria these methods with the exception
of homeopathic method are legally applied only by
practitioners acquiring educational-qualification degree
“Master” in the specialties of Medicine and Dental
Medicine (from now on they will be referred to as
“doctors”), “Pharmacy” or educational-qualification
degree of “specialist” or “bachelor” within the
professional field “Health care” (from now on they will
be referred to as “other practitioners: within the healthcare
system”). The homeopathic method can be applied only
from masters in Medicine or Dental medicine. The
individuals can practice these methods after registration
in the RHC at the place of the conduction of activities
since only masters in Medicine and Dental Medicine
working in a medical establishment, without requiring
obligatory registration in the RHC, could prescribe
homeopathic products (4).

2. Presentation

The registries from the Internet websites of RHCs
throughout the country with regard to the legally proposed
non-conventional services within the health system as well
as of human resources in the non-conventional healthcare
(quantity and structure of registrants in RHCs for practicing
non-conventional medicine methods by September 15, 2009
and by May 15, 2010) .

The legally practicing providers of non-conventional
services in the country by the end of December 2008 (5)
according to data of the RHCs registries, are 130 practitioners
as of them 31 pointed out that had practiced the homeopathic
method.

The practitioners registered in RHCs are distributed by regions
as follows: in the RHC of Plovdiv – 25 practitioners,  Sofia-city –
23, Varna – 20, Burgas – 16, Stara Zagora – 12, Dobrich –8,
Smolyan - 5, Shumen – 4, Pleven and Sliven – by 3, Vidin, Gabrovo,
Haskovo, Vratsa  – by 2, Targovishte, Veliko Turnovo, Lovech
– by 1. In 11 of the RHCs within the country by the end of
December 2008 (Pernik, Sofia-district, Razgrad, Kyustendil,
Pazardzhik, Silistra, Yambol, Russe, Blagoevgrad, Montana,
Kardzhali) there are no registered individuals for practicing non-
conventional medicine.

Having in mind data of organizations, which conduct training in
our country for applying the homeopathic method, the Masters
in Medicine and Dental medicine, who underwent a training in
homeopathy by 31 December 2008  are a total of 1666 practitioners.

By September 15, 2009 the registrants in RHCs for practicing
nonconventional medicine were 152, as of them 65 are  „other
practitioners within the healthcare system”, while a total of 87
are the Masters in Medicine or Dental medicine, who for brief
annotation from now on we will mention as “doctors”. In eight
of the RHCs in the country there are no registered practitioners
for practicing NCM in the regions of Pernik, Sofia-district,
Razgrad, Kyustendil, Pazardzhik, Silistra, Yambol, Russe (6-30).

By September 15, 2009 in 9 of the RHCs within the country
(Pernik, Sofia-district, Razgrad, Kyustendil, Pazardzhik,
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Êúì 15.05.2010 ã. â 9 ÐÖÇ  (Ïåðíèê, Ñîôèÿ-îáëàñò, Ðàçãðàä,
Êþñòåíäèë, Ïàçàðäæèê, Ñèëèñòðà, ßìáîë, Áëàãîåâãðàä,
Òúðãîâèùå) íå ñà ðåãèñòðèðàíè ëèöà çà óïðàæíÿâàíå íà
ÍÌ. Ïðåç 2010 ã.  ÐÖÇ-Ðóñå ðåãèñòðèðà ëèöà çà
óïðàæíÿâàíå íà ÍÌ, íî ïúê òàêèâà ðåãèñòðàöèè ñå
çàëè÷àâàò â ÐÖÇ - Áëàãîåâãðàä è Òúðãîâèùå. Êúì
15.05.2010 ã. ðåãèñòðèðàíèòå â ÐÖÇ ëèöà, êîèòî ïðàêòèêóâàò
íåêîíâåíöèîíàëíè ìåòîäè ñà 166, îò òÿõ 98 ñà  „äîêòîðè”,
à 68 ñà „äðóãè ëèöà îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî”.
Áðîÿò íà ðåãèñòðèðàíèòå ëèöà â ÐÖÇ â ñòðàíàòà  çà 2009 è
2010 ã. å ïðåäñòàâåí íà Òàáëèöà 1.

Òàáëèöà 1. Áðîé ðåãèñòðèðàíè ëèöà çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíè ìåòîäè çà áëàãîïðèÿòíî âúçäåéñòâèå
âúðõó èíäèâèäóàëíîòî çäðàâå â ÐÖÇ  çà 2009 è 2010 ã.

Silistra, Yambol, Blagoevgrad, Targovishte) there are no
registered practitioners for practicing NCM, In 2010 the RHC
of Russe registered practitioners for using NCM, but at the
same time registrations were erased in the RHCs –
Blagoevgrad and Targovishte. By September 15, 2010 the
practitioners registered in the RHCs, who have practiced
NCM were 166, as  of them 98 were „Doctors”, and 68 were
„other practitioners within the healthcare system”. The
number of the registered practitioners in the different RHCs
for the 2009 and 2010 are presented in the Table 1.

Table 1. Number of registrants in the RHCs of the country for
practicing NCM for favorable effects on the human health
over the period of 2009 and 2010.
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Êúì 15.05.2010 ã. ïî áðîé ðåãèñòðèðàíè ëèöà â ÐÖÇ â
ñòðàíàòà çà óïðàæíÿâàíå íà ÍÌ, îáëàñòèòå ñå ïîäðåæäàò
êàêòî ñëåäâà – Ñîôèÿ –ãðàä -34 ÷îâåêà, Ïëîâäèâ – 30, Âàðíà
– 26 , Áóðãàñ – 24, Ñòàðà Çàãîðà – 13,  Äîáðè÷ – 9. Êúì
15.09.09 ã. â ÐÖÇ â ñòðàíàòà ñà çàëè÷åíè 9 ðåãèñòðàöèè – 5
íà äîêòîðè è 4 íà äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî, à êúì 15.05.2010 ã. ñà çàëè÷åíè 2
ðåãèñòðàöèè, êàòî è äâåòå ëèöå ñà îò êàòåãîðèÿòà „äðóãè
ëèöà îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî”.

Áðîÿò íà ðåãèñòðèðàíèòå ëèöà â ÐÖÇ â ñòðàíàòà êúì
15.09.2009 ã. è êúì 15.05.2010 ã. çà  óïðàæíÿâàíå íà îòäåëíè
íåêîíâåíöèîíàëíè ìåòîäè å ïðåäñòàâåí  â Òàáëèöè 2 - 7.

Òàáëèöà 2. Áðîé ðåãèñòðèðàíè ëèöà â ÐÖÇ çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíèÿ ìåòîä „Èçïîëçâàíå íà íåëåêàðñòâåíè
ïðîäóêòè îò îðãàíè÷åí ïðîèçõîä” êúì 15.09.2009 ã. è
15.05.2010 ã.

30,2%  (46 ÷îâåêà) îò ðåãèñòðèðàíèòå â 12 ÐÖÇ êúì
15.09.2009 ã. ñà ïîñî÷èëè, ÷å  óïðàæíÿâàò
íåêîíâåíöèîíàëíèÿ ìåòîä „Èçïîëçâàíå íà íåëåêàðñòâåíè
ïðîäóêòè îò îðãàíè÷åí ïðîèçõîä”, êàòî 24 îò òÿõ ñà
äîêòîðè è 22 - äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî. Êúì 15.05.2005 ã. áðîÿò íà ëèöàòà,
óïðàæíÿâàùè òîçè ìåòîä å íàðàñíàë íà 39,63%  îò îáùèÿ
áðîé ðåãèñòðèðàíè ëèöà çà óïðàæíÿâàíå íà ÍÌ.

By 15 May 2010 by the number of registered practitioners in the
RHCs in the country for practicing NCM, the regions were
ranked as follows – Sofia City --34 practitioners, Plovdov – 30,
Varna – 26, Burgas – 24, Stara Zagora – 13, Dobrich – 9. By 15
September 2009 in the RHCs in the country there were erased 9
registrations – 5 of “Doctors” and 4 of “other practitioners
within the healthcare system”, and by 15.May 2010 were erased
2 registrations.

The numbers of the registered practitioners in the RHCs in the
country by 15 September 2009. and by 15 May 2010 for
practicing of different non-conventional methods are presented
in the Tables 2 - 7.

Table 2. The number of registrants in RHCs for practicing
NCM “Using non-medicinal products from animal origin”
by 15 September 2009 and  15 May 2010.

30,2% (46 individuals) of the registered practitioners in 12
RHCs by 15 September.2009 pointed out that they practiced
the non-conventional method “Using the non-medicinal
products from organic origin” as of  them 24 are “Doctors”
and 22 are “other practitioners within the healthcare system”
(in the same year one registration of “other person within
the healthcare system” was erased. By 15 May 2005 the
number of practitioners practicing this method was increased
by 39,63% of the total number of registered practitioners for
practicing NCM in the RHCs throughout the country.
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Òàáëèöà 3. Áðîé ðåãèñòðèðàíè ëèöà â ÐÖÇ çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíèÿ ìåòîä „Èçïîëçâàíå íà íåëåêàðñòâåíè
ïðîäóêòè îò ìèíåðàëåí ïðîèçõîä” êúì 15.09.2009 ã. è
êúì 15.05.2010 ã

29 ëèöà (19,07%) îò ðåãèñòðèðàíèòå â 12 ÐÖÇ êúì 15.09.2009
ã. ñà ïîñî÷èëè, ÷å óïðàæíÿâàò íåêîíâåíöèîíàëíèÿ ìåòîä
„Èçïîëçâàíå íà íåëåêàðñòâåíè ïðîäóêòè îò ìèíåðàëåí
ïðîèçõîä”. Îò òÿõ  18  ñà äîêòîðè è 11 - äðóãè ëèöà îò
ñèñòåìàòà íà çäðàâåîïàçâàíåòî. Êúì 15.05.2010 ã. òåõíèÿò
áðîé ñå å óâåëè÷èë (28 äîêòîðè è 15 äðóãè ëèöà îò
ñèñòåìàòà íà çäðàâåîïàçâàíåòî â 11 ÐÖÇ)  – 25,5%  îò
îáùèÿ áðîé ðåãèñòðèðàíè ëèöà. Ïðåç 2009 ã. å çàëè÷åíà
åäíà ðåãèñòðàöèÿ íà „äðóãî ëèöå îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî”.

Íà òàáëèöà 4 è òàáëèöà  5 å ïðåäñòàâåí áðîÿò íà
ðåãèñòðèðàíèòå  ëèöà ó íàñ êúì 15.09.2009 ã. è êúì
15.05.2010 ã. çà óïðàæíÿâàíå íà íåêîíâåíöèîíàëíèÿ ìåòîä
„èçïîëçâàíå íà íåêîíâåíöèîíàëíè ôèçèêàëíè ìåòîäè”
(ÍÔÌ), êîèòî âêëþ÷âàò - íåêîíâåíöèîíàëíè êîíòàêòíè
ìàñàæè íà òÿëîòî èëè íà íåãîâè ÷àñòè (ÍÊÌ); òîïëèííè
èçòî÷íèöè çà âúçäåéñòâèå âúðõó îòäåëíè ó÷àñòúöè îò

Table 3. The number of practitioners registered in RHCs for
practicing NCM “Using non-medicinal products from
mineral origin” by 15 September 2009 and by 15 May 2010.

19,07% (29 practitioners) of the registered individuals in 12 RHCs
by 15 September 2009 pointed out that they practiced the non-
conventional method “Using of the non-medicinal products
from mineral origin” as 18 practitioners were “Doctors” and 11
practitioners were “other practitioners within the healthcare
system”. By 15 September 2010 their number was increased (28
were “Doctors” and 15 were “other practitioners within
healthcare system” from 11 RHCs) – 25,5% of the total number
of registered practitioners. In 2009 one registration of “other
practitioner within the healthcare system” was stricken off the
list.

In Table 4 and in Table 5 are presented the numbers of
the registered practitioners by 15 September 2009 and
by 15 May 2010 for practicing the non-conventional
method “using non-conventional physical methods”
(NCPM), which include non-conventional contact
massages of the body or of its parts (NCCM); thermal
sources for the effect on different skin parts (TSE),
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êîæàòà (ÒÈÂ); âåíäóçè; ìàãíèòíî ïîëå, ñúçäàâàíî îò
ïîñòîÿííè ìàãíèòè (ÌÏ).

Òàáëèöà 4. Áðîé ðåãèñòðèðàíè ëèöà â ÐÖÇ â ñòðàíàòà êúì
15.09.2009 ã. è êúì 15.05.2010 ã. çà óïðàæíÿâàíå íà
âñåêè îòäåëåí íåêîíâåíöèîíàëåí ìåòîä îò ðàçäåëà
„Èçïîëçâàíå íà íåêîíâåíöèîíàëíè ôèçèêàëíè
ìåòîäè”.

cupping glasses, magnet field, created by permanent
magnets (MF).

Table 4. umber of practitioners registered in the RHCs of the
country by 15 September 2009 and by 15 May 2010 for
practicing of each non-conventional method of the section
“Using non-conventional physical methods”.
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Table 5.   Total number of the registered practitioners within the
country by 15.09.2009 and by 15.05.2010 for practicing of
each individual non-conventional method from the section
“Using the nonconventional physical factors”.

By 15.09.2009 in 20 RHCs were registered 66 practitioners,
(26 doctors and 40 are “other practitioners within the
healthcare system”), consisting 43,42% of the total number
of registrants for practicing non-conventional medicine from
the section “Using non-conventional physical methods”.
By 15.05.2010 the registries were 91 practitioners from 19
RHCs throughout the country (41 “doctors” and 50 “other
practitioners within the healthcare system”). For applying
the methods “cupping glasses”, “magnetic field created by
permanent magnets” and “thermal sources for influencing
on individual skin segments” there are no practitioners
registered. For practicing all methods of this section were
registered as follows - – by 15.09.2009 in 12 RHCs - 59
practitioners, of them 25 are “doctors” and 34 are “other
practitioners within the healthcare system”, by 15.05.2010
in 12 RHCs - 80 practitioners, of them 39 are “doctors” and
41 are “other practitioners within the healthcare system”.
The practicing of the methods “magnetic field created by
permanent magnets” and “non-conventional massages of
skin and its parts” was indicated by 1 practitioner that was
“other person within the healthcare system” In 2009 one
registry of “other person within the healthcare system” was
erased.

Òàáëèöà 5. Îáù áðîé ðåãèñòðèðàíè ëèöà â ñòðàíàòà êúì
15.09.2009 ã. è êúì 15.05.2010 ã. çà óïðàæíÿâàíå íà âñåêè
îòäåëåí  íåêîíâåíöèîíàëåí ìåòîä îò ðàçäåëà
„Èçïîëçâàíå íà íåêîíâåíöèîíàëíè ôèçèêàëíè ìåòîäè”.

Êúì 15.09.2009 ã. â 20 ÐÖÇ ñà ðåãèñòðèðàíè 66 ëèöà, (26
äîêòîðè è 40 äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî), ñúñòàâëÿâàùè 43,42% îò îáùèÿ áðîé
ðåãèñòðèðàíè ëèöà çà óïðàæíÿâàíå íà ÍÌ îò ðàçäåëà
„Èçïîëçâàíå íà íåêîíâåíöèîíàëíè ôèçèêàëíè ìåòîäè”.
Êúì 15.05.2010 ã. òå ñà 91 ëèöà â 19 ÐÖÇ (41 äîêòîðè è 50
äðóãè ëèöà îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî). Çà
ïðèëàãàíå ñàìî  íà ìåòîäèòå „âåíäóçè”, „ìàãíèòíî ïîëå,
ñúçäàâàíî îò ïîñòîÿííè ìàãíèòè” è „òîïëèííè èçòî÷íèöè
çà âúçäåéñòâèå âúðõó îòäåëíè ó÷àñòúöè îò êîæàòà” íÿìà
ðåãèñòðèðàíè ëèöà. Çà óïðàæíÿâàíå íà âñè÷êè  ìåòîäè îò
òîçè ðàçäåë ñà ñå ðåãèñòðèðàëè êàêòî ñëåäâà – êúì
15.09.2009 ã. â 12 ÐÖÇ - 59 ëèöà ( 25 äîêòîðè è 34 äðóãè ëèöà
îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî), êúì 15.05.2010 ã. - 80
ëèöà (39 äîêòîðè è 41 äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî). Óïðàæíÿâàíåòî íà ìåòîäèòå „ìàãíèòíî
ïîëå, ñúçäàâàíî îò ïîñòîÿííè ìàãíèòè ”è
„íåêîíâåíöîíàëíè ìàñàæè íà òÿëîòî è íà íåãîâè ÷àñòè” å
ïîñî÷åíî îò 1 äðóãî ëèöå îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî.  Ïðåç 2009 ã. å çàëè÷åíà åäíà
ðåãèñòðàöèÿ íà äðóãî ëèöå îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî çà óïðàæíÿâàíå íà òîçè ìåòîä.
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Õîìåîïàòè÷íèÿò ìåòîä ìîæå äà ñå ïðèëàãà ñàìî îò ëèöà,
êîèòî ïðèòåæàâàò ìàãèñòúðñêà ñòåïåí ïî „Ìåäèöèíà”
èëè „Äåíòàëíà ìåäèöèíà” (4).

Òàáëèöà 6. Áðîé ðåãèñòðèðàíè „äîêòîðè” çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíèÿ ìåòîä „õîìåîïàòèÿ” êúì 15.09.2009
ã. è êúì 15.05.2010 ã.

Ïðåç 2009 ã. çà óïðàæíÿâàíå íà õîìåîïàòè÷íèÿ ìåòîä ó
íàñ ñà ðåãèñòðèðàíè 29 äîêòîðè (42,5% îò îáùèÿ áðîé
ðåãèñòðèðàíè äîêòîðè) â 12 ÐÖÇ , à ïðåç 2010 ã. òå ñà 40
(42,8% îò îáùèÿ áðîé ðåãèñòðèðàíè äîêòîðè),
ðåãèñòðèðàíè â 13 ÐÖÇ.

Êúì 15.09.09ã. ñà çàëè÷åíè 3 ðåãèñòðàöèè íà äîêòîðè â çà
ïðèëàãàíå íà õîìåîïàòè÷íèÿ ìåòîä.

The homeopathy can be applied only by practitioners acquiring
the master’s degree in “Medicine” or “Dental medicine” (4).

Table 6. Number of registered “doctors” for practicing the non-
conventional method “homeopathy” by 15.09.2009 and by
15.05.2010.

In 2009 for practicing homeopathy in the country were
registered 29 “Doctors” (42,5% of the total number of
registered doctors) in 12 RHCs, and in 2010 they were 40
practitioners(42,8% of the total number of registered
doctors) are registered in 13 RHCs in the country.

By 15.09.2009 were erased 3 registries of “Doctors” in 2
RHCs for the application of the homeopathic method.
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Êúì 15.09.2009 ã. â 14 ÐÖÇ â ñòðàíàòà  ñà ðåãèñòðèðàíè
73 ëèöà (39 äîêòîðè è 34 äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî), êîåòî å 48,03% îò îáùèÿ áðîé
ðåãèñòðèðàíè ëèöà çà óïðàæíÿâàíå íà
íåêîíâåíöèîíà ëíèòå ìåòîäè „àêóïóíêòóðà”,
„àêóïðåñóðà” è  „àêóïóíêòóðà è àêóïðåñóðà”. Êúì
15.05.2010 ã. òå ñà 91 ëèöà (53 äîêòîðè è 38  äðóãè ëèöà
îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî) â 15 ÐÖÇ. Çà
ïðèëàãàíå ñàìî  íà ìåòîäà „àêóïóíêòóðà” ñà ñå
ðåãèñòðèðàëè êàêòî ñëåäâà – êúì 15.09.2009 ã. â 4 ÐÖÇ -
13 ëèöà ( 12 äîêòîðè è 1 äðóãî ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî), êúì 15.05.2010 ã.- 15 ëèöà ( 13 äîêòîðè
è 2 äðóãè ëèöà îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî).  Çà
ïðèëàãàíå ñàìî  íà ìåòîäà „àêóïðåñóðà” ñà ñå
ðåãèñòðèðàëè êàêòî ñëåäâà – êúì 15.09.2009 ã. â 5 ÐÖÇ–
16 ëèöà ( 3-ìà äîêòîðè è 13 äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî),  à êúì 15.05.2010 ã.- 19 ëèöà ( 7
äîêòîðè è 12 äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî).  Çà ïðèëàãàíå è íà äâàòà ìåòîäà
„àêóïóíêòóðà” è „àêóïðåñóðà” ñà ñå ðåãèñòðèðàëè êúì
15.09.2009 ã. â 13 ÐÖÇ 44 ëèöà ( 24  äîêòîðè è 20 äðóãè
ëèöà îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî), à êúì 15.05.2010
ã. â 14 ÐÖÇ òå ñà 57 ëèöà, îò òÿõ 33-ìà äîêòîðè.  Êúì
15.09.09ã. ñà çàëè÷åíè äâå ðåãèñòðàöèè â 2 ÐÖÇ çà
óïðàæíÿâàíå íà ìåòîäèòå „àêóïóíêòóðà è àêóïðåñóðà”.

Êúì 15.09.2009 ã. â 12 ÐÖÇ ñà ðåãèñòðèðàíè 49 ëèöà (32
äîêòîðè è 17 äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî), êîèòî ñúñòàâëÿâàò 32,23% îò îáùèÿ
áðîé ðåãèñòðèðàíè ëèöà çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíèòå ìåòîäè íà èçñëåäâàíå „èðèñîâ”,
„ïóëñîâ”,  „àóðèêóëàðåí”, „èðèñîâ è ïóëñîâ”; „èðèñîâ
è àóðèêóëàðåí”. Êúì 15.05.2010 ã. òå ñà 68 ëèöà (47
äîêòîðè è 21 äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî).

Çà ïðèëàãàíå íà „èðèñîâ”  ìåòîä  ñà ðåãèñòðèðàíè –
êúì 15.09.2009 ã. 12 ëèöà (10 äîêòîðè è 2 äðóãè ëèöà îò
ñèñòåìàòà íà çäðàâåîïàçâàíåòî), à êúì 15.05.2010 ã. - 14
ëèöà, îò òÿõ 11 äîêòîðè.  Çà ïðèëàãàíå íà „ïóëñîâ” ìåòîä
íà èçñëåäâàíå ñà  ðåãèñòðèðàíè  è çà äâåòå ãîäèíè ïî
åäíî ëèöå – äîêòîð.

Çà ïðèëàãàíå íà „àóðèêóëàðåí” ìåòîä ñà  ðåãèñòðèðàíè
êúì 15.09.2009 ã. 9 ëèöà, à êúì 15.05.2010 ã. - 10 ëèöà.  Çà
ïðèëàãàíå íà òðèòå ìåòîäà íà èçñëåäâàíå „èðèñîâ,
ïóëñîâ è àóðèêóëàðåí” ñà ðåãèñòðèðàíè  êúì 15.09.2009
ã. 20 ëèöà (14 äîêòîðè è 6 äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî), à êúì 15.05.2010 ã.   - 29 ëèöà, îò òÿõ
22-ìà äîêòîðè.

By 15.09.2009 in 14 RHCs in the country there have been
registered 73 practitioners (39 “Doctors” and 34 “other
practitioners within the healthcare system”), covering
48,03% of the total number of registered practitioners for
practicing non-conventional methods “acupuncture”,
“acupressure” and “acupuncture and acupressure”, by
15.05.2010 they are 91 practitioners (53 “Doctors” and 38
“other practitioners within healthcare system”) in 15 of the
RHCs in the country. For the application of acupuncture
were registered – by 15.09.2009 in 4 RHCs - 13 practitioners,
of them 12 are “doctors” and 1 is “other person within the
healthcare system”, by 15.05.2010- in 4 RHCs - 15
practitioners, of them 13 are “doctors” and 2 are “other
practitioners within the healthcare system”. For applying
the method “acupressure” were registered – by 15.09.2009
in 5 RHCs – 16 practitioners, of them 3 are “doctors” and 13
ñà “other practitioners within the healthcare system”, and
by 15.05.2010 were registered in 5 RHCs - 19 practitioners,
of them 7 are “doctors” and 12 are “other practitioners within
the healthcare system”. For practicing both  methods
“acupuncture” and “acupressure” were registered by
15.09.2009 in 13 RHCs - 44 practitioners, of them 24 are
“doctors” and 20 individuals are “other practitioners within
the healthcare system”, and by 15.05.2010 were registered
in 14 RHCs - 57 practitioners, of them 33 are “doctors” and
24 are “other practitioners within the healthcare system”.
By 15.09.09 ” in 2 RHCs were erased two registries for
practicing methods “acupuncture and acupressure– one
person was a “doctor” and one person was from “other
practitioners within the healthcare system”.

By 15.09.2009 in 12 RHCs of the country were registered 49
practitioners (32 are “doctors” and 17 are “other practitioners
in the healthcare”), consisting of 32,23% of the total number
of registrants for practicing non-conventional medicine
utilizing “iris method”, “pulse method” and “auricular
method”. By 15.05.2010 they are.68 (47 “doctors” and 21
“other practitioners in the healthcare”) within 12 RHCs of
the country. For applying the “iris method”: by 15.09.2009
within 6 RHCs of the country - 12 were registered
practitioners, of them 10 are “doctors” and 2 are “other
practitioners in the healthcare”; by 15.05.2010 within 6  RHCs
of the country - 14 practitioners, of them 11 are “doctors”
and 3 are “other practitioners in the healthcare”.  For
applying the “pulse method” by 15.09.2009 were registered
as follows - 1 practitioner is “doctor” and by 15.05.2010. as
well 1 practitioner is “doctor”. For applying the “auricular”
method by 15.09.2009 within 4 RHCs of the country 9
practitioners were registered, of them 3 are “doctors” and 6
are “other practitioners in the healthcare”, and by 15.05.2010
within 4 RHCs were registered 10 practitioners, of them 4
are “doctors” and 6 are “other practitioners in the
healthcare”. For applying the three methods for examination
– “iris, pulse and auricular” by 15.09.2009within 7 RHCs
were registered 20 practitioners, of them 14 are “doctors”
and 6 are “other practitioners in the healthcare”; and by
15.05.2010 within 7 RHCs the registrants were 29, of them 22
are “doctors”
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Òàáëèöà 7. Îáù áðîé ðåãèñòðèðàíè ëèöà çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíèòå ìåòîäè „äèåòèêà è ëå÷åáíî
ãëàäóâàíå” â ñòðàíàòà êúì 15.09.2009 ã. è êúì 15.05.2010 ã.

Êúì 15.09.2009 ã. â 11 ÐÖÇ ñà ðåãèñòðèðàíè 34 ëèöà (22
äîêòîðè è 12 äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî), ñúñòàâëÿâàùè 23,27% îò îáùèÿ áðîé
ðåãèñòðèðàíè ëèöà çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíèòå ìåòîäè „äèåòèêà”, „ëå÷åáíî
ãëàäóâàíå” è  „äèåòèêà è ëå÷åáíî ãëàäóâàíå”. Êúì
15.05.2010 ã. òå ñà 46 ëèöà, îò òÿõ  29 äîêòîðè.Çà ïðèëàãàíå
ñàìî  íà ìåòîäà „äèåòèêà” êúì 15.09.2009 ã. ñà
ðåãèñòðèðàíè – 7 ëèöà,  à êúì 15.05.2010 ã.- 8 ëèöà ( 4-ìà
äîêòîðè  è 4 äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî). Çà ïðèëàãàíå ñàìî íà ìåòîäà „ëå÷åáíî
ãëàäóâàíå” íÿìà ðåãèñòðèðàíè ëèöà êúì 15.09.2009 ã. è
15.05.2010 ã.  Çà ïðèëàãàíå íà ìåòîäèòå „äèåòèêà” è
„ëå÷åáíî ãëàäóâàíå” ñà ñå ðåãèñòðèðàíè êúì 15.09.2009 ã.
27 ëèöà, îò òÿõ 18 ñà äîêòîðè, à êúì 15.05.2010 ã. - 38 ëèöà,
îò êîèòî 25 äîêòîðè (òàáëèöà 7).

Òàáëèöà 8. Áðîé ðåãèñòðèðàíè ëèöà â ÐÖÇ-òà â ñòðàíàòà çà
óïðàæíÿâàíå íà íåðàçðåøåíè çà ïðèëàãàíå
íåêîíâåíöèîíàëíè ìåòîäè â ÐÁúëãàðèÿ

1 ÍÌÁÂÈÇ – íåêîíâåíöèîíàëíè ìåòîäè çà áëàãîïðèÿòíî
âúçäåéñòâèå âúðõó èíäèâèäóàëíîòî çäðàâå

2 ÍÌË – íåêîíâåíöèîíàëíè ìåòîäè íà ëå÷åíèå

Table 7. Total number of registrants for practicing non-
conventional medicine methods of “dietetics and fating”
in the country by 15.09.2009 and by 15.05.2010.

By 15.09.2009 in 11 RHCs 34 practitioners were registered
(22 are “doctors” and 12 are “other practitioners in the
healthcare”), consisting 23,27% of the total number of
registrants for practicing non-conventional methods of
“dietetics”, “fasting” and “dietetics and fasting”, by
15.05.2010 they are 46 (29 “doctors”). For only applying the
method of “dietetics” by 15.09.2009 the registrants in 4 RHCs
were 7, of them 4 are “doctors” and 3 are “other practitioners
in the healthcare”; by 15.05.2010 the registrants in 4 RHCs
were 8, of them 4 are “doctors” and 4 are “other practitioners
in the healthcare”. For only applying the method of “fasting”
no  registrants were found. For applying both methods of
“dietetics” and “fasting” 27 practitioners, of them 18 are
“doctors” and 9 are “other practitioners in the healthcare”,
were registered by 15.09.2009 in 10 RHCs; by 15.05.2010 38
practitioners, of them 25 are “doctors” (Table 7).

Table 8. Number of registrants in the RHCs in the country for
practicing non-conventional medicine methods not-
allowed for application in the Republic of Bulgaria

1 NMMFIHH - Non-conventional medicine methods for favorable
impacts on human health

2 NMMT Non-conventional medicine treatments
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Òàáëèöà 9. ÐÖÇ, êîèòî íå ñà ñïàçèëè èçèñêâàíèÿòà ïðè
ðåãèñòðèðàíå íà ëèöà çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíè ìåòîäè ó íàñ êúì 15.09.2009 ã.

Â 3 îò ÐÖÇ íå ñà îïèñàíè îòäåëíèòå íåêîíâåíöèîíàëíè
ìåòîäè, êîèòî ëèöàòà óïðàæíÿâàò, â 2 ÐÖÇ â ðåãèñòðèòå
ñà îòðàçåíè - „êàáèíåò ïî èçòî÷íà ìåäèöèíà” è „êàáèíåò
ïî ðåõàáèëèòàöèÿ”, êàòî íå ñà ñïàçåíè èçèñêâàíèÿòà íà
÷ë.170 îò Çàêîíà çà çäðàâåòî çà ïîäðîáíî îïèñâàíå íà
âñåêè ïðèëàãàí ÍÌ.

Êúì 15.09.2009 ã. ëèöàòà, ðåãèñòðèðàíè ñàìî ïî 1
íåêîíâåíöèîíàëåí  ìåòîä, ñà 66 ( 41 äîêòîðè), à êúì
15.05.2010 ã. òå ñà 71, îò êîèòî 40 äîêòîðè. Çà óïðàæíÿâàíå
íà 7 íåêîíâåíöèîíàëíè ìåòîäà ïðåç 2009 ã. ñà
ðåãèñòðèðàíè 4 äîêòîðè, à êúì 15.05.2010 ã. – 8 äîêòîðè.

III. Îáñúæäàíå

Ó íàñ ðåãèñòðèðàíåòî â ÐÖÇ íà ëèöàòà, æåëàåùè äà
óïðàæíÿâàò ÍÌ, ñòàðòèðà îò 15.03.2005 ã., ñëåä
ïóáëèêóâàíåòî íà íàðåäáà ¹47 íà ÌÇ çà èçèñêâàíèÿòà
êúì äåéíîñòòà íà ëèöàòà, óïðàæíÿâàùè  òåçè ìåòîäè. Íà
áàçàòà íà èíôîðìàöèÿòà, ïîëó÷åíà îò ïðîó÷âàíå íà
ðåãèñòðèòå íà ÐÖÇ â ñòðàíàòà, ñå óñòàíîâÿâà, ÷å êúì
15.05.2010 ã. îñèãóðÿâàíåòî íà ãðàæäàíèòå ïî îáëàñòè ó
íàñ, ñúñ çàêîííè äîñòàâ÷èöè íà íåêîíâåíöèîíàëíè
çäðàâíè óñëóãè, å êðàéíî íåäîñòàòú÷íî. Êúì 31.12.2008 ã.
â 11 öåíòúðà íå ñà ðåãèñòðàíè ëèöà çà óïðàæíÿâàíå íà
ÍÌ. Êúì  15.09.2009 ã. òåõíèÿò áðîé å íàìàëÿë äî 8, íî êúì
15.05.2010 ã.  íàðàñòâà  äî 9.  Âúïðåêè ÷å ñå íàáëþäàâà
òåíäåíöèÿ çà íàðàñòâàíå íà áðîÿ íà îáëàñòèòå, â êîèòî ñå
ðåãèñòðèðàò ëèöà çà óïðàæíÿâàíå íà ÍÌ â ïåðèîäà 2008-
2010 ã., òî 5 ãîäèíè ñëåä ïóáëèêóâàíåòî íà íîðìàòèâíèòå
äîêóìåíòè, ðåãëàìåíòèðàùè ïðèëàãàíåòî èì, ïî÷òè â 1/3
îò îáëàñòèòå â ÐÁúëãàðèÿ íå å ðåãèñòðèðàíî íèòî åäíî
ëèöå çà óïðàæíÿâàíå íà ÍÌ. Òîâà ñà  îáëàñòè êàòî Ñîôèÿ,
Ïåðíèê, Êþñòåíäèë, Áëàãîåâãðàä, îáõâàùàùè öåëèÿ
Þãîçàïàäåí ðàéîí íà ñòðàíàòà. Îò äðóãà ñòðàíà,

Table 9. RHCs that did not meet requirements for practitioners
using non-conventional methods in the country by
15.09.2009.

In 3 RHCs there are no individual non-conventional methods
described for practicing, in 2 of the RHCs in the registries
were indicated “Chinese medicine practice” and
“rehabilitation practice” as requirements by Art. 170 of the
Health Law for detailed description of each applied non-
conventional medicine method were not met.

By 15.09.2009 practitioners that were registered only for 1
non-conventional method are 66, of them “doctors” are 41
individuals, and by 15.05.2010 they are 71 practitioners, of
them “doctors” are 40 individuals. For practicing of  7 non-
conventional methods in 2009 were registered 4 “doctors”,
and by 15.05.2010 – 8 “doctors”.

III. Discussion

In Bulgaria the registration in the RHCs of the
practitioners that wanted to practice NCM started since
15 May 2005 after the publication of the Ordinance ¹47
of the Ministry of Health for the requirements toward
the activity of individuals practicing these methods. On
the basis of this information obtained from a survey on
the registries of RHCs in the country it was established
that by 15 May 2010 the delivery to citizens by regions
with legal providers of non-conventional healthcare
serviced is extremely insufficient. By 31.12.2008 in 11 of
the RHCs there were no registrations of practitioners
practicing NCM, by 15.09.2009 their number was
decreased to 8, but by 15.05.2010 their number increased
to 9. Despite the tendency for growth of the number of
regions where practitioners practicing NCM were
registered over the period 2008-2010, after 5 years from
the publication of the documents regulating their
applying, facts have shown  that almost in 1/3 of the
regions in the Republic of Bulgaria neither one was
registered for practicing NCM and this refers to regions
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íåäîñòàòú÷åí å è áðîÿò íà ëèöàòà, ðåãèñòðèðàíè çà
óïðàæíÿâàíå íà ÍÌ. Êúì  31.12.2008 ã. òå ñà 130 ëèöà,
êúì 15.09.2009 ã. – 152, êúì 15.05.2010 ã. - 166 ëèöà.

Íàé-äîáðî å îñèãóðÿâàíåòî íà íàñåëåíèåòî â ñòðàíàòà
ñ äîñòàâ÷èöè íà õîìåîïàòè÷íèÿ ìåòîä (êúì 31.12.08 ã.
1666 ìàãèñòðè ïî „ìåäèöèíà” è „äåíòàëíà ìåäèöèíà”
ñà ïðåìèíàëè îáó÷åíèå ïî õîìåîïàòèÿ), êîèòî çà
óïðàæíÿâàíå íà ìåòîäà íå ñà çàäúëæåíè äà ñå
ðåãèñòðèðàò â ÐÖÇ. Ïðåç 2008 ã. âîäåùî ìÿñòî ïî áðîé
ðåãèñòðèðàíè ëèöà â ÐÖÇ çà óïðàæíÿâàíå íà ÍÌ çàåìà
ÐÖÇ-Ïëîâäèâ -25 ëèöà, ñëåä íåãî ñå íàðåæäà ÐÖÇ Ñîôèÿ
– ñ  23 ëèöà, ÐÖÇ-Âàðíà –  20, ÐÖÇ-Áóðãàñ –  16, ÐÖÇ
Ñòàðà Çàãîðà –  12, ÐÖÇ Äîáðè÷ – 8, ÐÖÇ Ñìîëÿí –  5,
ÐÖÇ Øóìåí –  6 è ò.í. Êúì 15.05.2010 ã. âîäåùîòî ìÿñòî
ïî áðîé ðåãèñòðèðàíè ëèöà â ÐÖÇ çà óïðàæíÿâàíå íà
ÍÌ çàåìà ÐÖÇ Ñîôèÿ-ãðàä – 34  ëèöà, ÐÖÇ Ïëîâäèâ ñå
íàðåæäà íà âòîðî ìÿñòî – 30 ðåãèñòðèðàíè ëèöà.
Íàáëþäàâà ñå òåíäåíöèÿ íà ñëàáî óâåëè÷àâàíå íà áðîÿ
íà ðåãèñòðèðàíèòå â ÐÖÇ ëèöà, óïðàæíÿâàùè  ÍÌ çà
ïåðèîäà 2008-2010 ã.

Åäíà îò îñíîâíèòå ïðè÷èíè çà ñëàáàòà îñèãóðåíîñò íà
íàñåëåíèåòî ñúñ çàêîííè äîñòàâ÷èöè íà
íåêîíâåíöèîíàëíè çäðàâíè óñëóãè å ëèïñàòà íà
îáó÷åíèå ïî îòäåëíèòå íåêîíâåíöèîíàëíè ìåòîäè ó
íàñ, îò êîåòî èçêëþ÷åíèå ïðàâè ñàìî õîìåîïàòè÷íèÿò
ìåòîä. Äðóãà ïðè÷èíà å, ÷å ïîâå÷åòî äîñòàâ÷èöè íà
íåêîíâåíöèîíàëíè óñëóãè íà òîçè åòàï ãè äîñòàâÿò
íåçàêîííî è çàòîâà çà òÿõ ëèïñâà áàçà äàííè.

Ñåäåìòå ðàçäåëà, â êîèòî ñà ãðóïèðàíè ÍÌ, îïèñàíè â
íà÷àëîòî íà ñòàòèÿòà, ñå íàðåæäàò ïî áðîé
ðåãèñòðèðàíè â  ÐÖÇ ëèöà, êàêòî ñëåäâà: êúì 15.09.09 ã.
âîäåùî ìÿñòî çàåìà ðàçäåëúò “aêóïóíêòóðà è
àêóïðåñóðà” ñúñ  73 ðåãèñòðèðàíè ëèöà (îò òÿõ 39 ñà
äîêòîðè); ñëåäâà ðàçäåëúò „íåêîíâåíöèîíàëíè
ôèçèêàëíè ìåòîäè” ñ 66 ðåãèñòðèðàíè ëèöà (îò òÿõ 26
äîêòîðè), íà òðåòî ìÿñòî ñå íàðåæäà ðàçäåëúò “èðèñîâè,
ïóëñîâè è àóðèêóëàðíè ìåòîäè íà èçñëåäâàíå” – ñ  49
ðåãèñòðèðàíè ëèöà, îò êîèòî 32 ñà äîêòîðè è íàòàòúê
ñëåäâàò  ðàçäåëåëèòå - “èçïîëçâàíå íà íåëåêàðñòâåíè
ïðîäóêòè îò îðãàíè÷åí ïðîèçõîä - ñ 46 ðåãèñòðèðàíè
ëèöà (îò êîèòî 24 äîêòîðè),  õîìåîïàòèÿ” – ñ 39 äîêòîðè;
„äèåòèêà è ëå÷åáíî ãëàäóâàíå”  –  34, îò êîèòî 22 ñà
äîêòîðè; “èçïîëçâàíå íà íåëåêàðñòâåíè ïðîäóêòè îò
ìèíåðàëåí ïðîèçõîä” –  29, îò êîèòî 18 äîêòîðè. Êúì
15.05.2010 ã. êàðòèíàòà â ñòðàíàòà å ïîäîáíà  – âîäåùî
ìÿñòî çàåìàò ðàçäåëèòå –“àêóïóíêòóðà è àêóïðåñóðà”
è “èçïîëçâàíå íà íåêîíâåíöèîíàëíè ôèçèêàëíè
ìåòîäè” ñ ïî 91 ðåãèñòðèðàíè ëèöà, íî ñëåä òÿõ ñå
íàðåæäà ðàçäåëúò “èçïîëçâàíå íà íåëåêàðñòâåíè
ïðîäóêòè îò îðãàíè÷åí ïðîèçõîä – ñ 66 ðåãèñòðèðàíè
ëèöà. Êàòî öÿëî ñå çàïàçâà òåíäåíöèÿòà çà íàðàñòâàíå
íà áðîÿ íà ðåãèñòðèðàíèòå ëèöà çà óïðàæíÿâàíå íà
ÍÌ, çà ïåðèîäà 2008-2010 ã.,  êîåòî ïðè ïîâå÷åòî
ðàçäåëè å ñ îêîëî 20-30%.

like Sofia-district, Pernik, Kyustendil, Blagoevgrad,
covering the whole southwest region. On the one hand,
the number of regions in which there is a lack of provision
of legally practicing providers of non-conventional
services to the population, on the other hand, the number
of the registered practitioners that practice NCM in the
RHCs throughout the country is insufficient – by
31.12.2008 they were 130 practitioners, by 15.09.2009 they
were 152 individuals and by 15.05.2010 their number was
increased up to 166 practitioners. The delivery with
providers of homeopathic method to the population is
the best (by 31.12.08 1666 masters in: Medicine and
Dental medicine gained a training in homeopathy), since
they were not obliged to be registered in the RHCs for
practicing this method. In 2008 the leading place in the
number of registered practitioners in RHCs for practicing
NCM occupied the RHC of Plovdiv - 25 registries, after it
comes the RHC of Sofia – with  23 registries, Varna RHC
– 20, Burgas RHC – 16, Stara Zagora RHC – 12, Dobrich
RHC – 8, Smolyan RHC – 5, Shumen RHC – 6 etc. By
15.05.2010 the leading place in the registries for practicing
NCM occupies Sofia City– 34, Plovdiv RHC is at the
second place – 30%.  A tendency for light increase in the
number of registries was observed in the country for the
period 2008-2010. One of the main reasons for the slight
delivery with legal providers of non-conventional
services to the population is the lack of training on the
different non-conventional methods, of which only the
homeopathic method makes an exception. Other reason
is that majority pf providers make their deliveries illegally
and due to this there is a lack of databases.

The seven sections for grouping the NCM described in the
beginning of the article were ranked by the number of
registries as follows - by 15 September.2009 the leading
place was for the section ‘acupuncture and acupressure”
with 73 registries (of them 39 are “Doctors”), the following
is the section “non-conventional physical methods” with
66 registries (of them 26 are “Doctors”), at the third place
comes the section “iris. Pulse and auricular methods of
investigation” – with 49 registries, of them 32 are “Doctors”
and the units that come are as follows – “using non-
medicinal products from organic origin” with 46 registries
(of them 24 are “Doctors”), “homeopathy” – with 39
“Doctors”; “dietetics and fasting” – with 34 registries, of
them 22 are “Doctors”; “using non-medicinal products from
mineral origin”– with 29 registries, of them 18 are “Doctors”.
By 15 Mat 2010  the picture in the country is similar – the
leading place is occupied by the sections – “acupuncture
and acupressure” and “using non-conventional physical
methods” with 91 registries, but after them come the section
“using non-medicinal products from organic origin – with
66 registries, the sectionñ “iris, pulse and auricular methods
of studying” - with 61 registries, “dietetics and fasting” –
with 46 registries, “using non-medicinal products from
mineral origin” – with 43 registries, at the last place is the
“homeopathic method” – with 41 “Doctors”. As w whole
the tendency for increase in the number of registered
practitioners for practicing NCM over the period 2008-2010
is still kept, which for the most sections is about 20-30%.
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Òàáëèöà 10. Áðîé ðåãèñòðèðàíè â ÐÖÇ ó íàñ  ëèöà êúì
15.09.2009 ã.çà óïðàæíÿâàíå íà íåêîíâåíöèîíàëíè ìåòîäè ïî
ðàçäåëè.

1 ÍÏÎÏ- èçïîëçâàíå íà íåëåêàðñòâåíè ïðîäóêòè îò îðãàíè÷åí
ïðîèçõîä

2 ÍÏÌÏ - èçïîëçâàíå íà íåëåêàðñòâåíè ïðîäóêòè îò ìèíåðàëåí
ïðîèçõîä

Òàáëèöà 11. Áðîé ðåãèñòðèðàíè â ÐÖÇ ëèöà êúì 15.05.2010 ã. çà
óïðàæíÿâàíå íà íåêîíâåíöèîíàëíè ìåòîäè ïî ðàçäåëè

Êàêâà å ñèòóàöèÿòà îòíîñíî áðîÿ ëèöà, ðåãèñòðèðàíè â
ÐÖÇ, çà óïðàæíÿâàíå íà ÍÌ îò îòäåëíèòå ðàçäåëè? Âîäåùî
ìÿñòî êúì 15.09.09 ã. çàåìàò ìåòîäèòå „íåêîíâåíöèîíàëíè
ôèçèêàëíè ìåòîäè” (59 ëèöà, îò êîèòî 29  äîêòîðè); ñëåäâàò
ìåòîäúò „èçïîëçâàíå íà íåëåêàðñòâåíè ïðîäóêòè îò
îðãàíè÷åí ïðîèçõîä ( 46  ëèöà, îò êîèòî 24 äîêòîðè);
ìåòîäèòå „àêóïóíêòóðà è àêóïðåñóðà” ( 44, îò êîèòî 24
äîêòîðè); ìåòîäúò „õîìåîïàòèÿ” - 39 äîêòîðè; „èçïîëçâàíå
íà íåëåêàðñòâåíè ïðîäóêòè îò ìèíåðàëåí ïðîèçõîä ( 29,
îò êîèòî 24 ñà äîêòîðè); „äèåòèêà è ëå÷åáíî ãëàäóâàíå ( 27
ëèöà, îò êîèòî 18 äîêòîðè); è ò.í. Íàé-ãîëÿì å áðîÿò íà
äîêòîðèòå, êúì 15.09.09 ã., êîèòî ñà  ðåãèñòðèðàíè çà
óïðàæíÿâàíå íà õîìåîïàòè÷íèÿ ìåòîä,  à  ïðè äðóãèòå
ëèöà îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî, êúì 15.09.09 ã.,
íàé-ãîëÿì å áðîÿò íà ðåãèñòðèðàíèòå çà óïðàæíÿâàíå íà
„âñè÷êè íåêîíâåíöèîíàëíè ôèçèêàëíè ìåòîäè” (34 ëèöà).

Êúì 15.05.10 ã. êàðòèíàòà â ñòðàíàòà å ïîäîáíà. Âîäåùî
ìÿñòî îò íåêîíâåíöèîíàëíèòå ìåòîäè ïî áðîé
ðåãèñòðèðàíè ëèöà çàåìàò „âñè÷êè íåêîíâåíöèîíàëíè

Table 10. Number of registrants in the RHCs for practicing
non-conventional methods by sections by 15 September
2009.

1 NMPOO – using non-medicinal products from organic origin
2 NMPMO – using non-medicinal products from mineral origin

Table 11. Number of registrants in the RHCs for practicing
non-conventional methods by sections by 15 May 2010

What is the situation about the registries in the RHCs for
practicing non-conventional methods by the different
sections? The leading place for the number of registries in
the RHCs by 15 September 2009 is for the methods like
“non-conventional physical methods” – with 59 registries,
of them 29 are “Doctors”, the following is the method “using
non-medicinal products from organic origin” (with 46
registries, of them 24 are “Doctors”), the methods
‘acupuncture and acupressure” (with 44 registries, of them
24 are “Doctors”), the method “homeopathy” (with 39
“Doctors” registered), “using non-medicinal products from
mineral origin (with 29 registries, of them 24 are “Doctors”),
“dietetics and fasting” (with 27 registries, of them 18 are
“Doctors”). The biggest number is that of the “Doctors”
by 15.09.09, who were registered for practicing the
homeopathic method, and the biggest number is that of the
“other practitioners within the healthcare system” by 15
September 2009, who were registered for practicing “all
conventional physical methods” (34 practitioners).
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By 15 September 2010 the picture in the country is similar. The
leading place among the non-conventional methods by the
number of registries are being occupied by “all non-conventional
physical methods” (with 80 registries in the RHCs, of them 39
are “Doctors”).

With regard to the number of registered “doctors” in the RHCs
for practicing non-conventional methods the leading place by
15 May 2010 is that of the homeopathic method, as the biggest
number is that of “other persona within the healthcare system”,
who were registered for practicing ll non-conventional physical
methods (total of 41). The method “acupuncture and
acupressure” by the number of registered “other practitioners
within the healthcare system” (24 individuals) is at the “second
place”, the third place is for the method “using non-medicinal
products from organic origin” (23 registries). Comparing by
groups the registered “doctors” and “other practitioners within
the healthcare system” it was established that the group of
“doctors” prevail with. .By 15 May 2010 “doctors” are 98
practitioners (versus 68 “other persona within the healthcare
system”). The number of “doctors” prevail above the number
of “other persona within the healthcare system” in the practicing
of all sections of non-conventional medicine, excluding the
section of “using non-conventional-physical methods”.  In  the
practicing of non-conventional medicine in our country at this
stage the monopoly of the medical speciality has been observed.

The conclusion is made that in our country the leading place
by the number of registered practitioners in the RHCs for
practicing non-conventional methods is occupied by both
methods of “non-conventional physical methods” and “using
non-medicinal products from organic origin”, which can be
explained by the inherited Bulgarian tradition for using different
massage vehicles, cupping glass, medicinal plants,  as well as
bee products from the Bulgarian folk medicine. The ranking of
the method “acupuncture and acupressure” (methods of the
traditional Chinese medicine) at the leading positions by the
number of registered practitioners in the RHCs could be
explained by the great interest in theses methods, appeared in
our country mainly over the last decade of the 20th century, with
the possibilities that arose for training in the application of
these methods as well as the wide-spread use of literature
launched at our market.

As it was mentioned the number of practitioners registered in
the RHCs for practicing non-conventional methods is very
small. For example their number by  31 December 2008 – 130
registered practitioners in comparison to the registered number
of GPs in the country by 31 December 2008 (4894 GPs1), with
whom the National Health Insurance Fund (NHIF) concluded
an agreement is too small and they consisted of nearly 2,66% of
the doctors entering into agreement with the NHI and delivering
primary healthcare. Practitioners practicing homeopathic
method at that time consist of 34,67% of the total number of
the GPs, concluding agreement with the NHIF. Whereas one
GP has approximately 1554 individuals from the population,
one practitioners registered for practicing non-conventional
medicine has on average  58512 individuals from the
population, having in mind that in 11 of the regions in the
country there are no registered practitioners for practicing

ôèçèêàëíè ìåòîäè” (ñ 80 ëèöà, îò êîèòî 39 äîêòîðè),
ñëåäâàò ìåòîäúò „èçïîëçâàíå íà íåëåêàðñòâåíè ïðîäóêòè
îò îðãàíè÷åí ïðîèçõîä  ( 66 ëèöà, îò êîèòî 38 äîêòîðè),
ìåòîäèòå „àêóïóíêòóðà è àêóïðåñóðà” (ñ 57 ëèöà, îò êîèòî
33 äîêòîðè) è ò.í.

Ïî áðîé ðåãèñòðèðàíè äîêòîðè â ÐÖÇ  çà óïðàæíÿâàíå íà
ÍÌ âîäåùî ìÿñòî, êúì 15.05.10 ã., çàåìà õîìåîïàòè÷íèÿò
ìåòîä, à íàé-ãîëÿì å áðîÿò íà äðóãèòå ëèöà îò ñèñòåìàòà
íà çäðàâåîïàçâàíåòî, êîèòî ñà ñå ðåãèñòðèðàëè çà
óïðàæíÿâàíå íà „âñè÷êè íåêîíâåíöèîíàëíè ôèçèêàëíè
ìåòîäè” - 41 ëèöà. Ìåòîäúò „àêóïóíêòóðà è àêóïðåñóðà”
ïî áðîé ðåãèñòðèðàíè äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî (24 ëèöà) çàåìà âòîðî ìÿñòî, íà òðåòî
ìÿñòî ñå íàðåæäà  ìåòîäúò „èçïîëçâàíå íà íåëåêàðñòâåíè
ïðîäóêòè îò îðãàíè÷åí ïðîèçõîä ( 23 ëèöà). Ñðàâíÿâàéêè
ïî ãðóïè ðåãèñòðèðàíèòå äîêòîðè è äðóãèòå ëèöà îò
ñèñòåìàòà íà çäðàâåîïàçâàíåòî ñå óñòàíîâÿâà, ÷å
ïðåîáëàäàâà ãðóïàòà íà äîêòîðèòå, êúì 15.09.2009 ã òå ñà
87, ñïðÿìî 65 äðóãè ëèöà îò ñèñòåìàòà íà
çäðàâåîïàçâàíåòî. Êúì 15.05.2010 ã. äîêòîðèòå ñà 98 ëèöà,
ñïðÿìî 68 äðóãè ëèöà îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî.
Áðîÿò íà äîêòîðèòå ïðåîáëàäàâà íàä áðîÿ íà äðóãèòå ëèöà
îò ñèñòåìàòà íà çäðàâåîïàçâàíåòî ïðè óïðàæíÿâàíåòî íà
âñè÷êè ðàçäåëè „ÍÌ”, ñ èçêëþ÷åíèå íà ðàçäåëà
„èçïîëçâàíå íà íåêîíâåíöèîíàëíè ôèçèêàëíè ìåòîäè”.
Ïðè óïðàæíÿâàíåòî íà ÍÌ ó íàñ íà òîçè åòàï èìà
ìîíîïîë íà ëåêàðñêàòà ïðîôåñèÿ.

Ìîæå äà ñå íàïðàâè çàêëþ÷åíèåòî, ÷å ó íàñ âîäåùî ìÿñòî
ïî áðîé ðåãèñòðèðàíè ëèöà â ÐÖÇ, çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíè ìåòîäè, çàåìàò ìåòîäèòå
„íåêîíâåíöèîíàëíè ôèçèêàëíè ìåòîäè” è  „èçïîëçâàíå
íà íåëåêàðñòâåíè ïðîäóêòè îò îðãàíè÷åí ïðîèçõîä”. Òîâà
ìîæå äà ñå îáÿñíè ñ íàñëåäåíàòà áúëãàðñêà òðàäèöèÿ çà
èçïîëçâàíå íà ðàçëè÷íè ìàñàæíè ïîõâàòè, âåíäóçè,
ëå÷åáíè ðàñòåíèÿ, êàêòî è ï÷åëíè ïðîäóêòè â áúëãàðñêàòà
íàðîäíà ìåäèöèíà.  Çàåìàíåòî íà åäíà îò ÷åëíèòå
ïîçèöèè íà ìåòîäà “àêóïóíêòóðà è àêóïðåñóðà” (ìåòîäè
íà òðàäèöèîííàòà êèòàéñêà ìåäèöèíà) ïî áðîé
ðåãèñòðèðàíè ëèöà â ÐÖÇ, ìîæå äà  ñå îáÿñíè ñ ìàñîâèÿ
èíòåðåñ êúì òåçè ìåòîäè, âúçíèêíàë ó íàñ ãëàâíî ïðåç
ïîñëåäíîòî äåñåòèëåòèå íà 20-è âåê, ñúñ ñúçäàëèòå ñå
âúçìîæíîñòè çà îáó÷åíèå ïî ïðèëàãàíåòî íà òåçè ìåòîäè,
êàêòî è ñ øèðîêîòî íàâëèçàíå íà íàøèÿ ïàçàð íà
ñïåöèàëèçèðàíà ïî òåìàòà ëèòåðàòóðà.

Êàêòî âå÷å ñòàíà äóìà ðåãèñòðèðàíèòå ó íàñ ëèöà çà
óïðàæíÿâàíå íà ÍÌ ñà èçêëþ÷èòåëíî ìàëêî. Áðîÿò èì
êúì 31.12.2008ã. å 130 ëèöà, â ñðàâíåíèå ñ ðåãèñòðèðàíèÿ
áðîé îáùîïðàêòèêóâàùè ëåêàðè â ñòðàíàòà êúì 31.12.2008
ã. (4894 ÎÏË - îáùîïðàêòèêóâàùè ëåêàðè), ñ êîèòî ÍÇÎÊ
å ñêëþ÷èëà äîãîâîð. Òå ñúñòàâëÿâàò åäâà 2,66% îò áðîÿ
ëåêàðè, îñèãóðÿâàùè ïúðâè÷íà ìåäèöèíñêà ïîìîù. Ëèöàòà,
óïðàæíÿâàùè õîìåîïàòè÷íèÿ ìåòîä êúì ñúùèÿ ïåðèîä,
ñúñòàâëÿâàò 34,67% îò îáùèÿ áðîé ÎÏË, ñêëþ÷èëè äîãîâîð
ñ êàñàòà. Äîêàòî íà åäèí ÎÏË ñå ïàäàò ñðåäíî 1554 ÷îâåêà
íàñåëåíèå, òî íà 1 ëèöå, ðåãèñòðèðàíî çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíè ìåòîäè, ñå ïàäàò ñðåäíî 58512 ÷îâåêà îò
íàñåëåíèåòî. Òðÿáâà äà ñå èìà ïðåäâèä, ÷å â 11 îò îáëàñòèòå
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non-conventional methods. Of the practitioners.
Practicing the homeopathic method 1 doctor has a
number of 4482 individuals from the population.

According to data from pilot surveys carried out with
citizens in our country dated toward 20003., the providers
of non-conventional healthcare services (herbalists,
bone-settlers and sorceresses) were visited by 57,27%
of the inquired citizens (42,4% of them are women and
14,96% - men), and mediums were visited by 59,4% of
the requested practitioners, of them 41,4% are women
and 18% are men (31). The biggest percentage of 18,38%
is that of the citizens, aged 31-40 yrs, seeking for help
from mediums, followed by practitioners aged 41-50 yrs.
– 15,38% of the inquired citizens.

Based on the data from pilot surveys conducted in our
country we can draw a final conclusion that these non-
conventional methods are illegally practiced. The population
delivers these services from illegal practitioners so-called
“witch doctors” who have not gained medical education
and do not possess the right to practice non-conventional
medicine in our country.. Having in mind the advertisements
in media for different witch doctors treating “101 diseases”
etc., who take unfair advantage of people’s faith the
conclusion made is that these practitioners are not familiar
with the regulations or on the contrary – they know the
regulations but neglect the consequences that could arise.
It is necessary to realize that the RHCs to strengthen the
control on the non-conventional methods practiced in the
country in order not to admit the damaging of people’s
health by incompetent individuals. A disadvantage of the
regulations for practicing the non-conventional methods
is the lack of mandatory training for applying of the
individual non-conventional methods in Bulgaria.
Practitioners that applied different non-conventional
methods on their own are trained as havind gained courses
organized by different organizations, including private
companies which cannot guarantee high quality of the
training proposed. Only training on homeopathy can be
guaranteed by internationally adopted standards. The
homeopathists in the country by 31 December 2008 as it
was mentioned are 1666 individuals; moreover, they are
masters in “Medicine” and “Dental medicine” having passed
a training on the application of homeopathy. Thus, citizens
that are consumers of this method can be guaranteed safe
and high-quality services delivered.

A survey conducted by Reader’s Digest for the health
of population in 11 European countries in 2008 (Belgium,
Czech Republic, Finland, France, Germany, the
Netherlands, Poland, Portugal, Russia, Switzerland, the
United Kingdom) showed that 12% of the respondents
on average have resorted to the services proposed by
alternative therapists. The biggest number is in
Switzerland – 21% of the respondents, followed by Belgium
– 15%; France, Germany, the Netherlands – 13%; Czech
Republic and the United Kingdom - 12%; Finland – 11%,
Portugal – 10%, Russia – 8%, Poland – 4% (32). These data
compared versus the data obtained from the surveys in

â ñòðàíàòà íÿìà ðåãèñòðèðàíè ëèöà çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíè ìåòîäè. Îò ëèöàòà, óïðàæíÿâàùè
õîìåîïàòè÷íèÿ ìåòîä, 1 äîêòîð ñå ïàäà íà 4482 ÷îâåêà îò
íàñåëåíèåòî.

Ïî äàííè îò àíêåòíè ïèëîòíè ïðîó÷âàíèÿ, ïðîâåäåíè ñ
ãðàæäàíè ó íàñ, äàòèðàíè êúì 2000 ã., äîñòàâ÷èöè íà
íåêîíâåíöèîíàëíè óñëóãè â ìåäèöèíàòà, (áèëêàðè,
êîñòîïðàâè, áàÿ÷êè) ñà ïîñåùàâàíè îò 57,27% îò
àíêåòèðàíèòå ãðàæäàíè (42,4% - æåíè è 14,96% - ìúæå), à
åêñòðàñåíñè ñà ïîñåùàâàíè îò 59,4% îò àíêåòèðàíèòå
ãðàæäàíè. Îò òÿõ 41,4% ñà æåíè è 18% - ìúæå (31). Íàé
ãîëÿì å ïðîöåíòúò íà ãðàæäàíèòå, îáðúùàëè ñå êúì
åêñòðàñåíñè, è êúì äðóãè äîñòàâ÷èöè íà
íåêîíâåíöèîíàëíè óñëóãè  íà âúçðàñò ìåæäó 31 è 40 ã.
(18,38%), ñëåäâàíè îò ëèöàòà íà âúçðàñò ìåæäó 41 è 50 ã. –
15,38%. Òúé êàòî ðåãèñòðèðàíèòå ëèöà  çà óïðàæíÿâàíå
íà ÍÌ â ÐÖÇ ó íàñ ñà èçêëþ÷èòåëíî ìàëêî, à â ãîëåìè
ðàéîíè, êàòî íàïðèìåð â Þãîçàïàäíèÿ ðàéîí íà ñòðàíàòà,
íÿìà íèòî åäíî ðåãèñòðèðàíî ëèöå êúì 15.05.2010 ã., ìîæå
äà ñå íàïðàâè èçâîäúò, ÷å òåçè ëèöà íå ìîãàò äà çàäîâîëÿò
ïîòðåáíîñòèòå íà íàñåëåíèåòî îò íåêîíâåíöèîíàëíè
óñëóãè.

Áàçèðàéêè ñå íà äàííèòå îò ïèëîòíèòå  àíêåòíè
ïðîó÷âàíèÿ, ïðîâåäåíè ñ ãðàæäàíè ó íàñ, ñå ñòèãà äî
èçâîäà, ÷å òåçè íåêîíâåíöèîíàëíè ìåòîäè ó íàñ, â
ïîâå÷åòî ñëó÷àè, ñå óïðàæíÿâàò íåçàêîííî. Íàñåëåíèåòî
ñè äîñòàâÿ òåçè óñëóãè  ãëàâíî îò ò.í. “ëå÷èòåëè”, êîèòî
íÿìàò ìåäèöèíñêî îáðàçîâàíèå è íà òîçè åòàï íÿìàò
ïðàâî äà óïðàæíÿâàò ÍÌ ó íàñ. Òåçè ëèöà íå ïîçíàâàò
íîðìàòèâíàòà óðåäáà èëè ïúê íàïðîòèâ – ïîçíàâàò ÿ
äîáðå, íî íåõàÿò çà ïîñëåäñòâèÿòà, êîèòî ìîãàò äà
íàñòúïÿò.  Íåîáõîäèìî å ÐÖÇ  äà çàñèëÿò êîíòðîëà ñè âúðõó
óïðàæíÿâàíèòå â ñòðàíàòà íåêîíâåíöèîíàëíè ìåòîäè, çà
äà íå ñå äîïóñêà óâðåæäàíå íà çäðàâåòî íà ãðàæäàíèòå îò
íåêîìïåòåíòíè ëèöà. Íåäîñòàòúê íà íîðìàòèâíàòà óðåäáà,
êàñàåùà óïðàæíÿâàíåòî íà ÍÌ ó íàñ, å íåèçèñêâàíåòî íà
çàäúëæèòåëíî îáó÷åíèå ïî ïðèëàãàíåòî íà îòäåëíèòå ÍÌ.
Ëèöàòà, êîèòî ïðèëàãàò îòäåëíè ÍÌ, ñàìè ñå ãðèæàò çà
îáó÷åíèåòî ñè. Òå  ïðåìèíàâàò ïðåç êóðñîâå,
îðãàíèçèðàíè îò ðàçëè÷íè îðãàíèçàöèè, â òîâà ÷èñëî è
îò ÷àñòíè ôèðìè, êîèòî íå ìîãàò äà ãàðàíòèðàò âèñîêî
êà÷åñòâî íà ïðåäëàãàíîòî îáó÷åíèå. Åäèíñòâåíî  çà
îáó÷åíèåòî ïî õîìåîïàòèÿ â ñòðàíàòà íà òîçè åòàï ìîæå
äà ñå ãàðàíòèðà  „îáó÷åíèå ïî ìåæäóíàðîäíî ïðèåòè
ñòàíäàðòè”. Õîìåîïàòèòå  â ñòðàíàòà, êúì 31.12.2008 ã.,  ñà
1666 ëèöà, ïðè òîâà ìàãèñòðè ïî “Ìåäèöèíà” è “Äåíòàëíà
ìåäèöèíà”. Òå ñà ïðåìèíàëè  îáó÷åíèå çà ïðèëàãàíå íà
õîìåîïàòè÷íèÿ ìåòîä è íà ãðàæäàíèòå, ïîòðåáèòåëè íà
òîçè ìåòîä â ñòðàíàòà, ìîæå äà ñå  ãàðàíòèðà áåçîïàñíà è
êà÷åñòâåíà óñëóãà.

Ïðîó÷âàíå, ïðîâåäåíî îò ñïèñàíèåòî Reader’s Digest çà
çäðàâåòî íà íàñåëåíèåòî â 11 åâðîïåéñêè ñòðàíè çà 2008 ã.
(Áåëãèÿ, ×åõèÿ, Ôèíëàíäèÿ, Ôðàíöèÿ, Ãåðìàíèÿ,
Íèäåðëàíäèÿ, Ïîëøà, Ïîðòóãàëèÿ, Ðóñèÿ, Øâåéöàðèÿ,
Âåëèêîáðèòàíèÿ) ïîêàçâà, ÷å  êúì óñëóãè íà àëòåðíàòèâíè
ëå÷èòåëè ñà ïðèáÿãâàëè ñðåäíî 12% îò àíêåòèðàíèòå ëèöà.
Íàé-ãîëÿì å òåõíèÿò áðîé â Øâåéöàðèÿ - 21%, ñëåäâàò Áåëãèÿ
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Bulgaria show that in our country the number of practitioners
seeking help from the providers of alternative health services
is higher than the mentioned countries, although the number
of legally practicing therapists delivering these services is
lower.

A tendency for growth of the consumption of herbal nutrition
supplements by the population has been observed both in
the EU and in Bulgaria (a survey conducted from the Reader’s
Digest Magazine in 2008 showed that on average foã the
11th European countries included herbal supplements were
taken on a regular basis by 23% of the respondents, as the
biggest number is in the Czech Republic – 43%, followed by
Poland – 29%, Switzerland – 25%; Finland – 24%; Russia –
22%; Belgium – 21%; the Netherlands – 20%; Portugal and
the United Kingdom – by  19%; France and Germany – by
18%  (32). The same tendency was observed in our country,
too. For example by data from consolidating report for the
activities of Sopharma Company for the first six months of
the 2008 it was pointed out that the world tendency for
increase in the consumption of food supplements has already
been observed at the Bulgarian pharmaceutical market (33).

By 15 May .2010 in our country the Bulgarian legislation did
not correspond  to the real needs of the population with
regard to the provision of non-conventional methods
permitted in the country. In order to observe the principle
for freedom of choosing health services by the patient and
to guarantee the safety, quality and effectiveness of these
services for the citizens, it is necessary that the Bulgarian
legislation to include all applied in the country non-
conventional methods in the “permitted list” since at the
moment illegally practicing practitioners have provided these
methods to the Bulgarian citizens. Urgently the problem for
implementing the training needed by the Health Law for the
individuals without having medical education for practicing
non-conventional methods should be handled. These
practitioners for the moment have practiced illegally and
our legislation cannot guarantee the safety of the citizens
that use this kind of services. There is no official information
concerning the expenditures made by the Bulgarian citizens
in using the non-conventional healthcare services by healers
for whom there exist data that 2-3-5 times and more prevail
the paid healthcare services delivered by medical
practitioners..

On the other hand, there is a tendency for ignoring the
essence of the individual non-conventional methods by
experts in the RHCs. Thus, in 9 RHCs by 15 September.2009
in the country there have been existed malpractices in the
registration of practitioners for practicing non-conventional
methods relating to the registry of methods non-allowed for
application in the Republic of Bulgaria (RHCs – Sofia City,
Varna, Blagoevgrad); in the RHCs of Plovdiv and Burgas
for practicing the homeopathic method were registered
practitioners for whom was nor clearly pointed out that they
were “doctors”; in the RHCs of Dobrich, Vratsa and
Targovishte were not described the non-conventionsl
methods applied; in the RHCs of Sofia City, Targovishte
and Sliven an error was done in the indication of the name of

– 15%; Ôðàíöèÿ, Ãåðìàíèÿ, Íèäåðëàíäèÿ – ñ ïî 13%; ×åõèÿ
è Âåëèêîáðèòàíèÿ - 12%; Ôèíëàíäèÿ – 11%, Ïîðòóãàëèÿ –
10%, Ðóñèÿ – 8%, Ïîëøà – 4% (32). Òåçè äàííè, ñðàâíåíè ñ
äàííèòå îò ïðîó÷âàíèÿòà â Áúëãàðèÿ, ãîâîðÿò, ÷å ó íàñ áðîÿò
íà ëèöàòà, îáðúùàùè ñå êúì äîñòàâ÷èöè íà àëòåðíàòèâíè
ìåäèöèíñêè óñëóãè å ïî-ãîëÿì, âúïðåêè ÷å çàêîííî
ðàáîòåùèòå äîñòàâ÷èöè íà òåçè óñëóãè ó íàñ ñà ìàëêî.

Â åâðîïåéñêèòå ñòðàíè è ó íàñ ñå íàáëþäàâà òåíäåíöèÿ çà
íàðàñòâàíå íà ïîòðåáëåíèåòî íà áèëêîâè õðàíèòåëíè
äîáàâêè. Ïðîó÷âàíå, ïðîâåäåíî îò ñïèñàíèåòî Reader’s
Digest  çà 2008 ã., ïîêàçâà, ÷å ñðåäíî çà âêëþ÷åíèòå  11
åâðîïåéñêè ñòðàíè, ðåãóëÿðíî ïðèåìàíå íà áèëêîâè äîáàâêè
ñå íàáëþäàâà ïðè 23% îò àíêåòèðàíèòå ëèöà. Íàé-ãîëÿì å
áðîÿò èì â ×åõèÿ – 43%, ñëåäâàíà îò Ïîëøà – 29%,
Øâåéöàðèÿ – 25%; Ôèíëàíäèÿ – 24%; Ðóñèÿ – 22%; Áåëãèÿ –
21%; Íèäåðëàíäèÿ – 20%; Ïîðòóãàëèÿ è Âåëèêîáðèòàíèÿ –
ïî 19%; Ôðàíöèÿ è Ãåðìàíèÿ – ïî 18%  (32). Ñúùàòà
òåíäåíöèÿ ñå íàáëþäàâà è ó íàñ. Ïî äàííè íà êîíñîëèäèðàí
äîêëàä çà äåéíîñòòà íà ãðóïà „Ñîôàðìà”, çà ïúðâîòî
ïîëóãîäèå íà 2008 ã, å ïîñî÷åíî, ÷å âå÷å è â áúëãàðñêèÿ
ôàðìàöåâòè÷åí ïàçàð ñå çàáåëÿçâà ñâåòîâíàòà òåíäåíöèÿ çà
óâåëè÷àâàíå íà ïîòðåáëåíèåòî íà õðàíèòåëíè äîáàâêè (33).

Êúì 15.05.2010 ã. áúëãàðñêîòî çàêîíîäàòåëñòâî íå îòãîâàðÿ
íà îáåêòèâíèòå ïîòðåáíîñòè íà íàñåëåíèåòî ïî îòíîøåíèå
íà îñèãóðÿâàíåòî ñ ðàçðåøåíè çà ïðèëàãàíå â ñòðàíàòà
íåêîíâåíöèîíàëíè ìåòîäè. Çà äà ñå ñïàçè ïðèíöèïúò çà
ñâîáîäà íà èçáîð íà çäðàâíè óñëóãè îò ïàöèåíòà è çà äà ñå
ãàðàíòèðà  íà ãðàæäàíèòå áåçîïàñíîñò, êà÷åñòâî è
åôåêòèâíîñò íà òåçè óñëóãè,  å íåîáõîäèìî áúëãàðñêîòî
çàêîíîäàòåëñòâî äà âêëþ÷è â “ðàçðåøåíèÿ ñïèñúê”  âñè÷êè
ïðèëàãàíè â ñòðàíàòà íåêîíâåíöèîíàëíè ìåòîäè. Ñåãà
áúëãàðñêèòå ãðàæäàíè ñè ãè äîñòàâÿò îò íåçàêîííî
ïðàêòèêóâàùè ãè ëèöà. Ñïåøíî òðÿáâà äà ñå ðåøè âúïðîñúò
ñ âúâåæäàíåòî íà èçèñêâàíîòî îò Çàêîíà çà çäðàâåòî
îáó÷åíèå çà ëèöàòà áåç ìåäèöèíñêî îáðàçîâàíèå,
ïðàêòèêóâàùè íåêîíâåíöèîíàëíè ìåòîäè ó íàñ. Òåçè ëèöà â
íàñòîÿùèÿ ìîìåíò ïðàêòèêóâàò íåçàêîííî  è
çàêîíîäàòåëñòâîòî íè íå ìîæå äà ãàðàíòèðà áåçîïàñíîñòòà
íà  ãðàæäàíèòå, ïîëçâàùè òåçè óñëóãè. Ó íàñ ëèïñâà
îôèöèàëíà èíôîðìàöèÿ çà ðàçõîäèòå, íàïðàâåíè îò
áúëãàðñêèòå ãðàæäàíè, ïðè ïîëçâàíåòî íà
íåêîíâåíöèîíàëíè çäðàâíè óñëóãè îò ëå÷èòåëè. Ïî
íåîôèöèàëíè äàííè òåçè ðàçõîäè ñà 2-3-5 ïúòè ïîâå÷å îò
ïëàòåíèòå çäðàâíè óñëóãè, îêàçâàíè îò ìåäèöèíñêè
ñïåöèàëèñòè.

Îò äðóãà ñòðàíà, ó íàñ ñå íàáëþäàâà íåïîçíàâàíå íà
ñúùíîñòòà íà îòäåëíèòå ÍÌ îò åêñïåðòè â ÐÖÇ. Íàïðèìåð
â 9 ÐÖÇ, êúì 15.09.2009 ã., ñà äîïóñíàòè íàðóøåíèÿ ïðè
ðåãèñòðèðàíåòî íà ëèöà çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíè ìåòîäè, îòíàñÿùè ñå äî: ðåãèñòðèðàíå
íà ìåòîäè, çàáðàíåíè çà ïðèëàãàíå â Ð Áúëãàðèÿ  (ÐÖÇ –
Ñîôèÿ-ãðàä, Âàðíà, Áëàãîåâãðàä); â ÐÖÇ Ïëîâäèâ è Áóðãàñ
çà óïðàæíÿâàíå íà õîìåîïàòè÷íèÿ ìåòîä ñà ðåãèñòðèðàíè
ëèöà, çà êîèòî íå å ïîñî÷åíî, ÷å ñà äîêòîðè. Â ÐÖÇ Äîáðè÷,
Âðàöà è Òúðãîâèùå íå ñà îïèñàíè ïðèëàãàíèòå
íåêîíâåíöèîíàëíè ìåòîäè; â ÐÖÇ Ñîôèÿ-ãðàä, Òúðãîâèùå
è Ñëèâåí å äîïóñíàòî íàðóøåíèå ïðè îçíà÷àâàíå íà èìåòî
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the register of practitioners practicing non-conventional
methods. This imposes the need of implementation of a
training of the experts from the RHCs throughout the
country in order to familiarize them the nature of the non-
conventional methods allowed for using in the Republic of
Bulgaria.

IV. Conclusions:

1.   No recognition was made by the Bulgarian legislation
to all non-conventional methods practiced in the
country; that is why, they are practiced illegally at
the present moment.

2.    It is not well known the number of all non-
conventional methods used in the country.

3.   At the present moment non-conventional methods in
medicine are being used legally by practitioners that
have an educational qualification degree “Master”
in Medicine, Dental medicine, Pharmacy or those
who gained educational qualification degree of
“specialist” or “bachelor” in the field of healthcare.
No resources have been assigned for the
development of cadres that delivered non-
conventional healthcare services.

4.   Practitioners without medical education i.e. healers at
this moment could not practice non-conventional
methods as they did not gained the training required
by the Health Law. At the present moment the so-
called healers apply non-conventional treatments
illegally in the country. The healers in the country
mainly use the non-allowed non-conventional
method “bioenergytherapy”. The exact number of
the healers practicing NCM is not known..

5.   There is a great number of citizens who request non-
conventional services from providers including from
the so-called “psychics”.

6.  There is a lack of legally requested training on the
different non-conventional methods.

7.  Databases of NCM practitioners and the applied
preparations on a plant etc basis are insufficient with
regard to the consumers of non-conventional
methods in the country, which can be seen in the
Ordinance No.7 of the Ministry of Health.

8.  There are malpractice admitted by the RHCs in the
registration of practitioners for using non-
conventional methods relating to the registration of
methods banned for application in the Republic of
Bulgaria (RHC – Sofia City, Varna); in the RHCs of
Plovdiv and Burgas for practicing the homeopathic
method were registered practitioners for whom was
not pointed whether they were physicians; in the RHCs
of Dobrich,. Vratsa, and Targovishte there were no
described the different non-conventional methods
employed by practitioners.

íà ðåãèñòúðà íà ëèöàòà, ïðàêòèêóâàùè íåêîíâåíöèîíàëíè
ìåòîäè. Òîâà íàëàãà âúâåæäàíå íà îáó÷åíèå çà åêñïåðòèòå
îò ÐÖÇ â ñòðàíàòà, ñ öåë çàïîçíàâàíåòî èì ñ åñòåñòâîòî íà
íåêîíâåíöèîíàëíèòå ìåòîäè, ðàçðåøåíè çà ïðèëàãàíå â Ð
Áúëãàðèÿ.

IV. Èçâîäè

1.   Íå ñà ïðèçíàòè îò áúëãàðñêîòî çàêîíîäàòåëñòâî âñè÷êè
ïðàêòèêóâàíè â ñòðàíàòà íåêîíâåíöèîíàëíè ìåòîäè,
ïîðàäè êîåòî, â íàñòîÿùèÿ ìîìåíò òå ñå ïðàêòèêóâàò
íåçàêîííî.

2.  Íå å èçâåñòåí áðîÿò íà âñè÷êè èçïîëçâàíè ó íàñ
íåêîíâåíöèîíàëíè ìåòîäè.

3.  Íåêîíâåíöèîíàëíè ìåòîäè â ìåäèöèíàòà ó íàñ ñå
óïðàæíÿâàò ëåãàëíî îò ëèöà, ïðèòåæàâàùè
îáðàçîâàòåëíî-êâàëèôèêàöèîííà ñòåïåí “Ìàãèñòúð”
ïî ïðîôåñèîíàëíè íàïðàâëåíèÿ “Ìåäèöèíà”,
“Äåíòàëíà ìåäèöèíà”, “Ôàðìàöèÿ” èëè - ïðèòåæàâàùè,
îáðàçîâàòåëíî-êâàëèôèêàöèîííà ñòåïåí “Ñïåöèàëèñò”
èëè “Áàêàëàâúð” ïî ïðîôåñèîíàëíî íàïðàâëåíèå
“Çäðàâíè ãðèæè”.  Íå ñà îòäåëåíè ðåñóðñè çà ðàçâèòèå
íà  êàäðè, äîñòàâÿùè íåêîíâåíöèîíàëíè çäðàâíè óñëóãè.

4.   Ëèöàòà áåç ìåäèöèíñêî îáðàçîâàíèå, ò.í. ëå÷èòåëè, íà
òîçè åòàï âñå îùå íå ìîãàò äà óïðàæíÿâàò
íåêîíâåíöèîíàëíè ìåòîäè, òúé êàòî íå ñà ïðåìèíàëè
èçèñêâàíîòî, îò Çàêîíà çà çäðàâåòî, îáó÷åíèå. Â
íàñòîÿùèÿ ìîìåíò ò.í. ëå÷èòåëè ïðèëàãàò
íåêîíâåíöèîíàëíè ìåòîäè â ìåäèöèíàòà ó íàñ
íåçàêîííî. Òå óïðàæíÿâàò îñíîâíî íåðàçðåøåíèÿ
íåêîíâåíöèîíàëåí ìåòîä “áèîåíåðãîòåðàïèÿ”. Íå å
èçâåñòåí áðîÿò íà ëå÷èòåëèòå, óïðàæíÿâàùè
íåêîíâåíöèîíàëíè ìåòîäè â ñòðàíàòà íè.

5.  Ãîëÿì å áðîÿò íà ãðàæäàíèòå, êîèòî ñå îáðúùàò êúì
äîñòàâ÷èöè íà íåêîíâåíöèîíàëíè óñëóãè â
ìåäèöèíàòà, â òîâà ÷èñëî è êúì “åêñòðàñåíñè”.

6.  Ëèïñâà  çàêîíîâî èçèñêâàíî îáó÷åíèå ïî îòäåëíèòå
íåêîíâåíöèîíàëíè ìåòîäè.

7.  Íåäîñòàòú÷íà å ôàêòè÷åñêàòà áàçà-äàííè ïî îòíîøåíèå:
íà  ïîòðåáèòåëèòå íà íåêîíâåíöèîíàëíè óñëóãè â
ñòðàíàòà, íà ïðàêòèêóâàíèòå â ñòðàíàòà
íåêîíâåíöèîíàëíè ìåòîäè è íà ïðèëàãàíèòå ñðåäñòâà
íà ðàñòèòåëíà  è äð. îñíîâà, îïèñàíè â íàðåäáà ¹7 íà
ÌÇ.

8.  Îò ÐÖÇ â ñòðàíàòà ñà äîïóñíàòè íàðóøåíèÿ ïðè
ðåãèñòðèðàíåòî íà ëèöà çà óïðàæíÿâàíå íà
íåêîíâåíöèîíàëíè ìåòîäè, îòíàñÿùè ñå ãëàâíî äî:
ðåãèñòðèðàíå íà ìåòîäè, çàáðàíåíè çà ïðèëàãàíå â Ð
Áúëãàðèÿ  (ÐÖÇ – Ñîôèÿ-ãðàä, Âàðíà); â ÐÖÇ Ïëîâäèâ è
Áóðãàñ çà óïðàæíÿâàíå íà õîìåîïàòè÷íèÿ ìåòîä ñà
ðåãèñòðèðàíè ëèöà, çà êîèòî íå å ïîñî÷åíî, ÷å ñà ëåêàðè;
â ÐÖÇ Äîáðè÷, Âðàöà è Òúðãîâèùå íå ñà îïèñàíè
ïðèëàãàíèòå íåêîíâåíöèîíàëíè ìåòîäè è äð.
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9. Ëèöàòà, ðåãèñòðèðàíè çà ïðàêòèêóâàíå íà
íåêîíâåíöèîíàëíè ìåòîäè ó íàñ, ñà îòíîñèòåëíî ìàëêî
íà áðîé – 166 ëèöà êúì 15.05.2010 ã. Òå íå áèõà ìîãëè äà
çàäîâîëÿò ïîòðåáíîñòèòå íà íàñåëåíèåòî îò
íåêîíâåíöèîíàëíè óñëóãè. Èçêëþ÷åíèå ïðàâè
õîìåîïàòè÷íèÿò ìåòîä, ïî ÷èåòî ïðèëàãàíå îáó÷åíèå
ñà ïðåìèíàëè 1666 ëèöà,  êúì 31.12.08 ã.

10. Ëèïñâà èíôîðìàöèÿ çà ðàçõîäèòå, íàïðàâåíè îò
áúëãàðñêîòî íàñåëåíèå, ïðè íàçíà÷àâàíåòî èëè
ñàìîíàçíà÷àâàíåòî íà õðàíèòåëíè äîáàâêè, ñúäúðæàùè
ðàñòåíèÿ.
Çà äà îòãîâîðè íà ïîòðåáíîñòèòå íà áúëãàðñêîòî
íàñåëåíèå îò îñèãóðÿâàíåòî ìó ñ íåêîíâåíöèîíàëíè
óñëóãè, êàñàåùè çäðàâåòî è çà äà ñå ãàðàíòèðà íà
ãðàæäàíèòå ñèãóðíîñò è áåçîïàñíîñò ïðè ïîëçâàíåòî
íà òåçè óñëóãè, å íåîáõîäèìî çàêîíîäàòåëÿò äà
ïðåäïðèåìå äåéñòâèÿ ïî:
Âêëþ÷âàíå îò áúëãàðñêîòî çàêîíîäàòåëñòâî “â
ðàçðåøåíèÿ ñïèñúê” íà âñè÷êè íåêîíâåíöèîíàëíè
ìåòîäè, êîèòî â òîçè ìîìåíò ó íàñ ñå óïðàæíÿâàò
íåçàêîííî.
Ïî òîçè íà÷èí ùå ñå îñèãóðè äîñòúï äî ðàçëè÷íè
íåêîíâåíöèîíàëíè óñëóãè, êîèòî ñà ïðåäïî÷èòàíè îò
áúëãàðñêèòå ãðàæäàíè, çà äà íå ñè ãè äîñòàâÿò òå îò
íåçàêîííî ïðàêòèêóâàùè ãè ëèöà.

11. Îðãàíèçèðàíå è ïðîâåæäàíå íà èçèñêâàíîòî îò Çàêîíà
çà çäðàâåòî îáó÷åíèå çà ëèöàòà ñ íåìåäèöèíñêî
îáðàçîâàíèå, ò.í. „ëå÷èòåëè”, êîèòî æåëàÿò äà
óïðàæíÿâàò íåêîíâåíöèîíàëíè ìåòîäè.

12. Âúâåæäàíå íà çàäúëæèòåëíî îáó÷åíèå ïî îòíîøåíèå  íà
ïðàêòèêóâàíèòå íåêîíâåíöèîíàëíè ìåòîäè çà âñè÷êè
ëèöà, êîèòî æåëàÿò äà ãè óïðàæíÿâàò.

13. Îðãàíèçèðàíå è ïðîâåæäàíå íà îáó÷åíèå çà åêñïåðòè îò
ÐÖÇ â ñòðàíàòà ïî îòíîøåíèå íà åñòåñòâîòî íà
íåêîíâåíöèîíàëíèòå ìåòîäè.
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Ðåçþìå

Äíåñ, óêðåïâàíåòî íà ïúðâè÷íàòà ìåäèöèíñêà ïîìîù â
ñâåòîâåí ìàùàá å âúâ ôîêóñà íà äíåâíèÿ ðåä íà ó÷åíè è
ïîëèòèöè, ïîâå÷å îò âñÿêîãà (1). Ïúðâè÷íàòà ìåäèöèíñêà
ïîìîù ñå î÷àêâà äà áúäå åäèí åôåêòèâåí îòãîâîð íà
ïîñëåäèöèòå îò íàñòîÿùàòà èêîíîìè÷åñêà êðèçà âúðõó
çäðàâåòî è çäðàâåîïàçâàíåòî. Ñòðàòåãèÿòà â
ïîëèòèêàòà êúì óêðåïâàíåòî íà  ïúðâè÷íàòà ìåäèöèíñêà
ïîìîù ÷åñòî ñå îñíîâàâà íà èäåÿòà, ÷å åäíà ñèëíà ñèñòåìà
íà ïúðâè÷íà çäðàâíà ïîìîù å îò ïîëçà çà çäðàâåòî íà
íàöèÿòà è ñúîòâåòíî - çà çäðàâíàòà ñèñòåìà.
Ïúðâè÷íàòà ìåäèöèíñêà ïîìîù (ÏÌÏ) èìà ïîòåíöèàëà
äà äîïðèíåñå çà öÿëîñòíîòî ðàçâèòèå íà çäðàâíàòà
ñèñòåìà è ïîäîáðÿâàíå íà çäðàâåòî íà íàñåëåíèåòî (2,
3).

Ïðåç 2010 ã. çàïî÷íà ïðîåêòúò QUALICOPC (Quality and
Costs of Primary Care in Europ / Êà÷åñòâî è ðàçõîäè â
ïúðâè÷íàòà ìåäèöèíñêà ïîìîù â Åâðîïà). Öåëòà íà
ïðîåêòà è ïðîó÷âàíåòî å äà ñå îöåíè êà÷åñòâîòî,
ðàçõîäèòå, åôåêòèâíîñòòà è ðàâíîïîñòàâåíîñòòà â
ïúðâè÷íàòà ìåäèöèíñêà ïîìîù â åâðîïåéñêèòå ñòðàíè.
Èçñëåäîâàòåëèòå, âêëþ÷åíè â òîâà ïðîó÷âàíå, ñå îïèòâàò
äà äàäàò îòãîâîð íà âúïðîñà, êàêâè ñà ïîëçèòå îò
ïúðâè÷íàòà ìåäèöèíñêà ïîìîù è êàêúâ å åôåêòúò íà ÏÌÏ
âúðõó ñèñòåìèòå íà çäðàâåîïàçâàíå. Ïðîó÷âàíåòî ñå
ôèíàíñèðà îò Åâðîïåéñêàòà êîìèñèÿ ïî ò.í. “Ñåäìà
ðàìêîâà ïðîãðàìà” è ñå îñúùåñòâÿâà îò êîíñîðöèóì îò
6 èçñëåäîâàòåëñêè èíñòèòóòà îò Áåëãèÿ, Ãåðìàíèÿ,
Èòàëèÿ, Õîëàíäèÿ è Ñëîâåíèÿ. Êîîðäèíèðà ñå îò NIVEL,
Õîëàíäèÿ -  Èíñòèòóò çà íàó÷íè èçñëåäâàíèÿ â
çäðàâåîïàçâàíåòî. Â òàçè ñòàòèÿ å îïèñàíà îñíîâàòà è
äèçàéíúò íà ïðîåêòà QUALICOPC è ïðîó÷âàíåòî.

Êëþ÷îâè äóìè: ïúðâè÷íà ìåäèöèíñêà ïîìîù,
ïðîó÷âàíå, åôåêòèâíîñò, ðàçõîäè
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Àbstract

Today, strengthening primary care is worldwide prob-
ably higher than ever on the agenda of scientist and
policy makers (1). Primary care is expected to be an
effective response to effects of the current economic
crisis on health and health care. The policy strategy
towards primary care reinforcement is often based
on the notion that a strong primary care system ben-
efits a nation’s health and health care system. PC has
the potential to contribute to overall health system
performance and health (2)(3).

In 2010 the QUALICOPC (Quality and Costs of Pri-
mary Care in Europe) study started. The aim of this
study is to evaluate quality, costs and equity of pri-
mary care in European countries. The researchers of
this study are trying to give an answer to the ques-
tion what the benefits of primary care are and what
effect the strength of a primary care system has on the
performance of health care systems. The study is
funded by the European Commission under the so-
called “Seventh Framework Programme” and is car-
ried out by a consortium of 6 research institutes from
Belgium, Germany, Italy, the Netherlands and
Slovenia. The study is coordinated by NIVEL, the
Netherlands Institute for Health Services Research.
In this article the background and design of the
QUALICOPC study is described.

Key words: Primary care, study, effectiveness,
costs
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Introduction

Prior studies have shown a relationship between
primary care and outcomes such as costs, quality and
accessibility of care (3-7). This currently available
evidence should be considered with care due to the
limited generalisability of the results to the European
context. Previous studies have usually only included
a selection of EU countries. Moreover, little is known
about the relation between structural arrangements
of primary care (such as the payment system) and the
performance of care. This would demand a deeper
insight in professional behaviour of health care
workers and the expectations and actions of patients.

The QUALICOPC study responds to this by
evaluating the effects of strong primary care on the
performance of health systems. To this end, the
structure of primary care at the national level will be
related to indicators of quality at the practice level
and quality as experienced by patients. The study is
aimed at six themes: quality of the process of care,
experiences of patients, costs of primary care, equity,
avoidable hospitalisation and examples of ‘good
practices’.

Methods

QUALICOP started in 2010 and will run until May 2013.
Data will be collected in 31 European countries (27
countries of the EU, Iceland, Norway, Turkey and
Switzerland). Furthermore, research departments/
institutes from Australia, Israel and New Zealand
joined the study. The data collection is being done at
three levels: the health care system, the GP practice
and the level of the patient. Information at the practice-
and patient level is being collected trough surveys
among GPs and their patients. With the questionnaires
insight is gained in professional behaviour of GPs
and the expectations and actions of patients. Further,
data from a European study from 1993 on the task
profiles of GPs are being used. Data on the level of
the health care system, the national level, are derived
from existing sources such as the “Primary Health Care
Activity Monitor Europe” (PHAMEU) database.

GP and patient surveys

In each country the aim is to realize a response of 220
GPs. In Cyprus, Iceland, Luxembourg and Malta the
desired response is lower (around 75). In every
country a nationally representative sample is drawn.
Only one GP per practice will be included. This is to
avoid the inclusion of multiple GPs which are subject
to the same practice variables.

The questionnaires will be distributed among patients
(above the age of 18) of the participating GPs. The
patients will be invited by a fieldworker in the waiting

Âúâåäåíèå

Ïðîó÷âàíèÿ ïîêàçâàò âðúçêàòà ìåæäó ïúðâè÷íàòà
ìåäèöèíñêà ïîìîù è ðåçóëòàòèòå, êàòî ðàçõîäè, êà÷åñòâî
è äîñòúïíîñò íà ãðèæèòå (3,7). Òåçè íàëè÷íè â ìîìåíòà
íàó÷íè ôàêòè è äîêàçàòåëñòâà ñëåäâà äà ñå ðàçãëåæäàò ñ
ïîâèøåíî âíèìàíèå, ïîðàäè îãðàíè÷åíîòî èì
ãåíåðàëèçèðàíå â åâðîïåéñêè êîíòåêñò. Ïðåäèøíè
èçñëåäâàíèÿ  âêëþ÷âàò ñàìî ïîäáðàíè ñòðàíè îò ÅÑ. Íåùî
ïîâå÷å, ìàëêî ñå çíàå çà âðúçêàòà ìåæäó ñòðóêòóðíè
äîãîâîðåíîñòè ïðè ïúðâè÷íàòà ìåäèöèíñêà ïîìîù
(íàïðèìåð íà÷èíè çà ïëàùàíå), êàêòî è ïðåäîñòàâÿíåòî
íà çäðàâíèòå ãðèæè è èçïúëíåíèåòî íà ñúîòâåòíèòå
äåéíîñòè. Òîâà èçèñêâà ïî-äúëáîêî âíèêâàíå â
ïðîôåñèîíàëíîòî ïîâåäåíèå íà çäðàâíèòå
ïðîôåñèîíàëèñòè, êàêòî è â î÷àêâàíèÿòà è äåéñòâèÿòà íà
ïàöèåíòèòå.

Ïðîó÷âàíåòî QUALICOPC îòãîâàðÿ íà òåçè âúïðîñè ÷ðåç
îöåíêà íà âúçäåéñòâèåòî íà ñèëíàòà ïúðâè÷íà
ìåäèöèíñêà ïîìîù ïðè ôóíêöèîíèðàíåòî íà çäðàâíèòå
ñèñòåìè. Çà òàçè öåë, ñòðóêòóðàòà íà ïúðâè÷íàòà
ìåäèöèíñêà ïîìîù íà íàöèîíàëíî íèâî ùå áúäå ñâúðçàíà
ñ ïîêàçàòåëè çà êà÷åñòâî íà íèâî ïúðâè÷íà ìåäèöèíñêà
ïðàêòèêà è êà÷åñòâîòî, ñâúðçàíî ñúñ ñúîòâåòíèÿ îïèò îò
ñòðàíà íà ïàöèåíòèòå ïðè êîíòàêòèòå ñ
îáùîïðàêòèêóâàùèòå ëåêàðè. Ïðîó÷âàíåòî å íàñî÷åíî
êúì øåñò òåìè: êà÷åñòâî íà ïðîöåñà íà ãðèæèòå, îïèò è
îòíîøåíèå  íà ïàöèåíòèòå ïðè êîíòàêòà èì ñ ïðàêòèêàòà,
ðàçõîäè çà ïúðâè÷íà ìåäèöèíñêà ïîìîù, åôåêòèâíîñò è
ðàâíîïîñòàâåíîñò, íåíóæíà õîñïèòàëèçàöèÿ è ïðèìåðè
çà “äîáðè ïðàêòèêè”.

Ìåòîäè

QUALICOP çàïî÷âà ïðåç 2010 ã. è ïðîäúëæàâà äî ìàé 2013
ã. Äàííèòå ñå ñúáèðàò â 31 åâðîïåéñêè ñòðàíè (27 ñòðàíè
îò ÅÑ, Èñëàíäèÿ, Íîðâåãèÿ, Òóðöèÿ è Øâåéöàðèÿ). Êúì
ïðîó÷âàíåòî ñà ïðèñúåäèíåíè è  èçñëåäîâàòåëñêè îòäåëè
/ èíñòèòóòè îò Àâñòðàëèÿ, Èçðàåë è Íîâà Çåëàíäèÿ.
Ñúáèðàíåòî íà äàííè ñå èçâúðøâà íà òðè íèâà: íà íèâî
ñèñòåìà íà çäðàâåîïàçâàíåòî, íà íèâî ïðàêòèêà íà ÎÏË è
íà íèâî ïàöèåíò. Èíôîðìàöèÿòà íà íèâî ïðàêòèêà è íà
íèâî ïàöèåíò ñå ñúáèðà ÷ðåç ïðîó÷âàíèÿ ñðåä
îáùîïðàêòèêóâàùèòå ëåêàðè è òåõíèòå ïàöèåíòè. ×ðåç
âúïðîñíèöèòå ñå öåëè äà ñå îöåíè ïðîôåñèîíàëíîòî
ïîâåäåíèå íà ÎÏË, êàêòî è î÷àêâàíèÿòà íà ïàöèåíòèòå.
Îñâåí òîâà ñå èçïîëçâàò äàííè îò åâðîïåéñêî ïðîó÷âàíå
îò 1993 ã. îòíîñíî ïðîôèëà íà äåéíîñòèòå íà
îáùîïðàêòèêóâàùèòå ëåêàðè. Äàííèòå íà íèâî ñèñòåìàòà
íà çäðàâåîïàçâàíåòî - íàöèîíàëíî íèâî, ñà èçâëå÷åíè îò
ñúùåñòâóâàùè èçòî÷íèöè, íàïðèìåð “Ìîíèòîð íà
äåéíîñòèòå â ïúðâè÷íàòà ìåäèöèíñêà ïîìîù â Åâðîïà
“(PHAMEU) áàçà äàííè.

Ïðîó÷âàíå íà îáùîïðàêòèêóâàùèòå ëåêàðè
è ïàöèåíòèòå
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room to anonymously fill in a questionnaire. A
fieldworker visits the practice and invites patients until
10 people have agreed to participate. Nine of these
patients will be asked to fill in a questionnaire about
their experiences with primary care and one patient
fills in a questionnaire about what he/she finds
important. Per country about 2200 patients will fill in a
questionnaire. In each country the questionnaires will
be available in the national language(s). In many
countries the patient questionnaires are also available
in the languages of the largest groups of ethnic
minorities, to also include these patients in the study.

The data collection in [Your country] is organised by
[Your organisation].

Content of the questionnaires

For this study new questionnaires have been
developed based on a systematic literature review of
existing questionnaires and expert opinion. To test the
questionnaires a pilot has been held in Slovenia,
Belgium and the Netherlands. The questionnaires
include questions which can measure the variety of
primary care in European countries. The survey among
GPs includes self-reported involvement in curative and
preventive tasks and questions on the type and
organisation of the practice, integrated provision of
services and aspects of workload and use of time.

The patients experiences questionnaire contains
questions about the patients’ backgrounds, distance
to the PC practice, choice of doctor, copayments for
services, time for the patients, availability of health
education, experiences with services of the practice or
centre, experiences with their own doctor  and aspects
of care coordination. In order to weigh the answers
about patients’ experiences a separate questionnaire
has been developed about what patients find important
(the patients values questionnaire).

Finally, a questionnaire for the fieldworkers visiting
the GP practices has been developed. This
questionnaire contains questions about practice
characteristics in general, such as the availability of a
parking space for with disability.

Analyses

The gathered data will be analysed with statistical
multilevel models. With these analyses it can be
explored to what extend the variation in outcomes (e.g.
variation in quality of care between practices) can be
related to the influence of the country, or differences
between individual practices. Apart from studying
general patterns and trends ‘good practices’ will be
identified, which in a statistical sense are the outliers
in the analyses. An important aspect of the study
design is that the questionnaires of the patients can
be linked to the questionnaires of their GPs.

Öåëòà å âúâ âñÿêà ñòðàíà, ó÷àñòâàùà â ïðîó÷âàíåòî, äà ñå
âêëþ÷àò îáùî ïî 220 îáùîïðàêòèêóâàùè ëåêàðè. Â Êèïúð,
Èñëàíäèÿ, Ëþêñåìáóðã è Ìàëòà æåëàíèÿò áðîé ðåñïîíäåíòè
å ïî-íèñúê (îêîëî 75). Âúâ âñÿêà ñòðàíà å ñúñòàâåíà
íàöèîíàëíà ïðåäñòàâèòåëíà èçâàäêà. Ñàìî åäèí GP îò
ïðàêòèêà ìîæå äà áúäå âêëþ÷åí. Öåëòà å äà ñå èçáåãíå
âêëþ÷âàíåòî íà íÿêîëêî îáùîïðàêòèêóâàùè ëåêàðè, êîèòî
ñà ïîä âëèÿíèåòî íà åäíè è ñúùè ôàêòîðè (ïðîìåíëèâè) â
ïðàêòèêàòà.

Âúïðîñíèöèòå ñà ðàçïðåäåëåíè ñðåä ïàöèåíòè (íàä 18-
ãîäèøíà âúçðàñò) íà ó÷àñòâàùèòå â ïðîó÷âàíåòî
îáùîïðàêòèêóâàùè ëåêàðè. Ïàöèåíòèòå, èçðàçèëè ñúãëàñèå
äà ó÷àñòâàò â ïðîó÷âàíåòî (îáùî äî 10 ïàöèåíòè îò
ïðàêòèêà), ñå êàíÿò îò àíêåòüîð â ÷àêàëíÿòà íà ïðàêòèêàòà äà
ïîïúëíÿò àíîíèìíî âúïðîñíèêà. Äåâåò îò òåçè ïàöèåíòè
ïîïúëâàò âúïðîñíèê îòíîñíî ñâîÿ îïèò è âçàèìîîòíîøåíèÿ
ñ ïúðâè÷íàòà ìåäèöèíñêà ïîìîù (ïðàêòèêàòà). Åäèí
ïàöèåíò  ïîïúëâà âúïðîñíèê çà òîâà, êîåòî òîé íàìèðà çà
âàæíî. Î÷àêâà ñå âúâ âñÿêà ñòðàíà îêîëî 2200 ïàöèåíòè äà
ïîïúëíÿò âúïðîñíèöèòå. Òå ñà ïðåäîñòàâåíè íà íàöèîíàëíèÿ
åçèê (åçèöèè) íà ñúîòâåòíàòà ñòðàíà. Â íÿêîè ñòðàíè
âúïðîñíèöèòå çà ïàöèåíòèòå ñà ïðåäîñòàâåíè íà åçèöèòå íà
íàé-ãîëåìèòå ãðóïè îò åòíè÷åñêè ìàëöèíñòâà, ñ öåë
âêëþ÷âàíåòî è íà òåçè ïàöèåíòè â ïðîó÷âàíåòî.

Ñúáèðàíåòî íà äàííè â Áúëãàðèÿ ñå îðãàíèçèðà îò
Äèëèäæåíòèñ ÅÎÎÄ, ñúñ ñúäåéñòâèåòî íà ñîöèîëîãè÷åñêà
àãåíöèÿ „ÍÎÅÌÀ“.

Ñúäúðæàíèå íà âúïðîñíèêà

Çà öåëèòå íà òîâà ïðîó÷âàíå ñà ðàçðàáîòåíè íîâè
âúïðîñíèöè, âúç îñíîâà íà ñèñòåìàòè÷åí ïðåãëåä íà
ëèòåðàòóðàòà îòíîñíî ñúùåñòâóâàùè âúïðîñíèöè è íà
åêñïåðòíî ìíåíèå. Â Ñëîâåíèÿ, Áåëãèÿ è Õîëàíäèÿ å
ïðîâåäåíî ïèëîòíî ïðîó÷âàíå çà òåñòâàíå íà âúïðîñíèöèòå.
Â òÿõ ñà âêëþ÷åíè âúïðîñè, êîèòî äàâàò âúçìîæíîñò äà ñå
èçìåðè è îöåíè ðàçíîîáðàçèåòî â ïúðâè÷íàòà ìåäèöèíñêà
ïîìîù â åâðîïåéñêèòå ñòðàíè. Â ïðîó÷âàíåòî ñðåä
îáùîïðàêòèêóâàùèòå ëåêàðè å âêëþ÷åíî èçñëåäâàíå çà
ó÷àñòèåòî íà ðåñïîíäåíòèòå â ëå÷åáíè è ïðåâàíòèâíè çàäà÷è
è âúïðîñè îòíîñíî âèäà è îðãàíèçàöèÿòà íà ïðàêòèêàòà, â
êîÿòî ðàáîòÿò, èíòåãðèðàíîòî ïðåäîñòàâÿíå íà óñëóãè è
àñïåêòè, ñâúðçàíè ñ íàòîâàðâàíå è èçïîëçâàíå íà âðåìåòî
íà îáùîïðàêòèêóâàùèÿ ëåêàð.

Âúïðîñíèêúò çà îïèòà è âçàèìîîòíîøåíèÿòà íà ïàöèåíòèòå
ñ ïðàêòèêàòà ñúäúðæà ñëåäíèòå âúïðîñè: âúçðàñò è
îáðàçîâàíèå íà ïàöèåíòèòå; ðàçñòîÿíèå äî ïúðâè÷íàòà
ìåäèöèíñêà ïðàêòèêàòà; èçáîð íà ëåêàð; èìà ëè ïëàùàíèÿ
çà óñëóãè; âðåìå, îòäåëåíî â ïðàêòèêàòà çà ïàöèåíòèòå;
íàëè÷èå íà çäðàâíî-îáðàçîâàòåëíè ïðîãðàìè;
âçàèìîîòíîøåíèÿ ñ ïðàêòèêàòà èëè çäðàâíèÿ öåíòúð;
âçàèìîîòíîøåíèÿ ñ ëè÷íèÿ ëåêàð è àñïåêòè íà
êîîðäèíàöèÿòà ïðè çäðàâíèòå ãðèæè. Ñ öåë äà ñå îöåíÿò  è
ïðåòåãëÿò ïî âàæíîñò îòãîâîðèòå çà îïèòà è
âçàèìîîòíîøåíèÿòà íà ïàöèåíòèòå ñ ïðàêòèêàòà å ðàçðàáîòåí
îòäåëåí âúïðîñíèê îòíîñíî àñïåêòèòå, êîèòî ïàöèåíòèòå
íàìèðàò çà âàæíè (âúïðîñíèê çà âàæíîñòòà).
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Finally

Europe and some countries beyond are the laboratory of
the QUALICOPC study. The study will considerably
contribute to this base of evidence on the benefits of
strong primary care. Therefore data will be analysed at
different levels of care: the national level, but also data
on the level of the GP practice and patients. Because the
research includes 34 countries, variants of primary care
from these countries can be included in the study. The
outcomes of the study will be used to inform the European
Commission, WHO and national authorities to contribute
to effective health care policies.

Ðàçðàáîòåí å è âúïðîñíèê çà àíêåòüîðèòå, ïîñåùàâàùè GP
ïðàêòèêè. Òîçè âúïðîñíèê ñúäúðæà âúïðîñè, ñâúðçàíè ñ
ïðàêòè÷åñêè õàðàêòåðèñòèêè êàòî öÿëî, íàïðèìåð, íàëè÷èåòî
íà ìÿñòî çà ïàðêèðàíå çà ïàöèåíòè ñ óâðåæäàíèÿ.

Àíàëèçè

Ñúáðàíèòå äàííè ñå àíàëèçèðàò ñúñ ñòàòèñòè÷åñêè
ìíîãîñòåïåííè ìîäåëè. Ñ òåçè àíàëèçè ìîæå äà ñå îöåíè äî
êàêâà ñòåïåí ïðîìÿíàòà ïî îòíîøåíèå íà ðåçóëòàòèòå (íàïð.
ðàçëè÷èÿ â êà÷åñòâîòî íà ãðèæèòå ìåæäó ïðàêòèêè) ìîæå äà
áúäå ñâúðçàíà ñ âëèÿíèåòî íà îñîáåíîñòèòå â ñúîòâåòíàòà
ñòðàíà èëè ðàçëèêèòå ìåæäó îòäåëíèòå ïðàêòèêè. Îñâåí
èçó÷àâàíå íà òåíäåíöèè ïðè îáùèòå ìîäåëè, ñå
èäåíòèôèöèðàò è „äîáðèòå ïðàêòèêè - ïðèìåðè“, êîèòî â
ñòàòèñòè÷åñêè ñìèñúë ñà îòêëîíåíèÿòà (outliers)-ãîëåìèòå
ðàçëè÷èÿ îò ñðåäíèòå ñòîéíîñòè â àíàëèçèòå. Âàæåí àñïåêò
îò äèçàéíà íà ïðîó÷âàíåòî å, ÷å âúïðîñíèöèòå, ïîïúëâàíè
îò ïàöèåíòèòå, ìîæå äà áúäàò ñâúðçàíè ñ âúïðîñíèöèòå íà
òåõíèòå îáùîïðàêòèêóâàùè ëåêàðè.

Çàêëþ÷åíèå

Åâðîïà è íÿêîè ñòðàíè èçâúí íåÿ ñà ò.í. ëàáîðàòîðèÿ íà
QUALICOPC ïðîåêòà. Ïðîó÷âàíåòî ùå äîïðèíåñå çà
ñúçäàâàíå íà áàçà çà äîêàçàòåëñòâà îòíîñíî ïîëçèòå îò
ñèëíà ïúðâè÷íà ìåäèöèíñêà ïîìîù. Ïîðàäè òîâà äàííèòå
ñå àíàëèçèðàò íà ðàçëè÷íè íèâà íà çäðàâíèòå ãðèæè: íà
íàöèîíàëíî íèâî, íà íèâî  ïðàêòèêà è íèâî ïàöèåíòè íà
îáùîïðàêòèêóâàùèòå ëåêàðè. Òúé êàòî èçñëåäâàíåòî
âêëþ÷âà 34 ñòðàíè, âñè÷êè âàðèàíòè íà ïúðâè÷íàòà
ìåäèöèíñêà ïîìîù îò òåçè ñòðàíè ìîãàò äà áúäàò
âêëþ÷åíè â ïðîó÷âàíåòî. Ðåçóëòàòèòå îò ïðîó÷âàíåòî ùå
áúäàò èçïîëçâàíè, çà äà ñå èíôîðìèðàò Åâðîïåéñêàòà
êîìèñèÿ, ÑÇÎ è íàöèîíàëíèòå âëàñòè è ùå  äîïðèíåñàò çà
ïðèåìàíåòî íà åôåêòèâíè ïîëèòèêè â îáëàñòòà íà
çäðàâåîïàçâàíåòî.
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Ïðîó÷âàíå – Áúëãàðèÿ

1. Ïåðèîä íà ñúáèðàíå íà äàííè - 15.10.2011-15.12.2012 ã.

2. Èíôîðìàöèÿ îòíîñíî ðåñïîíäåíòèòå:

-  Áðîé íà îáùîïðàêòèêóâàùèòå ëåêàðè â Áúëãàðèÿ -
4131 ëåêàðè; 3091 èíäèâèäóàëíè ïðàêòèêè è 230
ãðóïîâè ïðàêòèêè (Èçòî÷íèê: Íàöèîíàëíà
çäðàâíîîñèãóðèòåëíà êàñà (2010);

-  Áðîé íà îáùîïðàêòèêóâàùèòå ëåêàðè  îáùî,
ïîêàíåíè äà ó÷àñòâàò â òîâà ïðîó÷âàíå – 350
ëåêàðè.

-   Èçâàäêàòà å ñòðàòèôèöèðàíà ïî áðîÿ íà
îáùîïðàêòèêóâàùèòå ëåêàðè âúâ âñÿêà îò 28-òå
îáëàñòè â ñòðàíàòà. Çà âñÿêà îáëàñò èçâàäêàòà å
ñëó÷àéíà.

3.  Àíêåòèðàíå - ïîëåâàòà ðàáîòà. Ñîöèîëîãè÷åñêà
àãåíöèÿ “Íîåìà” - ïðîôåñèîíàëíè íòåðâþèðàùè
- 103 äóøè.

Data collection in BULGARIA

1.     The period of data collection – 15.10.2011-
15.12.2011

2.     Information on the sample – who can expect to
be included?

- Number of  GPs in Bulgaria  - 4131 GPs - 3091
individual practices and 230 group (Source:
National Health Insurance Fund ( 2010)

 - Number of GPs in total invited to participate in this
study – 350

 - The sample is stratified by number of GPs in each of
the 28 districts in the country. For each district the
sample is random.

3.    Fieldwork
Pooling agency “Noema” - professional
interviewers – 103 people

4.  National coordinator – Assoc.prof. Petko Salchev

5. Supporting bodies -  Ministry of health

6.  Other details interesting to know for GPs

The patients were more wishful to participate in the
survey, rather than GPs.

The general feedback is that too many studies were
been made among GPs, mainly conducted by
Pharmaceutical Companies which incentives are
often valuable and expensive. Therefore, the
conduction of the present study was a bit difficult
and the need of a large number of interviewers was
determined.
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Îáðàòíà âðúçêà îò îáù õàðàêòåð, ïîëó÷åíà ÷ðåç
àíêåòüîðèòå, ïîñî÷âà, ÷å ñðåä îáùîïðàêòèêóâàùèòå
ëåêàðè ñà ïðîâåæäàíè ìíîãî èçñëåäâàíèÿ, ãëàâíî îò
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Nikolai Hristov,

Òîäîð Kundurdzhiev,
Dessislava Dimitrova
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In recent years the academic community did not perform
any studies (save for a few sociological studies on
patient satisfaction) on the efficiency and quality of the
new model of primary health care functioning.  This was
the challenge to the collective – to collect and analyse
the available data on GP activities in the country and
assess what is achieved so far.

Based on the available data from NHIF the collective
focused on presenting a momentous picture of the
organization, functions, activities and efficiency of
primary health care, provided by GPs in Bulgaria. The
year 2009 was chosen due to the following considerations
– available comprehensive data, a sufficiently long period
after the onset of the reforms and stabilization of the
system, accumulated experience in the analysis of the
system, etc.

The monograph is arranged in the following manner:

Presented first is a general description of the socio-
economical and political state of

the country, as well as the health status of the population
for the respective year and a brief depiction of the
national health system of Bulgaria.

The second chapter presents the legal frame and
organizational forms of primary health care, the basic
package of delivered health services and the payment
mechanisms for GPs.

The next chapter presents and analyses the state of
funding, manpower availability, and performed activities
by GPs.

The last chapter presents the results of the application
of a specific model for efficiency assessment of GP
activities, where as main units of comparison we used
the administrative regions. We deemed impossible the
performance of individual GP assessment due to the
scarcity of data and limitations in the methods of analysis.

ÏÚÐÂÈ×ÍÀÒÀ ÇÄÐÀÂÍÀ ÏÎÌÎÙ
Â ÁÚËÃÀÐÈß – ÔÀÊÒÈ È
ÀÍÀËÈÇÈ

2011, Èíñòèòóò „Îòâîðåíî îáùåñòâî” – Ñîôèÿ
ISBN 978-954-2933-12-03
ÿ / Primary Hea lth Care in Bulgaria
Àâòîðñêè êîëåêòèâ:
Äîö. ä-ð Ïåòêî Ñàë÷åâ,
Äîö. ä-ð Ëèäèÿ Ãåîðãèåâà,
Ä-ð Íèêîëàé Õðèñòîâ,
Òîäîð Êóíäóðäæèåâ,
Äåñèñëàâà Äèìèòðîâà
Ïîä ðåäàêöèÿòà íà äîö. ä-ð Ï. Ñàë÷åâ
ÈÍÑÒÈÒÓÒ “ÎÒÂÎÐÅÍÎ ÎÁÙÅÑÒÂÎ”/

Â ïîñëåäíèòå ãîäèíè îò ñòðàíà íà íàó÷íàòà îáùíîñò íå ñà
ïðîâåäåíè ïî÷òè íèêàêâè ïðîó÷âàíèÿ (ñ èçêëþ÷åíèå íà
îïðåäåëåíè ñîöèîëîãè÷åñêè èçñëåäâàíèÿ îòíîñíî
óäîâëåòâîðåíîñòòà íà ïàöèåíòèòå) çà îöåíêà íà
åôåêòèâíîñòòà è êà÷åñòâîòî íà íîâèÿ ìîäåë â ïúðâè÷íàòà
çäðàâíà ïîìîù. Òîâà å è ïðåäèçâèêàòåëñòâîòî ïðåä
àâòîðñêèÿ êîëåêòèâ íà ìîíîãðàôèÿòà – äà ñå ñúáåðàò è
àíàëèçèðàò äîñòúïíèòå äàííè çà äåéíîñòòà íà
îáùîïðàêòèêóâàùèòå ëåêàðè â ñòðàíàòà è äà ñå íàïðàâè
îöåíêà íà ïîñòèãíàòîòî äî ìîìåíòà. Íà áàçàòà íà äîñòúïíàòà
èíôîðìàöèÿ îò ÍÇÎÊ àâòîðèòå ïðåäñòàâÿò  ìîìåíòíà
êàðòèíà îòíîñíî îðãàíèçàöèÿòà, ôóíêöèèòå, äåéíîñòòà è
åôåêòèâíîñòòà íà ïúðâè÷íàòà çäðàâíà ïîìîù, îñèãóðÿâàíà
îò îáùîïðàêòèêóâàùèòå ëåêàðè (ÎÏË) â Áúëãàðèÿ. Èçáðàíà
å 2009 ãîäèíà ïîðàäè ñëåäíèòå ôàêòîðè – íàëè÷íà ïúëíà
èíôîðìàöèÿ, äîñòàòú÷íî ãîëÿì ïåðèîä ñëåä ïðîâåæäàíåòî
íà ðåôîðìàòà è ñòàáèëèçèðàíå íà ñèñòåìàòà, íàòðóïàí îïèò
çà àíàëèç íà ñèñòåìàòà è ò.í.

Ìîíîãðàôèÿòà å ïîäðåäåíà ïî ñëåäíèÿ ðåä:

Íà ïúðâî ìÿñòî – îáùî îïèñàíèå íà ñîöèàëíî-
èêîíîìè÷åñêàòà è ïîëèòè÷åñêàòà îáñòàíîâêà â ñòðàíàòà è
çäðàâíîòî ñúñòîÿíèå íà íàñåëåíèåòî â ñúîòâåòíàòà ãîäèíà,
êðàòêî îïèñàíèå íà çäðàâíàòà ñèñòåìà íà Áúëãàðèÿ.

Âúâ âòîðàòà ãëàâà å ïðåäñòàâåíà ïðàâíàòà ðàìêà è
îðãàíèçàöèîííè  ôîðìè íà ïúðâè÷íàòà çäðàâíà ïîìîù,
îñíîâåí ïàêåò íà ïðåäîñòàâÿíèòå çäðàâíè óñëóãè è íà÷èí íà
çàïëàùàíå íà ÎÏË.

Â ñëåäâàùàòà ãëàâà ñà ðàçãëåäàíè è àíàëèçèðàíè ñúñòîÿíèåòî
íà ôèíàíñèðàíåòî, íàëè÷íèòå êàäðè, èçâúðøåíèòå äåéíîñòè
îò ñòðàíà íà îáùîïðàêòèêóâàùèòå ëåêàðè.

Â ïîñëåäíàòà  ãëàâà å ïðèëîæåí ñïåöèôè÷åí ìîäåë íà îöåíêà
íà åôåêòèâíîñòòà íà äåéíîñòòà íà îáùîïðàêòèêóâàùèòå
ëåêàðè, êàòî îñíîâíè åäèíèöè çà ñðàâíåíèå ñà ïîäáðàíè
ðàçëè÷íèòå ðåãèîíè.

Àâòîðèòå íå ïðåäñòàâÿò  ñàìî ôàêòèòå, à ïðàâÿò àíàëèç íà
ðåàëíèòå ÿâëåíèÿ â ñôåðàòà íà ïúðâè÷íàòà çäðàâíà ïîìîù.
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A DECADA OF REGIONAL
COOPERATION ON PUBLIC HEALTH

IN SOUTH-EASTERN EUROPE

THERD HEALTH MINISTERS’ FORUM:

HEALTH IN ALL POLICIES IN SOUTH-

EASTERN EUROPE – A SHARED

GOAL AND RESPONSIBILITY

2011, World Health Organization,
Regional office for Europe

A decade of regional cooperation on public health in
south - eastern Europe tells the story of SEEHN from its
founding in 2001 until today It describes a unique process
of regional cooperation in public health, involving the
health ministries of the nine countries in the region, the
Regional Office, the Council of Europe and the Council
of Europe Development Bank, initially under the aegis of
the Stability Pact for South Eastern Europe and then the
Regional Cooperation Council.

The process started with the First Health Ministers Forum,
held in Dubrovnik, Croatia, in 2001. a breakthrough forum
where the founding document of the cooperative enterise,
the Dubrovnik Pledge, was signed (Annex 1] (WHO
Regional Office for Europe. 2001] This document set out
a new, ambitious vision for regional partnership and
cooperation on better health. What had been envisioned
as a transitional mechanism to promote reconciliation and
regional stability rapidly proved to be a model of regional
cooperation. The Second Health Ministers’ Forum, held
in 2005 in Skopje, the former Yugoslav Republic of
Macedonia, confirmed and expanded the vision, goals
and aims of SEEHN in a new document, the Skopje Pledge
/Annex 2/.

(WHO Regional Office for Europe, 2005). Today, six years
later, SFEHN is an established, highly valued actor in the
promotion of public health in the region. Il has a
permanent seat in Skopje, and it is expanding by adding
new Member Stales and partner states, as well as by
steadily widening the scope of its activities The current
report is being pub-lished to coincide with the Third
Health Ministers Forum, which is being held in October
2011 in Banja Luka, Bosnia and Herzegovina.

The development of 5FFHN has been shaped by the input
and engagement of a wide variety of long-term partners,
including different national government sectors, the
Regional Cooperation Council, the Regional Office, the
Council of Europe, the Council of Europe Development
Bank and the Northern Dimension Partnership in Public
Health and Social Well-being, as well as by newer,

ÄÅÑÅÒÃÎÄÈØÍÎ ÐÅÃÈÎÍÀËÍÎ
ÑÚÒÐÓÄÍÈ×ÅÑÒÂÎ Â ÎÁËÀÑÒÒÀ ÍÀ
ÎÁÙÅÑÒÂÅÍÎÒÎ ÇÄÐÀÂÅÎÏÀÇÂÀÍÅ
Â ÞÃÎÈÇÒÎ×ÍÀ ÅÂÐÎÏÀ

ÒÐÅÒÈ ÔÎÐÓÌ ÍÀ ÌÈÍÈÑÒÐÈÒÅ ÍÀ

ÇÄÐÀÂÅÎÏÀÇÂÀÍÅÒÎ ÍÀ ÒÅÌÀ

“ÇÄÐÀÂÅÒÎ ÂÚÂ ÂÑÈ×ÊÈ ÏÎËÈÒÈÊÈ Â

ÞÃÎÈÇÒÎ×ÍÀ ÅÂÐÎÏÀ - ÎÁÙÀ ÖÅË È

ÎÒÃÎÂÎÐÍÎÑÒ”

2011 ã., Ñâåòîâíà çäðàâíà îðãàíèçàöèÿ,
Ðåãèîíàëåí îôèñ çà Åâðîïà

Èçäàíèåòî å ïîñâåòåíî íà èñòîðèÿòà íà çäðàâíàòà ìðåæà â
Þãîèçòî÷íà Åâðîïà (SEEHN) îò îñíîâàâàíåòî é ïðåç 2001 ã., äî
äíåñ. Ïðåäñòàâåíî å óíèêàëíî ïî ðîäà ñè  ðåãèîíàëíî
ñúòðóäíè÷åñòâî â îáëàñòòà íà îáùåñòâåíîòî çäðàâåîïàçâàíå ñ
ó÷àñòèåòî íà çäðàâíèòå ìèíèñòåðñòâà íà äåâåò ñòðàíè îò
ðåãèîíà, Ðåãèîíàëíèÿ îôèñ, Ñúâåòà íà Åâðîïà è Ñúâåòà íà
Åâðîïåéñêàòà áàíêà çà ðàçâèòèå, êîåòî ïúðâîíà÷àëíî ñå
îñúùåñòâÿâà ïîä åãèäàòà íà Ïàêòà çà ñòàáèëíîñò çà Þãîèçòî÷íà
Åâðîïà è íà Ñúâåòà çà ðåãèîíàëíî ñúòðóäíè÷åñòâî.

Ïúðâèÿò ôîðóì íà ìèíèñòðèòå íà çäðàâåîïàçâàíåòî å â
Äóáðîâíèê, Õúðâàòèÿ, ïðåç 2001 ã., êúäåòî ñå ïîäïèñâà
äîêóìåíò çà ó÷ðåäÿâàíå íà ñúòðóäíè÷åñòâîòî. Òîé ïðåäëàãà
íîâà, àìáèöèîçíà âèçèÿ çà ðåãèîíàëíî ïàðòíüîðñòâî è
ñúòðóäíè÷åñòâî ñ öåë ïî-äîáðî çäðàâå. Â íà÷àëîòî ñå
âúçïðèåìà  êàòî ïðåõîäåí ìåõàíèçúì çà ïîìèðåíèå è
ðåãèîíàëíà ñòàáèëíîñò, íî ìíîãî ñêîðî ñå ïðåâðúùà â
óñïåøåí ìîäåë çà ðåãèîíàëíî ñúòðóäíè÷åñòâî. Âòîðèÿò
ôîðóì íà ìèíèñòðèòå íà çäðàâåîïàçâàíåòî ïðåç 2005 ã. â
Ñêîïèå, Ìàêåäîíèÿ, ïîòâúðæäàâà è ðàçøèðÿâà âèçèÿòà,
öåëèòå è çàäà÷èòå íà SEEHN ñ íîâ ïðîãðàìåí äîêóìåíò.

Äíåñ, øåñò ãîäèíè ïî-êúñíî, SFEHN å óòâúðäåí è âèñîêî
öåíåí ó÷àñòíèê â ðàçâèòèåòî íà îáùåñòâåíîòî
çäðàâåîïàçâàíå â ðåãèîíà. Ïîñòîÿííîòî ñåäàëèùå íà
ìðåæàòà å â Ñêîïèå. Òÿ ñå ðàçðàñòâà ÷ðåç ïðèñúåäèíÿâàíå
íà íîâè äúðæàâè è ïàðòíüîðè è ïîñòîÿííî ðàçøèðÿâàíå íà
îáõâàòà íà äåéíîñòòà.

 Íàñòîÿùèÿò äîêëàä å ïóáëèêóâàí âúâ âðúçêà ñ Òðåòèÿ ôîðóì
íà ìèíèñòðèòå íà çäðàâåîïàçâàíåòî ïðåç îêòîìâðè 2011 ã. â
Áàíÿ Ëóêà, Áîñíà è Õåðöåãîâèíà.

Ðàçâèòèåòî íà ìðåæàòà ñå äúëæè íà ïðèíîñà è
àíãàæèðàíîñòòà íà øèðîê êðúã äúëãîñðî÷íè ïàðòíüîðè,
ìåæäó êîèòî ðàçëè÷íè ïðàâèòåëñòâåíè ñåêòîðè, Ñúâåòúò çà
ðåãèîíàëíî ñúòðóäíè÷åñòâî, Ðåãèîíàëíèÿò îôèñ, Ñúâåòúò
íà Åâðîïà, Ñúâåòúò íà Åâðîïåéñêàòà áàíêàòà çà ðàçâèòèå è
Ñêàíäèíàâñêîòî ïàðòíüîðñòâî â îáëàñòòà íà îáùåñòâåíîòî
çäðàâå è ñîöèàëíîòî áëàãîïîëó÷èå, êàêòî íà ïî-íîâè,
ðàçâèâàùè ñå ïàðòíüîðñòâà ñ Ìåæäóíàðîäíàòà îðãàíèçàöèÿ
ïî ìèãðàöèÿ, EuroHealthNet è Åâðîïåéñêàòà êîìèñèÿ. Íà
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evolv-ing partnerships with the International
Organization for Migration, EuroHealthNet and the
European Commission. In turn. SFFHN has helped shape
the actions of these organizations in SEE while helping
define core public health development functions in the
region and beyond.

The purpose of this report is to:

•       introduce the South-Eastern Europe Health
Network ISEEHN],  a  unique,  innovative
partnership  in  public health, to south eastern
Europe [SEE], the European health community and
the general public;

•      describe the impact that SEEHN  has had on
public health through its regional projects and
programmes;

•       trace   SEEHN’s   development  over  the   past
decade from a tool for promoting peace and
stability to one for enhancing economic
development and building an intersectoral
approach to public health,

•       utilize SEEHN’s achievements to advocate public
health as a viable instrument of health diplomacy,

•      outline SEEHN’s capacity as a major advocate of
better public health in SEE and beyond,

•      show how SEEHN provides a forum for its
member countries to prepare tor European
integration through convergence with EU policies
and legislation; and

•       present SEEHN as an open initiative in public
health that reaches beyond its initial historical and
geographical boundaries to establish new
partnerships and initiatives for better health.

ÍÎÂÈ ÊÍÈÃÈ NEW BOOKS

ñâîé ðåä ìðåæàòà äîïðèíàñÿ çà êîíêðåòèçèðàíå íà
äåéñòâèÿòà íà òåçè îðãàíèçàöèè â Þãîèçòî÷íà Åâðîïà, êàêòî
è çà îïðåäåëíå íà îñíîâíèòå ôóíêöèè çà ðàçâèòèå íà
îáùåñòâåíîòî çäðàâåîïàçâàíå â ðåãèîíà è èçâúí íåãî.

Äîêëàäúò âêëþ÷âà:

•       ïðåäñòàâÿíå íà SEEHN êàòî óíèêàëíî, èíîâàòèâíî
ïàðòíüîðñòâî â îáëàñòòà íà îáùåñòâåíîòî
çäðàâåîïàçâàíå â Þãîèçòî÷íà Åâðîïà;

•       âëèÿíèåòî íà SEEHN âúðõó îáùåñòâåíîòî çäðàâå
÷ðåç ðåãèîíàëíè ïðîåêòè è ïðîãðàìè;

•       ïðåãëåä íà ðàçâèòèåòî íà ìðåæàòà ïðåç ïîñëåäíîòî
äåñåòèëåòèå îò èíñòðóìåíò çà íàñúð÷àâàíå íà ìèðà
è ñòàáèëíîñòòà, â òàêúâ çà àêòèâèçèðàíå íà
èêîíîìè÷åñêîòî ðàçâèòèå è èçãðàæäàíå íà
ìåæäóñåêòîðåí ïîäõîä êúì îáùåñòâåíîòî çäðàâå;

•       èçïîëçâàíå íà ïîñòèæåíèÿòà íà SEEHN â ïîäêðåïà
íà îáùåñòâåíîòî çäðàâå êàòî íàäåæäåí
äèïëîìàòè÷åñêè èíñòðóìåíò;

•       ïðåäñòàâÿíå íà êàïàöèòåòà íà SEEHN êàòî îñíîâåí
çàñòúïíèê çà ïî-äîáðî îáùåñòâåíî çäðàâå â
Þãîèçòî÷íà Åâðîïà è èçâúí íåÿ;

•       ôîðóìà, ïðåäîñòàâÿí îò SEEHN íà ÷ëåíóâàùèòå â
íåÿ ñòðàíè, çà äà ñå ïîäãîòâÿò çà èíòåãðèðàíå â
Åâðîïà ÷ðåç ñáëèæàâàíå ñ ïîëèòèêèòå è
çàêîíîäàòåëñòâîòî íà ÅÑ;

•       ïðåäñòàâÿíå íà SEEHN êàòî îòâîðåíà èíèöèàòèâà â
îáëàñòòà íà îáùåñòâåíîòî çäðàâå, êîÿòî èçëèçà
èçâúí ïúðâîíà÷àëíèòå èñòîðè÷åñêè è ãåîãðàôñêè
ãðàíèöè è  ñúçäàâà íîâè ïàðòíüîðñòâà è
èíèöèàòèâè çà ïî-äîáðî çäðàâå.
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NEWS

According to the Ordinance ¹ 145 of the Council of
Ministers as of 26.05.2011 for structural changes within
healthcare system, published in the State Gazette ¹ 41
of 31.05.2011, the National Center of Public Health
Protection and the National Center for Health Information
were merged in the National Center of Public Health and
Analyses.

Dr. Ivailo Vaklinov has been appointed as director of the
National Center of Public Health and Analyses (NCPHA),
by order of the Minister of Health dated 06.06.2011.

The NCPHA is an institution within the national
healthcare system, conducting the following activities:
public health protection, health promotion and disease
prevention, information provision to healthcare
administration. Its mission is to perform these diverse
activities with the aim of achieving better health for the
overall population. All efforts of the academic staff,
experts and technical personnel are directed to the
application of modern technologies within the public
health and playing a leading role in the National
healthcare system. Information about NCPHA activities
can be found at the site http://ncpha.government.bg.

The Bulgarian Journal of Public Health continues to
be issued. The Journal will keep its conception and
objectives, and will popularize modern information and
communication technologies within the public healthcare
system.

The Journal’s team wishes every success to the new
Board of Directors of the NCPHA.

The authors aim to present only facts and to analyze the
events happening in the domain of primary health care .

ÍÎÂÈÍÈ NEWS

ÍÎÂÈÍÈ

Ñ ïîñòàíîâëåíèå  ¹ 145 íà ÌÑ îò 26.05.2011ã. çà
ñòðóêòóðíè ïðîìåíè â ñèñòåìàòà íà çäðàâåîïàçâàíåòî,
îáíàðîäâàíî â ÄÂ, áð.41 îò 31.05.2011ã., Íàöèîíàëíèÿò
öåíòúð ïî îïàçâàíå íà îáùåñòâåíîòî çäðàâå è
Íàöèîíàëíèÿò öåíòúð ïî çäðàâíà èíôîðìàöèÿ ñà
ïðåîáðàçóâàíè, ÷ðåç ñëèâàíå, â Íàöèîíàëåí öåíòúð
ïî îáùåñòâåíî çäðàâå è àíàëèçè (ÍÖÎÇÀ).

Ñúñ çàïîâåä íà Ìèíèñòúðà íà çäðàâåîïàçâàíåòî, îò
06.06.2011ã., çà äèðåêòîð íà Íàöèîíàëíèÿ öåíòúð ïî
îáùåñòâåíî çäðàâå è àíàëèçè å íàçíà÷åí ä-ð Èâàéëî
Âàêëèíîâ.

Íàöèîíàëíèÿò öåíòúð ïî îáùåñòâåíî çäðàâå è àíàëèçè
å ñòðóêòóðà íà íàöèîíàëíàòà ñèñòåìà íà
çäðàâåîïàçâàíåòî è îñúùåñòâÿâà äåéíîñòè ïî:
îïàçâàíå íà îáùåñòâåíîòî çäðàâå, ïðîìîöèÿ íà
çäðàâåòî è ïðîôèëàêòèêà íà áîëåñòèòå,
èíôîðìàöèîííî îñèãóðÿâàíå íà óïðàâëåíèåòî íà
çäðàâåîïàçâàíåòî.  Ìèñèÿòà íà öåíòúðà å äà ñú÷åòàâà
òåçè ðàçíîîáðàçíè äåéíîñòè â èíòåðåñ  íà  ïî-äîáðîòî
çäðàâå íà íàñåëåíèåòî. Âñè÷êè óñèëèÿ íà ðàáîòåùèòå
â Öåíòúðà õàáèëèòèðàíè ëèöà, åêñïåðòè è òåõíè÷åñêè
ïåðñîíàë ñà íàñî÷åíè êúì ïðèëàãàíåòî íà
ñúâðåìåííèòå òåõíîëîãèè  â îáëàñòòà íà îáùåñòâåíîòî
çäðàâåîïàçâàíå è çàåìàíåòî íà âîäåùî ìÿñòî â
Íàöèîíàëíàòà çäðàâíà ñèñòåìà.

Àêòóàëíà èíôîðìàöèÿ çà äåéíîñòòà íà ÍÖÎÇÀ
ìîæåòå äà ÷åòåòå íà ñàéòà http://ncpha.government.bg.

Ïðîäúëæàâà äà èçëèçà Áúëãàðñêî ñïèñàíèå çà
îáùåñòâåíî çäðàâå. Ñïèñàíèåòî ùå çàïàçè ñâîÿòà
êîíöåïöèÿ, ùå ïðîäúëæè äà èçïúëíÿâà çàëîæåíèòå
öåëè è ùå ïîïóëÿðèçèðà ñúâðåìåííè
èíôîðìàöèîííè è êîìóíèêàöèîííè òåõíîëîãèè â
îáëàñòòà íà îáùåñòâåíîòî çäðàâåîïàçâàíå.

Åêèïúò íà ñïèñàíèåòî ïîæåëàâà óñïåõ íà íîâîòî
ðúêîâîäñòâî íà ÍÖÎÇÀ.
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INSTRUCTIONS FOR AUTHORS

Bulgarian Journal of Public Health is a multidisciplinary
journal, which covers the following fields of public health:
health policy, health management and economics,
epidemiology of noncommunicable and communicable
diseases, population / women’s/ children’s health, health
promotion and disease prevention, environmental health,
foods and nutrition, occupational health, mental health,
public health and disasters.

The papers are published in both Bulgarian and English.
The Journal publishes:

-    Original Research Articles (up to 12 pages):
Articles should begin with Introduction, followed
by Aims, Materials and Methods, Results,
Discussion, Conclusions, References.

-    Review Articles (up to 12 pages): Reviews should
concern topics of current interest in the field of
public health.

-    Discussion,positions  (up to 6 pages) - may address
any topic of interest for public health.

-    Opinions,events (up to 1 pages) – represent
current, relevant or disputable issues and
important events.

-    New books or Software Reviews (up to 1 page).

Author Responsibility. All submitted manuscripts should
be original contributions, not previously published and
not under consideration for publication elsewhere.
Accepted manuscripts cannot subsequently be
published elsewhere in similar form, in whole or in part,
in any language, without the consent of Bulgarian
Journal of Public Health. Authors are responsible for all
parts of their paper.

Scientific Ethics. It is the authors’ responsibility to verify
that any investigation involving human subjects has
been approved by a committee on research ethics.

Manuscript Submission. Materials may be submitted
by e-mail or on CD/diskette and as a hard copy (2 copies,
A4 format). Materials of Bulgarian authors should be
written in Bulgarian and English, and those of foreign
authors – only in English.

Manuscript Submission Directions

Cover Letter: The submitted manuscript should be
accompanied by a cover letter stating that the paper and
the data have not been previously published, either in
whole or in part (unless as an abstract), and that no
similar paper is in press or under review elsewhere.

Title Page:

-    Type of manuscript (Original Article, Review
Article, etc.)

ÓÊÀÇÀÍÈß ÇÀ ÀÂÒÎÐÈÒÅ

“Áúëãàðñêî ñïèñàíèå çà îáùåñòâåíî çäðàâå” å
ìíîãîïðîôèëíî ñïèñàíèå, êîåòî âêëþ÷âà
ïóáëèêàöèè â îáëàñòòà íà çäðàâíàòà ïîëèòèêà, çäðàâåí
ìåíèäæìúíò è èêîíîìèêà, åïèäåìèîëîãèÿ íà
íåèíôåêöèîçíèòå è çàðàçíèòå áîëåñòè, çäðàâåòî íà
íàñåëåíèåòî /æåíèòå/äåöàòà/, ïðîìîöèÿ íà çäðàâåòî
è ïðîôèëàêòèêà íà áîëåñòèòå, îêîëíà ñðåäà è çäðàâå,
õðàíè è õðàíåíå, òðóäîâà ìåäèöèíà, ïñèõè÷íî çäðàâå,
êðèçèñíè ñèòóàöèè è îáùåñòâåíî çäðàâå. Ìàòåðèàëèòå
ñå îòïå÷àòâàò íà áúëãàðñêè è àíãëèéñêè åçèê. Â
ñïèñàíèåòî ñå ïóáëèêóâàò:

-    Íàó÷íè ñòàòèè (äî 12 ñòð.): Ñòàòèèòå âêëþ÷âàò
Âúâåäåíèå, Öåë, Ìàòåðèàë è ìåòîäè, Ðåçóëòàòè,
Îáñúæäàíå, Çàêëþ÷åíèå è Êíèãîïèñ.

-    Îáçîðè (äî 12 ñòð.): Îáçîðèòå òðÿáâà äà ïðåäñòàâÿò
çíà÷èìè òåìè â îáëàñòòà íà îáùåñòâåíîòî çäðàâå.

-    Äèñêóñèÿ, ïîçèöèè (äî 6 ñòð.) - çàñÿãàò âñÿêà îáëàñò
íà îáùåñòâåíîòî çäðàâå.

-    Ìíåíèÿ, ñúáèòèÿ (äî 1 ñòð.) - ïðåäñòàâÿò àêòóàëíè,
çíà÷èìè èëè äèñêóñèîííè ïðîáëåìè è âàæíè
ñúáèòèÿ.

-    Ïðåäñòàâÿíå íà íîâè êíèãè  èëè ñîôòóåð (äî 1
ñòð.)

Îòãîâîðíîñò íà àâòîðà. Âñè÷êè ïðåäñòàâåíè çà
ïóáëèêóâàíå ìàòåðèàëè òðÿáâà äà áúäàò îðèãèíàëíè
ðàçðàáîòêè, êîèòî íå ñà ïóáëèêóâàíè äî òîçè ìîìåíò
è íå ñà ïîäàäåíè çà ïóáëèêóâàíå äðóãàäå. Ïðèåòèòå
ðúêîïèñè íå ìîãàò äà áúäàò ïóáëèêóâàíè ñëåä òîâà â
äðóãè èçäàíèÿ â ñúùèÿ âèä, èçöÿëî èëè íà ÷àñòè è íà
êàêúâòî è äà áèëî åçèê, áåç ñúãëàñèåòî íà “Áúëãàðñêî
ñïèñàíèå çà îáùåñòâåíî çäðàâå”. Àâòîðèòå îòãîâàðÿò
çà âñè÷êè ÷àñòè îò ìàòåðèàëà ñè.

Íàó÷íà åòèêà. Îòãîâîðíîñò íà àâòîðèòå å äà
óäîñòîâåðÿò, ÷å âñÿêî èçñëåäâàíå âúðõó õîðà å áèëî
îäîáðåíî îò êîìèñèÿ ïî ìåäèöèíñêà åòèêà.

Ïîäàâàíå íà ðúêîïèñèòå. Ìàòåðèàëèòå òðÿáâà äà
áúäàò ïîäàâàíè â åëåêòðîíåí âèä (ïî åëåêòðîííà ïîùà
èëè íà CD/äèñêåòà) è êàòî ïå÷àòíî êîïèå (2 êîïèÿ,
ôîðìàò À4). Ìàòåðèàëèòå îò áúëãàðñêèòå àâòîðè
òðÿáâà äà áúäàò íà áúëãàðñêè è àíãëèéñêè åçèê, à íà
àâòîðèòå îò ÷óæáèíà  íà àíãëèéñêè åçèê.

Ïîäãîòîâêà íà ðúêîïèñà

Ïðèäðóæèòåëíî ïèñìî: Ðúêîïèñúò òðÿáâà äà áúäå
ïðèäðóæåí ñ ïèñìî, óäîñòîâåðÿâàùî, ÷å ìàòåðèàëúò
è äàííèòå èëè ÷àñòè îò òÿõ íå ñà áèëè ïóáëèêóâàíè
äîñåãà (îñâåí êàòî ðåçþìå), êàêòî è ÷å ìàòåðèàëúò íå
å ïîä ïå÷àò è íå å âúçëîæåí çà ðåöåíçèðàíå â äðóãî
èçäàíèå.

Çàãëàâíà ñòðàíèöà:

-    Âèä íà ðúêîïèñà (îðèãèíàëíà ñòàòèÿ, îáçîð è äð.)
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-    Title, Authors names and affiliations at the time the
work has been created

-    Corresponding author’s name, mailing address,
telephone number, e-mail

-    Acknowledgements, including colleagues who
contributed to the research.

Directions: Use SI units of measure. Avoid acronyms
unless they are widely recognized. Define acronyms and
abbreviations at first mention in text. Provide submitted
manuscript files in a Microsoft Word processing format.
Format the manuscript files for A4 size paper with 2.5 cm
margin on all sides. Use 12-point Times New Roman, 1.5
spaced. Align text only on the left side.

Abstract: For research articles, provide a structured
abstract, with headings for Background, Methods,
Results, and Conclusions. Unstructured abstracts are
allowed for papers of different kind (eg, methodology
papers). Abstracts are limited to 250 words.

Key words: After the abstract key words should be
provided.

Tables: Tables should have clear titles and explanatory
footnotes.

Figures: Each figure should be submitted as a separate
document. Submit figures in final form, suitable for
publication. Number figures consecutively in the order
they are discussed. Provide brief legends for each figure
on a separate manuscript page. This page should follow
the references and be included as part of the text file.

References: References should be numbered
consecutively in order of appearance in the text,  and
listed immediately after the main text. Reference numbers
in the text should be in parenthesis. 1,5 space the
references.

-    Çàãëàâèå, èìåíà íà àâòîðèòå è ìåñòîðàáîòà ïî
âðåìå íà   èçãîòâÿíå íà ìàòåðèàëà

-    Èìå è ïúëåí àäðåñ íà êîðåñïîíäèðàùèÿ àâòîð,
òåëåôîí, åëåêòðîííà ïîùà

-    Áëàãîäàðíîñòè êúì ëèöà è êîëåãè ñ ïðèíîñ çà
èçñëåäâàíåòî.

Óêàçàíèÿ çà îôîðìëåíèå íà ìàòåðèàëèòå: Èçïîëçâàò
ñå ìåðíè åäèíèöè íà ìåæäóíàðîäíàòà ñèñòåìà SI. Äà
ñå èçáÿãâàò àêðîíèìè, îñâåí àêî íå ñà îáùîïðèåòè.
Àêðîíèìèòå è ñúêðàùåíèÿòà ñå äåôèíèðàò ïðè
ïúðâàòà èì óïîòðåáà â òåêñòà. Ôàéëîâåòå íà ðúêîïèñà
ñå ïîäàâàò âúâ ôîðìàò íà Microsoft Word. Ôîðìàòúò
íà ñòðàíèöèòå òðÿáâà äà áúäå À4 ñ ïîëåòà îò 2,5 cm îò
âñè÷êè ñòðàíè,  øðèôòúò 12-point Times New Roman ñ
1,5 èíòåðâàë ìåæäó ðåäîâåòå. Òåêñòúò ñå ïîäðàâíÿâà
ñàìî îò ëÿâî.

Ðåçþìå: Çà íàó÷íè ñòàòèè ñå ïîäãîòâÿ ðåçþìå ñúñ
ñëåäíàòà ñòðóêòóðà è ïîäçàãëàâèÿ: Îáîñíîâêà, Öåë,
Ìåòîäè, Ðåçóëòàòè è Çàêëþ÷åíèå. Ïðè ìàòåðèàëè áåç
ñòðóêòóðà (íàïðèìåð, ìåòîäîëîãè÷íè ìàòåðèàëè) ñå
äîïóñêàò ðåçþìåòà, íåñòðóêòóðèðàíè ïî ãîðíèÿ
íà÷èí. Ðåçþìåòî òðÿáâà äà ñúäúðæà íå ïîâå÷å îò 250
äóìè.

Êëþ÷îâè äóìè: Ïðåäñòàâÿò ñå ñëåä ðåçþìåòî.

Òàáëèöè: Òàáëèöèòå òðÿáâà äà èìàò ÿñíè çàãëàâèÿ è
ïðè íåîáõîäèìîñò îáÿñíèòåëíè áåëåæêè ïîä ÷åðòà.

Ôèãóðè: Âñÿêà ôèãóðà ñå ïîäàâà êàòî îòäåëåí
äîêóìåíò/ôàéë. Ôèãóðèòå ñå íîìåðèðàò ïî ðåäà íà
öèòèðàíåòî èì â òåêñòà. Âñÿêà ôèãóðà òðÿáâà ñå
ïðèäðóæàâà ñ êðàòêà ëåãåíäà íà îòäåëíà ñòðàíèöà,
êîÿòî ñëåäâà Êíèãîïèñà è å ÷àñò îò òåêñòîâèÿ ôàéë. Â
ìàòåðèàëèòå íà áúëãàðñêèòå àâòîðè çàãëàâèÿòà è
òåêñòúò êúì ôèãóðèòå òðÿáâà äà áúäàò íà áúëãàðñêè è
àíãëèéñêè åçèê.

Êíèãîïèñ: Öèòèðàíèòå èçòî÷íèöè ñå íîìåðèðàò ïî
ðåäà íà ïîñî÷âàíåòî èì â òåêñòà è ñå îïèñâàò
íåïîñðåäñòâåíî ñëåä îñíîâíèÿ òåêñò. Â òåêñòà íîìåðúò
íà öèòèðàíèÿ èçòî÷íèê ñå ïîñòàâÿ â ñêîáè.
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