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AHHOTaumna: [Jlonzapbaueu. Ofup 8a Hazopam KuauHmalioueaH 6poHxuan acmma
CYPYHKQAU pecrnupamop emulwMOoBYUIUK, UHGEKYUOH acopamaap Xamoa un2apu
YMKa3unzaH ynka cunau  GoHUGa KeyeaHOd  KAUHUK — Kapop  Kabyn  KUAuwHU
Mypakkabaawmupadu. byHOal xonamoa acmma Xypyxu, OPOHXOMHEBMOHUS, CUAHUHR
KalimanaHuwu, cypyHkaau obcmpykmue yrnka Kacaaaueu ea acmma-XObJ1 overlap-
¢heHomunu ypmacuda uz4yun ougpgepeHyuan mawxuc maaab smunadu. Makcao. 42 éwnu
aén bemopada IV noFoHadaau nepcucmMuK ofup, Ha30pam KuauHmaliouzaH 6poHxuasn acmma,
CYPYHKQAU pecrnupamop emuuwmMoB4UsIUK, YH2 MOMOHAAMA OpOHXONMHEe8MOHUSA 84 0/10UH
0080s1GH2AH UHUABMPAMUES YNKA cunu (GoHUOA KAUHUK-1a60pamop Kypcamkyu4yaapHU
maxaun Kuauw. Mamepuan ea ycynnap. TaOKUKOM pempocrnekmus KAUHUK X0a1am wapxu
cugpamuda 6axcapunou; aHamHe3, o0bvekmus cmamyc, saabopamop-uHcCMpymeHman
meKwupysenap, OUHAMUK Ky3amye €3yesnapu 8a AKyHUll mawxucaap 3amMoHasul KAUHUK
adabuémanap 6unaH coauwmupunou. Hamuxanap. Kabynda xaHcupaw, Hagac Kucuuwiu,
banramau Gyman, KYKPAK Kagacuoa ofpuK 8a ymymul X0acu3auK Kato amunou; SpO, 88%,
Haghac coHu 27-28/mMuH 6yndu. AycKynbmauyuaoa cycmsaauweaH ee3ukynsap Hagac ¢oHuda
MapKan2aH FUMHUAAOBYU 80 XYUWMAKCUMOH Xupuaaawnaap swumunodu. banramoa MTB
QHUKAAHMAOU, peHM2aeHOos102UK Xya10ca0a yH2 MOMOHAAMa BPOHXONMHe8MOHUA Kypcamunou.
AKyHUU KAUHUK mawxuc J45.8 - apanaw acmma, 6poHxuan acmma IV nofFoHa, nepcucmuk
OfUpP Keyuwu, Hazopam KuauHmalou2aH mypu; acopam cugpamuoa J96.1 - cypyHKanu
pecnupamop emuuwmMoB4YUIUK, KAUHUK ¥UXamoaH Hagac emuwmosyunuau Il dapaxca bunaH
b6axonaHou. Xysnoca. Maskyp xonam ofup acmmada 6a3uc UH2aAaUUOH mepanusea PUosHU,
UHGEKYUOH mpuazepaapHU 3pma GHUKAGWHU, cun bunaH OuggepeHyuan mawxucHU ea
rnocmcun ynka y32apuwnapuHu musumau baxonawHu manaab amaou.

Kanut cy3nap: 6poHxuan acmma; Ofup acmma; CYpPYyHKAAU  pecrnupamop
emuwmos4unuK; bpoHxonHesmoHus,; cun; GeneXpert; XOb/1; KnuHuUK 0630p.

HEKOHTPOJ/IMPYEMAA TAXE/IAA BPOHXUAJIbHAA ACTMA, XPOHNYECKAA
PECNMUPATOPHAA HEAOCTATOYHOCTb U ANDPEPEHLUUANNBHAA ANATHOCTUKA C
TYBEPKY/ZIE3OM

AKTYanbHOCTb. TAXenaa HeKoOHmMpoaupyemas 6pOHXUGﬂbHGH acmma e coyemaHuu c
XpOHU‘JGCKOU pecnupamopHoU Hedocmamo4YHOCMebIo, UHd)E’KL{UOHHbIMU OC/1IOHCHEeHUAmMU U

paHee TrepeHeCeHHbIM my6epKyne30M s1e2Kux npedcmasnﬂem C/IOMHYIO KrUHUYEeCKYyro
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3a0a4y. B makoli cumyayuu Heobxodumo OughgepeHyuposame obocmpeHue acmmeol,
b6poHX0NMHe8MOHUIO, peyudus mybepKynesa, XxpoOHU4YecKyto o6cmpyKkmugHyro 60s1e3Hb ne2Kux
U 803MOXMcHbIU overlap-peHomun acmmer u XOBJ/I. Leno. [poaHanu3upo8ame KAUHUKO-
nabopamopHele ocobeHHocmu y 42-nemHel nNauuUeHMKU C HEKOHmMpoaupyemoul
nepcucmupyroweli bpoHxuansHol acmmodl IV cmyneHU msaxieno2o meveHus, XpoHuU4ecKol
pecnupamopHoli He0oCMamo4YHOCMbI0, MPABOCMOPOHHel bpoHXxonHe8MoHuUel U AHAMHE30M
paHee nposeyeHHo20 UHpuUabmpamusHo2o mybepKynesa nezkux. Mamepuan u memoosi.
BoinosnHeH pempocnekmusHsbll KauHu4Yeckul o630p cay4as HA OCHOBAHUU CMAyUOHAPHOU
MeOUYUHCKOU 00KymMmeHmMauyuu, 0aHHbIX AHaAMHe3a, 06beKmusHo20 cmamyca, 1a60pamopHo-
UHCMpYyMeHmManbHelX  uccaedosaHull,  3anucell  OuHaMu4yecko2o  HabawoOeHUA U
30KAI0YUMeENbHLIX OUA2HO308 C COMOCMABAEGHUEM C COBPEMEHHbLIMU  KAUHUYECKUMU
UCMoYHUKamu. Pesynbmamel. [lpu nocmynsaeHUU OMMEYAAUCL 00bIWKAG, 3ampyoHeHue
ObIXaHUSA, Kawenb € MokKpomol, 6onb 6 2pydHol Kanemke u obwasa canabocms; SpO;
cocmaenana 88%, uyacmoma ObixaHUA - 27-28/MuH. AycKynbmamusHO HA ¢OoHe
0cn1abaeHH020 BE3UKYAAPHO20 ObIXAHUA 8bICAYWUBAAUCL PACIPOCMPAHEHHble 2pybbie u
ceucmawue xpurnel. MTB 8 MOKpome He OOHapy#eHbl, pPeHmM2eHos102u4eckKu OnucaHa
MpPasocCmMopoHHAA BGPOHXOMHEBMOHUA. 3aKa4YumensHbili O0ua2HO3 8Kawovan J45.8 -
CMewaHHyto acmmy, bpoHxuanvHyro acmmy IV cmyneHu, nepcucmupyroujee msaxesnoe
HEeKoOHmMpoaupyemoe meyeHue;, ocrn0xHeHuUe J96.1 - XpOHUYEeCKasa pecrnupamopHas
Hedocmamo4yHoCmMob,  K/AUHUYeCKU  ObixamesnsHaA  HedocmamovyHocmes Il cmeneHu.
3aknwoveHue. Cnyuyali nodyepkusaem HeobXxoO0UMOCMb OUEHKU KOHMPOAA acmmel,
npusepxeHHocmu 6a3ucHol UH2aAAYUOHHOU mepanuu, PaHHEe20 8biABAEHUA UHPEKUUOHHbIX
mpuzzepos, [0cn1e0o08amesnbHO20 UCKAKYEHUA aAKTUBHOIO TybepKysie3a W OUEHKM
nocTTyb6epKyNe3HbIX U3SMEHEHUIN NETKUX.

KnoueBble cnoBa: OpoHXUanbHAA acmma; MAXENaa acmma; XpPOHUYecKas
pecnupamopHaa HedocmamoyHocme, bpoHxonHesmoHusa; mybepkynes; GeneXpert; XOb/I;
KAuHu4ecKul o630p.

UNCONTROLLED SEVERE BRONCHIAL ASTHMA, CHRONIC RESPIRATORY FAILURE AND
DIFFERENTIAL DIAGNOSIS WITH TUBERCULOSIS

Background. Severe uncontrolled bronchial asthma combined with chronic respiratory
failure, infectious complications and a history of pulmonary tuberculosis creates a complex
diagnostic and therapeutic problem. In this setting, asthma exacerbation, bronchopneumonia,
tuberculosis relapse, chronic obstructive pulmonary disease and a possible asthma-COPD
overlap phenotype should be considered. Objective. To analyze the clinical and laboratory
features of a 42-year-old female patient with uncontrolled persistent stage IV severe bronchial
asthma, chronic respiratory failure, right-sided bronchopneumonia and a history of treated
infiltrative pulmonary tuberculosis. Materials and methods. A retrospective clinical case
review was performed using inpatient medical records, history, physical findings, laboratory
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and instrumental data, dynamic observation notes and final clinical diagnoses, followed by
comparison with current clinical literature. Results. On admission, the patient reported
dyspnea, shortness of breath, productive cough, chest pain and general weakness; SpO, was
88% and respiratory rate was 27-28/min. Auscultation revealed diffuse coarse and wheezing
rales on a background of diminished vesicular breath sounds. Mycobacterium tuberculosis
was not detected in sputum, while chest radiography indicated right-sided
bronchopneumonia. The final diagnosis included J45.8 mixed asthma, stage IV persistent
severe uncontrolled bronchial asthma, complicated by J96.1 chronic respiratory failure,
clinically corresponding to grade Il respiratory insufficiency. Conclusion. This case
demonstrates the need to assess asthma control, adherence to maintenance inhalation
therapy, early identification of infectious triggers, systematic differential diagnosis with active
tuberculosis and evaluation of post-tuberculosis lung changes.

Keywords: bronchial asthma; severe asthma; chronic respiratory failure;
bronchopneumonia; tuberculosis; GeneXpert; COPD; clinical review.

KIRISH

Bronxial astma - qaytalanuvchi bronxial obstruktsiya, nafas yo‘llarining surunkali
yalliglanishi va bronxlar giperreaktivligi bilan kechuvchi kasallikdir. Ogir astma bemor hayot
sifati, mehnat qobiliyati va gospitalizatsiya xavfiga sezilarli ta’sir ko‘rsatadi. Klinik amaliyotda
nazorat gilinmaydigan astma doimo “hagiqgiy refrakter ogir astma” degani emas: noto‘gri
inhaler texnikasi, dori gabul gilishga past rioya, allergen va irritantlar ta’siri, rinit, semizlik,
gastroezofageal reflyuks, infektsiya yoki noto‘gri tashxis kabi omillar astma nazoratini
yomonlashtirishi mumkin [1,2].

O‘pka sili bilan ilgari kasallangan bemorda yo‘tal, balgam, hansirash va rentgenologik
o‘zgarishlar paydo bo‘lganda silning gaytalanishi, post-sil fibroz yoki bronxoektatik
o‘zgarishlar, pnevmoniya va obstruktiv nafas yo‘llari kasalliklari o‘rtasida differensial tashxis
o‘tkaziladi. JSST tavsiyalariga ko‘ra molekulyar tezkor testlar, jumladan Xpert MTB/RIF va
Xpert MTB/RIF Ultra, M. tuberculosis kompleksini hamda rifampitsinga chidamlilik bilan
boglig mutatsiyalarni bevosita balgam namunasidan aniglashda muhim o‘rin tutadi [4,5].

Klinik holat bayoni

Anamnez va epidemiologik ma’lumotlar

Taqgdim etilgan hujjatlarga ko‘ra bemor 42 yoshli ayol bo‘lib, o‘zini taxminan 10 yildan
beri kasal deb hisoblaydi. Kasallikni sovqotish, shamollash va allergik omillar bilan boglaydi.
Bronxial astma IV pog‘ona, persistik ogir kechishi bo‘yicha dispanser nazoratida turgani, Il
guruh nogironligi gayd etilgani, bir necha bor ambulator va statsionar davolanganligi
ko‘rsatilgan.

Hozirgi klinik kuchayish chang, allergenlar va shamollash asorati bilan boglangan.
Hujjatlarda bemor Aer.Azmasol 100 mkg va Flutimaks 250/50 mkg preparatlarini noregulyar
gabul qilgani, nafas siqishi vaqtida eufillin va deksametazon olgani keltirilgan. Shuningdek,
01.07.2025-04.09.2025 oraligida chap o‘pka infiltrativ tuberkulyozi BK+ tashxisi bilan
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ftiziatriya bo‘limida davolanib, davo kursini tugatgani gayd etilgan. Qilada sil bilan
kasallanganlar ko‘rsatilmagan, so‘nggi olti oyda chet elga chiqgish va qon quyish inkor qgilingan.

Shikoyatlar va ob’ektiv status

Qabuldagi asosiy shikoyatlar: jismoniy harakatda kuchayuvchi hansirash va nafas gisishi,
haftasiga 4-5 martagacha xurujlar, balgamli yo‘tal, ko‘krak qafasida ogriq, quvvatsizlik, tez
charchash, ishtaha pasayishi, bosh ogriq, umumiy holsizlik va tana harorati ko‘tarilishi.
Qabuldagi holat ogir deb baholangan, xolati majburiy, es-hushi joyida. Tana harorati 36,5 °C,
nafas soni 27-28/min, Sp0O2 88%, puls 102/min, arterial bosim 120/80 mm sim. ust. gayd
etilgan.

Nafas tizimi ko‘rigida ko‘krak gafasi emfizematoz kengaygan, perkussiyada qutisimon
tovush, auskultatsiyada sustlashgan vezikulyar nafas fonida tarqalgan dagal g'ijjillovchi nam
hamda xushtaksimon xirillashlar eshitilgan. Yurak tonlari bo‘g‘ig, ritmik; periferik shishlar
keltirilmagan. Qorin yumshogq, ogriqgsiz; jigar va taloqg kattalashmagan.

Laborator va instrumental tekshiruvlar

Quyidagi jadval tibbiy hujjatlardagi asosiy ko‘rsatkichlarni umumlashtiradi.

Ko‘rsatkich Natija Klinik izoh

Yalliglanish/infektsiya
WBC 9,5 x1079/L; Hb g / Y

139 g/L; PLT 240 x1079/L;
Umumiy gon tahlili ECHT 16 mm/soat;

fonida neytrofillar ustunligi;
eozinofil pastligi bir martalik

) o ko‘rsatkich  bo‘lib, astma
neytrofillar 76%; eozinofillar

1% feno.tlplnl . yakuniy
belgilamaydi.
Glyukoza 7,2 mmol/L; Buyrak va jigar
kreatinin 63,7 mkmol/L; | fermentlarida keskin ogishlar
Biokimyoviy tahlil mochevina 5,0 mmol/L; ALT | ko‘rsatilmagan;  glyukozani
28,4 U/L; AST 16,7 U/L; | dinamik nazorat gilish
umumiy ogsil 60,1 g/L magqgsadga muvofigq.
Sarig, tiniq; ogsil yo‘q; Urogenital  infektsiya
Siydik tahlili epiteliy 1-3; leykotsit 3-5; | yoki nefritga xos aniq dalil
shillig + keltirilmagan.

Silning  faol  shakli

i . | foydasiga bakteriologik dalil
MTB  manfiy;  aktiv )
Balgam/MTB ) gayd etilmagan, ammo
tuberkulyoz aniglanmagan o )
klinik-rentgenologik kuzatuv

davom etishi kerak.

, Astma kuchayishini
12.05.2026: o‘ng | . ] ] .
infektsion  trigger  bilan
Rentgen tomonlama )
. boglash mumkin; davodan
bronxopnevmoniya :
keyin nazorat rentgen
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tekshiruvi foydali.

Klinik tashxis va statsionar davolash dinamikasi

Tibbiy hujjatlarda dastlabki tashxis sifatida J45.8 - aralash astma, Z03.0 - sil kasalligiga
shubha bo‘lgandagi kuzatuv, J96.1 - surunkali respirator yetishmovchilik ko‘rsatilgan. Yakuniy
klinik tashxis bronxial astma IV pog‘ona, persistik ogir kechishi, nazorat gilinmaydigan turi
hamda nafas yetishmovchiligi 2-daraja sifatida shakllantirilgan. Bitta statsionar ko‘chirmada
J44.0 - surunkali obstruktiv o‘pka kasalligi, quyi nafas yo‘llari o‘tkir respirator infektsiyasi bilan
kodi ham qayd etilgan; bu holat astma, SOO’K va astma- SOO’K differensial baholash
zarurligini ko‘rsatadi.

Statsionar muolajalarda bronxolitik maqgsadda eufillin 2,4% 10,0 ml, deksametazon 1,0
ml va natriy xlorid 0,9% 100,0 ml tomchilab, antileykotrien magsadda montelukast 10 mg,
go‘llab-quvvatlovchi hamda antasid muolajalar, keyingi kundaliklarda ikkilamchi infektsiyaga
garshi linezolid 600 mg va antigistamin maqgsadda supramaks keltirilgan. Klinik dinamikada
14.05.2026 kuni Sp0O2 92%, 15.05.2026 kuni 91%, 18.05.2026 kuni 93% ga ko‘tarilgani,
shikoyatlar kamaygani va ambulator davoni davom ettirish tavsiya qilingani gayd etilgan.

Muhokama

Ogir astma va nazorat gilinmaslik sabablari

GINA mezonlariga ko‘ra “ogir astma” termini odatda yuqori dozali ingalatsion
kortikosteroid va LABA bilan optimallashtirilgan davolashga, to‘gri ingaler texnikasi va yaxshi
adgerensga garamay nazoratga erishilmaganda yoki nazoratni saglash uchun shunday yuqori
intensivlikdagi terapiya talab etilganda qo‘llanadi [1,2]. Shu sababli ushbu bemorda
hujjatlarda qayd etilgan “noregulyar” ingalatsion terapiya muhim modifikatsiya qilinadigan
xavf omili hisoblanadi. Inhaler texnikasi, dori gabul gilish muntazamligi, triggerlarni cheklash
va komorbid holatlarni boshqgarish ogir astmani baholashdan oldingi asosiy bosqgichlardir.

Klinik belgilarning ogirligi - harakatda kuchayuvchi hansirash, haftasiga takrorlanuvchi
xurujlar, Sp0O2 88% va auskultativ diffuz xirillashlar - nafas yo’llarining sezilarli obstruktsiyasi
va respirator rezerv pasayganini ko‘rsatadi. Bir martalik eozinofil 1% ko‘rsatkichi T2-
yalliglanish yo‘gligini yakuniy isbotlamaydi, chunki infektsiya, sistem kortikosteroidlar gabul
gilinishi va vaqt omillari periferik eozinofil darajasini o‘zgartirishi mumkin. Fenotiplash uchun
takroriy umumiy qon tahlili, IgE, allergologik testlar va FeNO zarur bo’lishi mumkin.

Sil kasalligi bilan differensial tashxis

Bemor 2025-yilda chap o‘pka infiltrativ tuberkulyozi BK+ bo‘yicha davolangan. Shuning
uchun yangi yo‘tal, balgam va rentgenologik o‘zgarish paydo bo‘lganda sil gaytalanishi
ehtimoli klinik jihatdan hisobga olinishi to‘gri. Taqdim etilgan hujjatlarda balgam MTB manfiy,
aktiv sil aniglanmagan va rentgen xulosasida o‘ng tomonlama bronxopnevmoniya gayd
etilgan. JSSTga ko‘ra Xpert MTB/RIF va Xpert MTB/RIF Ultra real vaqt polimeraza zanjir
reaktsiyasi asosida M. tuberculosis kompleksini va rifampitsinga chidamlilikka bogliq
mutatsiyalarni balgamdan tez aniglaydi [4,5].
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Shu bilan birga, bir martalik manfiy natija klinik shubha yugori bo‘lgan vaziyatlarda
kuzatuvni to‘lig yakunlamaydi. Simptomlar saqlansa, balgamni takroriy tekshirish, ekma,
dorilarga sezuvchanlik, nazorat rentgen yoki yugori aniglikdagi KT, shuningdek ftiziatr nazorati
muhim. Post-sil qoldiq o‘zgarishlari, bronxoektazlar va fibroz astma nazoratini
yomonlashtiruvchi mustagil omil sifatida baholanishi kerak.

SOO’K yoki astma- SOO’K ehtimoli

Hujjatlarda emfizematoz kengaygan ko‘krak qafasi, qutisimon perkutor tovush, surunkali
hansirash va bitta ko‘chirmada J44.0 kodi gayd etilgani SOO’K yoki astma-SOO’K overlap-
fenotipini istisno qilmaslik kerakligini ko‘rsatadi. GOLD hujjatlari SOO’K diagnostikasi va
boshgaruvi bo‘yicha dalillarga asoslangan strategik manba bo’lib, spirometriya, simptomlar,
xavf omillari va zo‘rayishlar tarixiga tayanadi [3]. Ushbu holatda spirometriya natijalari
keltirilmagani sababli SOO’K bo‘yicha yakuniy xulosa chigarish mumkin emas; bronxodilatator
oldi va keyingi FEV1/FVC, reversibilitet, diffuziya sigimi va tasviriy tekshiruvlar zarur.

Davolash va kuzatuv nugtai nazaridan klinik xulosalar

Klinik taktikada avvalo astma kuchayishini bartaraf etish, kislorod saturatsiyasini
monitoring gilish, bronxial obstruktsiyani kamaytirish va infektsion o‘chogni baholash muhim.
Ambulator bosgichda nazoratning barqgarorlashuvi uchun inhalatsion bazis terapiyaga rioya,
inhaler texnikasini o‘rgatish, yozma astma harakat rejasi, triggerlarni nazorat qilish va
mutaxassis nazorati zarur. GINA yondashuvi nazorat qilinmaydigan astmada davoni
kuchaytirishdan oldin adherens, inhaler texnikasi va komorbidlarni tekshirishni ta’kidlaydi
[1,2].

Agar o‘rta-yuqgori dozali ICS/LABA muntazam va to‘gri gabul gilinganidan keyin ham
nazoratga erishilmasa, 3-6 oy ichida pulmonolog/allergolog yoki ogir astma bo‘yicha
ixtisoslashgan markazga yo‘naltirish, fenotiplash va qo‘shimcha davolash variantlarini ko‘rib
chigish maqgsadga muvofiq. Ularga LAMA qo‘shish, biologik terapiya uchun mezonlarni
baholash, rinit, GERD, semizlik, psixoemotsional omillar, uyqu apnoesi va post-sil asoratlarni
davolash kiradi. Barcha qarorlar mahalliy klinik protokollar va bemorning individual xavf-foyda
nisbatiga asoslanishi lozim.

Amaliy tavsiyalar

eAstma tashxisini va obstruktsiya darajasini spirometriya bilan tasdiglash: FEV1, FVC,
FEV1/FVC va bronxodilatatsion test.

eInhaler texnikasi va dori gqabul gilish muntazamligini har tashrifda baholash; bemorga
yozma astma harakat rejasini berish.

eBazis terapiyani shifokor nazorati ostida optimallashtirish; fagat tez yordam beruvchi
bronxolitiklardan foydalanishni kamaytirish.

eInfektsion triggerlarni aniqglash: bronxopnevmoniyadan keyin klinik va rentgenologik
nazorat, balgam tekshiruvi natijalarini dinamik baholash.

¢Sil gaytalanishi shubhasida ftiziatr ko‘rigi, takroriy molekulyar test/ekma va tasviriy
diagnostika.
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¢SOO’K yoki astma-SOO’K overlap ehtimolini chekish tarixi, biomassa tutuni, kasbiy
chang, spirometriya va KT asosida baholash.

eSurunkali respirator yetishmovchilik bo‘yicha pulsoksimetriya, zaruratda arterial qon
gazlari, jismoniy yuklama testi va uy sharoitida kislorod terapiyasi mezonlarini baholash.

eVaksinatsiya, respirator reabilitatsiya, allergen va irritantlardan himoyalanish,
ovgatlanish hamda psixoemotsional holatni qo‘llab-quvvatlash bo‘yicha individual reja tuzish.

XULOSA

Taqdim etilgan klinik holat nazorat gilinmaydigan ogir bronxial astmada infektsion
zo‘rayish, ilgari o‘tkazilgan o‘pka sili va surunkali respirator yetishmovchilik bir-birini
kuchaytirishi mumkinligini ko‘rsatadi. Qabuldagi gipoksemiya, taxipnoe, diffuz xirillashlar va
emfizematoz ko‘krak gafasi klinik ogirlikni belgilaydi; rentgen xulosasidagi o‘ng tomonlama
bronxopnevmoniya zo‘rayish triggeri sifatida ahamiyatli. Balgamda MTB manfiyligi faol silga
garshi muhim dalil bo‘lsa-da, post-sil fon va klinik simptomlar sababli ftiziatrik hushyorlik
saqlanishi kerak.

Yakuniy tashxis J45.8 va J96.1 bilan mos: bronxial astma IV pog‘ona, persistik ogir
kechishi, nazorat gilinmaydigan turi hamda nafas yetishmovchiligi 2-daraja. Bir hujjatda J44.0
gayd etilgani obstruktiv kasalliklar spektrini kengroq baholashni talab qiladi. Asosiy ilmiy-
amaliy xulosa shundan iboratki, bunday bemorlarda terapiyani kuchaytirishdan oldin tashxisni
spirometriya bilan tasdiglash, inhaler texnikasi va adherensni baholash, infektsiya va silni
izchil istisno qilish, shuningdek post-sil asoratlarni aniglash zarur.
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