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Pesiome. Llen Ha npoyyBaHeTO: ,Bpeme e 3a Lp(a)‘ e npoyusaHe Ha [ipyxecTBoTO Ha kapavonoaute B bbnrapus (AKB) 3a oueHka
Ha HMBOTO Ha NMO3HaBaHe M 13MON3BaHe Ha NMNONPoTenH(a) — Lp(a), u npeansBMkaTencTeata, KOUTo OrpaHuyaBar 13-
BbpLUBAHETO Ha TakaBa NMnuaHa oueHka. Metoam u pesyntatu: B nepuoga tonu-asryct 2024 r. KB nposege oHnaiiH
HaLMOHANHO AOMMTBaHE C BLMPOCK B TpM 00macTu: npodhecnoHanHa nHgpopmaums; MHgpopmaLms 3a obecTosTencTea,
Mpy KOUTO Kapamonosute obmMncnsT ucnegsaHe Ha Lp(a), M BbNPOCK OTHOCHO MPUYMHUTE 3a OFPaHUYEHO MPENopbY-
BaHe Ha Tecta. Ot 585 kapamonoaw, BKNKYMAKM ce B NpoyyBaHeTo, 189 ca 0TroBOpunM Ha BCUYKkM BbRpock, a 396 ca
OTFOBOPUIM YaCTUYHO. [lenbT Ha KIMMHULMCTUTE, KOUTO AeknapupaT pyTUHHO u3mepBsaHe Ha Lp(a) ¢ Len ctpatuduka-
Lns Ha pucka 1 npu damunHa obpemeHeHocT, e camo 18%, kato 50% OT kapamonosuTe HuKkora He uaMepsar Lp(a).
Hait-yectuTe npuunHu Aa He nopbyBaT M3cnensaHe Ha Lp(a) cnoped 55% OT kapamonoanTe ca OTCbCTBMETO Ha TecTa
B PyTUHHaTa OLieHKa Ha nunuanTe un akTbT, Ye ucneasaHeTo He ce nokpuea o1 H30K (54%). OT aHkeTupanute 94%
cnogensiT, Ye buxa uanonasanu Lp(a), ako TecTbT e penmbypeupan. 48% OT KapamonosuTe UMaT Hyxaa OT SICHU Knu-
HUYHM YKa3aHust OTHOCHO Lp(a). Cnopen 64% HanuuneTo Ha Tepanuu, HacoueH KbM TO3M NIUMONPOTEnH, 6u AoBeno
1o no-ronsma ynoTpeba Ha TecTa 3a Lp(a). 3akntouenue: Pesyntati nokassar He0BXoAMMOCTTa OT AOMbIHUTENHM
YCUNUS OT Hay4YHWUTe [PYXECTBA 3a BbBEXAAHE Ha SICHW 1 NOAPOBHM KIMHUYHM HACcOKM, BKIHOYBAHE B NIUMUAHN NaHenm
1 peumbypcrpaHe Ha M3cneaBaHeTo, KakTo 1 06pa3oBaTemnHN1 MHULMATMBM 3a CTIpaBsiHE C OTPaHUYEHOTO U3MON3BaHe !
npu3HaBaHe Ha Lp(a) 3a puckos dakTop.

Kniouosu aymu: TMNOMPOTEMH(a), CbPAEYHOCHAOB PUCK; KITMHUYHA OLiEHKa; (haMuiHa 0GpeMEHEHOCT
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Abstract. Aim: “It's Time for Lp(a)” is a survey of Bulgarian Society of Cardiology (BSC) assessing the awareness and use of
lipoprotein(a) - Lp(a), and the challenges that limit this lipid assessment. Methods and results: In the period of July-August
2024, the BSC conducted an on-line national survey with questions in three areas: professional information; information
on the clinical circumstances in which cardiologists are considering Lp(a) testing and questions about reasons for limited
test recommendation. Of the 585 cardiologists who took part in the survey, 189 answered all of the questions, and 396
answered partially. Only 18% of clinicians declare that they routinely measure Lp(a) primarily for cardiovascular risk
stratification and in cases of family history. Additionally, 50% of cardiologists never measure Lp(a) at all. The most
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common reasons for not referring patients for testing Lp(a), according to 55% of cardiologists, are its absence in standard
lipid panel and the fact that the test is not reimbursed (54%). 94% of respondents say that they would use Lp(a) if the test
was reimbursed. 48% of cardiologists need clear clinical guidance on the use of Lp(a). According to 64%, the availability of
therapies targeting this lipoprotein would lead to a greater use of Lp(a) test. Conclusion: These results indicate the need for
further efforts by scientific societies to introduce clear and detailed guidelines, inclusion in lipid panels and reimbursement of
testing, as well as educational initiatives to address the limited use and recognition of Lp(a) as a risk factor.
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HanpeabkbT B NO3HABaHETO Ha natoreHesaTta Ha
aTepOCKNepOTUYHNTE CbPAEYHO-CbA0BK 3abonaBaHus
n3Bexada Ha npegeH nnaH Guomapkepu Ha nunuaHa
OCHOBa 3a OL|eHKa Ha pucka u ecpekta oT npunaraHaTa
MeankaMeHTOo3Ha Tepanus. HeobxoamMmocTTa OT peHe-
caHC Ha Lp(a) nopaan KnMHMYHa My 3HQYUMMOCT € SICHO
nogyeptaHa B MHOXECTBO MEXOYHAPOAHWU KIMHUYHU
pbKOBOACTBa M Hacoku [1, 2].

CrtpykTtypaTta Ha Lp(a) e npeagctaBeHa oT nogob-
Ha Ha NMNoNpoTenHUTE ¢ HUcKa nNnbTHOCT (LDL) yacr,
KOBaneHTHO cBbp3aHa c anonunonpoTeuH(a) [1, 2].
CBbp3aHMTe CbC CbpOeYHO-CbAOBUTE 3abonsBaHus
(CC3) edhektn Ha monekynata Ha Lp(a) ce gbmkar Ha
npoareporeHHuTe edektn Ha LDL nogobHata yacT B
CbCTaBa, NpoBb3nanuTenHuTe edekTn, obycrnosBeHu
OT BWCOKOTO CbAbpKaHWEe Ha OKMUCNEeHn docdonunu-
AW, N NPpOTPOMOOTNYHM CBOMCTBA MOpagn HanmyneTo
Ha HeakTuBeH, NogobeH Ha NnasMUMHOreH MpoTeaseH
OOMeNH Bbpxy anonunonpoteunH(a) [1, 2]. MexaHu-
3MbT Ha NaTonorMyHu edPeKkTn, AoknagBaH B enuaemu-
OJIOTVYHU U TEHETUYHN U3cneaBaHns nNpes nocnegHuTe
noseye o1 20 roanHu, ocurypsiea nogkpena Ha ngesTa,
Yye MOBULLUEHUAT nnasmeH Lp(a) e He3aBUCUM reHeTu-
YyeH puckoB dakTop 3a CC3 [3, 4].

MoBuweHnaT Lp(a) ce cunTta 3a Har-pa3npocTpaHe-
HOTO MOHOFEHHO NUMUOHO HapyLUEeHNe B CBETOBEH Ma-
Wwab, c n34ncneHo pasnpoctpaHeHve Ha Lp(a) > 50 mg/
dL npn > 1,4 mnpa. gywwn. Tosa, 3aegHO € Aoka3aHaTa
NPUYNHHO-CNEACTBEHA BPpb3Ka 3@ Bb3HUKBAHETO Ha WH-
dapkT Ha MuoKapZa, UCXEMUYEH MHCYNT, nepudepHa
apTepvanHa 6onecTt, aopTHa KnanHa cTeHo3a U CMbpPT
Nno CbpOEYHO-CHOOBU MPUYMHK, MpaBM OOOCHOBKaTa
3a AmMarHocTuumpaHe U KOHTpon Ha Lp(a)-megunpanus
pUCK KbM OHELLHa gaTa no-curHa ot Becskora [5, 6].

Bbnpekn ToBa JaBaHETO Ha npenopbka 3a onpe-
JensiHe Ha HUMBOTO Ha Lp(a) B kKNuHMYHATa npakTuka
OoCTaBa OrpaHuWyeHo, a AOCTbNbT A0 U3crenBaHeTo
3atpyneH. B cpaBHeHue ¢ gpyrute nunNonpoTevHn u
cbpaedHn Bromapkepu nonynspHocTTa Ha Lp(a) He
€ BUCOKa, a HMBOTO Ha OCBELOMEHOCT Ha 34paBHUTE
cneumanucT Bapypa CbLLEeCTBEHO B pasnnyHuTe cde-
puv Ha 34paBeonasBaHeTo [7].

INTRODUCTION

Progress in the knowledge of the pathogenesis of
atherosclerotic cardio-vascular diseases puts focus
on lipid-based biomarkers to assess the risk and ef-
fect of pharmaco-therapy. The need for a renaissance
of Lp(a) due to its clinical relevance has been clearly
highlighted in numerous international clinical guide-
lines [1, 2].

The structure of Lp(a) is represented by a low-den-
sity lipoprotein (LDL)-like moiety bound covalently to
apolipoprotein(a) [1, 2]. The effects of Lp(a) molecule
associated with cardiovascular disease (CVD) are
due to the proatherogenic effects of its LDL-like moi-
ety, proinflammatory effects determined by the high
oxidized phospholipid content, and prothrombotic
properties due to the presence of an inactive, plas-
minogen-like protease domain on apolipoprotein(a) [1,
2]. The mechanism of pathological effects reported in
epidemiological and genetic studies over the past 20
years supports the idea that elevated plasma lipopro-
tein(a) is an independent genetic risk factor for cardio-
vascular disease [3, 4].

Elevated Lp(a) is considered the most common
monogenetic lipid disorder worldwide, with estimated
prevalence of Lp(a) > 50 mg/dL among > 1.4 billion
people, which together with the proven causal relation-
ship to the occurrence of myocardial infarction, isch-
aemic stroke, peripheral artery disease, aortic valve
stenosis, and cardiovascular death, makes the ratio-
nale for diagnosis and management of Lp(a)-mediated
risk more important than ever [5, 6].

However, the recommendations for assessing
the level of Lp(a) in clinical practice remain limited
and access to the test is difficult. Compared to other
lipoproteins and cardiac biomarkers, Lp(a) is not very
popular, and the level of awareness of healthcare
professionals varies substantially across healthcare
settings [7].
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MATEPUAN U METOOMU

Mpe3 2024 r. [pyxecTBOTO Ha Kapauonosute B
Bwnrapus (OKB) pewwn ga nposBede oHNavH npoy4ysa-
HeTo ,Bpeme e 3a Lp(a)“, 3a Aa v3cneqsa Harnacute B
KapauonorndyHata o6LHOCT OTHOCHO W3MEepBaHeTo Ha
HMBaTa Ha Lp(a) n no3HaBaHETO Ha HeroeaTta pons npu
onpegernsiHe Ha CbpAeYHO-CbOO0BUS pUCK. [n3anHbT Ha
aHKeTaTa crneaBa To3n Ha EBponevickarta acouvaums no
atepockrnepo3sa (EAS) n HerHaTa no-paHHa nH1umaTea
3a oLeHKa Ha 13non3BaHeTo Ha Lp(a) B npeBeHuuATa 1
NIEYEHNETO Ha aTePOCKIIEPOTUYHO CbpPAEYHO-CHA0BO 3a-
bonsBaHe cpen NUNgHUTE KNMMHUKK B EBpona, Ho crieq
agantaums cbobpasHo cneundmknte Ha Gbnrapckarta
3gpaBHa cuctema [7]. OT nokaHeHuTe B nepuoaa tonun-ae-
ryct 2024 r. kapaMono3n B AOMUTBAHETO Ce BKIOYMXA
585 gywn. OT T9x 189 OTroBopuxa Ha BCEKM OT MocTa-
BEHWTE BbMPOCK, a ocTaHanuTe 396 kapamonosn agoxa
OTrOBOPM Ha YacT OT BbhpocuTe. MNpoyyBaHeTo BKMOYBa
nonbnBaHe Ha obuwia npodecroHanHa MHdopmaums 1
14 BbNpoCca, NOBEYETO OT KOUTO BKIOYBAT MHOXECTBO
OTrOBOPY. BBNPOCHWKBLT € pasgeneH Ha Tpu OCHOBHM
obracti Ha npoy4BaHe: npodecroHanHa MHpopMaLms;
nHOpMaLUs 3a KMUHUYHUTE OOCTOSITENCTBA, NPU KOU-
TO 3OpaBHWTE creumanucT obMUCnSaT m3credBaHe Ha
Lp(a), n BbNpocu KbM nekapute OTHOCHO NMOTEHLMarHu-
Te NPUYUHM 3a OrpaHMYeHO NPenopbYBaHe Ha TecTa.

HesaBncumarta areHuus 3a uscnegBaHe Ha 3gpa-
BeonasBaHeTo — SAT Health, ot umeto Ha KB npose-
Oe cbbupaHeTo M aHanu3a Ha gaHHuTe B cobcTBeHa
nvueH3npaTta 3a CTaTUCTUYECKN aHann3m TEXHONorny-
Ha nnatdopma Mo BpeMe Ha MpoekTa, MPOBEAEH B Cb-
TpygHunyecTBo 1 ¢ HoBapTnc ®apma, KoATo nogkpenw
dunHaHCcoBO uscneasaHeTo. Jlekapute 6sixa npegsapu-
TENHO MHopMMpaHM 3a Te3n OOCTOATENCTBA, KaKTo
N Ye yyacTMeTo B aHkeTaTa e LOOPOBOMHO 1 HAMA Aa
cbbupa M aHanuaupa 4YyBCTBUTENHA NMYHA WHOpP-
Mauus. O4akBaHOTO CpegHO BpeMe 3a NnonbliBaHe Ha
BbMNpPOCHUKa belle B pamkute Ha 10 MUHYTK. Bendku
cbbpaHM OTroBOpY Ca BKIOYEHW aHOHMMU3UPAHO B
KpanHusi onucateneH aHanua. Pesyntatute ca 0606-
LLEHN 1 NPeAcTaBeHn KaTo MPOLEHTH.

PE3YNnTATU

Ot BKnOUMnMTE ce B aHkeTaTa nunua 92% peknapu-
paTt npuoobuTta crneumanHocT no kapauonorus. OceeH
TOBa AOMbIfHWTENHA chneumManu3aunsa no WUHTEePBEH-
uuoHanHa kapguornorus nMmat 9% oT yyacTHUUMTE, Mo
enekTpodmanonorns n kapguoctumynaums — 3%, 1 no
aHrnonorus — 1%. leorpadpckoTo NpeacTaBUTENCTBO Ha
aHKETMPaHUTE € MHOrO LUMPOKO M pas3HoobpasHo, KaTo
Hal-BUCOK € AenbT Ha cneumanuctuy, pabotewm B Co-
dus — rpag (27%), cneasaHn OT NPaKTUKyBaLLW B pano-
Ha Ha rpagoseTe BapHa (13%), MNnoeams (13%), Byprac

MATERIAL AND METHODS

In 2024, the Bulgarian Society of Cardiology decid-
ed to conduct ‘It's time for Lp(a)’ online survey to explore
attitudes in cardiology regarding measurement of Lp(a)
levels and awareness of its role in determining cardio-
vascular risk. The design of the survey followed that of
the European Atherosclerosis Association (EAS) and its
earlier initiative to evaluate the use of lipoprotein(a) in
the prevention and treatment of atherosclerotic cardio-
vascular disease among lipid clinics in Europe but was
adapted to reflect Bulgarian health care system specif-
ics [7]. Among the invited physicians in the period of Ju-
ly-August 2024, n = 585 cardiologists participated in the
survey. 189 of them answered each of the questions,
and the remaining 396 cardiologists answered some of
the questions. The survey required to provide general
professional information and included 14 questions,
most of which were multiple choice questions. The ques-
tionnaire was divided into three main areas of study: pro-
fessional information; information about the clinical situ-
ations in which healthcare professionals consider Lp(a)
testing and questions to physicians about the potential
reasons to limit their recommendations for testing.

On behalf of the Bulgarian Society of Cardiology, the
independent health research agency SAT Health collect-
ed and analyzed data on its own technological platform
licensed for statistical analyses during the project carried
out in cooperation with Novartis Pharma, which provided
financial support for the study. Physicians were prelimi-
narily informed of these facts and that participation in the
survey was voluntary and that sensitive personal data
would not be collected or analyzed. The expected aver-
age time for completion of the questionnaire was within
10 minutes. All collected answers were included anony-
mously in the final descriptive analysis. The results were
summarized and presented as percentages.

RESULTS

Among those included in the survey, 92% of re-
spondents declared that they were board-certified car-
diologists. In addition, 9% of respondents had addition-
al specialization in interventional cardiology, 3%, and
1% had specialization in electrophysiology and cardiac
stimulation, respectively. The geographical representa-
tion of respondents is extensive and diverse, and the
highest proportion of respondents are specialist physi-
cians working in Sofia (27%), followed by practitioners
in the region of Varna (13%), Plovdiv (13%), Burgas
(6%), Veliko Tarnovo (5%), Ruse (5%), Stara Zagora
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(6%), Benuko TwbpHOBO (5%), Pyce (5%), Ctapa 3aropa
(4%) n XackoBo (4%). 3a LymeH, NneseH, bnaroesrpag
pensT e 3%, a 3a Ambon, CnneeH, Jobpuy, BuaunH (2%),
OpyrviTe HacerneHn Mecra ca ¢ No-MarbK Asn y4acTHULM.

OT aHkeTuMpaHuTe kapaumono3n 42% paboTtar B
ambynaTtopHa npakTuka, kato 62.5% ot Tax paboTtart
CbLO 1 B BONHULA, KOSATO Ha-4eCTo € YHUBEepCUTET-
cka (29%) n mMHoronpounHo GONMHUYHO 3aBefeHune
(28%). 75% ot aHkeTMpaHuTe ca ¢ noseye ot 10 rogu-
HW npodecuoHaneH onut, a mexay 5-10 roguHu onut
nmat 18% ot yyactHmumTe.

Cropea NWYHMA ONUT Ha PECroHAEHTUTE AenbT OT
KMUHULMCTUTE, KOUTO PYTUHHO M3MepBarT Lp(a) B KNnHMY-
HaTa npakTuka, e 18% (cur. 1), kato 73% ot TAxX paboTart
B ambynatopHa npaktuka. B Codms, Nnoeams n BapHa
Lp(a) ce usmepBa peqoBHO 1N noHe psgko. B no-manku-
Te rpagoBe TOBa Ce CIy4Ba MHOIO psiaKo, KOETO MOXe Aa
€ CBbP3aHO C Nnurncara Ha pecypcu, OCBEAOMEHOCT Unu
crneunduyHN MeguLmMHCKM cnyyau. Han-yecto uacneg-
BaHETO Ce HasHayaBa C Len cTpatudmkaums Ha pucka u
npuv Hanu4ne Ha pammnnHa obpemMmeHeHoCT.

50% oT Kapanono3nTe HMKora He U3MepBaT H1BaTa
Ha Lp(a), kato Han-4yecTuTe NPUYUHK 3a TOBa ca ha-
KTbT Ye N3CMneaBaHETO He € BKIYEHO B pyTUHHATA Nn-
nuaHa OLEeHKa, KakTo M Ye LeHaTa Ha TecTa e BUCOoKa 1
He ce peumbypcupa ot H3O0K (dur. 2).

LleHata 1 gocTbnbT 4O M3cCregBaHe 3a HMBOTO Ha
Lp(a) ca ocHoBHWTE npeykmn npes kapanonosute n 94%
oT Tsx 6uxa nsnonasanu Lp(a) TectoBe, ako pasxogute
ce noemart ot H3OK (cour. 3).

WU3amepeate nm Lp(a)

73% oT KapauonosuTe,
KouTo u3mepsar Lp(a),
paboTaT B ambynatopHa
NpaKTUKa (BKAKYUTENHO

Paako
a 19 yactHa).

He
1. Usmepeame nu pedoeHo Jlunonpomeut (a) eve sawama

npakmua?

Do you measure Lp(a)

73% of cardiologists who
measure Lp(a) work in
outpatient practice

Rarely (including private).

No

1. Do you regularly measure Lipoprotein (a) in your practice?

CrpaTudmKauma Ha pucka

YacT oT pyTMHHaTa MM NpaKTUKa

06pasoBaHMue Ha NaLMeHTa

(4%) and Haskovo (4%). The proportion of specialists
from Shumen, Pleven, Blagoevgrad is (3%) and (2%)
from Yambol, Sleven, Dobrich, Vidin, and the propor-
tion of respondents working in other places is smaller.

From the cardiologists surveyed 42% work at out-
patient practices and 62.5% of them also work at hos-
pitals, which most often is a university hospital (29%) or
a multi-profile hospital (28%). 75% of them have more
than 10 years of professional experience, and 18% of
respondents have 5-10 years of experience.

According to the respondents’ personal experience,
the proportion of clinicians who routinely measure Lp(a)
levels in clinical practice is 18% (Fig. 1), and 73% of
them work at outpatient practices. In Sofia, Plovdiv and
Varna, Lp(a) is measured regularly or at least occa-
sionally. In smaller cities, Lp(a) is measured very rarely
which may be related to lack of resources, awareness or
specific medical cases. Most often, the test is performed
to stratify the risk and in case of family history.

50% of cardiologists never measure Lp(a) levels,
and the most common reasons are the fact that the test
is not included in routine lipid assessment, and that the
cost of the test is high, and is not reimbursed by the
National Health Insurance Fund (NHIF) (Fig. 2).

Cost and the access to Lp(a) testing are the major
hurdle for cardiologists and 94% would use Lp(a) tests
if they were reimbursed by NHIF (Fig. 3).

O p 3a Ha Lp(a)

3awo nscneapate HuBaTa Ha Lp(a)

87%

®amunneH CKPUHUHT

Apyro

4. Ako cme danu omzoeop [A Ha ebnpoc 1 Mons cnodeseme, 3auj0 Ha3Ha4yaeame
uscnedeaHe Ha /lunonpomeut (a)?

Main reasons for Lp(a) testing

Why do you test Lp(a) levels

Risk stratification 87%
Family Screening

Part of my routine practice

Other

Patient education

4. If you answered YES to question 1, please share why you are prescribing
a Lipoprotein (a) test?

®ur. 1. a1 Ha KNUHULUCTUTE, KOUTO PYTUHHO M3mepBaT Lp(a) B KNMHMYHaTa npakTuka U Npu4nMHUTE 3a Ha3HavyaBaHe Ha U3cneaBaHeTo

Fig. 1. Proportion of clinicians who routinely measure Lp(a) in clinical practice and reasons for test assignment
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A. Usmepsate au Lp(a)

Paako

48% ot KapAuono3uTe,
KouTO He usmepsar Lp(a),
He pabotat 8 ambynatopHa
NPaKTUKa (BKAIOYUTENHO
yacrtHa)

1. Usmepeame nu pedosno /lunonpomeun () eve eawama
npaxmuxa?

A. Do you measure Lp(a)

Rarely

48% of cardiologists who do
not measure Lp(a) work in
N outpatient practice
(including private)

1. Do you regularly measure Lipoprotein (a) in your practice?

®dur. 2. [1an Ha KNMHALMCTUTE, KOUTO He n3mepsart Lp(a) B knMHWYHAaTa cu npaktuka (naHen A), 1 NpuYMHUTE 3a HeHa3HadYaBaHe Ha Lp(a)

Fig. 2. Proportion of clinicians who do not measure Lp(a) in clinical practice (panel A) and reasons for not performing Lp(a) tests (panel B)

Mpeanocrasku 3a nposexAaHe Ha Lp(a) recrose

5. Np!

,3a aa HE peare Lp(a)

3awo He TecTsare HMBaTa Ha Lp(a)

Lp(a) He e BKNIOMEHO B CTaHAAPTHATa AMNUAHA OLeHKa 55%

n TO He ce wa ot H30K 54%

W3cnenBaHeTo He e Hanu4HO
Bucoka ueHa

Jvnceat TepaneBTMYHM Bb3MOXHOCTY 33 BMCOK Lp(a)
HAmam HeobxoauMoCT Aa ro usmepsam

CnoxHa

Al TpaTheHa np yP:

He 3Ham 3a CblECTBYBAHETO Ha TaKOBa U3CNeABaHe

2. Axo cme danu omzoeop HE Ha 8npoc 1, MonA cnodeneme KaKeu ca
npu! da He o (0)?

B. Reasons for NOT performing Lp(a) tests
Why do not you test Lp(a) levels

Lp(a) is not included in the standard lipid assessment 55%

The exam is not paid by the NHIF 54%
The exam is not available

High price

Lack of therapeutic options for high Lp(a)
I don't need to measure it

A complex administrative procedure

| am not aware of the existence of such exam

2. If you answered NO to question 1, please share what are the reasons
far not nrecerihing a linanrotein (a) tect?

TecTta (naHen B)

P '
' '
' '
' '
' '
' '
f i
65% | '
59% i HasWauaBaHe Ha Lp(a) TecroBe, ako ca !
48% I peumbypcupanu ot H30K !

I
31% 31% i i
21% ! MNo-yecto :
! i
' '
' '
MokpusaHe Ha Bocron go Achn Hanunuve Ha ; Moseue ! |
Tepanuu 3a Ha LeHaTaHa 3a ponataHalp(a)s ! g
oT H30K Ha Lp(a) A ' !
eHalp(a n3cnepgaHe 3a6onasaHua i g
i i
' d
{ J : |
il ! |
' '
i Mo-paako Konkoto 8 momeHTa E
i i
i f
i !

3. Kaxeoe cnoped Bac, 30 9a ) npakmuna ? S i
H30K?
Prerequisites for testing Lp(a) levels
65% 59%
Use of Lp(a) tests, if paid by the NHIF
31%
21% More often
>
Reimbursemen Access to Clear clinical ilability of Juci More
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3. What do you think is necessary to conduct a Lipoprotein (a) test in your practice?

®ur. 3. Mpeanoctasky cropes KMUHULMCTUATE, KOUTO BUxa pasLuMpuny NpenopbYBaHeTo Ha TecTa 3a Lp(a) B KNMHWYHaTa npakTuka
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12. How intensively do you expect to use the Lipoprotein (a) test in the future, if it is paid for by the NHIF?

Fig. 3. Prerequisites that according to clinicians would expand recommendations on Lp(a) testing in clinical practice
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Bbnpekn MHOXeECTBOTO MeXOyHapOOHU PbKOBOA-
CTBa C HACOKM 3a u3MepBaHe Ha Lp(a) 3a ronsma yact
OT 3[paBHUTE CMeLUManncTy octaea ferMTUMeEH BbMpo-
CbT KakBa 6y 6una KnNMHMYHaTa U UKOHOMMYecKa CTON-
HOCT OT M3BbPLLUBAHETO Ha TECTA, aKO BCE OLLE Ha nasa-
pa nunceaT TapreTHu Tepanuu, No3BorsiBaLLM feveHre
3a NoByLLEHM KOHLeHTpauun Ha Lp(a). Bce owe npeg-
CTOW Ja Cce YCTaHOBM KakBu Brxa 6unu n noteHuymanHum-
Te CbpAEYHO-CHOOBU MOM3N OT 3HAYMMOTO MOHWXKaBa-
He Ha Lp(a) ¢ ne4yeHusATa B npouec Ha paspaboTBaHe 1
npoy4BaHe 1 ToBa e bapuepa 3a 62% OT aHKeTMpaHuTe
kapguonosu. Cnopen BCeKM TPETU aHKEeTMpaH Hanu4ine-
TO Ha NOKaJHM HACOKM 1N KOHCEHCYCH, KOUTO Aa nogmno-
MaraTt KMMHULMCTUTE BbB B3EMaHEe Ha peLleHusi B TO3U
NpPexoAeH Nepunog, Le CoMOrHe 3a NPeoaonsBaHETOo Ha
n3bpoeHuTe Gapuepun. To3n N3Bog U3BEXAA HA NpeaeH
nnaH HeobxoaMMocTTa oT 0begUHEHNE Ha yCUnusaTa Ha
HalMoHanHUTe Hay4HW ApyXecTBa W uHOycTpuaTa 3a
kornabopauus No OTHOLUEHWE Ha CrpaBsiHe C TEXHWUYe-
CKW1 NpeaunsBuKaTericTBa U HeAoCTaTbLM B KMUHUYHUTE
Hacoku. Moutn Benukn knuHnumetn (93%) cboblyasar,
ye Omxa obcbaAUnM ¢ NauueHTa Ha3Ha4YaBaHETO Ha U3-
cnefBaHe Ha Lp(a) n pesyntarta oT TecTa, KakTo 1 ga
OBSACHSAT KITMHMYHWUTE MOCNeanUM OT NoBULLEHUsT Lp(a)
N HeOBXOOMMOCTTa OT TeCTBaHEe Mpu OPYrv YreHOoBe Ha
CEMEWNCTBOTO, ako MMaT Ha pasnofioKeHne Noaxoasium
MaTtepuanu 3a 3abonsiBaHeTo, KOUTO Aa 06CBHXAAT C na-
umneHTuTE cun (dour. 4).

Kakeu AONBAHUTENHM AOKA3aTEACTBA L@ BW NPOBOKMPAT @ HasHa4aBare no-
wecto Lp(a) recrose

79%
64% 62%

37%

1%

Although many international guidelines recom-
mend Lp(a) measurement, many healthcare profes-
sionals still have to consider a legitimate question
— what would be the clinical and economic value of
performing the test, if there are no targeted therapies
available for treatment of elevated Lp(a) levels. The
potential cardiovascular benefits of significant reduc-
tion in Lp(a) with treatments under development and
study treatments are yet to be established, and this
was a barrier for 62% of respondent cardiologists. Ac-
cording to one in three respondents, the availability of
local guidelines and consensuses to assist clinicians
in decision-making during this transition period would
help overcome the barriers listed. This conclusion high-
lights the need for the national scientific societies and
the industry to combine their efforts and collaborate to
address technical challenges and shortcomings in clin-
ical guidelines. Almost all clinicians (93%) reported that
they would discuss prescribing Lp(a) testing and test
results with the patient, and that they would explain the
clinical implications of elevated Lp(a) and the need for
testing of family members, if they were provided with
appropriate materials about the disease to discuss with
their patients (Fig. 4).

AKo nmare Ha Y P
3a W, We ce am Ha

Jlokanex
KOHCEHCyC 33
AMarHosa u
C npu
BUCOK Lp(a)

Hanuuue Ha [floKasaTencTsa ot
KAUHUYHUTE opo6peHn oT EMA/  paHAoMU3npaHu
pbKoBOACTBA FDA tepanum 3a KANHUYHN

3a Ha no Ha npoy 3a n

BUCOKMA Lp(a) Lp(a) CbpAeYHO-CbA0BU

epekTn

MNpenopbkn B

13. KakBu JOMb/IHI IOKa3aTeNCTBA MOXe Aa Ca B 0T Nofi3a 3a NO-LMPOKOTO aanTupaHe Ha U3CieABaHeTo Ha

JfvunonpoTenH (a) BbB BawaTta npaktuka?

What further information would provoke you to use Lp(a) testing

79%
62%
37%
1%

Recommendat Availability of Evidence from Local consensus Other
ions in clinical EMA/FDA randomized on diagnosis and

guidelinesfor ~ approved therapies  clinical trials on management of

the treatment to lower Lp(a) cardiovascular high Lp(a)

of high Lp(a) effects

13. What additional evidence might be of use to you for wider
adaptation of the Lipoprotein (a) testing in your practice?

Apyro

6%
He mora aa npeuena He

14. Buxre nn cTeneHTa Ha Ha W3CNeABaHETO Ha JlunonpoTeuH (a),
aKo MaTe Ha Pasno/ioXeHue NoAPOGHN NUCMEHN 0BYUUTENHA MaTePUaNU 33 NaLAeHTN ?

Will you promote Lp(a) testing among patients, given
thare are printed educational materials for patients
Yes

93%

(33
I don't know No

14. Would you increase the ion rate of the Lij
detailed written patient education materials available?

in (a) test if you had

®dwr. 4. [Ipyrv npeanocTaBku 3a paslunpsiBaHe Ha NpenopbkuTe 3a Tecta Ha Lp(a) B kKNnHMYHAaTa npakTuka

Fig. 4. Other prerequisites for expanding recommendations on Lp(a) testing in clinical practice
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Bbnpekn ye egsa 18% OT kapanonosnTe pyTUHHO
namepsar Lp(a) (dwr. 5), 32% OT aHkeTMpaHuTe cMms-
TaT, 4e 0o 20% OT naumeHTUTE B TAXHATa MpakTuKa
MOXe [a ca nogxopswm 3a 1o3u TecT. Cnopen 27% u
17% OT aHKeTMpaHUTe AenbT Ha NOoAXoAdLnTe naum-
€HTU MOXe [a € oule No-BUCOK CbOTBETHO A0 40% un
0o 60%. Han-yecto nsamepsaHe Ha Lp(a) ce obmucns
npv NauneHTn ¢ NOBTapPSLLN Ce CbpAeYHO-CbAOBU UH-
unaeHTn, ocobeHo ako Beve npuemMat nNunuaonoHmxa-
Bawa tepanusa (cnopen 82% ot aHkeTupaHuTte). Okono
70% ot kapguono3ute cbobLyaBart, Ye u3crnenBaHeTo
€ NOAXOASLLO U 33 NaumeHTn ¢ paMmunHa u/vnu nuyHa
aHamHe3a 3a npexaeBpeMeHHU CbpAeyHu 3abonssa-
HUst nnn bamunHa xunepxonecteponemusi (®X). Bee-
ku BTOpU (57% OT Nekapute) e HasiCHo, Ye uscnensa-
He BEOHBX B XXMBOTA NPV Bb3pacTHWU Xopa MOXe Aa e
[0CTaTbyHO 3a OTKpMBaHE nonynauusTa B puck, a 37%
LLle Has3Hayat TecT 3a Lp(a) Ha naumeHT ¢ KanundpunyHa
CTeHOo3a Ha aopTHaTa knana. 50% oT kapavonosuTe ca
HasACHO C TOBa NPW KakBM CTOMHOCTU Ha Lp(a) HMBOTO
ce knacuduumpa Kato noBuLEHO 1 Bruxa onTummnsmpa-
nn TepanuaTa 3a NoHwxaBaHe Ha nunuaute. 94% ot
3anvTaHuTe NOTBbPXAABaT, Ye brxa npenopbyanu ce-
MEEH CKPUHWHI MpW NauneHTn ¢ noBuLLeH Lp(a).

CTpaHa YecrtoTa (%) CrpaHa Yecrora (%)
AscTpuA 100 NuTea 0
Benrna 85,71 ManTa 50
Bvarapua 18 HuaepnaHaums 100
Xvpsatua 100 Hopserua 100
Yexua 100 MNonwa 66.67
Danus 100 Nopryranus 50
Ectouus 100 PymbHMs 0
Ppanuyna 100 CnoseHus 100
lepmaHna 100 Witk 100
Mepuya 100 Lliseuua 100
YHrapua 25 T 26.67 o
Upnanaus 100 ypu,Til ) 3
Wranua 86.67 Ypanii 100 >
NatsuA 0 0Ob6eMHEHO KPANCTBO 71.43
Country Frequency (%) Country Frequency (%)
Austria 100 Lithuania 0
Belgium 85.71 Malta 50
Bulgaria 18 Netherlands 100
Croatia 100 Norway 100
Czech Rep. 100 Poland 66.67
Denmark 100 Portugal 50
Estonia 100 Romania 0
France 100 Slovenia 100
Germany 100 Spain 100
Greece 100
Hungary 5% Sweden 100
Turk 26.67 g
Ireland 100 ur ey k
3
Italy 86.67 Ukraine 100
Latvia 0 United Kingdom 71.43

100 100 100 100 100 100

100 100 100 100 100

Waeumn

Although only 18% of cardiologists routinely mea-
sure Lp(a) (Fig. 5), 32% of respondents believe that up
to 20% of patients in their practice may be eligible for
this test. According to 27% and 17% of respondents,
the proportion of eligible patients may be even higher
and up to 40% and 60%, respectively. Lp(a) testing is
most often considered in patients with recurrent car-
diovascular events, especially if they are already re-
ceiving lipid-lowering therapy (according to 82% of re-
spondents). About 70% of cardiologists report that the
test is also appropriate for patients with a history and/
or family history of premature heart disease or famil-
ial hypercholesterolemia (FH). One in two physicians
(57%) is aware that once in a lifetime testing of adults
may be sufficient to detect the population at risk, and
37% would assign Lp(a) test to patients with aortic
valve stenosis. 50% of cardiologists are aware when
Lp(a) levels are classified as elevated and would opti-
mize lipid-lowering therapy. 94% of respondents con-
firmed that they would recommend family screening in
patients with elevated Lp(a).

Aan Ha Lp(a}

KOMTO py

100 100 100 100 100 100 100 100 100
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Share of cardiologists who measure routinely

Lp(a) levels by country
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®ur. 5. [1an Ha KNMHUUUCTUTE, KOUTO PYTUHHO M3MepBaT Lp(a) B KNMHMYHaTa npakTvka B bbnrapus, MHOMPEKTHO CpaBHEH CMPSIMO NpUHaanexa-
LUK KbM CTpaHu oT M3TouHa n 3anagHa EBpona. (agantupaHo ot Catapano Al. on behalf of Lipid Clinics Network Group Survey Results. Suppl.

Data Atherosclerosis 370 (2023) 5-11[7])

Fig. 5. Proportion of clinicians who routinely measure Lp(a) in clinical practice in Bulgaria compared to those in Eastern and Western European
countries (adapted from Catapano AL. on behalf of Lipid Clinics Network Group Survey Results. Suppl. Data Atherosclerosis 370 (2023) 5-11 [7])
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OBCBHXAOAHE

KbM MoOMeHTa ToBa e MbpBOTO HaLMOHANHO Npo-
y4BaHe, pasrnexgallo Harnacute Ha KapauonosuTe B
Bvnrapusa kbMm M3nona3eaHe Ha M3MepBaHETO Ha Lp(a)
B KNMMHUYHaTa npakTuka. [poBegeHo cpen noeeye oT
585 cneumanucTn oT uganarta cTpaHa, AOMUTBAHETO
npegocTaBs akTyaliHa KapTuMHa Ha CTEMeHTa, B KOATO
Ce Nno3HaBa 3HA4YeHWETO Ha TOBaA U3CNeABaHe, U Ha4u-
Ha My Ha Bb3npuemMaHe OT fiekapuTe, Hapen C U3ACHS-
BaHe Ha MpensiTCTBMATa U Bb3MOXHUTE peLleHus 3a
paswuMpsiBaHe Ha npuraraHeTo My B 6baetue.

B HacToswaTta cpega 18% OT KMMHULUMCTUTE CbOO-
LaBar 3a pyTMHHO M3mepBaHe Ha Lp(a) B KnMHU4YHaTa
npakTuka. NoBeyeTo OT pecrnoHaepuTe ca HasiCHO C
noteHumana Ha uamepBaHeTo Ha Lp(a) 3a ctpatudu-
KaLusi Ha OCTaTbYHUSI CbPAEYHO-CHOOB PUCK U Ha 3Ha-
YEHMETO Ha aMUSTHWUS CKPUHWHT B ClyYall Ha BUCOKM
HMBa Ha Lp(a). MNauneHTnTe, KOUTO Ce pas3no3Hasar
KaTo mogxoAdsLwm 3a uscnegBaHe, ca Te3n C NOBULLEH
PUCK OT CbpAEYHO-CbA0BM 3abonsaBaHus, kKaTto nuuarta
c ®X, Te3n c 0OCTbLP KOPOHAPEH CUHAPOM UK MHaPKT
Ha Muokapga, kato cpeaHo 70% oT yyacTHULMTE OTro-
BapAT, Ye buxa HasHaumMnu muscrnedBaHe Ha Lp(a), ako
nmar no-gobpun Bb3MOXHOCTM 3a TOBA.

KocBeHOTO cpaBHeHMe Ha pesynTtatuTe, reHepwu-
paHu B npoy4yBaHeTo Ha [OKB, n nybnukyBaHute pe-
3yntatm oT npoekta Ha EAS 3a Lp(a) [7] nokasa, ye
KapguonosuTe B Bbnrapus, kakto 1 eBponenckiTe um
Korneru, CBbp3BaT BUCOKMTE HMBa Ha Lp(a) c noBuLLEH
PUCK OT CbpAEYHO-CbAOBU MHLMAEHTU, HO B Bbnrapus
HabrogaBame e4HO OT HaW-HUCKUTE HMBA Ha PYTUHHO
nscneaeaHe 3a Lp(a) (cdur. 5). PyTnHHOTO namepsa-
He Ha Lp(a) e 3HaunTenHo no-pasnpocTpaHeHo cpen
€BpOonencKkUTe KIUHULMCTM B CpaBHEHWE C Te3n B
Bwvnrapus (75,5% cpewy 18%). Bbnpekn ToBa y Hac
aHKeTUpaHUTE Ce cpeLlaT cbC cxoaHn Gapuepu npeq
no-wmpokaTa ynorpeba Ha nscneaBaHeTo, KakTo Kone-
rmte um B EBpona (Tabn. 1).

Bwnrapckute kapgmonosm nogobHoO Ha cBOMTE KO-
neru B 4y>kbuHa noco4Bar nuncata Ha Bb3CTaHOBSIBa-
He Ha pasxoguTe, BUCOKAaTa LieHa U HanM4yHOCTTa Ha
TecTa, kaTo knoyoBu Gapuepu npes Yectotata My Ha
n3nonaesaHe. VI mpu gBete rpynu HanMyneTo Ha Te-
panuu, cneumanHo Haco4YeHu kbMm Lp(a), e pewasaly
dakTop, KOUTO MOXe [a AOoBede [0 NoBeye PYyTUHHU
TectoBe. CTpatudukaumaTa Ha pucka € OCHOBHaTa
npuyMHa 3a TecTBaHe Ha Lp(a) n B ABeTte rpynu kato
3Ha4YMTENHa YacT pa3no3HaBaT HMBaTa Ha bBromapkepa
Hag 50 mg/dL kaTo 3aBuULIEHU N CBbP3aHN C NOBULLIEH
CbpAeYHO-CbA0B pucK (Tabn. 1).

DiscussION

Currently, this is the first national survey to examine
the attitudes of cardiologists in Bulgaria towards the use
of Lp(a) measurement in clinical practice. The survey
was conducted among more than 585 specialist phy-
sicians from across the country. The survey provides a
snapshot of the level of awareness of the importance
of this test and how it is perceived by physicians and
clarifies barriers and possible solutions to expand its
use in the future.

In the current settings, 18% of clinicians reported
that they routinely measure Lp(a) in clinical practice.
Most respondents were aware of the potential of Lp(a)
measurement for residual cardiovascular risk stratifi-
cation and of the importance of family screening in
the case of elevated Lp(a) levels. Patients identified
as eligible for testing were those at high risk of cardio-
vascular disease, such as those with FH, those with
acute coronary syndrome or myocardial infarction,
and average 70% of respondents answered that they
would assign Lp(a) testing, if they had better opportu-
nities to do so.

Indirect comparison of insights generated in
BSC survey and EAS Lp(a) project published results
[7] showed that cardiologists in Bulgaria, like their
European colleagues, associate high Lp(a) levels
with an increased risk of cardiovascular events, but
in Bulgaria we observe one of the lowest levels of
routine Lp(a) testing (Fig. 5). Routine Lp(a) testing
is significantly more prevalent among European cli-
nicians compared to those in Bulgaria (75.5% vs.
18%). However, respondents in Bulgaria face the
same barriers to widespread use of the test as their
colleagues in Europe (Table 1).

Bulgarian cardiologists, like their colleagues
abroad, report that the lack of reimbursement, high
cost and lack of availability of the test are key barriers
to its frequent use. In both groups, the availability of
therapies specifically targeting Lp(a) is a decisive fac-
tor that may lead to more frequent routine testing. Risk
stratification is the primary reason for Lp(a) testing in
both groups, and a significant proportion of respon-
dents recognize elevated biomarker levels (above 50
mg/dL) and that they are associated with high cardio-
vascular risk (Table 1).
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Ta6bnuua 1. UHanpeKTHO cpaBHEHUE Ha pe3ynTaTuTe Mexay KnuHuuuctute B Bbnrapus (n = 189 — otroBopunu Ha Bcu4-
KM BbMNPOCK B aHKeTaTa), cnpsAMo Kornerute um ot U3touHa u 3anagHa EBpona (agantupaHo ot Catapano AL. on behalf
of Lipid Clinics Network Group Survey Results. Suppl. Data Atherosclerosis 370 (2023) 5-11 [7])

Kputepuu [py)KecTBo Ha Kapavonosute B bbarapus EBponeiicka AaMnuaHa mpexa
Bpoii yyacTHULM 189 kapauonosn* npeactaButTenn Ha 151 ueHtbpa
PYTMHHO M3mepBaHe Ha 18% pyTMHHO M3mepsarT Lp(a) 75.5% pyTMHHO U3mepsatLp(a)
Lp(a)
Mpuunnum aa HE ce He ce peumbypcupa ot H3OK (54%); Jlnnca Ha Bb3MOXKHOCTM 32 Bb3CTaHOBABAHE
u3mepsa Lp(a) He e BKAIOYEH B CTaHAAPTHUA AMNUAEH NaHen (55%); WU NeveHne
Bucoka ueHa (23%); Jlunca Ha Lp(a) Tect
TecTbT He e HannyeH (34%); BucoKa LeHa Ha Tecta
MpuunHu 3a no-yecro MokpuTtne Ha H3OK 3a TecTa (65%) Hanunuune Ha Tepanuu, HacoueHn Kbm Lp(a)
u3MmepBaHe Ha Lp(a) ACHM KNMHWYHK YKa3aHnA (48%)

HamansasaHe Ha pa3xoguTe 3a TectoBe (31%)
Hanunune Ha Tepanum (31%)

OCHOBHM Lienu 3a CTpaTudmKauma Ha pUcka (87%)

uamepBaHe Ha Lp(a) CemeeH CKpUHUHT (58%) CrpatuduKaLms Ha Cbp/IeHHO-CbI0BUA PUCK
Ha nauueHTUTE

Mpar 3a yseanueH CC 50% OT KAMHMLMCTUTE Npu3HasaT 50 mg/dL (105 nmol/L) 50% pa3snosHasat 50 mg/dL (npubaunsutenHo

PUCK KaTo Npar 3a NOBULUEH CbPAEYHO-CbA0B PUCK 105 nmol/L) kaTo npar 3a nosuweH
CbpAEYHO-CbAOB PUCK

[AeiictBua npun OnTMMKU3NpaHe Ha IMNUAO-NOHUKaBaLUaTa Tepanua He e u3puyHo cnomeHaro, Ho ce noapasbupa

OTKpPUBaHe Ha BUCOKMU (57%) $OKyC BbpXY yNpaB/IeHNETO Ha CbPAEYHO-

HUBa Ha Lp(a) HacousaHe kbm cneumanuct (9%) CbA0BUA PUCK

He ca npeanpueTy KOHKpPeTHU aeiicTeus (3%)
Bbvaewia ynorpeba Ha 94% ouakBsart Aa U3non3Bat Lp(a) TecTa no-4ecto, ako ce  OyakBaHa NO-roAAMa CKIOHHOCT KbM

Lp(a) rectose nokpusa ot H30K TecTBaHe Ha Lp(a), ako ca HannuHK Tepanuu,
Haco4YeHM KbM TO3U IMMONPOTEUH

UHTepec kKbm 93% 6uxa yBenMumau npenopbKaTa 3a TecTBaHe Ha Lp(a), He e u3puuHo cnomeHato

obpasoBarenHu aKo Uma noapobHu obpasoBaTesIHM MaTepuanu 3a

marepuanu nauueHTuTe

*151 nekapu y4actsat B Npoy4BaHeTo Ha EBponeiickata Mpexa Ha NunuaHuTe KMUHUKKM, a 3a Bbnrapus 6posT Ha kapguorno-
3uTe, B3enu y4acTue B nNpoyyBaHeTo, e 585: 189 oT TaAX ca OTroBOPWMIM Ha BCEKU OT NOCTaBEHUTE BBLMPOCH, a ocTaHanuTe 396
Kapamornosu ca OTrOBOPUIM Ha HAIKOWM OT BbMNpocuTe

Table 1. Comparison of results from clinicians in Bulgaria (n = 189 respondents to all questions in the survey) compared
to their colleagues from Eastern and Western Europe (adapted from Catapano AL. on behalf of Lipid Clinics Network
Group Survey Results. Suppl. Data Atherosclerosis 370 (2023) 5-11 [7])

Criteria Bulgarian Society of Cardiology European Lipid Network
Number of participants 189 cardiologists* representatives of 151 ipid centers
Routine measurement of 18% routinely measure Lp(a) 75.5% routinely measure Lp(a)
Lp(a)
Reasons to Not reimbursed by the NHIF (54%) Lack of recovery or treatment options
NOT measured Lp(a) Not included in the standard lipid panel (55%) Lack of Lp(a) test

High price (23%) High cost of the test

Test not available (34%)
Reasons for more NHIF coverage for the test (65%) Availability of therapies targeting Lp(a)
frequent measurement  Clear clinical guidelines (48%)
of Lp(a) Reduce test costs (31%)

Availability of therapies (31%)
Main objectives for Risk stratification (87%) Patients' Cardiovascular Risk Stratification
measuring Lp(a) Family screening (58%)

Threshold for increased  50% of clinicians recognize 50 mg/dL (105 nmol/L)asa 50% recognize 50 mg/dL (approximately

CV risk threshold for increased cardiovascular risk 105 nmol/L) as a threshold for increased
cardiovascular risk

Actions when high levels Optimization of lipid-lowering therapy (57%) It is not explicitly mentioned, but it implies a

of Lp(a) are detected Referral to a specialist (9%) focus on cardiovascular risk management

No concrete actions taken (3%)

Future use of Lp(a) tests 94% expect to use the Lp(a) test more often if it is Expected greater propensity to test for Lp(a)
covered by the NHIF if therapies targeting this lipoprotein are
available
Interest in educational  93% would increase the recommendation for Lp(a) Not explicitly mentioned
materials testing if there were detailed educational materials for
patients

*151 clinicians participated in the European Network of Lipid Clinics Survey, and for Bulgaria the number of cardiologists who took
part in the survey was 585: 189 of them answered each of the questions posed, and the remaining 396 cardiologists answered
some of the questions
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HapacTBalloTO 3Ha4YeHne Ha TO3U NMMNOMNPOTENH €
nogyepTaHo B KOHceHcyca Ha EAS ot 2022 r., kbaeto
Ha 6as3a HanM4yHWTe JoKasaTencTBa TOW € Mpuno3Har
KaTo CaMOCTOsITENIEH MPUYMHEH PUCKOB (hakTop 3a
aTepoCKNEPOTUYHO CbpAEYHO-CbAOBO  3abonsiBaHe
(ACCCS), HeszaBMCMMO OT rona W eTHUYeckarta npu-
HaOMNeXHOCT, KaKTO M 3a aopTHaTa Krana CTeHo3a
W NpefocTaBs MpakTUYeCcKM HacoKM 3a TecTBaHe U
neyeHne Ha nuua c Bucoku Lp (a) HMBa 1 Kak ga ce
oueHu npuHocbT Ha Lp(a) kem ACCC3 [1]. NamepBa-
HeTo Ha Lp(a) e pyTuHa, KOSITO HaCoKMUTE NpenopbYBaT
Han-Marnko BeOHBX B XuBoTa [8], BKNIOYUTENHO U MO-
pagu BUcokaTa CTabunHOCT Ha TO3M NapameTbp B 3ps-
na Bb3pacT [9]. Bbnpekn ye Bce oLe He e cTaHan YacT
OT HOpMarnHaTta KMHU4YHa OEeWHOCT KaTo udarno, Tasu
npakTvka uma HsKOMKo noTeHumana. Ha nbpBo mMsACTo,
aHanu3bT Ha Lp (a) moxe ga e noneseH npu cTpatu-
ukaLmsa Ha CbpaeyYHO-CbAOBUS puck. MpoyyBaHuaTa
¢ MengenoBa paHgoMusauus nocrieoBaTenHo nokas-
BaT, Ye Npe3 Lienums XX1BOT EKCNo3numusaTa Ha No-BUCOKM
HMBa Ha Lp(a) e CUnNHO 1 NPUYNHHO CBbp3aHa C NOBU-
weH puck ot ACCC3 [10, 11]. daHHuTe oT Copenhagen
City Heart Study nokasBar, 4ye naumMeHTUTE C NO-BMCOKM
HuBa Ha Lp(a) ca ¢ NoBMLLEH PUCK OT MHPAPKT HA MU-
okapga [11], a EPIC-Norfolk nokasa, 4e naumeHTuTe C
BMCOKW HMBA Ha Lp(a) nmaT AByKpaTHO yBENMYeHne Ha
cbpaevHo-cbaoBaTa 3abonsemoct [13]. CnenoBaren-
HO HanM4MeTo Ha BUCOKM HMBaA Ha Lp(a) Tpsidea ga ce
Bb3rnpuema Kato JOMbITHUTENEH PUCKOB hakTop, He3a-
BUCUM OT Apyru puckosn gpaktopu 3a CC3, KONTO U3-
NCKBa NO-UHTEH3VBHA MHTEPBEHLMSA 3a MOHWXKaBaHe Ha
nMnuanTe, Kato ce nma npeaBua HacToswata nunca
Ha nekapcTBa, NPULENHO HACOYEeHW CneumarnHo cpeLly
Lp(a) [1]. OceeH ToBa noBuLeHNAT Lp(a) e npegumHo
MOHOreHeH OETEPMUHAHT Ha CbpAEeYHO-CbAOBUS PUCK
cbe 70-90% reHeTMYHO NpegonpeaeneHa uHauemuayarn-
Ha XxeTeporeHHoCT B HMBaTa[14]. Kato ce nma npeasug
BOAeLUMTa reHeTu4yHa oOyCnoBEHOCT Ha Mnnas3mMeHuTe
HMBa Ha Lp(a), ngeHtudmumpaHe Ha cybekT ¢ BUCOK
Lp(a) 61 no3Bonumo ga ce Npoyyn HanmyneTo Ha To3u
PUCKOB (PaKToOp NPV POLHUHM Ha WHAOEKCHWUS Criyyain,
cnepBavikym TUNUYHUS MOLEN Ha KackagHWUS CKPUHWHT,
npeanoxeH 3a ®X [15].

Axketata Ha OKB ,Bpeme e 3a Lp(a)“ nokasa, ye
NPOLEHTBLT KNMHMLMCTU, uamepsawm Lp(a), He e on-
TMMareH 1 TeCTbT OCTaBa HeJOCTaTbYHO M3MNOM3BaH B
peanHata npaktuka. OyepTaBaTt ce TPU OCHOBHU Npwu-
4nHM Lp(a) ga ce namepsa psgKo UM n3odwo ga He
ce n3mepsa. [MbpBo, TeCcTbT He ce nokpuea ot H3O0K.
Bbnpeku cvbpaHnTe gocera gokasartencrea Lp(a) He e
BKITHOYEH B TPAOULMOHHUA NUNWAEH NaHen 3a oueHKa
Ha CbpAEYHO-CbOOBMS PUCK U BCE OLLEe HAMa JocTa-
TbYHO MO3HaHWe 3a ehEKTUBHU CTpaTErnn 3a crpassi-
He ¢ nocreguunTe OT BUCOKUS Lp(a) B OTCBCTBMETO Ha
TapreTHu Tepanuun. Ho kaTto ce nma npegsug orpoOMHoO-

The growing importance of this lipoprotein is high-
lighted in 2022 EAS Consensus, which based on the
available evidence recognizes it as an independent
causal risk factor for atherosclerotic cardiovascular
disease (ASCVD), independent of sex and ethnici-
ty, as well as for aortic valve stenosis, and the Con-
sensus provides practical guidance for testing and
treatment of individuals with high Lp(a) levels and
how to assess the contribution of Lp(a) to ASCVD
[1]. Lp(a) measuring is a routine that guidelines rec-
ommend at least once in a lifetime [8], also because
of the high stability of this parameter in adulthood
[9]. Although it has not yet become part of normal
clinical activities in general, this practice has several
capabilities. First, Lp(a) analysis may be useful for
cardiovascular risk stratification. Mendelian random-
ization studies have consistently shown that lifetime
exposure to higher levels of Lp(a) is strongly and
causally associated with high risk of ASCVD [10, 11].
Data from the Copenhagen City Heart Study showed
that patients with higher levels of Lp(a) had higher
risk of myocardial infarction [12], and EPIC-Norfolk
showed that patients with high levels of Lp(a) had
a twofold increase in cardiovascular morbidity [13].
Therefore, the presence of high Lp(a) levels should
be considered an additional risk factor, independent
of other CVD risk factors, that requires more inten-
sive lipid-lowering intervention, given the current lack
of medicines specifically targeting Lp(a) [1]. Further-
more, elevated Lp(a) is predominantly a monogenic
cardiovascular risk determinant, with 70-90% of in-
terindividual heterogeneity in levels being genetically
determined [14]. Given the primarily genetic deter-
mination of plasma Lp(a) levels, identifying a sub-
ject with high Lp(a) would allow investigating into the
presence of this risk factor in relatives of the index
case, following the typical cascade screening model
suggested for FH [15].

‘It's time for Lp(a) survey of the Bulgarian Soci-
ety of Cardiology showed that the proportion of cli-
nicians measuring Lp(a) is not optimal, and the test
remains underused in real-world practice. There are
three main reasons for Lp(a) to be measured rarely or
not measured at all. First, the test is not reimbursed
by the NHIF. Despite the evidence collected to date,
Lp(a) is not included in the standard lipid panel for
cardiovascular risk assessment, and there is still in-
sufficient knowledge of effective strategies to manage
the consequences of high Lp(a) in the absence of tar-
geted therapies. However, considering the extensive
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TOo OpemMe Ha CbpaeyYyHO-CbAOBUTE 3abonsiBaHUs 3a
cTpaHaTa, koeto cnopen ESC Atlas nogpexaa bvnra-
pus cpeq eBpOMNeNCKUTE ObpXKaBu C HaN-BUCOKA Cbp-
[e4YHO-CboBa CMbPTHOCT OT 55% npu MbxeTe n 65%
npu xxeHute npe3 2021 r. [16], nHTerpaumnsaTa Ha TeCTbT
B KINMHMYHATA NpakTuKa uarnexana peHtabunHa.

3AKINIOYEHUE

ToBa e NbPBOTO NpoyvBaHe, KOMTO AaBa npeacrta-
Ba 3a TOBa Kak kapguonosnTte B Bbnrapusa nogxoxaar
KbM Lp(a) kaTo YacT OT oLeHKaTa Ha CbpAeYHO-CbAO0-
BMSI PUCK U XBbPIsl CBETNMHA BbpPXy HacTosLaTa Knu-
HWYHa npakTuka. Bbnpeku ye npepcraBeHUTe pesyrn-
TaTu MOXe Ja ca YaCcTUYHO 3aBMCUMM OT MSICTOTO Ha
paboTa, onuTa 1 KBanudukaumsaTa Ha pecrnoHaeHTUTe
B Mpoy4BaHETO, KOETO npepgrnornara, Ye obo0LeHneTo
N KpalHWUTE 3aKMYEeHUs MOXe [a He ca OnTUMarHwu,
MMma ACHa TeHOeHUnA B MECTHUTE HYXOW.

Pesyntatute nogyepTtaBat HeobxogumocTTa oT ro-
nemu ycunus oT CTpaHa Ha HayyYHuTe obLuecTBa B Noa-
Kperna Ha ObaeLum peLleHnst Ha OTFTOBOPHUTE 3a 34paB-
HU NONMUTUKK, 3a ObBy4vyeHue Ha 3OopaBHUSI MepcoHan,
KaKTO M Ha MnoBMLIABaHe Ha OCBEOOMEHOCTTa Cpef
HaceneHneTo KaTo usano. MigeHtnduumpanu ca BaxHu
CTbMNKM 3a ObAeLo B3anmMoaencTene, Kato paswmps-
BaHe Ha KIMMHUYHUTE HACOKM U MHTerpupaHe Ha Lp(a)
B CTaHOapTHM nabopaTopHu naHenu, Bb3cTaHOBsIBaHE
Ha pa3xoguTe 3a uscnegsaHeto ot H30K, cb3naBaHe
N pasnpocTpaHeHne Ha obpasoBaTtenHu martepuanu,
BKINMKOYNTESTHO 1N 3a NauuneHTu, KoeTo Le nomMmorHe 3a
no,q06p9|BaHe Ha KOMYHUKaUuATa Nno OTHOLWUEeHUE Ha
3Ha4YeHWeTOo Ha Lp(a) n noTeHUmnanHnTe MHTEPBEHLUMN.

BnarogapHocTu: HaunoHanHoTo oHNarH gonuTteaHe ,Bpe-
me e 3a Lp(a)” e nHnumaTtmea Ha [IpykecTBOTO Ha Kapanono-
3uTe B bbnrapusi, ocbLLecTBEHA KaToO TPUCTPAHHO CbTPYAHU-
YeCTBO CbBMECTHO C He3aBucMMmaTa areHUus 3a nscnegsaHe
Ha 3gpaBeonasBaHeTo — SAT Health, koaTo ocurypu TexHo-
nornyHa nnartdopma, NogapbXKKa, aHanmM3 U U3roTBsIHE Ha
[oknag Ha cbbpaHuTe ot umeto Ha KB gaHHu, n HoBapTuc
— Bwnrapus, kosiTo Ha cBOM pea NpegocTaBu Heobxoaumara
(uHaHcoBa nogkpena. CbTPyAHUYECTBOTO MEXAY CTpaHUTe
3a OCbLUECTBABaHE Ha TO3M NPOEKT UMa e4MHCTBEHO U caMo
Hay4HM 1 06pas3oBaTenHu Lenm

He e deknapupaH KOHGAUKM Ha UHMepecu
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