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A.A. Oepkay, O.1. XKXpaHoBu4

OnTumi3auia TaKTUKM BeAEeHHS BariTHOCTI NPy CUHAPOMI
nnaueHTapHol anchyHKuUil nicng rpuny
HaujoHanbHUI YHIBEPCUTET OXOPOHM 3A0PO0B’A YKpainu imeHi M.J1. LLynuka, m. Knis
Ukrainian Journal Health of Woman. 2022. 2(159): 4-8; doi 10.15574/HW.2022.159.4

For citation: Derkach AD, Zhdanovych Ol. (2022). Prophylaxis complex of placental dysfunction after the influenza transferred in the
early stages of pregnancy. Ukrainian Journal Health of Woman. 2(159): 4-8; doi 10.15574/HW.2022.159.4.

MeTa — onTuMi3yBaT TakTuky BEAEHHA BAMTHOCTI NPV CUHAPOMI NnaueHTapHOI AMCOYHKLIT NiCNs NnepeHeceHoro rpuny.

Martepianu Ta metoau. O6cTexeHo 80 BariTHUX XIHOK NiCAA rpuny, NePEHEeCeHOro Ha PaHHIX TepMiHax BaritTHOCTI: 40 XIHOK, BariTHICTb Y
AKX BENV 38 ONTVMIZ0BAHOIO TAKTVKOIO (OCHOBHA rpyna), i 40 XIiHOK (rpyna NOPIBHAHHA), BEAEHHSA BANTHOCTI B AKX 3M4IMCHIOBAIV BiANOBIAHO
00 KNiHiYHKX npoTokonis MO3 YkpaiHu.

Pesynbratu. OntuMisaujs TakTikiA BEAEHHS BariTHOCTI B TakVX NaLiEHTOK Nonsrae B 3aCTOCYBaHHI NATOreHeTMYHO OBrPYHTOBAHOIO KOM-
NAEKCY NiKyBaIbHO-NPOMINAKTUYHMIX 3aX0A4IB 419 NPOMINAKTVKN NNaLEHTapHOI HEOOCTATHOCTI M SHXKEHHS HEraTVBHOMO BIUIVBY MiNePiMyHHOI
BiANOBIAl (acnipyH, AMNipUAaMOon, NporecTareHy, BHyTPILHbOBEHH I iIMyHOrNOOYAiH, BiTaMiH D). 3aCTOCyBaHHA 3anpOnoHOBaHOro KOMMIEKCY
3ax0fiB NO3UTVBHO BIMMBAE HA FTOPMOHabHY DYHKLIIO MIaLeHT (HopMasisalia pisBHg NpOrecTepoHy Ta ecTpamiony), CTaH IMyHITETY (3HUXEH-
Hs NK-UMTOTOKCMYHOCTI, 30anaHCyBaHHA UMTOKIHOBOTO NPOdINIO), YCYHEHHSA AeDiUMTy BiTaMiHy D Ta 3HUXEHHA NpOoKOarynaLiiHOro noteHujia-
Iy CUCTEMM TeMOCTasy.

BucHoBku. CTBOPEHHA CNPUSATANBIX YMOB A1 PO3BUTKY FECTaLLHOrO NpoLecy Aae 3MOry 3HU3UTY HaCTOTy BUHUKHEHHA NMNaueHTapHOI
HeJoCTaTHOCTI Maiixe yagidi 00 35,0% npotn 62,5% iHWKX ycknaaHeHb BariTHOCTI | NOMOriB, MOPYLWEHb CTaHy M10Aa Ta HOBOHAPOOXEHOTO.
JlocnipxeHHs BMKOHaHO BIANOBIAHO 40 NPUHLMMIB FenbCiHCHKOT Aeknapadii. [poToKon A0CNIAXEHHS yxBaneHo JToKanbHUM eTUYHUM KOMITE-
TOM 3a3Ha4eHoi B po6OTi ycTaHOBW. Ha NpoBEeAeHHA AOCHIAXEHb OTPUMAHO IHPOPMOBAHY 3rofly NaLliEHTIB.

ABTOPM 3aABNAI0TE MPO BIACYTHICTE KOHOAIKTY iIHTEPECIB.

Kniouogi cnoea: BaritHiCTb, rpnn, hetonnaueHTapHa AMchyHKLSA, akylepchki | NneprHatanbHi yeknaaHeHHs, npodinakvika.

Prophylaxis complex of placental dysfunction after the influenza transferred in the early
stages of pregnancy

A.D. Derkach, O.l. Zhdanovych

Shupyk National Healthcare University of Ukraine, Kyiv

Purpose — optimize of pregnancy management tactics for placental dysfunction syndrome after influenza.

Materials and methods. 80 pregnant women were selected after influenza transferred to early pregnancy: 40 women, whose pregnancies
were optimized tactics (main group) and 40 women (comparison group), which were conducted according to clinical protocols of the Ministry
of Health of Ukraine.

Results. Optimization of conservation in such tactics is the use of pathogenetic and preventive measures, treatment and prevention measures
to prevent placental insufficiency and reduce the negative effects of hyperimmune reactions (aspirin, dipyridamole, progestogens, intravenous
immunoglobulin, vitamin D). The use of the recommended set of measures has a positive effect on hormonal functions of the placenta (normali-
zation of progesterone and estradiol levels), state of immunity (reduction of NK-cytotoxicity, balance of cytokine profile), elimination
of vitamin D deficiency and reduction of procoagulation potential of the hemostasis system.

Conclusions. Creating favorable conditions for the development of gestation can reduce the incidence of placental insufficiency by almost
2 times to 35.0% against 62.5% other complications of pregnancy and childbirth, disorders of the fetus and newborn.

The research was carried out in accordance with the principles of the Helsinki Declaration. The study protocol was approved by the Local Ethics
Committee of the participating institution. The informed consent of the patient was obtained for conducting the studies.

No conflict of interests was declared by the authors.

Keywords: pregnancy, influenza, feto-placental dysfunction, obstetric and perinatal complications, prophylaxis.

Bceryn

I I opMaJjibHa CTPYKTYypa Ta (DYHKI[IOHYBaHHS
IJIAIIEHTU MaloTh BUpilllaJibHe 3HAYEHHS

SIK J171sT 3abe3edeH st POCTY Ta PO3BUTKY ILIOJA,
Tak 1 /U1 Horo 3axucTy Bij 3anasneHHs. [chnyioui
JlaHi [Tpo BILJIMB TPUILY, IEPEHEeCeHOTO BariTHOIO, Ha
i cynepeusnsi. [Tokazana ctaTucTuyHa 3a1€K-
HIiCTh i3 JIEIKUMW BPOJKEHUMH Bajiamu (pos3iiie-
IJICHHST TBEPAOTO i AHEOIHHS, Te(eKTH PO3BUTKY
HepBOBOI TPyOKM, Bamu cepiist). IIposenene jo-
CHipKeHHs [2] moKa3asio 3HUKeHHST 4acTOTU BPO-
JUKeHUX BaJl 1JI0/Ia B pasi 3aCTOCYBaHHS Kapo3-
HUKYBaJIbHOI Tepatii, 110 a0 Mi/[CTaBh aBTOpaM

CTBEP/IKYBATH, 1110 11i Ba/iX 1OB’sI3aHi He 3 BILIN-
BOM CaMOT0 BipycCy TpHILY, a 3 TillepTepMi€lo TiJa.
[eski nociiizKeHHs1 BKa3yloThb Ha PO3BUTOK MIM-
3o peHii, HEBPOJIOTIYHUX 3aXBOPIOBaHb, JIeHKeMii,
MeTabOIIYHUX MOPYIIeHb Y AUTHHU B TOAAJBIIO-
MY SKUTTI [4].

To6To HeraTWBHI HACJIAKU IS TLIO[A IIijl 9ac
BaTiTHOCTI, HaliMOBIpHille, MOB’s3aHi 3 HeIps-
MHUM BIUIMBOM €KcIIpecil 3anajieHHs IUTOKiHIB
y MaTepi Ta AU3PETYJISAIIEI0 TOPMOHIB, 10 3a6e3-
MeYytoTh HOPMaJIbHUI TIPOIlecC recTarlii, i, K Ha-
CJI/IOK, PO3BMBAIOTHCS IIMPKYJSATOPHI PO3JIajH,
quctpec ioga Ta acgikcigd HOBOHAPO/XKEHOTO
[3,6]. TIpu mboMmy Jist TPUIY BHYTPIIIHBOYTPOO-

4 ISSN 2786-6009 YKPAIHCbKUIN XYPHA «300POB’A XIHKW» 2(159)/2022
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OPUTIHAJIBHI SOCJIIAXKEHHSA

He iH(pIKyBaHHS He IMiATBEP/KeHe Hi B KIIHITHUX,
Hi B EKCIIEPUMEHTATbHUX JocyikeHHsx. [lpu
IIbOMY JIOBEJIEHO, 1[0 T'PUIl Yy BariTHOI CYTPOBO-
JUKYETBC T/IBUIIEHUM PU3UKOM BUKHU/IHS, I1epe/l-
YaCHUX TI0JIOTiB, MEPTBOHAPO/XKEHHS, CMEPTHOCTI
HOBOHAPO/KEHUX 1 HU3bKOIO MAcoI0 Tijia MpU Ha-
pomkenHi [1,5].

3axBopIOBaHH4 Ha rpun y I TpumecTpi He € 110-
Ka3aHHAM /10 MeIMYHOTO IIepepruBaHHs BariTHOCTI,
MpOTe BariTHY CJiJl TONepeIuTH PO BUCOKUN pU-
3UK aKyHIepCbKUX 1 NepuHATATbHUX YCKJIa[HEHb.
BinbuiicTs gocaigkenb mpobaeMu «Ipuil i Barit-
HiCTh» TIPUCBIYEHA BE/IEHHIO BAriTHOCTI TIPU TSIK-
KoMy mepebiry rpumy y III Tpumectpi BaritHOCTI,
IO 3arpoKy€ MaTEepPUHCHKOIO CMEPTHICTIO. 3Hay-
HO MeHIIIe yBaru MpUIiJgioTh BeJIeHHIO BariTHOCTI
TiCJIs TPUTLY, IePEeHEeCeHOTo Ha PAaHHIX TepMiHax Ba-
TITHOCTI, HeMa€ yHiI(IKOBaHUX PEeKOMEH/AIli 110-
0 TPo(diaKTUKN TIJIAlleHTapHOi HeJ0CTaTHOCTI
Ta 3MEHIIIeHHSI HeraTUBHOTO BIUIMBY Ha TLII/I.

Mema nocnijpkeHHSI — ONTUMI3yBaTU TaKTUKY
Be/IeHHS BariTHOCTI NMPU CUHAPOMI IJIalleHTapHOl
JTchYHKITT TTCTs TepeHeceHnoro TPuIry.

Marepianu Ta METOIH JOCTIIKEHHS

[l mepeBipku e(eKTUBHOCTI 3alpoOTIOHOBA-
HOTO KOMILJIEKCY JIiKyBaJbHO-TTPOMIIAKTUUHUX
3axo/iB Bigibpasn 80 BariTHUX KIHOK ICJ TPH-
1y, TIePeHeCeHOro Ha PaHHiX TepMiHaX BariTHOCTI,
3 BUCOKUM PU3UKOM (heTOoNTaIlleHTapHO1 HeJI0CTaT-
HocTi. MeTomoM pangomisariii mari€HToOK MO TiJIN-
s Ha 2B rpymu: 40 JKiHOK, BariTHICTb y SIKUX Be-
JIA 32 ONITUMI30BaHOIO TAKTUKOI (OCHOBHA I'PYyIIa),
i 40 xiHok (rpyra MOPIBHSHHS), BEeJIEHHS BariT-
HOCTI y SKUX 3/IICHIOBAJIA BiITIOBI/THO /10 KJIiHIY-
Hux mporokomis MO3 VYkpainu. [pynu 6Gynn
MMOPIBHIOBAHUMM 32 BIiKOM, IaPUTETOM BariTHO-
CTel, aKyniepchbKO-TIHEKOJOTIYHUM 1 COMAaTUYHUM
aHAMHE30M, TSKKICTIO II€PEeHeCeHOTo 3aXBOpIo-
BanHst. Kourpossay rpymy chopmyBasu 50 5KiHOK,
BariTHICTh SKUX He OyJia yCKIaJHeHa TPUIoM abo
TOCTPOIO PECITipaTOPHOIO BiPyCHOIO iH(EKITIETO.
Hocnimxenns mpooauan y KHIT «KuiBcbkuii
MICBKUH TIEHTP PENPOJYKTUBHOI Ta TIEPUHATAJb-
HOI MEIUTTUHI>.

[MuTOoTOKCMYHICTH TTPUPOJHUX KLIEPiB OIIHIO-
BaJIM 3a JIONIOMOTOI0 IIPOTOYHOI IUTOMETPil. Bu-
KOPUCTOBYBAJIM JIBA TOKA3HUKU ITUTOTOKCUY-
Hocti npupoauux kizepis (NK) y criBBisHOIEHHI
KJiTHHA MimeHb — KiitTuHa edpextop 1:10 Ta 1:20.
NK-mizuc 1:10 >30%; NK-misuc 1:20 >40%. 3 Bu-
kopuctanuam tect-cucreM TOB «Bexkrop — becr
Ykpaina» MeTozoM iMyHO(pEPMEHTHOTO aHai3y
BUBYAJIN PiBEHDb IUTOKIHIB ¥ TepudepuyuHiil KpPOBi:

intepaerikin-1 (IL-1), intepaeiikin-10 (IL-10).
Jlocnimkenns 25-rigpoxcusitaminy D (25(OH)D)
IIPOBOANIN IMyHO(PEPMEHTHUM MeTOJ0M (aHaJi-
3atop i Tect-cucreMa «EUROIMMUN», Himeu-
yuna). Jlocuimpkenns axktuBHOCTI (akTopa Bi-
nebpanza (DB) nposoaunu Ha arperomerpi
«Chronolog 490-4D» (CIIIA). Busnauents rop-
MOHIB CHUPOBAaTKM KpOBi 3[AiMICHIOBAJIM 3a JOIIO-
MOrOf0 CTaHIapTHUX HAGOPIB I iMyHOpaxiomMe-
tpuunoro BusHadeHHss «IMMUNOTECH» (Ye-
cbka Pecry6utika) i «IHCTHTYTa GUOOpraHITYeCKON
xumun HAH Benapycwn».

KinbkicHi 3MiHHI Tofani y BUTJIAAI MejiaHU
(Med) Ta inTepkBapTuibHOTO po3maxy [LQ; UQ].
KareropiaibHi 3MiHHI Ipe/icTaBJIeH] ik aOCOJIIOTHE
YUCJIO BUTAJIKIB Y TPYIIi Ta 4aCTOTa y BiICOTKAX —
n (%). BigminnocTi Mix BUOipKaMu Uit 3MIHHUX
3[IMICHIOBAIN 32 JIOTIOMOTOK PAHTOBOTO KPUTEPItO
Manna—YiTHi, /IIs1 KaTeropiaJbHUX 3MiHHUX — 34
noromoroio TouHoro kputepito Dimepa. Kpuruu-
HUM BBa)kaJsu piBeHb 3Hauytocti p=0,05.

HocnijzkeHHss BUKOHAHO BiIIIOBIZIHO /10 MPUH-
numiB leabcincbkoi gekmapartiii. [Ipotoxkon mo-
CJJKeHHS YXBaJieHO JIOKaJTbHUM €TUYHUM KOMi-
TeTOM 3a3HadeHol B poboTi ycranosu. Ha mpose-
JIeHHS JIOCJIi/KeHb OTPUMaHO 1H(MOPMOBaHY 3TO/Ly
MAITiEHTIB.

Pe3yibraTi 0CHIKEHHS Ta iIX 00rOBOPEHHS

Bussineni ¢gakTopu paHHbOTO PU3UKY TIIAIEH-
TapHoi AUCGYHKINI Ta YTOUHEHi TaToreHeTU4Hi
MeXaHi3MU 1i PO3BUTKY JaJIM TEOPETUYHI ITijicTa-
BU JIJIsT PO3POOKM TaKTWKHU BeJEHHST BaTiTHOCTI Ta
MaTOTEHETUYHO OOTPYHTOBAHOTO TPOMITAKTUIHO-
ro KOMILJIEKCY B Ii€1 KaTeropii BariTHUX, 1110 /1acTh
3MOTY 3HU3UTH YaCTOTYy TLIAIleHTAapHOI HeoCcTaT-
HOCTI Ta IHIIUX aKyHIEPCbKUX 1 TepuHaTaIbHUX
yCKJIaJiHeHb. MU BBasKasIn 3a TIOTPIOHE J0ATH /10
MPOMITAKTUYHOTO KOMILJIEKCY MPerapaTu, 110 Yn-
HATh PETYJIOI0UNI BIUINB HA TOPMOHAJIBHUIN CTaH
(heTorIATIEHTAPHOTO KOMILIEKCY, IMYHOMO/IYJIIOT0-
YUl BIJIUB, aHTUATPETAHTHY JIif0.

g podiakTHKY PO3BUTKY TLIalleHTapHO]
HEJIOCTATHOCTI IMiCJIs TIEPEHEeCEHOTO TPUITY Ha PaH-
HIX TepMiHAX BariTHOCTI PEKOMEH/YIOTb PEeTeJib-
He CIIOCTepeKeHHd 3a BariTHOIO 1 Taki TeparieB-
TUYHI 3aX0/IU 3aJI€5KHO BiJl BUSIBJEHUX TIOPYLICHD:
1 — acmipun gk 6asoBa npodisakTuka (eroria-
IeHTapHoi HejoctatHocTi 3 12—14 TWXHIB Ba-
FITHOCTI 3a BiJICyTHOCTI O3HAK KPOBOTEYi MpPU 3a-
rposi 1mepepuBaHHs 10 32 THKHIB 75 Mr/m00y 1e-
pel CHOM; AMIIpUAaMoJ 75 Mr/mo0y HpOTIroM
4 TWXKHIB; TPU TIOPYIIEHHI TOPMOHAIBHOT (DYHK-
1ii maareHTn gizporectepod mo 10 mr 2 pasu/mo0y
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Puc. 2. PiBeHb ecTpagiony B KPOBi XiHOK Nicns nepeHece-
HOrO rpuny B OMHaMILi BariTHOCTI 3a/1€XHO Bif, TaKTUKK i
BELEHHS, HMOSb/N

o 20 THXKHIB BariTHOCTI 3 HACTYITHUM ITOCTYIIO-
BUM 3HIKEHHSM [[O3U; TIPU €KCTPEMATbHO BUCO-
knx piBHAX NK-1IUTOTOKCUYHOCTI, 3arpo3i 3BWY-
HOTO HEBUHOIITYBAaHHS — BHYTPINTHbOBEHHUH iMY-
Hory1o0yJ/IiH 25 Mr Biui yepes iBi 1001 B yMOBax
crartionapy; Bitamia D 4000 MO npotsirom 1 mics-
11 (TIpu BUpaskeHoMy JieilinTi 03a i TpUBaIiCTh
3aCTOCYBAHHS MOXKYTh Oy TH ITi/IBUIIEH] ).
[IpoBenennii AUHAMIYHUN MOHITOPUHT TIiCJIS
1 wmicsang JikyBaHHS TIOKa3aB TOJIMIIEHHS TOp-
MOH&JIbHOI (DYHKIIII TIalleHTH Ha TJi 3acTOCy-

BaHHSI PEKOMEHIOBAHOTO JKYBaJTbHO-TIPOdiaK-
TUYHOTO KOMILIeKey. Tak, 3HMIKEHWU /0 JIKY-
BaHHA piBeHb nporectepony (puc. 1) HOpMmasizy-
BaBcd i cranosuB 136,13£279 wmosb/n 1pO-
™ 141,4943,27 uMOIb/7 y KIHOK KOHTPOJBHOI
rpymu (p>0.05) i pani B punamini BariTHOCTI 3a-
JINTIIABCSI HA PiBHI KOHTPOJIbHOI T'PYIH, TOJI SIK
y TPyIi MOPiBHAHHS TOKAa3HUK IPOTSTOM BariT-
HOCTi OYB JIOCTOBIPHO 3HUKEHUM.

[TosuTuBHUII BIJIUB 3alPONOHOBAHUX JIiKY-
BAJIbHO-TEPANIeBTUYHUX 3aXO/[iB HA TOPMOHATHHY
(byHKITITO TIJIAIEHTH TTOKa3aB i PiBEHD 1HIIOTO TOP-
MOHY — ecTpazmiony (puc. 2).

[Tin BHIJIKWBOM PEKOMEH/IOBAHOTO KOMILJIEKCY
criocrepirajaucs Mo3UTUBHI 3MiHU TOMeoCcTa3y Ba-
riTHux. Taxk, 3a micsans gikyBanug NK-mizuc 1:10
s3HusuBCs 3 24 [15; 30] mo 17 [13; 21] (p<0,05),
mo OyJ0 JOCTOBIPHO HUKYE BIJHOCHO TPYIU
nopiBustaus 21 [16; 30] (p<0,05) i He Bigpisusiocs
BiJl 3HAUE€Hb KOHTPOJIbHOI Tpy1H. Taka >k AnHaMiKa
criocTepiranacd i i iHmoro nokasanka — NK-Ji-
aucy 1:20. [TokasHuku KiHOK Ipynu MOPiBHAHHS
3aJIUIIUJINCS JOCTOBIPHO BUIIMMU BiZIHOCHO 3Ha-
YeHb KOHTPOJBHOI TPYTIH, IO CTBOPIOE HECTIPUAT-
JINBI YMOBW [IJI1 PO3BUTKY BariTHOCTI.

Ha 111 pekomMeH0BaHOTO Be/leHHSI BariTHOCTI
BIaJI0CsT 30alaHCyBaTH IIUTOKIHOBUI TIpodisb Ba-
ritaux (1abs. 1), CyTTeBO 3HU3WIACS KOHIIEHTPa-
11ig mpo3anajbioro nuTokiny IL-1, mo mpu nesko-
MY MiBUIIEHH] MTPOTU3aNaIbHOTO IUTOKIHY [L-10
cyTTEBO Toinmmio criBBignomenudg [L-1/1L-10,
ske 3amsniocs 3 1,36 [1,12; 2,51] no 0,82 [0,42;
1,16] (p<0,05) i He BimpisHsTOCS Bix CIiBBiAHO-
IIEHHs Yy BariTHUX KOHTPOJbHOI rpynu (p>>0,03).
[{utokinoBuii Mpodiyib KiHOK TPYNU TOPIBHIAHHS
XapaKTepPU3yBaBCs MPO3ATATLHUM JAUCOATAHCOM.

3umwxkenns OB 3 1,54 [1,38; 1,74] MO/ma 1o
0,92 10,68; 1,08] MO/ma (p<0,05) BKazaso Ha
nosinimeHHsd GyHKIlT eHI0Teio, 10, CBOEIO Yep-
TOI0, CTBOPUJIO CIPUSATINBI YMOBU JIJIsT PO3BUTKY
(beTommaneHTAapPHOTO KOMILITEKCY.

MokasHnku NK-LUMTOTOKCMYHOCTI XiHOK Nic/Na nepeHeceHoro rpuny B AMHaMILLi BaritTHOCTI Tabmy 1
3aJleXXHo Big, TakTMKN 1T BegeHHd, Med [LQ; UQ]
Moka3Huk Mpyna o6cTexxeHunx

NK-uuToTOK- OCHOBHa, n=40 nopiBHsiHHS, N=40 KOHTPONbHA,

cuyHocTi, % 12—-14 TUXHIB 18-20 TvxHiB 12—-14 TUXHIB 18-20 TuXHiB n=50
NK-niaunc 1:10 24*[15; 30] 17#" [13; 21] 22* [16; 28] 21* [16; 30] 16 [14; 22]
NK-nisuc 1:20 31* [26; 38] 23#" [20; 29] 33* [26; 39] 30" [24; 37] 24.[21; 30]
IL-1/IL-10 1,36* [1,12;2,51] | 0,82* [0,42; 1,16] | 1,34* [1,14;2,27] | 1,25*[0,96;2,06] | 0,93 [0,57; 1,12]
®B, MO/mn 1,564 [1,38; 1,74]* | 0,92[0,68; 1,08]#*" | 1,60[1,45; 1,81]* | 1,58[1,43;1,85]* | 0,76 [0,56; 0,89]

Ipumimxu: * — pi3HUIS JOCTOBIPHA MIOJIO TIOKA3HUKA JKiHOK KOHTPOJbHOI rpynn (p<0,05); # — pisHuUIlT J0CTOBIPHA M10/I0 TTOKAa3HUKA Ki-
HOK TPYIN TOPiBHSHHS y BignosigHomy tepmini (p<0,05); * — pisHuilsd g0cTOBipHA MO0 MOKAa3HUKA IM€l K TPYNH B TEPMiHi BariTHOCTI

12—14 tuxnis (p<0,05).
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3a J]aHUMHU puc. 3, 3aCTOCYBAHHS B Tepariii mpe-
napatiB BiTaMiny D fajio 3Mory cyTTEBO 3HU3UTU
YACTKY KIHOK i3 HEONTUMAJIbHUMU PIBHIMU 11bO-
ro Bitaminy 3 87,5% no 37,5% (p<0,05), npuuo-
MY y BUIIa/IKaX /1eiluTHUX CTaHiB B/laJIOCs J0Be-
CTU piBeHb BiTaMiHy D B KpOBi /10 ONITUMATILHOTO
ab0 cybonTUMaNTbHOTO. Y TPYII MOPIBHSIHHS 4acT-
Ka JKiHOK 13 cybonTuManbHuM a6o aedinuTHUM
piBHeM BiTaminy D 3anuimuiacsg Ha PiBHI, BUIIO-
My 3a 80%, 110 Maiixe y/IBidi EePEBUIIYBAJIO Bijl-
MOBI/IHY 4YacTKy >KIHOK KOHTPOJIBHOI TPymu —
44,0% (p<0,05).

3acTOCyBaHHSI PEKOMEH/I0OBAaHOI TAaKTUKU Be-
JIeHHsSI BariTHUX TIiCJs TPUILY, II€PEHecCeHOoro B
pPaHHI TEPMiHM BariTHOCTI /aJi0 3MOTY 3HU3UTH
YacTOTy BWHUKHEHHS IJIAIEHTAPHOI HeJI0CTaT-
HOCTI Maif)ke y/Bidi, MTPOSIBU SIKOI JIIaTHOCTOBAHO
y 13 (35,0%) sxiHOK OCHOBHOI TIpyIu TIPOTH
25 (62,5%) TmaiieHTOK TPYIU  TOPiBHSIHHSI
(p<0,05). IIpo kpamuii ctaH II0/a Ha TJi PEKo-
MEH/IOBAHOI TaKTUKU BEIEHHS BariTHOCTL CBIj-
YUJIU TAaKOX MOKAa3HUKU Kap/liOTOKOTPaMU, OIliH-
ka BIIIT (8,75+0,27 6ana nmportu 6,78+0,32 Gana
i 9,74%0,25 Gana B JKiHOK TPy HOPIBHSAHHS Ta
KOHTPOJIBHOI IPyTH BifnosiaHo, p<0,05).

CrBOpeHHS Oi/IBII CIIPUSTIUBUX YMOB PO3BUT-
Ky TeCTaIliifHOTO TpoIlecy BisoOpasmiocs i B 3HU-
JK€HHI YaCTOTH YCKJIaJIHEHb BaTiTHOCTI Ta TIOJIOTIB
o0 rpynu nopiBHsHHs (Tabm. 2). Tak, sarpo-
3a TepeayacHux ToJoriB Biamivamacsa y 10,0% i
6,0% KiHOK OCHOBHOI Ta KOHTPOJIBHOI IPYIIHN MPO-
™ 27,5% natientok rpynu nopisusguus (p<0,03).
[MopyienHs1 cTaHy I1JI0[a B OCHOBHIW TpyIi Y
BUTJISIZII fIOTO ucTpecy abo 3aTPUMKU PO3BUT-

100

87,5% 85,0*

82,5
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50 44,0
40 37,5#
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0

OcHoBHa OcHoBHa MopiBHAHHA [lopiBHAHHA
12-14 TvkHiB  18-20 TKHIB 12-14 TUXKHIB 18-20 TUXKHIB

KoHTponb

TMpumitkn: * — pPi3HNLA OOCTOBIPHA LWOA0 NMOKa3HMKa XiHOK KOH-
TponbHOI rpynu (p<0,05); # — pi3HMLA OOCTOBIpHA LLOAO MOKa3-
HUKa XiHOK rpynu nopisHsAHHA (p<0,05); * — pi3HNUA gocToBipHa
L1040 MOKAa3HMKA LLET X rpynu B TEPMIHI BariTHOCTI 12—14 TuxHIB
(p<0,05)

Puc. 3. HacTtka nauieHToK 3i 3HUXEHUM piBHEM BiTamiHy D
nicng nepeHeceHoro rpuny B AnHaMiLj BariTHOCTI 3a/1eXHO
Bi, TQKTUKMW ii BeoeHHda, %

Ky crioctepiranucst B 17,5% nportu 42,5% y rpymi
nopisasiaas  (p<0,05) i 10,0% mporu 37,5%
(p<0,05) BigmosizHo. /locTOBIpHO HMIKYA TaKOK
yacrota mpeekiamicii (7,5% muporu 25,0% Bin-
noBizHo, p<0,05), BUNAJIKIB TSKKOI ITPeeKIaMIICil
He criocTepirasnocs. [lepexyacHi mosoru BigOyucs
v 2 (5,0%) xinok ocHoBHoi rpynu mpotu 7 (17,5%)
KiHok Tpynu nopiBusgHHsA (p<<0,03). Bisbnr mix
V/BIYi 3HU3MJIACS YacTOTA JIUCTPeCy TII0Jla B 110-
gorax (15,0% nporu 37,5% BianosiaHo, p<0,05).
B ocHoBHili rpymi 2/3 HOBOHAPO/KEHNX HAPO-
ausocst 6e3 acdikcii (75,0% mporu 54,4% y Tpyri
nopisasiaus, p<0,05). Bixbmr cipustiansum 6yB i
nepebir mepiofy paHHbOI HEOHATAIBHOI aJarTallii:
foro mopyieHHst BiaMiTuau Tibku B 17,5% HO-
BOHAPO/KEHUX OCHOBHOI TPyIu mpotu 42,5% ji-
teit rpymnu opiBHsiaHs (p<0,05). 3Beprae Ha cebe

Tabnuys 2

Mepe6ir BariTHOCTI XiHOK MiCNs NepeHeceHoro rpuny
Ha paHHiX TepMiHax BariTHOCTI 3aJie)XHO Bif TaKTUKU TT BeAeHHSs

Mpyna o6¢cTexeHnx
MokasHuk OCHOBHa, n=40 NOpiBHAHHSA, N=40 KOHTpoOJsbHa, Nn=50

abc. % abc. % abc. %
3arposa nepen4acHix nonoris 4 10,0# 1 27.5% 3 6,0
HwcTpec nnoga 7 17,5% 17 42 5% 4 8,0
3arpvmMka pocTy nnofa 4 10,0# 15 37,5% 2 4,0
Mpeeknamncis 3 7,5% 10 25,0* 2 40
nomipHa 3 7,5% 9 22,5*% 2 4,0
TAKKA - - 2 5,0 - -
Kecapis po3TuH 6 15,0 1 27,5% 6 12,0
[TepenvacHi nosorm 2 5,0# 7 17,5 2 4.0
[NepenyacHuii BUNMB HaBKONOMIOAOBUX BO/, 4 10,0 7 17,5* 3 6,0
JwvcTpec nnoga B nosorax 6 15,0# 15 37,5% 4 8,0
MatonoriyHa kpoBoBTPaTa 2 5,0 6 15,0* 1 2,0

Ipumimxu: * — Pi3HUISA JOCTOBIPHA TO/I0 TIOKA3HUKA KIHOK KOHTPOsIbHOI rpymin (p<0,05); # — pi3HUI JOCTOBIPHA TIO/I0 TIOKA3HUKA KIHOK

rpyru nopisusaunst (p<0,03).
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yBary cyTTeBe 3HWKEHHS y 3,3 pa3a 4acTOTH He-
BPOJIOTIYHUX TOPYIIEHB MO0 TPYIU TTOPIBHAHHSA
(7,5% poru 25,0%, p<0,05), 1110 MOsKe Oy TH 1TOB’sI-
3aHO 5K 31 3MEHIIEHHSIM TTIOKCUYHOTO BILIUBY, TaK
1 31 3BHUKEHHSIM HETaTUBHOI il TirepiMyHHOI BiI-
noBizii (Haamipaa NK-TIUTOTOKCUYHICTD 1 3a7TUIII-
KOBUI BIJIUB IIUTOKIHOBOTO TITOPMY) Ha (hopMy-
BaHH$ [IEHTPAJIbHOI HEPBOBOI CUCTEMU ILJIO/IA.

Bucuosku

Tomeocras narientok y | Tpumectpi BariTHOCTI
IicJasl [EepPeHeceHoro TPUILY XapaKTepU3yETbCs
MOPYHIEHHSAMU, $KI KOPEeJIOI0Th 13 TOJAJbIIOI0
maneHTapuoio aucdynkiieo: Haamipaa NK-mm-
TOTOKCUYHICTh, TPO3amajbHi 3MIiHU IIUTOKIHO-
BOTO MPOGINII0, MPOKOATYIIHTHUN CTaH CUCTEMU
reMocCTasy.

Onrumisailiss TaKTUKK BeJEHHS BariTHOCTI
B TaKMX IaIlIEHTOK I10JIITa€ B 3aCTOCYBaHHI Ia-
TOTEHETHYHO OOIPYHTOBAHOTO KOMILIEKCY JIKY-
BAJIBHO-TIPO(MITAKTUYHUX 3aXO/[iB Tepamii s
NpoiIakKTUKK  IJIAlleHTapHOi  HeJIO0CTaTHOCTI
I 3HM)KEHHS HETaTMBHOTO BIJIMBY TillePIMyHHOI
Bi/IITOBIlI (acmipyH, AUTIPUIAMOJ, TPOTECTAareHH,
BHYTPIITHLOBEHHUH iMyHOTIO0YJIiH, BiTamiH D).

References/Jlimepamypa

3aCTOCYBaHHSI  3alIPOMOHOBAHOTO  KOMILJIEK-
Cy 3aXOJ[iB MO3UTUBHO BILJINBAE HA TOPMOHATHHY
(ysxmio mramenTn (HOpMastisallig piBHS mpore-
CTEPOHY Ta eCTPa/liosy), CTaH IMyHITeTy (3HUKeH-
Hs1 NK-1imroTokcuaHocTi, 30aancyBaHHsI IIUTOKI-
HOBOTO TTpodiJIio), ycyHeHHs aedinuty BiTaminy D
1 3HMIKEHHS MPOKO0AryJIAIifHOTO TTOTEHIany CUc-
TEeMU TeMOCTa3Yy.

CTBOpeHHS CIPUSTINBUX YMOB JIJISI PO3BUTKY
recTaliifHoOro Ipolecy Ja€ 3MOry 3HU3UTH 4aCTOTY
BUHUKHEHHS TJIAIleHTapHOI HeJJOCTATHOCTI Malike
yasidi 10 35,0% mpotu 62,5% IHITMX YCKJIAJAHEHD
BariTHOCTI 1 ITOJIOTiB, TOPYIIEHb CTAHY T1710/1a T HO-
BOHAPOJIKEHOTO.

Aemopu 3a61510mob NPo I0CYMHicms KOHOIIK-
my inmepecie.
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NMoka3HNKMN peaKnx cratTeBuUX ropMoOHIB Ta KOPTU30J1y
B AMHaMIU] BariTHOCTI B XXiIHOK, SIKi Masniv pi3Hi Buau
o0e3nnigHoOCTi B aHaMHe3i

LY «lHCTUTYT nepjatpii, akywepcTsa i rinekonorii imeHi akagemika O.M. Jlyk’aHooi HAMH YkpaiHun», M. Knis
Ukrainian Journal Health of Woman. 2022. 2(159): 9-13; doi 10.15574/HW.2022.159.9

For citation: Tumanova LE, Kolomiets OV. (2022). Indicators of some sex hormones and cortisol in pregnancy dynamics in women
who had a history of various types of infertility. Ukrainian Journal Health of Woman. 2(159): 9-13; doi 10.15574/HW.2022.159.9.

3MiHV eHOOKPUHHO-METabOoNIYHOro 6anaHcy B XXIHOK i3 PIBHUMYK BUaamu 6e3niiaHOCTI B aHaMHESI € HaCTINbKM BarOM1MK, WO BU3HAYAIOTb
He TiNbKW XxapakTep NOpYyLLIEHb MEHCTPYaNbHOI Ta PENPOAYKTUBHOI GYHKLIM, ane B NoganbLIOMy 3Ha4YHO CMOTBOPIOIOTL Nepedir rectaLiiHoro
nepiony.

MeTa — B/B4YMTY OEAKI NOKA3HNKM CTaTEBVX TOPMOHIB Ta CTPECOBOIO rOPMOHA KOPTN30/Y B XXIHOK Y AMHAMILL BAriTHOCTI, AKi Manu pisHi BUAK
6e3nMigHOCTi B aHaMHeai.

Marepianun Ta metoamn. BrB4eHO AedKi NOKa3HWKM FOPMOHANBHOIO NPOdINIO: IHAEKC BIIbHOMO TeCTOCTEPORY (IBT), AMriapoTecTocTEPOH
(AIT) i KOPTW30A Y XXIHOK i3 Pi3HMK BUaammn 6e3nniaHocTi B aHamMHesi B 11—12 TuxxHiB | 36—38 TuxHiB BariTHOCTI. OOCTEXEHO 84 XiHKM BIKOM
Bia, 20 00 49 POKIB. 13 LUMX XKIHOK A0 | rpynin YBINLLNO 26 BariTHMX, 9Ki Mann eHA0KPUHHY 6€3MNiAHICTb B aHaMHesi; A0 Il rpynn — 25 BaritHuX, ai
Manu B aHaMHesi TpyOHO-NeputoHeansHy 6e3nnigHicTb; Ao Il rpynv — 13 BaritHux, Ski Mann B aHaMHEe3i NOEAHaHHA eHAOKPUHHOMO Ta TpyO-
HO-NepuUTOHEaNnbLHOro GakTopis; A0 IV (KOHTPONLHOI) rpyn — 20 NauieHTOK, AKi CaMOCTIMHO 3aBariTHiNM 6e3 6e3nNiAHOCTI.

Pesynbratu. Biamivanocs nioBuULLEHHA KOHLEHTPALi KOPTV30y BXE Ha novatky BariTHOCTI y nepuiomy Tpumectpi vy | (80,8%), Il (80%)
Ta lll (76,9%) rpynax xXiHokK, TOAi 9K y KOHTPOMbHIN rpyni e NoKasHK 6yB AOCTOBIPHO HUXHYMM | 3Haxoamees y 90% nallieHTOK Ha piBHi disio-
NOMYHOI HOPMK. Y TPDETBOMY TPMMECTPI CNOCTEPIranocs NoAanbLUe NiABMLLEHHS KOPTU30AY, K Y XIHOK i3 6e3nniaHicTio B aHamHesi (I-I1l rpynn),
Tak i B VX, 9ki He Mann 6e3nnigHocTi B MuHynomy (IV rpyna).

IBT y BaritHux | Ta lll rpyn, Ak y nepiomy (65,4% i 76,9%), Tak i B TpeTboMy TpumecTpax (69,2% i 84,6%), OyB 3HA4HO NiABULLEHWUIA NOPIBHSAHO
3 nokasgHnkamu xiHok Il ta IV rpyn.

ATy aritHux | Ta lll rpyn, gk y nepuwomy (61,5% i 84,6%), Tak i B TpeTboMy TpumecTpax (65,4% i 92,3%) nepesuiilyBaB HOPMY NOPIBHAHO
3 NokasH1kamu xiHok Il ta IV rpyn.

BuUCHOBKM. BrgBneHi BioxmneHHs B KOHLEHTPALLT CTPEC-aCOLLINOBAHOr0 rOPMOHa KOPTU30J1Y 3 BENMKOIO A0/EI0 BIDOTAHOCTI MOXYTb CBIAYNTY
npo NiABNLLIEHE CTPECOBE HAaBAHTAXEHHS, SKe Y BariTHMX MiCNA 3aCTOCYBAHHS NiKyBaNbHNX LIMKIB | AOMNOMIKHMX PENPOAYKTVBHMX TEXHONOTIN
MaHipeCTye BXE Bif, novarky BariTHOCTI.

IBT ta ATy BaritHux | Ta lll rpyn 6ynmn 3Ha4HO NiABULLIEHI NOPIBHAHO 3 NOKa3HMKamu xiHok Il ta IV rpyn.

JloCniaXXeHHs BMKOHAHO BIANOBIAHO A0 NPUHLMNIB [ebCIHCLKOI Aeknapadii. NpoToKoN AOCNIIKEHHSA YXBANEHO JTOKaNbHNM ETUYHUM KOMITE-
TOM 3a3Ha4yeHOi B poO0Ti ycTaHOBW. Ha NpoBeAEHHA A0CAIAXEHb OTPUMAHO IHPOPMOBaHY 3roay XIHOK.

ABTOPW 3a8BNSHOTb NP0 BIACYTHICTb KOHPNIKTY IHTEPECIB.

Kno4oBi cnosa: BaritHi 3 pisHMY Braamm 6e3nnigHoCTi B aHaMHesi, AWriap0TeCTOCTEPOH, IHAEKC BiIbHOrO TECTOCTEPOHY, KOPTU3OA.

Indicators of some sex hormones and cortisol in pregnancy dynamics in women who had
a history of various types of infertility

L.E. Tumanova, O.V. Kolomiets

Sl «Institute of Pediatrics, Obstetrics and Gynecology named after academician O.M. Lukyanova of the NAMS of Ukraine», Kyiv

Changes in the endocrine-metabolic balance in women with a history of various types of infertility are so weighty that they determine not only
the nature of menstrual and reproductive disorders, but subsequently significantly distort the course of the gestational period.

Purpose — 1o study some indicators of sex hormones and stress hormone cortisol in women in pregnancy dynamics who had a history
of different types of infertility.

Materials and methods. Some hormonal profile indicators have been studied: free testosterone index (FTI), dihydrotestosterone (DHT)
and cortisol in women with a history of different types of infertility at 11-12 weeks and 36-38 weeks of pregnancy. 84 women aged 20
to 49 years were examined. Among these women to the group | were included 26, these are pregnant women who had a history of endocrine
infertility; to the group Il — 25 pregnant women with a history of tubular-peritoneal infertility; to the group Il — 13 pregnant women who had a
history of a combination of endocrine and tube-peritoneal factors; to the group IV (the control group) — 20 patients who independently became
pregnant without infertility.

Results. There was an increase in cortisol concentration already at the beginning of gestation in the first trimester in pregnant women of the
group | (80.8%), I (80%) and Il (76.9%), while in the control group this indicator was significantly lower and was in 90% of patients at the level
of physiological normal. In the third trimester, a further increase in cortisol was observed, both in women with a history of infertility (groups I-Ill)
and in those who did not have infertility in the past (group V).

FTIin pregnant women of groups | and IIl was significantly increased, both in the first trimester (65.4% and 76.9%) and in the third trimester
(69.2% and 84.6%), compared to the indicators in groups Il and V.

DHT in pregnantwomen | and lll, both in the first timester (61.5% and 84.6%) and in the third trimester (65.4% and 92.3%), exceeded the norm
compared to the rates in the groups Il and IV.

Conclusions. The detected deviations in the concentration of the stress-associated hormone cortisol with a high degree of probability may
indicate an increased stress load, which in pregnant women after the use of treatment cycles and assisted reproductive technologies has been
manifested since the beginning of pregnancy.

FTland DHT in pregnant groups | and Ill were significantly increased compared to those in groups Il and IV.

The research was carried out in accordance with the principles of the Helsinki Declaration. The study protocol was approved by the Local Ethics
Committee of the participating institution. The informed consent of the patient was obtained for conducting the studies.

No conflict of interests was declared by the authors.

Keywords: pregnant women with a history of various types of infertility, dihydrotestosterone, free testosterone index, cortisol.
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Beryn

3MiHI/I €HJIOKPUHHO-MeTab0JIiuHOTO HaTancy
B JKIHOK i3 PI3HUMHU BUAaMU Oe3ILIiHOCTI
B aHaMHe3i € HACTiJIbKU BaroMMMH, 110 BU3Haya-
IOTh He TIJIbKU XapaKTep MOPYIIeHb MEHCTPyash-
HOI Ta PernpoayKTUBHOI (DYHKITIN, ajse B TOAATTh-
IIOMY 3HAYHO CIIOTBOPIOIOTH TIepediT recTariitHoro
nepiony. Hesnauna KibKicTb BITYM3HSHUX 1 3a-
KOPIOHHMX ITyOJIKAIiil 3a/IUIIIa€ BIAKPUTUMHE JJIsT
JIUCKYCIil TOJIOKEHHS PO BILIUB TOPMOHAJIBHOTO
aucOanancy Ta OOMIHHO-MeTa0OJUHUX 1 CyIUH-
HO-EHJIOTEJIAJIbHUX TOPYIeHb MaTepi Ha iHTpa-
1 MOCTHATAJBHUI CTaH TLI0/1a, PO 3aKOHOMIPHOCTI
(bopMyBaHHA MeEHCTpPyajibHOI Ta TEHEePaTUBHOI
GbYHKIH, 9K BIAOUTOK KOMILIEKCY HEHpPOeH10-
KPUHHMX [TOPYIIIEHb B OHTOI€HE31, IIPO 0COOJIMBOCTI
(opmyBaHHSA TEBHOTO COMATOTHUITY — 3aJI€KHO
Bijl TODMOHAJIBHOTO XapaKTepy.

JKinku 3 Ge3MTiIHICTIO B aHaMHe31 CTaHOBJISATh
IPyIly PU3UKY II0/I0 PO3BUTKY YCKJIQJHEHb i He-
CIIPUATIUBUX Pe3yJIbTaTiB BariTHOCTI.

Bepyuu 10 yBaru Te, 1110 TOJIOBHUM YCKJIQTHEH-
HSAM Iepebiry BariTHOCTI B JKIiHOK i3 Ge3ILIigHicTIO
€ HEeBMHOIIYBaHHS, CJij 3'sdcyBaTH Ti natodisio-
JIOTIYHI MeXaHi3MU, gdKi 3 paHHIX eTalliB recraifiii-
HOTO IIPOIECY 1 /10 MOJIOTiB BU3HAYAIOTh XapaKTep
nepebiry BaritHocti. ITpobjeMa HEBUHOIIYBaH-
H BariTHOCTI 3aJMIIAETHCS OJHIEI0 3 OCHOBHUX
npobjeM nepuHaraibHol Mexuiuuu. Ilocriiine
B/IOCKOHAJIEHHS METOJIIB [IarHOCTUKH, 0COOJUBO
CTOCOBHO 3KIHOK, $IKi IIPOTSATOM TPHUBAJIOTO Yacy
JIKYBJIMCS BiJl €HJOKPUHHOI Ta TPyOHO-TIEPUTO-
HeaJIbHOI Oe3ILIiIHOCTI, IIPOrHO3yBaHHS 1 JIIKyBaH-
HS HEBUHOIIYBAHHS CIIPUSIOTH 3HIKEHHIO 4acTO-
T 1i€l maTosiorii. OCHOBHUI BHECOK Y (hOpMyBaH-
HS PENpOAYKTUBHUX BTpAT TIPUTIAJAE HA TIEPI
12 TuzkHiB recTartii. Y 3B’13Ky 3 TUM € aKTYaJIbHUM
MONTYK HAJIHHUX JOKJTIHIYHUX METO/IiB 1iaTHOCTH-
KU 3arPO3JINBUX CTaHIB BariTHOCTI paHHIX TEPMiHiB
i mporuosyBanus ii nogaabinoro nepebiry [1,2].

Husxue HaBemeHo BUBYEHHS B JAMHAMII Barit-
HOCTI JIEKiJIbKOX aHAPOTeHIB — UTI[POTECTOCTE-
pony (JAI'T) Ta iHmeKkcy BiJIBHOTO TECTOCTEPOHY
(IBT), a Tako:x OCHOBHOTO CTPECOBOTO TOPMOHA —
KOPTHU30JTY.

Koprusosn — crepoifinuii TOpMOH, KW TIPOJY-
KYETBCSI ITyYKOBOKO 30HOI KOPW HaJHUPHUKIB. Ce-
Kpellisl KOPTU30JIy CTUMYJIOETbCS  aJPeHOKOPTH-
KOTPOITHUM TOPMOHOM TIEpe/THbOI 107 Tinoisy.
Y KpOBi KOPTH30JI 3B’s13aHUIT 3 OLIKaMK; CTAHOBUTH
75-90% KOPTUKOCTEPOI/IiB, SIKi IIUPKYJIIOIOTH Y KPOBI.

Y 370poBUX JIOJIell BMICT KOPTU30Jy MaKCH-
MaJIbHUH y paHKoBi roguau (600-800) i B 2—5 pasis

HIKYINH 0 2200-2400, [To6OBUIT PUTM BUJIIJICHHS
KOPTHU30JIy NOPYIIYETbCSA B MALIEHTIB i3 CUHIPO-
MoM Kymnnra i iz yac BariTHOCTI.

Crpec, 10 JiofMHA Tepexusa, He <«TPUBAE
KiJIbKa POKiB». AJie XPOHIUHUI CTpeC CIpaB/ii Mae
Cepiio3Hi HACIIKU: TPUTHIYEHHS eIKUX JIAHOK
IMYHHOI CHCTEMU, HAKOIIMYEHHS KUPY Ha KUBOTI
(abmomiHambHe OKUPIHHS), TipIle 3aCBOEHHS HY-
TPI€EHTIB y kuineyHuKy. CUIbHUI CTPeC MaTepi I
yac BariTHOCTI — BiifHA, CTUXillHE JIMXO, CMEPTh
GJIM3bKOI JIIOJIMHA — BILUIMBAE Ha 3/I0POB’Sl Ta
PO3yMOBi 310HOCTI AMTUHU 1 HaBiTh OHYKIiB. Bu-
COKI /1031 KOPTU30JIy OYKBaJIbHO JIMIIAIOTH CJTi/I Ha
AKTUBHOCTI HU3KU TeHIB — Iie SIBUIIle HA3UBAKOTh
elireHeTHYHUM YCIIaJKyBaHHIM.

Posrisiiaroun BariTHICTh Tic/Is JIiKyBaHHs 6e3-
TLTTHOCTI 3 TOYKU 30PY CTPECOBOTO HAaBaHTAKEH-
Hs1 Ha OpraHiaM MaiiOyTHBOI Marepi, cJiiji BUsHaya-
TU PiBEHb CTPECOBOTO TOPMOHA — KOPTU30JIY B JIU-
sHamiti [ ta ITI rpumectpis BariTHOCTI [1,2].

[Mutanug npo GpyHKITIOHATBHUI CTAH KOPY HA/I-
HUPHUKOBUX 327103 MaTepi i MJIo/a Iijl yac BariT-
HOCTI Ma€ Barome TeOPeTWYHe i MpaKTU4YHe 3Ha-
YEHHs, OCKIJIbKU TJIIOKOKOPTUKOIZM BU3HAYAIOTD
piBeHb alanTallilHUX Peakiliii, 110 PO3BUBAOTHCS
B 000X OpraHiamax, Ta Bi[irpaloTh BasKJIUBY POJIb
B aHTEHATAJIbHOMY PO3BUTKY Moa. OcobimnBo-
ro 3HauyeHHs1 HaOyBa€ MOCJIIKEHHs Ii€l cucTe-
MU Yy BariTHUX i3 TiJIBUIIEHUM PU3UKOM Iepe/l-
YaCHUX TIOJIOTIB i PO3BUTKY AMCHYHKITI TIIaIleH-
™ [3,6]. Onepsxani pesysbTaTH MiITBEPAXKYIOTH
iCHYIOUY JIyMKY, II0 BMICT KOPTH30JIy IIOCTYIIOBO
MiIBUIIYETHCS B Mipy ITPOTPecyBaHHS BariTHOCTI.
3pOCTaHHs ceKpellii KOPTU30JIy, Ha Hally yMKY,
CIpsSIMOBaHe Ha TiATPUMKY HOPMaJbHUX (hi3ioso-
TIYHUX TIPOIIECIB i yac BariTHOCTI. Jlesxi mocmiz-
HUKU [4,5] 11e OB’ A3YI0Tb i3 Mi/IBUIIIEHHSIM CUHTE-
3y €CTPOTEHIB 1 TPAHCKOPTUHY, SIKUI YTIOBIITBHIOE
MeTaboJTi3M KOPTHU30.TY.

bynayun migBuiieHuMm y BariTHUX KiHOK, KOpP-
TU30JI € OCHOBHOIO CKJIQZIOBOIO CUCTEMU aJjalTallil
y 3B’SI3KYy 31 CTPECOBUMU PEAKINisIMA OPTaHi3My B
1eil repiozi. 3a JAaHUMU JITEPaTypH, Tij 4ac HOP-
MasIbHOrO Tiepebiry  BariTHOCTI  ITIBHIYETHCS
piBeHb YCiX KOPTUKOCTEPOI/IiB, a TOPYIIeHHI CUH-
Te3y IUX TOPMOHIB MOKe OYTHU TIEPIIMM CUTHATIOM
«CTPasKIaHHsT» MJI0/1a 00 BKAa3yBaTH HA TSKKY Te-
HETUYHY naToJioriio [2,6].

OTske, XPOHIYHUM cTPeC, KU MTPOIOBKYE Jlisd-
TH TIiJ] Yac BariTHOCTI 32 PaXyHOK ITiIBUIIIEHHS BU-
MOT JIO OpPraHi3My >KiHKU, MOKe TPU3BOJIUTHU 10
MOPYIIeHHS Y (peToraleHTapHOMYy KOMILJIEKCI.
Kpim Toro, migBuIeHHs] BMiCTY KOPTU30JIY MOYKHA
PO3IIHIOBATH K QJIAIITATUBHY PEAKIIit0, CIPSIMO-
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BaHy Ha 30epeKeHHS CUHTE3y eCTPOreHIB 3a YMOB
iX edinuTy, MO CIOCTEePITaEThCS B IIBOTO KOHTUH-
TeHTY IalliEHTOK, OCKIJIBKY BiJlOMa 3/IaTHICTb KOP-
TU30JTy aKTUBYBaTH 17-0-TiipoKCcUIa3y IiareH-
TH, siKa Oepe y4acThb y CMHTe31 ecTporeHis [2,7].

s disiosoriuHoro mepebiry BariTHOCTI Xa-
pakTepHUil OaTaHC MO3UTHBHUX | HETATUBHUX
edexTiB il kKopTuzoury. ¥ | TpumecTpi BariTHOCTI
KOPTU30J1 aKTUBYE TTPOYKITITO XOPIOHIYHOTO TOHA-
JIOTPOIIIHY JIIOJIMHU, YUHUTH CYIIPECUBHUIN BILJIUB
Ha KJIITUHHUH 1 T'YMOPaJIbHUHN IMYHITET, CTUMYJIIOE
picT Ta inBasiio Tpodobiacty. 3 iHIIOro 6OKY, KOp-
TH30J1 0OMeKy€e (DYHKITIOHYBAHHST ITUTOKIH-TIPO-
CTarJIaHINHOBOI CUCTeMHU, iHTiIOy€e PpicT TIareH-
TU i1 3apojKa BHAC/ZOK akTuBailii iHribiTopa-1,
a Takox 3abesnedye IHAYKIO amonrosy |[2,4].
Ortske, s MATPUMKN TOMEOCTA3y ITiJ[ 9ac BariT-
HOCTI HeOOXiJHOIO € caMe aJieKBaTHA IPOAYKIIisd
11 KOHIIEHTpAIlisl KOPTU30Jy. YPaXoBYyIOUM Te, 1110
KOHIIEHTpaIlid KOPTU30Jy B MioMeTpii 3pocTae
B 9 pasiB 3a miABUIIEHHS HOro KOHIIEHTPaIlii B
11a3Mi Kposi y 3 pasu [ 3,6], 6iiibIicTh yCKIaHEHb
i/ 9ac BaTiTHOCTI MOB’S3YIOTh i3 TOPYIIEHHSIM
6ioCHHTE3Y CaMe I[bOT0 TIIIOKOKOPTUKOILY.

Posrasijatoun  BariTHiCTb K MPOBOKYIOUYUIA
(akrop, gkuil ynepiie BUABJSE IPUXOBAHY JHC-
(¢gyHKIIIO cTepoijoreHesy, a TinepaHAPOTreHiio
IK (akTOp PU3MKY PEeNpOAyKTUBHUX BTpAT, MU
y JIOCHiKeHH] 3po6uim crpoly OIiHUTH 3HAYY-
nricts 3mian piBHiB IBT ta /IT'T y popmyBanni an-
JIPOTEH3AIeKHNX YCKIQIHEHD TIepPioy recTallii.

Jlo Haiibinbm  iH(GOPMAaTUBHUX IIOKa3HUKIB
y JIiarHOCTUIII TilepaH/IpOTeHil, 3riJlHO 3 peKOMeH-
naiissmu  €BpONeENchbKOro TOBApUCTBA EHIOKPU-
HosoriB (European Endocrine Society, ESS) [2],
Hasexxuth IBT. OxpemMo BinibHMI 1 3arajibHUI Te-
CTOCTEPOH MafOTh BiJHOCHO HU3BKY UYTJIUBICTb.
IBT namexurTh 10 OiAbII ZOCTOBIPHUX METOJIB
OLIIHKM TinepaHaporeHii B )kinok. [TpubimsHo 97—
99% TectocTepoHy IMPKYJIIOE B KPOBi Y 3B’13aHO-
My cTaHi: 54% — 3 anbOyMmiHOM, O/IM3bKO 44% —
i3 r100yTiHOM, 1110 3B’sI3y€ cTaTeBi CTEPOiAH, i TI/Ib-
k1 6;m3bK0 1-3% — y BUIBHIH, He 3B’s13aHill (hopmi
(BIJIBHUT TECTOCTEPOH).

[leit mokasHUK KOpesoe 3 BMicTOM GioJoriy-
HO JIOCTYITHOTO TECTOCTEPOHY 1 3aCTOCOBYETHCS SIK
inopMaTUBHUIT MapKep aHIPOTEHHOTO CTaTycCy.
IBT 3actocoByioTh /11 OIiHKY (PYHKITIOHATBHOTO
[IPKYJIIOI0YOT0 TECTOCTEPOHY B JKiHOK i3 CUMIITO-
MaMH rirepanaporenii [4,5].

Takosx Hac 3amikasus /II'T gk meTaboJiT Tecto-
ctepony. Bin yTBopioeTbcs B nepudepuuHux TKa-
HUHAX 13 TECTOCTEPOHY 32 y4aCTIO S-asib(a-peayK-
TasM.

lurizporectocTepoH € IIEePBUHHUM aKTHB-
HUM BHYTPIIIHBOKJITMHHUM MeTaboJIiTOM TeCTo-
CTEPOHY, IO peayidye HOro aHjAporeHHi edekTn
(«TKaHUHHUI 1TOCcepeIHNK» ). BiH 3acTOCOBY€ETHCS
JUIsT inhepeHIliiiHoO1 IarHOCTUKY TillepaHporeHii
i € MapKepoM aKTHBHOTO MeTabOJIITy TECTOCTEPO-
HY, 1110 BU3HAYAE YOJIOBIUi cTareBi o3Haku [3,7].

Mema nocnizkeHHsT — BUBYUTH JIeSKi 110Ka3-
HUKU CTaTeBUX TOPMOHIB i KOPTHU30JIy B JKiHOK
y AMHAMII[ BariTHOCTI, IKi Maju pisui Buan Ges-
IJIITHOCTI B aHaMHe31.

Marepianu Ta METOIH JOCI/I>KEHHS

BuBueno meski TOKa3HWKW TOPMOHATLHO-
ro npodimo: IBT, AT'T ta kopTuzomy B KiHOK
i3 pisHuMU BujaMu OE3IUIHOCTI B aHaMHe3i
y 11-12 tusknis i 36—38 tuskuis BaritHocTi. O6-
crexeno 84 xinku BikoMm Bix 20 mo 49 poxis: i3
Hux | rpymy ctanoBusm 26 BariTHUX, SAKi MaJU €H-
MOKpUHHY Oe3rrianicTh B anamuesi; 11 rpymy —
25 BariTHUX, sIKi MaJI B aHAaMHe31 TPYOHO-TTePUTO-
HeasbHy Gesmrignicts; 11T rpymy — 13 BariTHux,
dKi MaJu B aHaMHe3l MO€IHAaHHS eHOKPUHHOTO
Ta TPyOHO-TIepUTOHEATLHOTO (hakTopiB; IV (KOH-
TposibHY) Tpyny — 20 TaIllieHToK, SKi camocCTiii-
HO 3aBariTHiJIM, HEe MaloYn Mepiofay Oe3rriHoCTI
B aHAMHe3I.

CepeHiil Bik BariTHUX i3 6€3IIAHICTIO B aHAM-
He3i ctanoBuB 38,5 POKY.

OCKUIbKY TTPUYUHOIO TABUIIEHHS PIiBHS TOP-
MOHA KOPTH30JIy B JKIHOK MOKe OyTH cama BariTt-
HICTb, TOMY TIi/l YaC BUHONIYBAHHS JUTUHU PiBeHb
KOpTH30JTy Oy/ie MOoCTiiiHO 30ijblmyBaTHcst, 60 ca-
Ma BariTHICTb 7SI JKIHKU € CTPECOBOIO CUTYAIII€IO,
a B opraHismi MaiiOyTHBOI MaMu BigOyBalOTh-
cs1 TICMXOJIOTIuHI Ta (iziosoriuni 3MiHN. Y HOpMI
MOJKE CIIOCTEpIraTuCs Taka KiJbKiCTh TOPMOHA:
I TpumecTp — piBeHb TOPMOHA MOYKE KOJIUBATUCS Y
Meskax 206—392 umoun/i1, abo 7,47—14,21 MK/,
IT tpumectp (13—28-if THUKHI) — KUJIBKICTh KOP-
TU30JTy TABUIIYETHCS B 2 pa3 i MOKe CTAaHOBU-
™ 392-536 HMmob/71, a60 14,21-19,43 MKr/m;
I Tpumectp (1ricsst 28 THAKHIB) — Jlialla30H CTAHO-
BuTh 536—1141 Hmoub /11, a60 19,43—41,36 MKr /1.

MeTomoM BU3HAYEHHSI KOHIIEHTpaIlil KOPTU30-
JIy € XeMLTIOMiHECIIEHTHUH iMyHOaHasi3 (Tpuias
«Atellica Solution»). PedepenTni 3naueHHs: pa-
HOK (700-900) — 4.30-22,40 mxr/nmn. Koedirtient
nepepaxyHKy MKT/I71 X 27,586 = HMOJIb /1.

Taxox Busnaueno IBT — pospaxyHKoBuii 110-
Ka3HUK, SKU BU3HAYAE CITIBBITHOMIEHHS MOJISIP-
HOI KOHI[EHTPAIlii 3araJbHOrO0 TECTOCTEPOHY O
MOJIIPHOI KOHIleHTpalii rio0yJ/IiHy, 1o 3B’sa3ye
crateBi ropmonn (I'3CC, C3I, Bupaxene y Biji-

ISSN 2786-6009 UKRAINIAN JOURNAL HEALTH OF WOMAN 2(159)/2022 11



OPUTIHAJIBHI LOCJIIAXKEHHSA

https://med-expert.com.ua

100 100 100 100

1004 —

84,6 20

76,9 80,8 g0

65,4 I
61,5

0,64-9,4 > 368 7,47-14,21 > 14,2

23,1
23,1 15,4 192 20
10
0 0 0 0
1

IBT, % ArT, ur/mn KopTuson, mkr/an

Olrpyna Ollrpyna M@Illrpyna MWIVrpyna

Puc. Jeaki ropMmoHanbHi NOKasHUKN B NePLUOMY TPUMECTPI
BariTHVX i3 pisHMMK Bugamu 6e3nnigHocTi B aHamMHesi (%)

COTKax) i € MapKepOM OIliHKHM aH/[POTEHHOTO CTa-
tycy. [leil moKasHIK KOPETIoE 3 piBHEM 6i0JIOTITHO
JIOCTYITHOTO TECTOCTEPOHY Ta MIMPOKO BUKOPUCTO-
BYETbHCS K iHHOPMATUBHUN MapKep aH/POTeHHO-
ro crarycy. Pedepentni snauenns — 0,64-9,4%.
MeTto/0M BUMIPIOBAaHHS 3arajbHOIO TECTOCTEPO-
Hy Ta C3I' € XeMiJOMiHECIIEHTHU IMYHOXIMiY-
Huit anasi3 Ha mpuiiafi « DXI-800».

Busnauennsi koprtusosy ta IBT mnposeneno
€JICKTPOXEMITIOMIHECITIEHTHUM IMyHOaHaJIi30M
«ECLIA» 3 BUKOpuCTaHHSM aBTOMAaTUYHUX aHAJI-
3atopiB 1 pearentiB ¢ipmu «Roche Diagnostics»
(Himeyunna) ta iMmyHO(pEPMEHTHUM METOIOM i3
BUKOPHUCTAHHSIM CTaHIAPTHUX Ha00OpiB (ipmu
«Immunotech» (Yexis).

Metonom BumipioBannst /II'T € TBepmodas-
HUM  iMyHO(DEpDMEHTHWIN aHami3, Tpuiag —
copi tect IDA. Pedepentni snavenns JI'T —
24—368 it /M.

JlocutijpkeHHsT BUKOHAHO Bi/IMTOBIZTHO /IO TIPUH-
numiB lembcinebkoi meknapartii. IIporokosr mociri-
JUKEeHHS yXBasleHO JIOKaIbHUM eTUYHUM KOMITeTOM
3a3HaueHol B poboti ycranosu. Ha mipoBeentst 1o-
CJTI/KEeHb OTPUMAHO iH(HOPMOBaAHY 3TO/1y *KiHOK.

Pe3yubraTi 1OCHIAZKEHHS Ta iX 00rOBOPEHHS

[Tin yac TMOPIBHAHHS BMICTY JIOCJI/IKYBAaHUX
MOKa3HWKIB y JKIHOK 3 eHJIOKPUHHOI0, TPyOHO-TIe-
PUTOHEAIBHOIO Ta MOEAHAHOIO GEe3IIAHICTIO Bijl-
MITHJIA JIOCTOBIPHY PI3HUIIO B KOHIIEHTPAIisAX Y

cuposatiii kposi IBT, /II'T ta kopTusosty nopiBHsi-
HO 3 KOHTPOJIbHOIO IPy110i0 (puc., TabIL.).

[Iposesneni nocizkeHHs MOKa3aJIn TPOTPECUB-
He 3POCTaHHS KOPTU30JIY B CUPOBATIT KPOBi JKiHOK
ycix 06CTEKYBaHUX TPYTI 31 301/IBIIEHHSAM TEPMiHY
BaritHocTi. [Ipote konnentpaitis IBT Ta /II'T oco-
6JIMBO He 3aJIeKajia Bi/l TepMiHy BariTHOCTI.

Pesysibrat BU3HAYCHHSI KOPTH30Jy B 0bOCTe-
JKEHUX Tpylax BUSIBUJIW ITIBUIIEHHS HOTO KOH-
IEHTpaIlii BKe Ha TOYaTKy TrecTalfil B TepIio-
my Tpumectpi y BaritHux [ (80,8%), II (80%)
ta II1 (76,9%) Ttpy1, Toxi K y KOHTPOJIBHIH TPy
1eil MoKasHUK OYB JIOCTOBIPHO HUKYUM i 3HAXO-
muBcst y 90% marientox Ha piBHI (idionoriynoi
HOPMH, 1110 CBi[YUTH TIPO BUCOKUH PiBEHb CTpe-
COBOTO HaIPy/KEHHSI B JKIHOK i3 Oe3riigHicTio
B aHaMHe3i (puc.).

3a gaHuMu TabJIUI, BMICT KOPTU30JIY B TPETHO-
MY TPUMECTPi BariTHOCTI B JKiHOK 3 €HIOKPUHHOIO,
TPyOHO-TIEPUTOHEATHHOIO Ta MOEIHAHOI0 OE3TLTijI-
HICTIO B aHaMHe3i OyB BUIIMM MOPIBHSIHO 3i 3/10-
posumu Barithumu: y I ta 111 rpymax — y 92,3%
xinok, y II rpyni — y 92%, y IV rpyni — y 50%.
Take 3HauHe HANPYKEHHS B KOPTU3OJIIPOAYKYIO-
YUX CUCTeMax y TPETbOMY TPUMECTPi BariTHOCTI
CJTIJT PO3ITIHIOBATH SK CTPEC-PeaKIliio Ha aKyIiep-
CbKi YCKJIQJTHEHHS, SdKa PO3BUBAETHCI B JKIHOK
HepIINX TPHOX IPYI YIIPOJOBK BariTHOCTI.

Inpexc BisibHOTO TecTocTepoHy y BariTHUX [ Ta
III rpym, gx y nepmomy (puc.) — 65,4% i 76,9%,
Tak i B TperboMy Tpumecrpax (tabm) — 69,2%
i 84,6%, 6yB 3HAYHO MiABUINEHUI TOPIBHSAHO 3 O-
kazHukKamu kiHok II ta IV rpym.

Jlurigporectoctepon y Barithux I Ta II1 rpyr,
gk y nepriomy (puc.) — 61,5% i 84,6%, Tak i B
TperboMy TpuMecTpax (tabn.) — 65,4% i 92,3%,
MePEeBUIILYBaB HOPMY TIOPIBHSHO 3 TOKa3HUKAMU
xkinok IT ta IV rpym.

Bucuosku

Bussieno BinzxuieHHs B KOHIIEHTpaIlii cTpec-
acoIII0BAHOTO TOPMOHA KOPTHU30JTY, IO 3 BEJTUKOIO
JIOJIe10 BiPOTiZIHOCTI MOXKe CBIIYUTH PO Ti/[BUIIE-

Tabnuys

AesKi NOKa3HNKN FOPMOHOrpamMm y TpeTboMy TPUMEeCTPi BariTHOCTI B XXIHOK
i3 pisHUMU BUgamu 6e3nnigHoOCTi B aHaMHe3i , abc. (%)

FopMOHM 32 HOpMaMM NOKA3HUKIB
pr)l:(aegg)((:Te- IBT, % AarT, nr/mn KOPTU30J1, MKIr/Oon
0,64-9.4 >9.4 24-368 >368 19,43-32,4 >32,4
[, n=26 8 (30,8)A0* 18 (69,2)A0* 9 (34,6)A0* 17 (65,4)A0% 2(7,7)* 24 (92,3)*
II, n=25 25 (100)* 0(0)* 25 (100) 0(0) 2(8)* 23 (92)*
[, n=13 2 (15,4)* 11(84,6)* 1.(7.7) 12 (92,3) 1(7.7)* 12 (92,3)*
V. n=20 20 (100) 0(0) 20 (100) 0(0) 10 (50) 10 (50)

Ipumimxu: * — pami A0CTOBipHi 100 MOKa3HMKIB IV (KOHTpombHOi) rpymi; °

A — nani goctoBipHi 1mo10 nokasuukis 111 rpynu (p<0,05).
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He CTpecoBe HaBaHTaKEHHS, SKe Yy BaTiTHUX IiCs
3aCTOCYBaHHS JIIKYBAJTbHUX ITUKJIIB 1 JOTTOMiKHUX
PENPOYKTUBHUX TEXHOJIOTIH MaHi(ecTye BxKe Bif
[IOYATKY BariTHOCTI.

Bigmiveno migBuIeHHsT KOHIIEHTPaIlii KOP-
THU30JIy BXKe Ha IOYaTKy recrailii B IepIIOMYy
tpumectpi y Barithux I (80,8%), II (80%) Ta
I11 (76,9%) rpyti, TOzi IK y KOHTPOJIbHII TPy 11eit
MOKa3HUK OYB JOCTOBIPHO HUKYKMM i 3HAXOAUBCS
y 90% manienTok Ha piBHi ¢iziosoriunoi Hopmu. Y
TPETbOMY TPUMECTPi BUSBJIEHO IO/IAJIbIIIe I1i/[BU-
IIEHHS KOPTU30JIY, K Y JKIHOK i3 Oe3IIiAHICTIO B
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Mepuko-couiasnbHi 0CO0/IMBOCTI NALiEHTOK
Ni3HbOro PenpPoAyKTUBHOIO BiKYy
3i 3BHMKeHnM oBapiasibHUM pe3epBoOM

IBaHO-PpaHKiBCbKNA HALOHANbHWI MeanYHNA yHiBepcuTeT, YkpaiHa
Ukrainian Journal Health of Woman. 2022. 2(159): 14-19; doi 10.15574/HW.2022.159.14

For citation: Dorofeieva US, Boichuk OG. (2022). Medical and social characteristics of late reproductive age patients with reduced
ovarian reserve. Ukrainian Journal Health of Woman. 2(159): 14-19; doi 10.15574/HW.2022.159.14.

MeTa — BU3Ha4YNTL MEeAVKO-COoLjanbHI OCOONMBOCTI NALEHTOK Mi3HLOIO PENPOOYKTUBHOMO BiKY 3i 3HVXEHVM OBapiaibHM PE3EPBOM.
Martepianu Ta metogm. 130 naLieHTOK NiCAs 3aCTOCYBAHHA NPOrpamM AONOMIKHIX PENPOAYKTUBHMX TEXHONOrIN (JPT) posnoaineHo Ha rpy-
nw 3rigHo 3 kputepiamy POSEIDON. OcHoBHY rpyny, fky cTaHosmav 80 NaLieHTOK CTapLUoro penpoayKTMBHOMO Biky (Bif 35 pokis), poaaine-
HO Ha 2 niarpynn 3rigHo 3 kputepiamy POSEIDON. Migrpyny 1 ctaHoBuam 34 xiHku 3 NpOrHo30BaHoO GiaHO BIANOBIAA Ha KOHTPOIbO-
BaHy oBapianbHy ctumynsauio (KOC) — rpyna 4 3a POSEIDON; niarpyny 2 — 46 naujieHToK i3 NPOrHO30BaHOK HOPMaibHOK BiANOBIAA0
Ha KOC — rpyna 2 3a POSEIDON. pyny nopisHsHHA cTaHoBum 50 nauieHTok BikoM A0 35 pokiB i3 MPOrHO30BaHOIO HOPMasbHOIO Bif-
nosigawo Ha KOC — rpyna 1 3a POSEIDON. OujHeHO AKICTb XUTTS 3a ONUTyBabHNKOM «FertiQol», HasBHICTb | CTyniHb Aenpecii —
3a MeToamkoto B. 3yHra.

PesynbraTtu. YacTtka xiHok BikoMm Bif, 40 pokiB cepef, nauieHTok nicna 3actocyBaHHa nporpam JPT 3 npOrHO30BaHO NOraHo BiANOBIAAID
Ha KOC y 3 pasu Binblua NOpiBHAHO 3 MPOrHO30BaHO HopMansHUMK Bignosiaadamu (32,4% npotn 10,9%), wo Bigobpaxae BM3Ha4anbHy
pPONb BIKY XiHKM B 3HVXKEHHI OBapianbHOro pes3epsy. 3Ha4Ha YacTka XIHOK L€l kateropii Bigmidae Taky LWKiaavBy 3BUM4KY, Sk KypiHHA (17,6%),
TPETHA — Manopyxivsnii cnocio xuntTa (32,4%) Ta ctpecu (29,4%), a 26,5% — nopyLUeHHs pexmnmMy Hs | npalli. [pobnemu 3 penpoayKLieo
NO3HAYaTLCHA Ha FAKOCTI XUTTS XKIHOK Ta 0OYMOBJIOIOTE NCUXOAOrIHHI 3MiHK. [ToHan, TpeTuHa (35,3%) XXIHOK OLHIOE CTaH BNaCHOro 300p0B'A
AK NOranum i ayxe noraHui, a 6inbLwicts (53,0%) HesaagoBoneHa SkicTio XTTa. Hanbinblue Big npobnem i3 GepTnnbHICTIO CTpaxaae emouiiHa
chepa (ouiHka — 45,3%£2,2), 3HMXKeHa 11 OujHKa NCUXIYHOMO Ta PI3NYHOr0 30P0B’S, a TaKOX COUjalbHOr0 MYHKUIOHYBaHHS. Xo4ya nawjeHTku
NOCNTb BMCOKO OLJHIOIOTE AKICTb HAOAHOMO NiKyBaHHS, O4HAK MOro NepeHOCUMICTb Y UX XXIHOK ripia. [pu upOMy NCUXONOTYHWI CTaH NON0BU-
HI XIHOK OLHIOETBCS SK cybaenpecrBHmi abo MackosaHa aenpecis (52,9%), a oenpecia aiarHoctosana B 14,7% pecnoHOeHTOK.
BUCHOBKM. BCTaHOBNEHI MeAVKO-COLabHI OCOOAMBOCTI XKIHOK NiI3HbOrO PENPOAYKTUBHOIO BIKY 3i 3HVXXEHMM OBapianibHM PE3EPBOM (KYPIHHS,
NOPYLIEHHS PEXMMY [HS Ta NpaLl, ManopyxnmBuiA CNOCIO XUTTS, CTPECH, HU3bKa AKICTb XUTTS, CyOAENPECUBHUI Ta AENPECVBHUIN CTaHW) BKa-
3Yl0Tb Ha HEOOXIAHICTb A0AATKOBOIrO BBEAEHHSA 3aX0/iB i3 KOPEKLLi CNOCO0Y XUTTS Ta METOAMK NCUXOKOPEKLL A0 Nporpam niarotoskn Ao JAPT.
JlocniaxeHHs BMKOHaHO BIAMNOBIAHO 00 NPUHLMMIB FeNnbCiHCHKOT Aeknapadii. [poToKon A0CNIAXEHHS yXBaneHO JToKanbHNUM eTUYHM KOMITE-
TOM 3a3HayeHoi B poOOTi yCTaHOBW. Ha NpOBEAEHHS AOCNIAXEHD OTPUMAHO IHPOPMOBAaHY 3rofy NaLjeHTOK.

ABTOPY 3a8BNSIOTb NPO BIACYTHICTb KOHDAIKTY iHTEPECIB.

KniovoBi cnoBa: 6e3nnigns, ctapluvii penpoayKTUBHWIA BiK, 3H/XEHNIA OBapiaibHNUIA peseps, AONOMPKHI PeNPOAYKTUBHI TEXHONOTI, AKICTb
XUTTS, OEeNpecis.

Medical and social characteristics of late reproductive age patients
with reduced ovarian reserve

U.S. Dorofeieva, O.G. Boichuk

lvano-Frankivsk National Medical University, Ukraine

Purpose — to determine medical and social features of patients of late reproductive age with reduced ovarian reserve.

Materials and methods. 130 patients with assisted reproductive technologies (ART) programs were divided into groups according
to POSEIDON criteria. The main group of 80 patients of older reproductive age (35 years and older) is divided into 2 subgroups according
to the POSEIDON criteria. Subgroup 1 consisted of 34 women with a predicted poor response to controlled ovarian stimulation (COS) —
group 4 according to POSEIDON. Subgroup 2 — 46 patients with a predicted normal response to COS (POSEIDON group 2). The comparison
group consisted of 50 patients under 35 years of age with a predicted normal response to COS (POSEIDON group 1). The quality of life was
assessed according to the FertiQoL questionnaire, the presence and degree of depression according to the method of V. Zung.

Results. The share of women aged 40 and older among patients with ART programs with a predicted poor response to COS is 3 times high-
er than the predicted normal respondents (32.4% vs. 10.9%), which reflects the decisive role of women’s age in reducing ovarian reserve.
A significant proportion of women in this category report such a bad habit as smoking (17.6%), the third — a sedentary lifestyle (32.4%) and
stress (29.4%), 26.5% — a violation of the daily routine and work. Problems with reproduction affect the quality of life of women and cause
psychological changes. More than a third of women (35.3%) rate their health as poor and very poor, and more than half (53.0%) are dissatisfied
with their quality of life. The emotional sphere suffers the most from fertility problems (score — 45.3£2.2), and the assessment of mental and
physical health and social functioning is reduced. Although patients appreciate the quality of treatment, its tolerability is worse in these women.
At the same time, the psychological state of half of women is assessed as subdepressive or masked depression (52.9%), and depression was
diagnosed in 14.7% of respondents.

Conclusions. Established medical and social characteristics of women of late reproductive age with reduced ovarian reserve (smoking, daily
and work disorders, sedentary lifestyle, stress, low quality of life, subdepressive and depressed state) indicate the need for additional inclusion
in ART training programs lifestyle and methods of psychocorrection.

The research was carried out in accordance with the principles of the Helsinki Declaration. The study protocol was approved by the Local Ethics
Committee of the participating institution. The informed consent of the patient was obtained for conducting the studies.

No conflict of interests was declared by the authors.

Keywords: infertility, older reproductive age, reduced ovarian reserve, assisted reproductive technologies, quality of life, depression.
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OPUTIHAJIBHI SOCJIIAXKEHHSA

Hisﬂii/’l PEerpolyKTUBHUI BiK MaTepi € BaK-
JIMBOIO  MEAMKO-COIaJbHOI  MpobIie-
MOIO. Y Ie#l 4ac 4acTKa JKIHOK, Kl BIIKJIQIAI0Th
HapO/KeHHS IUTUHM 0 KiHIg 3-TO — I0YaTKy
4-T0 IECATUIIITTS KUTTST, 3HAYHO 3POCJIa, 0COOIUBO
B 3axijiHuX cycmiabcTBax [10].

PenpoyyktuBHe cTapiHHs € NPUPOJHUM IPO-
1[eCOM, SIKUH BiIOYBAETHCS Y BCiX JKIHOK, CYIPOBO-
JUKYETbCS 3HM)KEHHSIM OBapiaJbHOTO pe3epBy, Y
KiHI[eBOMY IIi/ICYMKY IIPU3BOANTD JI0 MEHOIIAY3H.

Osmapianpunii pe3epB — 1e (GYHKIIOHATBHUHI
pe3epB s€UHWKA, 10 BU3HAYAE HOTO 3AaTHICTH
JI0 PO3BUTKY 3M0POBOTO (hOTiKyIa 3 TOBHOITIH-
HOIO SIMIEKJITUHOWO. Psji aBTOpPIB BU3HAYAIOTh
oBapiaJIbHUI Pe3epB sIK 3[aTHICTb SIEUHUKIB aJleK-
BaTHO BIJINOBIJIaTU Ha OBapiaJibHy CTUMYJIALIIO
3POCTAHHSAM TTOBHOI[IHHUX (QOJIKYJIiB, 110 MiCTITh
310poBi  siinekaiTuHN. OBapiaJbHUN pe3epB Bi-
MOOpaka€ KUIbKICTh (DOMIKYJIB, MO 3HAXOASITHCS
B deuHUKaxX (IpUMOp/iajdbHUil 1y 1 oKy,
110 POCTYTh), 1 3aJI€3KUTH BiJl (hi3i0JOTIYHUX 1 TaTO-
(disionoriunux daxropis [5,8].

OxpiM 6e31mocepeHbOTO TTOCTIIHOTO YI0CKO-
HaJIeHHS METOAWK OTIOMIKHUX PETpPOTyKTUBHUX
texnosioriin (JIPT), y nepioji miaroroBKu KiHKW
710 IX 3aCTOCYBaHHS CJIiJl BpPaxOBYyBaTH J10/1aTKOB1
(hakTopu, 1110 MOKYTb BILIMHYTH Ha iX YCITIIIHICTb,
Taki SIK HasiBHICTb KOMOPOiIHOI COMaTUYHOI 1aTo-
JIOTi1 Ta ICUX0eMOIIITHNX TTopyTieHs [1].

Hebaxxana 0e3/[iTHICTb € OCHOBHUM HaCJIijl-
KOM 3aTpuMKu MaTepuHcTBa. llcmxosoriuno Ta
coIiaabHO Ge3ITHICTH MOB’sI3aHa 3 BUIMMU T10-
Ka3HUKaMU HU3bKOI CAaMOOIIIHKH, Jlelpecii, po3Jy-
YeHHS TapTHEPiB i HaBITh BUIIUMM MOKa3HUKAMU
cMepTHOCTI [3].

Barato aBTOpiB BKa3yiTh Ha Te, MO JiKyBaH-
Hs1 Ge3IUTis 00TsKEHe CUBHUM CTPECOM; TOMY
MICUXOJIOTIUHY JIOTTOMOTY CJIiJl HaJlaBaTU BiJIITOBI/I-
HO 10 1HIUBIAyaJbHUX TOTPeOd OJHOYACHO 3 JIHKY-
BaHHSM, gKe HAa/la€ Cy4acHa PEeNpPOyKTUBHA MEH-
nuHa [7,9].

Mema nocnijskeHHsSI — BU3HAUUTU MEJUKO-
coliajbHi 0COOJMBOCTI MAIiEHTOK I3HBOTO pe-
IIPOJIyKTUBHOIO BiKY 31 3HMXEHUM OBapiaJbHUM
pe3epBOM.

Marepiaau Ta METOAM TOCHIPKEHHS

/lo  KOMIUJIEKCHOTO JIOCTI/KEHHSI  3aJly4YeHO
130 mamienTok micg 3actocyBanug rnporpam /[ PT.
Jocnipxenus BukoHano Ha 6asi /13 «IIpukaprmar-
ChKUI IEeHTP penpoaykiii soanany» MO3 Ykpai-
HU. BuokpemisieHHST TPy 3/[IHCHEHO 3Ti/IHO 3 KPHU-
tepisimu POSEIDON (Patient-Oriented Strategies
Encompassing Individualized Oocyte Number)

JUISL TIPOrHO3YBaHHsS <OifHOI» BiANOBIAI HAa KOH-
TPOJIbOBaHY oBapianbHy crumysiiio (KOC)
3 ypaxyBaHHaM Biky. Ha aymky aBTopiB [6], y Ta-
KHUX KPUTEPIsIX BPaXOBYIOTh 1 AKICTh 3HUKEHHS
SKOCTi OOIUTIB y MAaIli€EHTOK BIKOM Bif 35 pOKiB:
KIJIBKICTh OOIUTIB, HEOOXIAHUX [JIsI OTPUMaHHS
NPUHANMHI OJIHOTO eyIUIOITHOTO eMOpioHa st
MepeHeceHHs B KOKHOTO TAIiEHTa, OIIHIOITH Y
12 oomuriB ana rpynu 4 POSEIDON. Ipymy
HOPIBHSAHHS cTaHOBUJIM 50 TAIli€EHTOK MOJIOJIIIO-
TO PEMPOAYKTUBHOTO BiKY (/10 35 POKiB) i3 IIPOTHO-
30BaHOI0 HOpMasTbHOIO Biamosimao Ha KOC, saxy
BU3HAYAJM Ha OCHOBI MapKepiB OBapiaJbHOTO pe-
3€PBY, 30KpeMa, KiJbKiCTh aHTPaJbHUX (DOJIIKYIIB
(KAD) >5 i piBeHb aHTUMIOJIJIEPOBOTO TOPMOHA
(AMT) 21,2 ar/ma (rpyna 1 3a POSEIDON). Oc-
HOBHY TpyIty cTaHOBUIM 80 TTAI[iEHTOK CTapIIOTo pe-
MPOZYKTUBHOTO BiKY (Bizt 33 POKiB), pO3MO/IiIeHNX
Ha 2 miarpynu 3rigao 3 kpurepisimu POSEIDON.
[ligrpymy 1 cranoBuim 34 KiHKM 3 TPOTHO30-
BaHoto OigHoro Bimosigmo #Ha KOC, 30kpema,
KA® <5 a6o AMI <1,2 ur/mn (rpyma 4 3a
POSEIDON), gki namnoJsigraiam Ha BUKOPHUCTAHHI
BJIACHOTO TEHETUYHOIrO MaTepiaiy i BiMOBUJIUCS
Bi/l KPIOKOHCEPBAllii; mirpymny 2 craHoBuan 46 ma-
I[IEHTOK i3 MPOrHO30BaHOI0 HOPMAaJIbHOIO BiITIOBII-
mio Ha KOC, 30kpema, KAD =51 AMTI >1,2 ur/ma
(rpymna 2 3a POSEIDON).

JlIs1 OIIHKYM SIKOCTi JKMTTS OOpaHO CIeliari-
3oBaHnii onutyBaibHUK <«FertiQoLs — mep-
ITUI, BUBHAHUM HA MIXKHAPOJHOMY PIiBHI 1HCTPY-
MEHT JIJId BUMIPIOBAHHS SKOCTI KUTTSI JIIO/IeH, SKi
MafoTh npobsemu 3 depruiabHicTio. «FertiQolLs
CTBOPEHMII 3a IHINIATMBOIO JBOX HANOLIBIINX
PENPOAYKTUBHUX MEIUYHUX TOBAPUCTB. 3OKpe-
Ma, €Bporielicbke TOBAPUCTBO PEMPOYKITii Ta eM-
6piosorii groqman (ESHRE) Ta Amepukancbke
TOBAPUCTBO PENPOAyKTUBHOI Meguiinan (ASRM)
OLIIHIOIOTh BIUIMB 1Po6jeM (GepTUIbHOCTI B Pi3-
HUX cdepax JKUTTS, HANPUKIAA, Ha 3arajbHe
37I0POB’S, CAMOCTIPUWHATTS, €MOIlii, MapTHepPCh-
Ki BIJJHOCMHMU, CiMEHHI Ta COIliaJibHI CTOCYHKH,
pobory Ta miaanu Ha MaitOytHe. Kpim Toro, mo-
natkoBuit Moayab <«FertiQol. Treatments orti-
HIOE HABKOJIUIITHE CEPe/IOBUIE Ta TEPEHOCUMICTh
JiKyBaHHs Oe3triist. BamigHicTs onuTyBasibHU-
Ka MATBepAna HU3Ka AOCTiKeHb, 30KpeMa, Ho-
IO HEO/IHOPA30BO BUKOPUCTOBYBAJIM 1 YKPalHCh-
Ki JOCHIAHUKN i1 OOCTEKEHHS Pi3HOMAHITHUX
KaTeropiii marienTiB i3 mpobjaeMaMu PerpoayKILii
[2]. s omiHKM HAsBHOCTI Ta CTYTIEeHs Jerpecii
00CTeKeHNX MAIIEHTOK BUKOPUCTAHO METOIUKY
MG epeHItiitHol JIarHOCTUKN JIeTPECUBHUX CTaHIB
B. 3ynra [4].
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Puc. 1. Po3nopain nauieHToK OCHOBHOI rpynu 3a BiKOM 3a-
JIEXXHO BiJ, MPOrHO30BaHOI BigMoBiai

ocrijskeHHs1 BAKOHAHO BiINIOBIZIHO /10 TIPUH-
mumiB [embcinebkoi gexnaparitii. I[TpoTokos mocri-
JUKeHHST yxBajieHo JIoOKaTbHUM eTUYHUM KOMiTe-
TOM 3a3HaYeHol B poboTi ycranosu. Ha nposesieH-
H IOCTiKeHb OTPUMaHO iH(OpMOBaHYy 3rojy Ta-
IIEHTOK.

Craructuany o6poOKy MaTepialy MPOBEIEHO
MeTO/IlaMU BapialliiHoro Ta TpadiyHOTO aHAJI3y
3 BukopucrtanasM kputepiiB CroiogenTta i Di-
niepa, CTaHJAApPTHUX 1 CIeiagi30BaHUuX KOMII T0-
TepHUX IporpaM. MeToau ONKUCOBOI CTAaTUCTUKHU
KIJIbKICHUX 3MIHHUX i3 HOPMaJIbHUM PO3IOJIJIOM
BKJTIOYAJIA MipW TIEHTPAJBHOI TEHAEHII — OIliH-
Ky CepelHbOTO Ta CTAHIAPTHOTO BiIXWJICHHS
(M=m). KareropiasbHi 3MiHHI TIpeacTaBJeHi SK
abCoIIOTHE YUCJIO BUIAJKIB y TPYyIi Ta 4acToTa
y Bizicotkax — n (%). TectyBanHus BisiMiHHOCTET
MiK HesaJleXHUMMU BUOIpKaMK B Pasi KiJbKic-
HUX 3MIHHUX 3IICHEHO 3a JOTIOMOTOIO0 KPUTEPII0
CrploieHTa, a B pa3i KaTeropiaJbHUX 3MIHHUX — 32
noromoroio Touroro kpurepiio Mimepa. Pospaxo-
BaHO PiBEeHb 3HAUYIIOCTI (P), KpUTUIHUM TTPUITHS -
to piBenb 0,05.

Pe3yubraTi 1OCHIIZKEHHS Ta iX 00rOBOPEHHS

3a BiKOM JKiHKM PO3TIOJIiJIeHI TaK, STK HABeJEHO

Ha puc. 1. Xoua B 060X rpyIax mnepesaxny Oijib-
IICTh CTAHOBUJIN JKiHKK BiKOM 710 40 POKiB, 4acT-
Ka oci6 BikoM Bijx 40 PoKiB y miArpyIi 3 Mporuo3o-
BaHO ToraHoio Bianosiamio Ha KOC 6yia B 3 pasu
OLJIBIIOIO 1I[0/I0 TIPOTHO30BAHO HOPMAJbHUX Bijl-
noBizauiB (32,4% mporu 10,9% BiANOBIAHO B mij-
rpymax 11 2, p<0,05), mo BimoOpakae BUSHaYaIb-
HY POJIb BIKY JKIHKU B 3HUKEHHI 0BapiaJbHOTO pe-
3epBY 1 BianmosiaHo OixHil Biamosini Ha KOC.
Ananiz  comiaspHO-TOOYTOBUX  (haKTOPIB
(tabu1. 1) TaKOK BUSIBUB TIE€BHI Bi/IMiHHOCTI MiXK Ipy-
namu. Tak, y miarpymi 1 BiAMITHIN HasBHICTD Ta-
KOI IIKIJIZTUBOT 3BUYKH, sIK KypiHHst, 6 (17,6%) ma-
IIIEHTOK, IO IOCTOBIPHO TIEPEBUIILYBAJIO TIOKA3HIK
i migrpymnm 2, i rpynu nopiBasiaas (4,3% ta 4,0%
BifnoBiaHO, p<0,05 BiHOCHO KOXKHOI rpymn). Ta-
KOJK JIOCTOBIPHO BWIIOI0 OyJia 4acTOTa TaKuX He-
raTuBHUX (PaKTOPIB, K MOPYIICHHS PEKUMY JTHS
i mparti (26,5% mpotu 10,9% i 10,0%, p<0,05) Ta
MasTopyxXJanBuii crioci6 sxkutts (32,4% nporu 15,2%
i 8,0%, p<0,05). Maiizke TpeTHHa KiHOK MiATPYIIN
1 BKaszaJsia Ha HassBHICTb CTPECiB, IK y MOOYTi, Tak i
Ha po6ori (29,4% nporu 13,0% i 12,0%, p<0,05).
Ha mouarky onurysasbHuka «FertiQoLs» Oy-
JIO 2 3aNIUTaHHs, B IKUX PECTIOH/ICHTKA OIliHIOBaJa
CTaH BJIACHOTO 3/I0POB’S Ta SIKICTh KUTTS (puc. 2).
Hatimenta yactka ;KiHOK y TATPYyTi 2 Ta rpyii
MTOPIBHSAHHS OIIHMJIA CTaH BJIACHOTO 37I0POB’S, K
Ay:Ke Xopormuit, y marpymni 1 Taky oriaky He 00-
pama jKoxHa maiieHTKa. Hafibisbima JacTka sKi-
HOK y BCIX rpymnax oOpaJia BifilloBi/lb «HEXOPOIIUI
i HermoraHuii»: OJIM3HKO MOJIOBUHU TAIIEHTOK OC-
HoBHOI rpynu (52,9% i 52,2% y miarpynax 1 i 2,
p>0,05) Ta 40,0% y rpymi nopiBusinus. Iloman
tperuHa (35,4%) pecrionaeHToK miarpymnu 1 o6pa-
Jia BIJIOBI/Ib «ITOTAHUN» 1 «/y’Ke TIOTaHUM», 110 B
2 pa3wu OiJibIne, HisK y iArpyti 1 Ta rpyTri mopiBHsIH-
ust (17,4% 1 16,0% sianosiano, p<0,05). [le musk-

Tabnuys 1
AHani3 couianbHO-NMoGYTOBUX (PaAKTOPIB y NALLIEHTOK
OcHoBHa rpyna fpyna
daxrop APy 1 mapyia2, | "o
abc. % abc. % abc. %
LLIKianBI 3BUYKN: 17,6* 4 8,7 3 6,0
HaaMIpHE BXMBaHHS ankoroo 8,8 3 8,7 2 4,0
KYPIHHA 17,6%# 2 43 2 4.0
FopylweHHsa pexmnmy aHa i npadi 26,5%* 5 10,9 5 10,0
Manopyxnmeuin CNocio XuTTa 1 32,4*# 7 15,2 4 8,0
Crpecw 11 29,4*# 6 13,0 6 12,0
Crpecu B nobyTi 23,5%# 5 10,9 5 10,0
Ctpecu Ha poboTi 20,6 6 13,0 7 14,0

16
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Ipumimiuy: * — Pi3HUILI JOCTOBIPHA TOJI0 TPYTIH MOPIBHAHHS; # — PI3HUILA [OCTOBIPHA OO TATPYIH 2.

Puc. 2. Po3nopain nauieHToK 3a OLLHKOK CTaHy BIACHOIO 340P0B’S Ta 33[10BOJIEHHS SAKICTIO XXUTTS

4e MarieHTKy miArpynu 1 omiHuIn 9KicTh KUTTS,
MOJIOBMHA 3 HUX OyJia Helo He3asoBosieHa abo 1y-
ke nesagoBosiena (53,0% mporu 30,4% i 14,0%,
p<0,05).

3rimHo 3 onutyBagbHUKOM <«FertiQoLsy, naii-
ripia oIfiHKa SIKOCTI JKUTT BijMivanacs B Ta-
mierTok miarpynu 1 (tab. 2), xoua TEHAEHIs 10
MOTipIeH s criocTepiranacs i B miarpyni 2. Haii-
Gisibine Big pobJieM i3 GepTUIIbHICTIO CTpaKaia
eMolrilina cdepa (MMOYYTTS HE3TATHOCTI BIIOPATH-
¢4 3 IpobJIeMOI0, PEBHOIIT, 00pasu, Bi4yTTs rops,
MOCTIMHI KOJTMBAHHA BiJl HAJIii /10 BiJluat, CMyTOK,
nerpecist, apariBiausictb). Cepemnst macriitabo-
BaHa OLIHKa JJIs 1Mi€l miamKaau B miarpymi 1 Oy-
Jla HAaWHWKYOIO 3 YCiX IIKaJ i JOCTOBIPHO HUK-
4010 BiIHOCHO TiaTpynu 1 i rpynu MOpiBHAHHS
(45,3£2,2 nipotu 54,6+2,3 i 59,4+1,3 BiamnosigHo,

p<0,05). /locTOBipHO HUKYOIO BiZIHOCHO TPYIIN
HopiBHAHHA OyJia omiHKa 3a mKajgamMu <IIcuxiu-
He Ta (hizuyHe 3/10pOB’sT» (3HUKEHHS yBaru, 37at-
HOCTI JI0 KOHIIEHTPAIlii, BIIIyTTS HE3ATHOCTI pe-
aJIi3yBaTU MJIaHU, BUCHAKEHHS, BTOMU, (hi3UIHOTO
nuckombpopry) Tta «CormianbpHa cdepayr (Hezamo-
BOJIEHICTH ITITPUMKOIO JIPY3iB, CiM'1, BITUyTTS CO-
IiaJabHOI 130JId11i1, HEIIOBHOI[IHHOCTI BiZITHOCHO JIIO-
el Y IKKX € IiTH, TUCKY CYCIILIbCTBA 1010 HeoO-
XiTHOCTI MaTH JIiTeln ).

[Ipn oMy oOIliHKa CTOCYHKIB i3 TTapTHEPOM
(mkana «CrocyHku») Oyja JIOCHTh HU3BKOKO Y
BCIX rpymax oOcreskeHuX (HEBIOBOJIEHHST CEKCY-
aJbHUMU BIHOCUHAMWU, HEJIOCTaTHS HIKHICTD,
3HUSKEHHSI MOYYTTS BiJZIAHOCTi, B3aEMOPO3YMiH-
Hs), JIOCTOBIPHOI Pi3HUIL TI0 TPylax He BUSsIBJIeE-
HO, X04a JIET0 HIZKYOt0 OyJia OIliHKa B MiArpyTi 2:

Tabruys 2
AKiCcTb XXUTTS XIHOK 32 onuTyBanbHUKOM «FertiQoL» (M+m)
Llikana onuTyBasbHMUKa Octosna rpyna pyna "clpiBH""""’
nigrpyna 1, n=34 niarpyna 2, n=46 n=50
3aranbHa OLjHKa 57,3£2,1* 61,4+3,5* 69,8+2,3
OcCHOBHa 4acTiHa 50,7+£1,9* 53,7+2 .8* 61,617
EmMouiiHa chepa 45, 3%2 2%# 54,6%2,3 59,4+1,3
[TcnxivHe Ta Pi3nyHe 300poB’'Aa 49,242 0* 58,1+1,9 63,7+2,2
CTOCYyHKN 51,2+3,2 46,42 8 52,534
CoujanbHa cdepa 58,3+2 6% 60,1+1,8 65,6+2.4
JlopatkoBa 4acTiHa (NikyBaHHS) 64,3+2,1* 69,5+2,0 75,7£2,6
OTO4EHHSA 67,4412 2* 72,3126 77,9£2,8
MepeHoCUMICTb 59,2+2 0* 64,1+1,6* 73,4427

Ipumimxu: * — Pi3HAILI JOCTOBIPHA IO/I0 TPYTIH HOPIBHAHHS; # — PI3HUILI T0CTOBIpHA OO /TPy 2.
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Puc. 3. Po3nogin nauieHTOK 3a LWKanol AenpPecuBHUX
cTaHiB B. 3yHra
46,4+2 8 nipotu 51,2+3,2 1 52,5+3,4 y niarpymni 1
i rpyni nopiBusiHHs (p>0,05). InTerpasbha oriHka
BCiX NTKaJl OCHOBHOI YaCTUHU ONMUTYBAJIbHUKA T10-
Ka3zaJia I0CTOBIPHO HUKUUI Pe3yJIbTaT Y KiHOK OC-
noBHoi rpynu: 50,7£1,9 i 53,7£2,8 y miarpynax 1
i 2 mporu 61,6£1,7 y rpyni nopiBusinmst, p<0,05).
3a HIKaJaMU JI0JIaTKOBOI YaCTUHU OIUTYBAJIb-
HUKa, 110 CTOCYIOTbCS CTaBJIEHHS /10 JIIKyBaHHS,
OTPUMAHO BiTHOCHO BHIIli OMiHKK (TabJ1. 2), HiXK 3a
OCHOBHOIO HIKaJIOIO, IPOTE B OCHOBHI IPyIli BOHU
HMJKYI 1TOJ10 TPYIIN TTOPiBHSIHHS ITEPEBA’KHO 3a pa-
XYHOK pecroH/ieHToK miarpynu 1. Tak, 3a mkanown
«OTouenHsT» (OCTYIHICTD 1 33/I0BOJIEHHST PiBHEM
Ta SKICTIO MEIMYHUX IIOCJIYT, CTaBJIEHHS MeJlep-
coHaJry, aKicTb iHhopMallii Tpo JiKyBaHHS ) OT[iHKa
y miarpymi 1 cranoBuna 64,3+2,1 npotu 77,9+2,8
y rpyi nopiBusiHHA, p<0,035), OCKiTbKY NMAIi€HTKN
JIKYBaJIUCST B OJTHOMY 3aKJiajli, Taka PO30isKHICTH
BUKJIMKaHa Cy0'€KTUBHICTIO CHPUITHATTS Kpi3bh
MpU3MYy BJIACHUX BifiuyTTiB. 3a mkasoo «llepe-
HOCUMiCTh» (HeTaTUBHU BIIVB JTIKyBaHHS Ha Ha-
cTpii Ta mpodeciiiny MigabHICTh, TEPEHOCUMICTh
MPOTIeAyp Ta mpemnapartis, MobGiuHI edexTr) Haii-
HUKYOIO TaKOX BUSIBUJIACDH OlliHKa B miarpymi 1
(59,2+2,0 npotu 73,4+27 y rpymi HOpiBHSIHHS,
p<0,05), 1o BizoOpasua0Ch y JOCTOBIPHO HUMKYIN
y3araJibHeHill OIiHIII SIKOCTI JKUTTS B aCIIEKTI JIIKY-
BanHa Gesmwmiana (64,3£2,1 nporn 73,4+2,7 Bin-
noBigHo, p<0,05).

[TimpaxyHOK 3arajibHOI OT[IHKY SIKOCTI JKUTTS 32
ormutyBasibHUKOM «FertiQoly miaTBepauB ii 3HK-
JKeHHs1 B miarpymax 11 2: 57,3£2,1 1 61,4%3,5 mnpo-
T 69,8+2,3 y rpyni nopiBusinus (p<0,05).

[l OIiHKM HasIBHOCTI Ta CTYIIEHs Jienpecii
00CTeKeHNX TAIlIEHTOK BUKOPUCTAHO METO/U-
Ky naudepeHIiiHol IaTHOCTUKN JIETTPECUBHUX

craniB B. 3yHra, pe3ysbraté 3aCTOCYBaHHS SKO1
HaBeZleHo Ha puc. 3. Tomi SK cTaH mepeBakKHOI
GIJIBINIOCTI TMAI[IEHTOK TIC/IsT 3aCTOCYBAHHS TIPO-
rpam JIPT miarpynmu 2 Ta rpynu TOpPIiBHAHHS
(62,2% i 74,0%) o1liHeHO K JieTKa JIeTIpecist CUTy-
aTMBHOIO ab0 HEBPOTUYHOIO reHe3y, CTaH I0JI0-
BUHU JKiHOK miarpymnu 1 omineHo sik cyO/enpecus-
Hui abo MackoBaHa genpecist (52,9% mporu 26,1%
i 10,0% y miarpymax 2 ta B rpyii MOPiBHAHHS,
p<0,05) abo menpecis (14,7% nporu 4,3% i 4,0%
BignoBigHo, p<0,05 mOAO TPynu TOPIBHSAHHS)
i Tibku B 2 (5,9%) KiHOK mernpecis BifCyTHS.
Cepennsg GanbHa oninka cranosuia (63,4+3,8 Ga-
ay B migrpymi 1 nporu 58,3+2,9 i 51,6+3,2 Gany
B miarpyni 2 ta rpyni nopisusanns, p<0,05 momo
IPYIIY IOPiBHSHHS).

BucHoBku

Yactra KiHOK BikoM Bij 40 pokiB cepej maitieH-
TOK TricIst 3acTocyBants mporpam /[PT i3 nmporunoso-
BaHO moraHoio Bianosimmo Ha KOC y 3 pasu 6iib-
11 100 TTPOTHO30BaHO HOPMAJIBHUX Bi/ITOBIZAUiB
(32,4% niporu 10,9%), 1110 BigoOpaskae BU3HAYAIbHY
POJIb BIKY *KiHKM B 3HUKEHHI OBapiaJlbHOTO Pe3epBYy.

3HauyHa YacTKa KIHOK Ili€l KaTeTropil Bigmivae
TaKy MIKiVINBY 3BUYKY, K Kypinus (17,6%), Tpe-
TUHA — MaJIOPyXJIUBHiL c1iocib xutts (32,4%) Ta
crpecu (29,4%), a 26,5% — TOpPYyIIEHHST PEKIMY
JUHS 1 TIpatti.

[IpoGsiemMu 3 PEMPOIYKINEI TTO3HAYAIOTHCST HA
SKOCTI JKUTTS JKiHOK Ta 0OYMOBJIIOIOTH IICHXO0JIO-
rivni 3minu. [lonan Tperuna (35,3%) KiHOK o11i-
HIOE CTaH BJIACHOTO 3/I0POB’ST K TIOTaHUHN i Iy-
e moranuii, a 6iabmricts (53,0%) HesazmoBosieHA
gakictio xuTTa. Haiibinbme Big npobiem i3 dep-
TUJIBHICTIO CTpakaa€e emoitiitHa cdepa (orinka —
45,3+2,2), 3HMKEHA W OILIHKA ICUXi4HOro Ta (i-
3UYHOTO 3/I0POB’ST Ta COIIAJbHOTO (DYHKITIOHY-
BaHHs. X0Ya MalliEHTKN JOCUTh BUCOKO OIiHIOIOTh
SKICTh HAJIAHOTO JIIKYBaHHS, MOTO TIEPEHOCUMICTD
y IUX KiHOK Tipmia. [Ipu oMy TicUXoJIoriyHui
cTaH TOJIOBUHU JKIHOK OIIHIOEThCS SIK cyberpe-
cuBHMiIT a60 MackoBaHa gemnpecisa (52,9%), a me-
npecis giaraoctoBaHa B 14,7% pecrioHIEHTOK.

BeranoBiieHi  MeauKo-coliaibHi  0coOJIMBOCTI
JKIHOK MI3HBOTO PENPOJYKTUBHOTO BiKY 31 3HUKE-
HUM OBapiaJibHUM PE3ePBOM BKa3yIOTh Ha HEOO-
XiJIHICTH 10JJaTKOBOTO BBE/IEHHS 3aXO/IiB 13 KOPEK-
11 crocoly JKUTTS Ta METOANK TICUXOKOPEKIT /10
nporpam migrorosku 10 /IPT.

Aemopu 3as61510mov NPo i0cymuicmov KoH K-
my inmepecie.
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OcoGnuBoCTI Nnepebiry KopoHaBipyCHOI XBOPOOU
Yy BariTHUX Ta YaCTOTa BUHUKHEHHS NepuHaTanbHUX
yCKNagaHeHb 3aJ1IeXKHO Bif, CTYNeHs TAXXKOCTI 3aXBOPIOBAHHS

HaujoHanbHWIM yHIBEPCUTET OXOPOHM 340PO0B’A Ykpainu imeHi M.J1. LLynuka, m. Knis
KHIM «KniBCcbknii MiCbK1I LEHTP PENPOAYKTUBHOI Ta NepUHaTaNbHOI MeanuUnHN», YkpaiHa
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For citation: Balan AV. (2022). The features of coronavirus disease in pregnant women and the frequency of perinatal complications
depending on the severity of the course of this disease. Ukrainian Journal Health of Woman. 2(159): 20-25; doi 10.15574/HW.2022.159.20

MeTta — npoaHaniayBatu kniHiko-nabopaTopHi 3MiHM y BariTHVX i3 KOPOHABIPYCHOIO XBOPOOOIO NErkoro Ta CepeaHbOro CTYMeHs TKKOCT:
BCTAHOBUTW HACTOTY BUHVIKHEHHS reCTauiiiHnX YCKNaaHEeHb 3aNeXHO Bid, Nepediry LbOro 3axBOPIOBAHHS.

Martepianu Ta meTtogu. /10 KNiHIKO-1abopatopHOro 06CTexXeHHa 3any4eHo 120 BariTHVX OCHOBHOI FpPYNi 3 KOPOHABIPYCHOIO XBOPOOOIO.
KoHTponbry rpyny ctaHoBunv 40 XiHOK i3 TepMiHOM rectaui Big, 22 0o 41 TuxHs, nepebir BariTHOCTI y AK1X He ByB yCKNagHeHui Kopo-
HaBipYCHOIO XBOPOOOIO.

Mepebir kopoHaBipycHoI iHdekL|i Ta ii BNAMB Ha BariTHICTb OLHEHO 3a peaynsTaTtamMmi 3aralbHOKNIHIYHOMO, 1abopPaTOPHOrO Ta IHCTPYMEeHTanb-
HOrO OOCTEXEHHS.

Pe3synbratn. OOCTEXEHI XiHKI NpOoXoamnn nikyBaHHs B nepiod, 2021-2022 pp. B KHIM «KniBCbKMiA MICbKIA LEHTP PENPOOYKTVUBHOI Ta Nepu-
HaTanbHOI MEANLMHM> .

Jerkuin nepebir KOpOHaBIPYCHOI XBOPOOW aiarHocTyBanu y 48 (40%) BariTHKX, a CEPEOHBOr0 CTYNEH: TAXKOCTI — Yy 72 (60%) xiHOK. CumnTo-
MW KOPOHaBipyCHOI XBOpOOW, LLO BiaMiHanu BariTHi: rineptepmis — t tina 237,00C (85 (70,8%) BaritHvX), 3aransHa cnadkicte (103 (85,8%)
BariTHKX), BTpaTta BiAyyTTiB 3anaxy Ta cMaky (27 (22,5%) BaritHnx), katapanbHi asuila (69 (57,5%) BaritHix).

SHWXeHHs catypaui 00 92—-94% sigmivann y 18 (15%) BaritHVX.

BuaBnnu Taki ycknaaHeHHs nepeobiry BariTHOCTI: 3arpody nepeayacHnx nonorie, 6araroBoaas, 3aTpyMKy POCTY NAoAa, CTRYKTYPHI 3MiHM nna-
LEHTV 3a AaHNMIM YNbTPA3BYKOBOMO AOCIIXEHHS M1oaa, NOPYLIEHHS M1oA0BO-M1aLeHTapHOro KPOBOTOKY I—II CT.

BucHOBKM. 3a AaHmMu aHasisy BCTaHOBWAW NEBHI 0COOAMBOCTI KNIHIYHNX | NnaO0paTOpHNX NPOSIBIB KOPOHABIPYCHOI XBOPOOK. HarnowmpeHi-
LMW KNIHIYHUMY nposiBamim Bynu rinepTepMia Ta 3aranbHa cnabkicts. Oco6amBOCTI 3MiH 1a00PaTOPHIX MOKA3HMKIB KPOBI Taki: NEKONEeHis,
niMdoumToNeHis, NioBULLEHHA NokasHukiB C-peakTnBHOrO Binka Ta D-arMepa, 3HUXEHHST akTMBOBAHOIO YaCTKOBOro TpOMOOMNNacTMHOBOIroO
yacy, 36inbLIEHHs NPOTPOMOIHOBOrO Hacy Ta NiABMULLEHHS 3aranbHOro GibpUHOreHy. HanowmpeHiluvMmn yCKNaaHEHHAMM Y BariTHUX i3 Nerknm
i cepeaHim nepebiroM KopoHaBipYCHOI XBOPOOM Byv 3arpo3a nepeayacHnX NoAoris, CTPYKTYPHI 3MiHM MNaueHT Ta MasloBOAAS.
JlocnigxeHHa BMKOHAHO BIAMNOBIAHO 00 NPUHLMMIB TenbCiHCHKOT Aeknapadii. [poToKon A0CNIOXEHHS yXBaneHO JTIOKanbHNUM eTUYHM KOMITE-
TOM 3a3Ha4eHvx y poboTi yCTaHOB. Ha npoBeaeHHA OOCIAXEHb OTPMMAHO IHPOPMOBAHY 3rOAy XXIHOK.

ABTOP 3a8B/AE MPO BIACYTHICTb KOHPAIKTY IHTEPECIB.

Knio4yoBi cnoBa: KOpOHaBipycHa xBOp00a, BariTHi, eKCTpareHitaibHa naronoria, rectauinHi yCknaaHeHHs.

The features of coronavirus disease in pregnant women and the frequency

of perinatal complications depending on the severity of the course of this disease
A.V. Balan

Shupyk National Healthcare University of Ukraine, Kyiv

CNE «Kyiv City Center for Reproductive and Perinatal Medicine», Ukraine

Purpose — to analyze clinical and laboratory changes in women with mild to moderate coronavirus disease, the frequency of gestational
complications depending on the course of the disease.

Materials and methods. 120 pregnant women of the main group with coronavirus disease were involved in the clinical and laboratory
examination. The control group consisted of 40 women with gestational age from 22 to 41 weeks, whose pregnancy was not complicated by
coronavirus disease.

The course of the disease and the impact of coronavirus infection on the course of pregnancy were evaluated by the results of general —
clinical, laboratory and instrumental examinations.

Results. The surveyed women underwent treatment in the period from 2021 to 2022 at the Communal Non-profit Enterprise «Kyiv City Center
for Reproductive and Perinatal Medicine».

The mild course of disease had 48 (40%) pregnant women, the course of coronavirus disease of moderate severity had 72 (60%) pregnant
women.

Symptoms of coronavirus disease observed in pregnant women: hyperthermia — body t 237.00C (85 (70,8%) women), general weakness
(103 (85,8%) women), loss of smell and taste (27 (22,5%) women), catarhal phenomena (69 (57,5%) women).

Decrease in saturation to 92-94% was noted at 18 (15%) pregnant women.

The following complications of pregnancy were observed: the threat of premature birth, oligohydramnios, polynydramnios, fetal growth retar-
dation, structural changes in the placenta according to ultrasound examination of the fetus, violation of fetal-placental blood flow I-Il centuries.
Conclusions. Given the data of the analysis, it is possible to identify certain features of clinical and laboratory manifestations of coronavirus
disease. The most common clinical manifestations are hyperthermia and general weakness. Features of changes in laboratory blood parame-
ters are as follows: leukopenia, lymphocytopenia, increased C-reactive protein and D-dimer, decreased activated partial thromboplastin time,
increased prothrombin time, increased total fibrinogen. The most common complications in pregnant women with mild to moderate coronavirus
disease: the risk of premature birth, structural changes of the placenta and oligohydramnios.

The research was carried out in accordance with the principles of the Helsinki Declaration. The study protocol was approved by the Local Ethics
Committee of all participating institutions. The informed consent of the patient was obtained for conducting the studies.

No conflict of interests was declared by the author.

Keywords: coronavirus disease, pregnant women, extragenital pathology, complications of pregnancy.
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Beryn

KOpOHaBipyCHa xBopoba 2019 poky [14] —
1e indekiiia XBopoba, yrepiie BUsBIeHa

B smoanHU B TpyAHi 2019 poky B M. Yxanb, llen-
tpanbauil Kutait. Etionoriunnm ¢daxkropom XBO-
pobu craB KopoHasipyc SARS-CoV-2, mupkyis-
Iis1 IKOTO B JIIOJCHKIN momysisiii Gymia 10 rpyHs
2019 poxy HeBizOMOIO.

[Manzgemiio 1iei xBopobu BeecsiTHs opraxisza-
1ist oxoponu 370poB’st (BOO3) Busnama Haa3BU-
YalHOIO CUTYAIli€l0 B rajaysi Mi>kHapOJHOI 0XOpo-
HU 3/I0pPOB’S1 Ta BHECJIAa 3aX0u 3 OOPOTHOU MPOTH
Hel 10 TUMYacOBUX PeKOMeHalliil 3rigHo 3 Mix-
HAapOJHUMU  MEIUKO-CaHITADHUMU  IIPaBUJIaAMU
2005 p. [12]. [To6 yHUKHYTH CTUTMaTHU3aIlii,
MOB’s13aHO1 3 reorpaiuHUM PETiOHOM, Jie BUHUKJIN
MepIi BUTAIKN 3aXBOPIOBAHHS, a TaKOXK i3 paco-
BOIO TIPUHAJEKHICTIO YU TIEBHOIO €THIYHOIO TPYy-
noto, BOO3 3arBepuia 3petntoro odilliiiHy Ha3By
3aXBOPIOBAaHHSI ~ SIK  <«KOPOHaBipycHa XBOpoOa
2019 poxy (COVID-19)».

Ha 1eft yac TpuBalOTh 4YHCJEHHI HAYKOBI
Ta KJIIHIYHI ZOCTIKEHH, IKI MOTJINOICHO TOCTi-
IUKYI0TH eTiosoriuni (opmu Bipycy, ocobiuBocTi
MyTalliit BipyciB, 1mepebir 3aXBOPIOBaHHS, YCKIIa-
HEHHsI Ta CIIoco6u oTo JiKyBaHHs [2].

Kriniyna  kapTuHa 3a3BuUYail  BiTIOBiZae
pecriipaTopHiil iH(deKIii 3 Bapialli€o TIKKOCTI
CHUMIITOMIB BiJ{ JIETKOTO 3aXBOPIOBAHHS, IOII0-
HOTO Ha 3aCTy.Ny, /10 TSI3KKOI BiPYCHOI TTHEBMOHIl,
110 IPU3BOJAUTL JIO MOTEHIIHO CMepTesbHO-
rO TOCTPOTO PECIipaTOPHOTO UCTPEC-CUHIPOMY.
[lo XapakTepHUX CUMITOMIB HajeKaTb JIMXOMAaH-
Ka, Kamiesb i 3azuirka. Cirig 3a3HaYUTH, 110 IesTKi
HAIi€HTH MaloTh OE3CUMIITOMHUN mepebir 3aXBo-
proBanH4 [6,9].

Ocxkinpkn COVID-19 mBuAKO MOMMUPIOETHCS,
TypboTta 1po MaiibyTHe MaTepi i Oesleky Iioja
CTalOTh CEPUO3HOIO MPOOJEMOI0 CYYaCHOI IpaK-
TUYHOI MEAUIINHHN. 3Ba)Kalouy Ha Te, IO BariTHi
KIHKM 1epeOyBaroTh y ctaHi (iziooriyHol iMyHO-
Jleripecii 3 PUTHIYEeHHIM KJIITUHHOI JIJAaHKW iIMYHi-
TeTY, BOHU HaJIesKaTh JI0 IPYIIU BUCOKOIO PU3UKY
I[0/I0 PO3BUTKY TSKKOTO Tepebiry XBopobu Ta 3a-
rpossnBuX yckaaanenb Big COVID-19, 3oxpema
[IHEeBMOHIi, TpomboeMmboii sereneBoi aprepii Ta
JUXaabHOl HegocTaTHocTi [13,15].

3 ypaxyBaHHSIM OCOOJMBOCTEN IMYHHOI cHCTe-
MM BariTHi JKiHKM HaJjeKaTb J0 HaW4YyTIUBIIIOL
TPyl 32 PO3BUTKOM 3aXBOPIOBAHHS Ta YCKJA/I-
HEeHb MMOPIBHAHO 13 3araJbHOIO TOMYJIAIIEI0, SK TIe
CIIOCTEPITAETHCS TIPU IHINTNUX BiPYCHUX pecIiipaTop-
Hux indexmiax [1,4,10,11].

OcobumBocTi nepebiry KopoHaBipyCHOI XBOPO-
6U y BariTHUX HEIOCTaTHHO BUBYEHI, BIKPUTUMU
3aJIATIAIOTHCS MTUTAHHS MO0 PO3BUTKY (heToruia-
IEHTAPHUX TOPYIIeHb, BUHUKHEHHS MaJIOBOJIIA,
CTPYKTYPHUX 3MiH TnarieHTH. He BucsiTsieHi nu-
TaHHS TIOPYIIEHHS TIJI0/I0BO-TIJIAIEHTAPHOTO KPO-
BOTOKY 3aJIE5KHO BiJl TEPMiHYy BariTHOCTi, 0COOJIH-
BOCTEl PO3BUTKY 3aTPUMKHU PO3BUTKY TIJI0/Ia TA TIe-
puHaTtanbHuX BTpaT [3,16,17].

Ha cporozsni akTyaJbHUMM 3aJUIIAIOTHCS -
TaHHS TaKTUKW BEJICHHS BariTHUX, MPOMIIaKTUKI
IepruHaTATbHUX HACJI/IKIB 1 TAKTUKW BEJEHHS T10-
JIOTIB Yy JKIHOK Ha TJIi KOPOHABIPYCHOI XBOPOOM.

Mema nocnijkeHHd —  IIpoaHasi3yBaTU
KJIIHIKO-1a00paTOpHi  3MIHM Y BariTHUX JKiHOK
i3 KOPOHaBIPYCHOIO XBOPOOOIO JIETKOTO Ta CEPell-
HBOTO CTYTIEHS TSI’KKOCTi; BUSIBUTH YacTOTY BH-
HUKHEHHST TeCTAlliiHUX YCKIaJHeHb 3aJIeKHO BiJl
nepebiry 1boro 3aXBOPIOBAHHSL.

Marepiaau Ta METOIH JOCI/IKEHHS

Jlo KiiHiKO-1a60paTOPHOrO OOCTEKEHHST 3a-
gydero 120 BariTHUX OCHOBHOI TPyHu 3 KOPO-
HaBipycHoio xBopoboto. Kowurtposbny —rpymy
cranoBmM 40 KiHOK i3 TepMiHOM TecTallii BiJ
22 110 41 TrKHs, epebir BariTHOCTI B IKUX He OYB
YCKJIaJIHEHUIT KOPOHaBipycHOIO XxBOopoOoto. IIpo-
BEJIEHO aHasi3 1epebiry BariTHOCTI, mepebiry 3a-
XBOPIOBAHHS, 4aCTOTH BUHUKHEHHS YCKJIAQJIHEHb
nepebiry BaritTHocti. Kpurepii 3amyuenns mgo-
CJIJKYBAaHUX: BariTHI JKiHKM 3 KOPOHABIPYCHOIO
XBOPOOOIO JIETKOTO Ta CEPEHBOTO CTYTIEHST TSIAK-
Kocti, BikoM Bij 18 no 40 pokiB (cepemHiii Bik —
30,1 poxy), i3 TepmiHOM BariTHOCTi Big 22 10
40 THKHIB, OTHOTLTIIHA BaTiTHICTh. KpuTepii Buy-
YeHHs JOCiKYBAaHUX: HAABHICTb TOCTPOI iH(DEK-
mitinoi martosorii (BlJI-indexris, roctpuit Bipyc-
uuii renatut, TORCH-iadexkitis), comatnana ma-
TOJIOTisI B cTajii ekoMIieHcariii (1iyKpoBuii faiaber,
aprepiajibHa TillepTeH3isd, rocTpa i XpoHiYHA HUP-
KOBa HEJIOCTAaTHICTb), IIKIJIMBI 3BUYKHU, Oararo-
IIJ11{HA BariTHICTb.

[Tepebir kopoHaBipycHoi iHdekiii Ta ii BITHB
Ha T1epebir BariTHOCTI OIIHEHO 3a pPe3yJIbTaTaMu:
3araJIbHOKJIIHIYHOTO 0OCTEKEHHS, JTaOOPATOPHOTO
obcreskeHHs (3arajJbHUN aHali3 KPoBi, GioxiMiuHe
NOCTIDKeHHsT KpoBi, KoaryJsorpama, C-peakTus-
Huit 610K, D-aumep), iHCTPYMEHTaIbHOTO 00CTe-
sKeHHd (KapaioTokorpadidHe TOCTiKeHHS, TyJIb-
COKCUMETPIs).

[lng npoBesieHHsI 3arajJibHOTO aHasi3y KpOBi
BUKOPHUCTAHO aHaJi3aTOp TeMaTOJOTIYHUN aB-
tomarnunuii  «RT-7600», BupobHuk <«Rayto
Electronics». Kominiuui mocmiykeHHS TIPOBEIECHO
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TepmiH recTauii

Bin, 37
TUXHIB
31,7%

Bin 22 no
37 TnxHiB
68,3%

Puc. 1. Posnogin ob6cTexyBaHuX BariTHUX 3a TepMiHOM
recrauiji

Mepebir
KOpPOHaBipyCcHOi XBOpo6u

60%

Puc. 2. Po3nopain BariTHUX 3a CTyneHem TAXKOCTi KopoHa-
BipyCHOI XBOPOGU

Ha MiZICTaBl KOJOPUMETPUYHOTO Ta iMIIeJaHCHOTO
METO/LY.

Jlist GiOXiMIYHOTO JIOCJI/IKEHHST KPOBI 3aCTO-
COBaHO aHaji3aToOp OIOXIMIYHMI aBTOMATUYHUI
«BS-240» Bupobuuk «Mindray», i3 BUKOpucTaH-
HSIM PeakTuBiB BUpoOHUITBa «Mindray», moTpu-
MYIOUMCh TaKUX TPUHITUINB aHaJi3y: KOJOpuMe-
Tpis, momyTHiHHSA, MeTon [SE.

[l mpoBeieHHsT KoaryJiorpaMu BUKOPUCTAHO
TeMOKOaryJoMeTp 2-KaHaJbHUI HalliBaBTOMATHY-
uuii «Helena C2».

D-numep Bu3HaueHO 32 METO/IOM XEMIJIIOMiHEC-
eHIlii 3 BUKOPUCTAHHAM aHajizaTopa «Immulite
2000XPi».

KapmioTokorpadiune mocIiZKEHHS BariTHUX
3/IifICHEHO 3a JOTIOMOroi0 (eTaJbHOr0 MOHITO-
pa «Avalon FM20» i3 Bu3HaueHHSIM TMOKa3HUKIB
cepIieBol isiIbHOCTI: 6a3aJIbHOTO PUTMY, YacTo-
TH 1 aMIUIITY/IU OCITWJIAIIH, aKiiesepariii, fetese-
pariit. Oninerno (GyHKITIOHAJBHUN CTaH TIJI0/a 32
nrkasoro Mirepa.

[locizkeHHsT BUKOHAHO BiITIOBIIHO 710 TIPWH-
numiB lembcinebkoi gekmapartii. [Iporokos pocoi-
JUKeHHsT yxBajieHo JIOKaJTbHUM eTUYHUM KOMiTe-
TOM 3a3Ha4eHKX y poOoTi ycTanoB. Ha mpoBeeHHst
JIOCJTi/IZKeHb OTPUMAHO iH(OPMOBaHY 30y KiHOK.

Jlist 360py Ta 06POOKH Pe3y IBTaTiB JOCTIIFKEHb
nobysoBano 6a3y manux y ¢opmari «Microsoft
Excel 2010». PospaxyHOK MOKa3HWKIB 3ilic-
HEHO 3a JI0IOMOIOI0 IIPOrpaMHOro 3abe3redyeH-
Hs <«Statistica for Windows 6.0» (Statsoft Inc.,
CIIA).

Pe3yabraTi TOCHIAZKEHHS Ta iX 00rOBOPEHHS

CepenHiil Bik 00CTeKyBaHUX BariTHUX CTaHO-
BuB 30,8 poky.

O6cTexeHi KIHKM MTPOXOANIM JIKYBAaHHS B
nepion 2021-2022 pp. y KHII «KuiBcbkuit mich-
KAW TEHTP PEmpOAYKTUBHOI Ta TEPUHATAJIbHOI
MeauIMHU». Barithi 3 Jierkum mepebirom Kopo-
HaBipycHOI XBopoOu TiepeOyBaiu Ha amOyJaTop-
HOMY JIKyBaHHI TIiJi HarJg4J0M akyliepa-riHe-
KoJioTa Ta Jiikapsi-iH@ekiionicta. Barithi 3 Ko-
POHABIPYCHOIO XBOPOOOIO CEPEAHBOTO CTYTIEHS
TSKKOCTI 1iepeOyBasIi Ha CTaI[iOHaPHOMY JIiKyBaH-
Hi. TepMiH recTailii Ha MOMEHT ITPOSIBiB CUMITTOMIB
KOpOHaBipycHoi xBopobu y 82 (68,3%) kiHOK cTa-
HOBUB Bix 22 no 37 TwxkHiB, y 38 (31,7%) xKiHok —
=37 TwxHiB (puc. 1).

ExkcrparenitasibHa — 1aroJiorisi  Bijmivasacs
B 33 (27,5%) BariTHUX OCHOBHOI TpymnHu Ta
B9 (22,5%) kinok KOHTPOJIbHOI rpyTn (Tabdu. 1).

Cepe/1 BariTHUX OCHOBHOI TPYIHM JIETKUH Tie-
pebir KopoHaBipycHOi XBOpoOM cIOCTepiraBcst
y 48 (40%) KiHOK, cepeHbOTO CTYIIEHS TsIK-
KocTi —y 72 (60%) Baritnux (puc. 2).

Tabnuys 1
YacTtoTa ekcTpareHitanbHUX 3aXBOPIOBaHb B 00CTEXYBaHUX BariTHUX (%)
. . Mpyna
EkcTpareHitanbHi OCHOBHA KOHT
’ poJsibHa,

3aXBOPIOBAHHA n=120 n=40
XPOHIYHI 3aXBOPKOBaHHS LLYHKOBO-KMLLIKOBOIO TPaKTY. 9,09 —
[inoTMpeo3 18,2 22,2
AYTOIMYHHW TMPEOIANT 21,2 33,3
Bapuko3He posLunpeHHa BeH 15,2 1,1
ApTepianbHa rinepreHsisa 6,06 —
XPOHIHYHUI NieNoHeppUT 9,09 22,2
XPOHI4HI 3aXBOPIOBAHHSA AVXalbHOI CUCTEMM 6,06 -
DibpoaeHOMa MOSIOYHOI 3a/1031 12,1 11,1
BpoaxeHa Tpombodinia 3,03 -
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CumnToMu  KOpPOHaBipycHOI  XBOpoOHU, IO
BijiMiuasiu BariTHi, OyJU TaKUMU: TirepTepMis —
t tima >37,00C (85 (70,8%) BariTHux), 3arajibHa
ciabkictp (103 (85,8%) Barithi), Brpara BiguyTTiB
3araxy Ta cMaky (27 (22,5%) BariTHuX ), KaTapaJib-
Hi ssButa (69 (57,5%) BariTHux).

[Tix uac oOCTe)KeHHSI BariTHUX TaXiKapis
Bigmivamacsas y 78 (65%), caryparist >95% —
y 102 (65%) BariTHuX, 3HV)KEHHS carypalii /10
92-94% — y 18 (15%) BaritHux, 1151 rpymna Barit-
HUX OTPUMYBaJia KMCHEBY TEPaIliio Yepe3 JIUIEBY
MacKy 3a J[OIIOMOTOI0 KMCHEBOTO KOHIIEHTPATOPA
31 mBUAKiCTIO 3—5 J1/XB.

YciM BariTHUM He3asesKHO Bij mepebiry Kopo-
HaBipyCHOI XBOPOOH IMPOBOIUIOCS YJIBTPa3BYKO-
Be focuikents Jyeredb. Y 66 (58,0%) BariTHux
JliarHOCTyBasacsl ITHEBMOHIS 3 PI3HUM CTylleHEM
ypaskeHHs1 jiereHb (Tabir. 2).

Bigmivamcst taki 3miHu JabopaTOpHUX I10-
Ka3HUKiB: JjielikoneHiss — B 29 (24,2%) BariTHUX
ocHoBHOI Tpynu i B 2 (5,0%) sKiHOK KOHTPOJIHHOI
rpyIu; JIEHKOIUTO3 — Bignosigno y 45 (37,5%) i
B 5 (12,5%) BariTHux; 3MiHU B JIEHKOIMTApHil
dopmyai (mimporuToneHis — BianosigHo y 64
(53,3%) i B 5 (12,5%) KiHOK); aHEMist JIETKOTO Ta
cepeninboro cryrnenst — B 26 (21,7%) BariTHux oc-
HOBHOI rpyniu i B 3 (7,5%) KiHOK KOHTPOJIBHOI TPY-
I, BHMKEHHS KitbKocTi TpoMbormTis <150%109 /1 —
Binosiano y 18 (15,0%) i 5 (12,5%) BariTHux, a
TpomborTo3 =>400%109 /1 — Bignosiguo y 3 (2,5%)
i B 1 (2,5%) KiHKH; TiABUINEHHS TOKa3HUKIB
C-peakruHoro Oiiika — Bianosiguo y 82 (68,3%)
iB 7 (17,5%) BarithHux; migsuiiennus D-aumepa —
v 95 (79,2%) i 11 (27,5%) XKiHOK.

Tabruys 2
YactoTa BUHUKHEHHS CUMIMTOMIB KOPOHaBIPYCHOI
XBOpPOOU B 00CTEXYBaHMX BariTHUX (%)

Cumnrom st
lineptepmia 70,8
KatapanbHi aBuLla 575
3aransbHa cnabicTb 85,8
Brparta Bia4yTTiB 3anaxy ta CMaky 22,5
Taxikapajs 93,0
Cartypauis <94% 15,0
MHeBMOHIS 58,0

Y 6ioxiMiuHOMY JOCJIiIZKEHHI KPOBi BiJ3Haya-
JIUCS Taki 3MiHM: II/IBUIIIEHHS] aJlaHiHAMiHOTPaHC-
dbepasu (AJIT) — y 16 (13,3%) BaritHux oc-
HOBHOI Tpynu Ta B 1 (2,5%) KiHKU KOHTPOJIBHOI
TpyNy; THABUINEHHS achapratamiHoTpaHcdepasn
(ACT) — y 20 (16,7%) BariTHUX OCHOBHOI I'PYTIH;
migBuUIEeHHs JayKHOI hocartasu —y 9 (7,5%) Ki-
HOK OCHOBHOI TPYTIH, a Ti/IBUIIIEHHS KPEaTUHIHY —
y 25 (20,8%) BariTHux ocHOBHOI rpynin i B 3 (7,5%)
JKIHOK KOHTPOJIBHOI IPYyIIN.

¥ koaryJsiorpami BariTHUX BijiMivaiamncs Taki 3mi-
HI: 3HIKEHHST aKTUBOBAHOTO YaCTKOBOTO TPOMOO-
mractunoBoro vacy (AYTY) — y 25 (20,8%) Ba-
riTHUX OCHOBHOI Tpymnu i B 2 (5,0%) 'KiHOK KOH-
TPOJIBHOI TPYIH; 3HUKEHHS MPOTPOMOIHOBOTO
gacy (ITH) — y 8 (6,7%) BariTHIX OCHOBHOI IPYTIH,
30inpimennst [T — y 66 (55,0%) BariTHIX OCHOB-
Hoi rpynu i B 11 (27,5%) KiHOK KOHTPOJIbHOI TPy~
11; miBUIeHHs (hiOpUHOreHy 3arajbHOrO — Bij-
noBigHo B 42 (35,0%) 17 (17,5%) xinok (Tabi. 3).

Ilix yac nocaijKeHHsd peTesbHA yBara 3Bep-
Tajacs Ha Tepebir BariTHOCTI Ha TJi KOPO-

Tabauysn 3
3MiHu nabopaTopHNX NOKa3HUKIB (%)
Mpyna
Moka3snuk OCHOBHa, n=120 o KOHTposbHa, n=40
femormnobid <110 r/n 21,7 75
Tpomboumt oo 150x109/n 15,0 2,5
TpombouuTtn >400x109/n 12,5 2,5
Nevikouptn >9x109/n 37,5 12,5
Nevkouptn <4x109/n 24 2 5
Nimpoumtn <19% 53,3 12,5
C-peakTnBHuii 6inok >5,0 mr/n 68,3 17,5
D-gnmep >500 HrdPEO /mn 792 275
AT >45 Op/n 13,3 2,5
ACT >41 Op/n 16,7 -
KpeatHin >97 MKMOnb/n 20,8 7,5
NyxHa dpocdataza >190 Oa/n 7,5 —
A4TH <25 ¢ 20,8 5
ny<tic 6,7 -
n4y>14c 55 27,5
dibpuHoreH >4 r/n 35 17,5
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Tabnuus 4
3MiHM nabopaTopHUX NOKa3HUKIB (%)
Mokaznukn KT OCHOBHa, n=120 v KOHTpOnbHa, n=40
baszanbHa yactoTa cepuebutTs (ya./xB) 132,5+12,1 147,223 .3
AMMNITYAA MATTEBUX OCUMNALIN (Y. /XB) 4+0,37 1+1,74
KinbkicTb 2,7+0,25 721,14
Akuenepalti AMNNITyAa, NOLWUT./XB 18,5£1,69 22,6+£3,57
TpwBanicTb, ¢ 10,2+0,93 11,7£1,85
KinbkicTb 4,2+0,39 2,5%0,4
Heuepenadji AMMNiTyOa, NowT./xB 20,5187 14,2+2 .25
TpusanicTb, ¢ 3,2%0,29 0,6=0,1
Pyxu 3-6 6-1
Tabnuys 5

YacTtoTa BUHUKHEHHS YCKJIaAHEHb BariTHOCTi 3a1€XHO Bif, TAXKOCTI nepebiry KopoHaBipyCHOI XBopo6u

BaritHi BaritHi 3 kopo- BariTHi
FectauinHi 3 nierkum nepeoéirom HaBiPYCHOIO XBOPOOOI0 KOHTDOJILHOT FDYAY
yCKJlagHEeHHSs KOpOHaBipyCHOI XBOpoGU, cepeaHboro CTyrneHs p n=40 pynw,
n=48 TSDKKOCTi, N=72
3arposa nepegyacH1x nonoris 15 (31,25%) 38 (52,8%) 9(22,5%)
CTRYKTYPHI 3MiHV NnaueHTn 13 (27,1%) 20 (27,8%) 4 (10%)
Manosoaas 15 (31,25%) 32 (44,4%) 2 (5%)
bararoBogas 1(2,1%) 2(2,8%) 1(2,5%)
3arpurmka po3BUTKY Maoda 2(4,2%) 4(5,6%) 2 (5%)
ArigpamHioH 1(2,1%) 2 (2,8%) —
MopyleHHs NNoa0BO-MNaLEeH- B _
TApHOro KPOBOTOKY |-l CT. 3 (4.2%)

HaBipycHOI XBOpoOM Ta BHYTPINIHBOYTPOO-
Horo crany mnjona. Illogenno mnpoBoanIn-
cst KTT-o6cTeskeHHs 171012 JIJIsI MOHITOPUHTY
fioro BHyTpimHbOyTpOoOHOTO CcTaHy. 3a ja-
uumu  KTT oninoBanucga Taki mapameTpu:
6azajbHAa  YacTOTa  CEPIEBUX  CKOPOYEHb,
Bapiabe/sbHICTh YACTOTHU CEPIEBUX CKOPO-
yeHb (aMmjiTysa 1 dYacTtora OCIUJSAIIN),
HasIBHICTh 1 THUII TUMYacoOBUX 3MiH 6asajb-
HOI YacTOTW CepIeBUX CKOPOYeHb Yy BUT-
JIAIi TPUCKOPEHH (aKIilejepailis) 4u yIoBiJib-
HeHHSA  (JereJsiepallisi)  CepleBOTO  PUTMY.
[Toxkasauku KTI-pocmimkenasa HaBeneHO B
Tabsuii 4.

Crocrepiranucst Taki yckJajgHeHHs1 mepebi-
Ty BariTHOCTIi: 3arposa mepefyacHUX IOJOTIB —
y 53 (44,2%) BaritHux, ManoBonis — y 47 (39,2%)
BariTHUX, 6araroBoust — y 3 (2,5%) BariTHux, 3a-
TPUMKa pocTy 1mioxa — y 6 (5%) BariTHUX, CTPYK-
TypHi 3MiHM IaneHTy 3a fanumu Y 3/1 mioga —
y 33 (27,5%) Baritnux. llopyirenns miofo-
Bo-TIarieHTapHoro kposoToky I-II cT. ciocTepi-
rancsa B 3 (2,5%) BariTHux. HacTtoTy BHHUK-
HEHHS TeCTaIliiHuX YCKIaAHEHDb 3aJIeKHO Bij
TSKKOCTI 1epebiry KopoHaBipycHOI XBopoOu Ha-
BeJIeHO B TabJIuIli 5.

24

BucHoBku

3a JaHuMU aHAJT3y BUSIBJIEHO TaKi 0COOJIMBOCTI
KJIHIYHUX i 1TabopaTOPpHUX MPOSIBIB KOPOHABIpycC-
HOT XBOPOOU y BariTHHUX JKiHOK:

Hafinommpenini  KJIiHIYHI  [POSIBU  KOPO-
HaBipycHoi xBopobu — rineprepmis (85 (70,8%)
BariTHMX); KaTapaiabHi ssuia (69 (57,5%) Barit-
HUX), 3arajbHa caabkicts (103 (85,8%) BariTHux).

OcobamBocTi 3MiH J1ab0OPaTOPHUX MOKAZHUKIB
KpoBi — Jeiikorenis (29 (24,2%) BariTHux), Jim-
dormronenis (64 (53,3%) BaritHux), aHemis
JIETKOTO Ta cepenHboro crymens (26 (21,7%) Ba-
TiITHUX), TMiJBUIEHHSI TOKa3HUKIiB C-peakTus-
Horo Oinka (82 (68,3%) BaritHux) ta D-mumepa
(95 (79,2%) mBarithux), 3umwkenns AUYTY
(25 (20,8%) BariTaux), 36iabmenss [T9 (66 (55%)
BariTHUX), MiZBUIEHHS 3araJbHOTO (hiOPUHOreHy
(42 (35,0%) BariTHux).

Haiinommupenini yckiajHeHHsI y BariTHUX i3
JIETKUM 1 cepeiHiM repebiroMm KopoHaBipyCHOI XBO-
pobu — 3arposa IepeayacHux MoJIoriB (BiAIOBiL-
Ho 31,25% i 52,8%), CTPYKTYpHi 3MiHM TIJTalleHTH
(27,1% 1 27,8%), mamoBozs (31,25% i 44,4%).

Aemop 3as615€ npo 8iOCYMHICMb KOHGAIKMY iH-
mepecis.
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Bigomocri npo aBropis:
BanaH AHHa BikTopiBHa — acnipaHT kad. akyluepcTsa, rinekonorii i penpoayktonorii HYO3 Ykpainu imeni IM.J1. LWynuka; nikap akywep-riHekonor iHpekLinHOro akyLepcbkoro
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3650-8837.

CrarTs Hagjnwna oo pepakuii 08.02.2022 p.; npuiiHaTa oo opyky 27.04.2022 p.

ISSN 2786-6009 UKRAINIAN JOURNAL HEALTH OF WOMAN 2(159)/2022

25



OPUTIHATIbHI JOCTIAXKEHHS https://med-expert.com.ua

YK 618.5-089.888.61

H.B. TutapeHko1:2, A.B. Bo3Hiok1:2, A.B. KocTioueHkol, O.l. Oauiok1:2,
I.J1. Kykypy3al:2, O.I. 3acapgHiok1:2, I.B. beB31

LLlo noTpiOHO 3MiHUTK ANng NiaBULLEeHHSA e (PeKTUBHOCTI
3HeO0o1I0BaHHA NicNa KecapeBOoro pO3TUHY?
AHani3 pe3ynbraTtiB ONUTYBaHHSA aHeCTe3ioNoriB
BiHHMUbKOT oOOnacrTi

TBiHHWUBKMIA HaUiOHaNbHUIA MeanyHMiA yHiBepcuTeT iMeni M.I. Mnuporosa, YkpaiHa
2KHIM «BiHHMUbKa o6nacHa kniHivyHa nikapHa imeHi M.1. Muporosa BiHHMLLKOI 06nacHoi paan», YkpaiHa

Ukrainian Journal Health of Woman. 2022. 2(159): 26-32; doi 10.15574/HW.2022.159.26

For citation: Tytarenko NV, Voznyuk AV, Kostiuchenko AV, Datsiuk Ol, Kukuruza IL, Zasadnyuk OP, Bevz GV. (2022). What needs to be
changed to increase the effectiveness of post-caesarean section analgesia? Analysis of the results of the survey of anesthesiologists
of the Vinnytsya region. Ukrainian Journal Health of Woman. 2(159): 26-32; doi 10.15574/HW.2022.159.26.

MicnsonepaujiiHmin KOHTPOAbL 600 MiCAS KecapeBoro PO3TUHY € BaxXIMBOIO Npo6aemMoio Ans nauieHTiB | MeanyHx npaujsHukis. Yactota
HeaaekBaTHoro 3HeboNoBaHHA nicaa abaoMiHanbHOro Po3poaxeHHs carae 50%. Lie Moxe ByTv HacniaKOM HEOOrPYHTOBaHVX NOOOIBAHb,
1110 3HeboMoBanbHI Npenapat abo BTPYYaHHS MOXYTb CIIPUHUHUTI PO3BUTOK MATEPUHCHKIIX | HEOHATaIbHYIX NOBIMHNX eDEKTIB, & TaKOX TOMY,
110 IHTEHCMBHICTb 600 NICNA KECAapeBOro PO3TUHY HACTO HEAOOUHIOETHCS.

MeTa — npoaHaniaysary BignoBiaHiCTb nicnsionepauiiHoro 3HeGoNoBaHHA B akyLLIEPChKUX CTaLlioHapax Ta BiaaineHHAx M. BiHHuLi Ta BiHHK-
LIbKOI 0061aCTi YHHUM NPOTOKONAM.

MaTepianu Ta meToam. [1poBeaeHo 6aratoLeHTPOBE PerioHanbHe ONUTYBaHHS!, B AKOMY B3/ yHacTb 69 nikapis-aHecTesionoris i3 21 nikyBasb-
HOro 3aknagy M. BiHHMUj Ta BiHHMLBKOT 006MaCTi, B 9KMX HAOAETHCA AONOMOra akyLEepPCbKM NaLieHTKam. ENeKTpOHHMM OnmnTyBanbHUK MICTVB NUTaH-
HA LLIOAO OUjHIOBAHHS IHTEHCVBHOCTI 6010, BMOOPY aHanbreTka(is) Ta TaMiHry ix BBeASHHA ANs 3HEOOMOBaHHS XXIHOK, AKi PO3POAXYIOTLCS LLNsA-
XOM KecapeBoro poadtuHy. OTpuMaHi pesynsratv BigobpaxaioTs npaktuky 21/23 (91,3%) akylepcbkunx cTauioHapis i BiaaineHb y M. BiHHWL]
Ta BiHHMLIbKi 06nacTi. AHania AaHx NpOBEASHO 3a AONOMOrOI0 CTaTUCTUYHOrO NakeTy «SPSS 20» (SPSS Inc.) Bepcii 21.0.0 ans «Windows».
PesynbraTtu. YCTaHoBNEHO, WO GinbLWicTb (87%) nikapis-aHecTesdionoria BiHHNMLLKOI 061acTi OUiHIOIOTL nicAsonepaujiiHii Ginb, BUKOPUCTO-
BYIOUM OMMC MOPOAINNIO IHTEHCUMBHOCTI 60NBOBKX BiA4YTTIB a00 BidyansHO-aHanorosy wkany. Cepep nikapiB-aHecTesionoris, sk HaaaloTb 40-
NOMOTY akyLIepChKM naujeHTam, 81,1% O0TPUMYIOTECA MPUHLMNIB MYALTUMOOANIbHOI aHanresii. i 6asncom € nprsHadeHHs auetaminodeHy
Ta HecTepoiaHoro NpoT13anansHoro 3acoby 3 abo 6e3 onioiaiB.

BuUCHOBKM. [1epcnekTrBOoI0 NiABULLEHHA e(PEKTVBHOCTI 3HEOONIOBAHHSA MICAs KECApeBOro PO3TNHY € PO3POONEHHA Ta BNPOBAAXEHHS B
M. BiHHMU] Ta BiHHMLBKI 06aCTi YiTKoi eaunHOi cTpaterii nikyBaHHs nicnaonepadintoro 6010, Mpu Libomy ciif, 6inbLIOK MIPOIO peaniayBarii KOH-
Lienujio nonepenxysanbHOI aHanresii (preventive analgesia) 1a nnaHoBOro npusHadeHHs HEONIOIAHNX aHaNbreT kiB 4epes GikCoBaHi MPOMIKKY
4acy (KoxHi 6 ron,).

JlocnigxeHHa BMKOHAHO BIAMNOBIAHO A0 NPUHLMNIB TenbCiHCHKOT Aeknapadii. [poToKon A0CNIOXEHHS yXBaneHO JTIOKanbHNUM eTUYHM KOMITE-
TOM YCix 3a3Ha4eHvx y poboTi ycTaHOB. Ha npoBeaeHHsa A0CNiAXeHb OTPUMaHO iHPOPMOBAaHY 3roay NaLjeHTOK.

ABTOPY 3a8BNS0Tb NPO BIACYTHICTb KOHMNIKTY IHTEPECIB.

Knto4yoBi cnoBa: kecapis po3TviH, nicngonepadjiie 3He6onoBaHHs, ojHka 6010, MynbTUMOAabHa aHanresis.

What needs to be changed to increase the effectiveness of post-caesarean section
analgesia? Analysis of the results of the survey of anesthesiologists

of the Vinnytsya region

N.V. Tytarenko'.2, A.V. Voznyuk?'.2, A.V. Kostiuchenko?, O.l. Datsiuk, I.L. Kukuruza.2, O.P. Zasadnyuk'.2, G.V. Bevz!
National Pirogov Memorial Medical University, Vinnytsya, Ukraine

2Vinnytsya Regional Clinical Hospital named after M.I. Pirogov Vinnytsya Regional Council, Ukraine

Postoperative pain control after cesarean delivery is an important issue for patients and health care providers. The incidence of inadequate
post-cesarean delivery analgesia can be as high as 50%. Pain after caesarean section is often under-treated due to unfounded fears that
analgesic drugs or interventions might induce maternal and neonatal side-effects and because the severity of post-caesarean section pain
is often underestimated.

Purpose — to analyze the compliance of postoperative anesthesia in obstetric hospitals and departments of Vinnytsya and Vinnytsya region
with current treatment protocols.

Materials and methods. \We conducted a multicenter regional survey among 21 medical institutions with the participation
of 69 anesthesiologists who provide care to obstetric patients in Vinnytsya and Vinnytsya region. The e-questionnaire included questions about
the assessment of pain intensity and choice of analgesic (s) for women who give birth by caesarean section and timing of its conduction.
The obtained results reflect the practice of 21/23 (91.3%) obstetric hospitals and departments in the city of Vinnytsya and Vinnytsya region.
Data analysis was performed using the statistical package «SPSS 20» (SPSS Inc.) version 21.0.0 for Windows.

Results. The results of our study show that the majority (87%) of anesthesiologists in Vinnytsya region evaluate postoperative pain using
a description of the intensity of pain by the parturients or the Visual Analog Scale. It was found that among anesthesiologists who provide
care to obstetric patients, 81.1% support the principles of multimodal analgesia. The basis of multimodal analgesia is the appointment of
acetaminophen and nonsteroidal anti-inflammatory drugs with or without opioids.

Conclusions. The prospect of increase the effectiveness of post-caesarean section analgesia is the development and implementation in
Vinnytsya and Vinnytsya region of a clear unified strategy for the treatment of postoperative pain. At the same time, it is necessary to implement
the concept of preventive analgesia and the planned administration of non-opioid analgesics at fixed intervals (every 6 hours).

The research was carried out in accordance with the principles of the Helsinki Declaration. The study protocol was approved by the Local Ethics
Committee of all participating institutions. The informed consent of the patient was obtained for conducting the studies.

No conflict of interests was declared by the authors.

Keywords: caesarean section, post-cesarean delivery analgesia, pain assessment, multimodal analgesia.
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3ri11H0 3 HOBUM JOCJIIpKeHHSIM Bcecsit-
HBOI ~ OpraHisamii  OXOPOHM  3I0pPOB’s,
4acToTa BUKOHAHHS KeCcapeBOTO PO3TUHY TIPO-
JIOBXKYE 3pocTaTtu B ychoMmy cBiTi [28]. ¥ 2021 p.
Ha HBpOTO mpumazano moHax 1 i3 5 (21%) ycix
nosioriB  [28]. Ilpornosyerbcs mopasbliie 3po-
CTAaHHSI KiJIBKOCTI OIEePaTUBHUX IOJIOTIB TIPOTSI-
rOM HaWOIMIKIOTO AeCSTUIITTS [2], mpudomy 10
2030 p. maiizxe Tpetnna (29%) ycix po3po/iKeHb,
iMOBipHO, Oyzie BifOyBaTUCS IIISIXOM KeCapeBOTO
postuny [28].

[TicasonepaniiHuii  KOHTPOJIb OO0 THCTIst
KecapeBOro PO3TUHY € BasKJIMBOIO MPOBIEMOIO JIJIst
MaIfiedTiB i MeAMIHUX TpaliBHUKIB. YacToTa He-
A/IEKBATHOTO 3HEOOJIOBAHHS TTicJIsT a0I0MiHATBHO-
ro posposkents Mosxke csaratu 50% [1,10]. e mo-
e OyTH HACJIIKOM HeOOI DYHTOBaHUX I060I0BaHb,
1110 3HeOOMIOBANIBHI TIpenapaT a0 BTPyUYaHHST MO-
KYTh CIIPUIMHUTH PO3BUTOK MAaTEPUHCHKUX 1 HEO-
HATAJIBHUX TTOOIYHNX e(EKTIB, a TAaKOK TOMY, IO
iHTEHCUBHICTb OOJII0 TCJS KecapeBOro PO3THHY
4acTo HeJOOIIHIOEThCA [20].

3a BIZICYTHOCTI aJIeKBAaTHOTO TIiCJIs0Tepartiii-
HOTO 3HEOOJIFOBAHHS TTICJIs OTIEPATHBHOTO PO3POJI-
JKEHHSI ITOJIOBKYETDCS TIePioJ aKTUBI3AIlii MaIieHT-
KU, M/IBUILYETHCS PU3UK HIMPIIOTO 3aCTOCYBAHHS
OMOI/IiB, MICJANOJOTOBOI Jlernpecii Ta PO3BUTKY
xponiunoro 6osro [19,21].

Ha cporoani Bci crTpaterii paHHbOrO BiJIHOB-
JIEHHST JKIHKU TIiCJI ONEePaTUBHOTO PO3POJIsKEHHS
CTIpsSIMOBaHI Ha 3abe3MedeHHs! JOCTATHHOTO PiB-
Hg aHasresil [23], gkuli gacTh 3MOTY HeE TiJbKU
MaKCUMaJIbHO PAaHO aKTUBI3yBaTH MalliEHTKY, ajie
I crpusATHMe MOXKJIUBOCTSIM [IOTJISILy 32 HEMOB-
JigaM i rpysiHOMY BUuToz0oByBaHHIO [11]. Edextunne
micsistonepartiiiie 3He00TIOBAHHS TAKOK MA€E JT0BeE-
JleHI MeJIUYHI Ta eKOHOMIUHi IlepeBaru, MoB’sg3aHi
nepeyciM 3i MIBUATINAM BiJ[HOBJIEHHIM MAI[IEHTKN
1 CKOPOYEHHSIM TPUBAJIOCTI rOCTIiTaIi3aIlii.

3 orysy Ha omyOsiKOBaHi JaHi MO0 MOCTii-
HOTO 3pPOCTaHHS YaCTOTH KecapeBOTO PO3THUHY,
HEeIOCTaTHBOI SKOCTI Iic/IsonepaliitHoro 3ue6o-
JIIOBAHH, a TaKOK HAagBHICTh KOPOTKOCTPOKOBUX
1 JIOBrOCTPOKOBUX HEraTMBHUX HACJI/IKiB Hea/leK-
BATHOTO MiCJA40TEPaIliifHOTO0 KOHTPOJIO TOCTPOTO
60JI10, HaM¥ CIJIAHOBAHO Ta MPOBEIEHO OMUTYBAH-
H4 JTiKapiB-aHecTe3i00TiB M. Binauili Ta BiHAUIS-
KOT 00s1acTi LTS BUSABJIEHHS TIPAKTUYHUX TIPOOIEM
3abesnedeHHs eEKTUBHOIO IIepionepariitHoro
3HeOOJIIOBAHHS B ITi€] KaTeropii maiieHTis.

Mema nociikeHHda — TIpPoaHai3yBaTU Bill-
HOBiHICTH TC/sI0NEpaIiiHOrO 3HEGOMIOBAHHS B
aKyMIePChbKUX CTarlioHapax i Biffisenasax M. Bin-
HUIli Ta BiHHUI[BKOT 06/1aCTI YMHHUM IIPOTOKOJIAM.
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Marepiajgu Ta METOIH JOCITiKEHHS

[TpoBe/ieHO GaraToIeHTPOBE PETIOHABHE OMUTY-
BaHHs 69 JikapiB-aHecTe310J10TiB i3 21 JIiKyBaJIbHOTO
3aKJIa/ly, IKi HA/IAI0Th JIOMIOMOTY aKyIIepChbKUM T1a-
tientaM y M. Birnumi Ta Binnunbkiii obiacri.

[Ticng orpumanns B TemeoHHOMY PEXUMI CJIO-
BECHOI 3T0/IM 3aBi/lyBaya BiUIiIJIEHHSI aHeCTe31010rii
Ta IHTEHCHUBHOI Teparlii abo CTapIiIoro aHecTesioso-
ra JIKyBaJIbHOTO 3aKJajly IpeacTtaBHUKaM 21 Jiky-
BJIBHOTO 3aKJIQIy Ha/iCJIaHO eJIeKTPOHHUI OIUTY-
BabHUK y Burasim «Google @opwms. TIposenero
aHOHIMHe ormTyBaHHs 3 rpyaHst 2021 poky 1o Gepe-
3eHb 2022 poky.

3anuraHHsl ONUTYBAaJIbHUKA C(POPMOBAHO TPbO-
Ma ujeHamu Acoriaitii aHectesiosioriB  BiHHUIb-
KOi 006JIacTi Ta BasliJin30BaHO TPhOMa €KCIIEPTaMU
JlemapraMeHTy OXOPOHM 370pPOB’st Ta peabimiTariii
Binanipkoi 061acHol AepskaaMiHicTpallii 3a Harpsi-
MoM «AHecTe3iosorist. JluTsiya aHecTe3101oris .

Biamosizp Ha KOKHE 3anuTaHHs Iepegdadasia
BUOIP OTHOTO i3 3aIIPOIIOHOBAHUX BapiaHTiB 00 MOJK-
JIUBICTb HAJITAHHS PO3TOPHYTOTO MTUCHMOBOTO KOMEH-
taps. Cepen 29 3aruTanb MIOI0 CTAHAAPTHOI TPAKTH-
KW HaJIaHHS aHECTe310JI0TIYHOI JIOTIOMOTH aKyIepCh-
KUM TIallieHTaM 3 3aruTaHHs, TiaHi aHaisy, Oyim
3araJibHUMHU  (KIJIbKICTh TIOJIOTIB Y CTaIlioHapi/Bijl-
JIIJIeHH], KiJbKICTh ONEPaTUBHUX PO3POJUKEHb -
XOM KecapeBOTO PO3THHY, YPreHTHICTb OlepaTuBHO-
TO BTPy4YaHHs) Ta 6 3aMMTaHb CTOCYBAJIUCS: OIIHKHI
IHTeHCHMBHOCTI OOJIIO TTiC/IsT orepaliii — 2 3anuTaHHS;
BUOOpY mperapary(iB) /IS MiC/sIOTepaIiiitHoro 3me-
GOJTIOBaHHS — 2 3aMUTAHHS; TAlMiHTY 3HE00 TIOBAH-
H — 2 3anutanus. KpiM Toro, ipoBeieHo opiBHSH-
Hd OTPUMAHUX pe3YJBTaTiB i3 PEKOMEHIAIiAMI
KJTiHIYANX HacTaHos [3,13,16,19,20].

Yei mikapi gamum 100% Bignosiai Ha 3anuTaH-
Ho. ['aTHagngaTs pecroHIeHTiB — 3aBi/yBadi Bijl-
JliJIeHb aHecTe310JI0rii Ta IHTEHCUBHOI Tepartil JIiiKy-
BJIBHOTO 3aKJIA/Ly, TPOE — 3aBilyBayi Bi/I[LIEHb aKy-
IIePCbKOi  aHecTe310JI0ril Ta IHTEHCMBHOI Teparlii,
peliTa — JiiKapi-aHeCcTe3i0J10T1 JIiKapeHb, 3aTy4eHUX
JI0 JIOCTI/UKEHHS. 3arlOBHEHI JIKapsSIMU eJIeKTPOH-
Hi dopmu ganux nepereceHo B «Excel» 3 momganb-
MM aHATI30M JIaHUX 3a I0TIOMOTOI0 CTATUCTUYHOTO
naketry «SPSS 20» (SPSS Inc.) Bepcii 21.0.0 nnsa
«Windows». [lna 3HaXOmKEHHA BiAMIHHOCTEHR
4acTOT BUKOpUcTaHO MeTon BusHaueHHs y2 (Ilip-
COHA), BHU3HAUEHO CIIIiBBIIHOMIEHHS  TIIAHCIB
(Odds Ratio) i Bigrocuwuii pusuk (Relative Risk).

HocniskeHHss BUKOHAHO BiINIOBIZHO /10 TIPUH-
numiB lenabcincbkoi mekmapaiii. IIpoTokos goci-
JUKeHHS yxBajieHO JIOKaJbHUM eTUYHUM KOMiTe-
TOM yCixX 3a3HadeHux y poborti ycranos. Ha mpose-
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43,3

] Onmc nanientkoro inTencuBHOCTI GO0
[ | BizyanpHO-aHaI0TOBA MIKAJIa

|:| Ormnka Big O o 4

Iludposa peiTHHTOBA TTKAIA

Puc. 1. MeTtoonkn OLHIOBAHHA iIHTEHCUBHOCTI FOCTPOro
nicnsionepaduiiHoro 600, Han4yacTille BMKOPWUCTOBYBAHI
aHecTesionoramu M. BiHHuMui Ta BiHHMUpBKOT 06nacTi (n=60)

JIEHHS JIOCJI/KEHb OTPUMAHO iH(DOPMOBaHY 3TO/LY
MAIIEHTOK.

PesyabraTu 1OCTIZKEHHS Ta iIX 0OTOBOPEHHS

B onuryBanni B34au yuyacth 69 anectesioJio-
riB i3 21 sikapHi M. Binauig Ta Binauigekoi o6acri:
15 nikyBasbHUX 3aKaaiiB | piBHs, 5 TKyBaIbHIX 3a-
kiazis I piBag, 1 sikyBasmbamii 3akmazn 111 piBas Ha-
JTAaHHS TIePUHATAJIBHOIL /lortoMoTu. [/IBi slikapHi yTpu-
Majmcs Biji ydacTi B aHkeTyBaHHi. OTxke, Haimi pe-
3yJisTaTi BigobpaskatoTh npaktuky 21/23 (91,3%)
JIIKYBaJIbBHUX 3aKJIQJIiB, M0 HA/IAIOTD JIOTIOMOTY aKy-
IePChbKUM MartieHTam y BiHHutbKiit obsacti.

Kimpkicts mosoris y 2021 p. B anamizoBaHuX
JIKyBaJbHUX — 3akyazax craHoBuima 9807  (Bin

77 no 1632 nonoris; memiana — 273, iHTEpPKBap-
TUJIBHUI po3Max — 25-i Ta 75-i MPOIEHTHI —
227-431 mosorm). IllnsxoMm KecapeBOTO PO3TH-
Hy pospomxkeHi 2765 Barithux, 3 Hux 1078 (39%)
olepaTUBHKX TIOJIOTB OyJIK Y IJIAHOBOMY HOPSIZIKY,
pemta — 1687 (61%) — B yprearnomy. Cepentsi
yacToTa (fiarma3oH) OIepaTuBHOTO  PO3POIKEH-
HS IIJITXOM KecapeBOro po3ThHy craHoBusia 15,2%
(11,7-20,9).

3a pe3yJibTaTaMu IMPOBEIEHOTO ONUTYBaHH4, 9 /69
(13%) nikapiB He OIHIOIOTh IHTEHCUBHICTD MiCJISI-
orepariiftHoro GO0 B JKIHOK, sIKi PO3POIKYIOTh-
cs TIAXOM KecapeBoro po3TunHy. Pemra 60/69
(87%) anectesioioriB [Jist OMIHIOBAHHST HOJTIO HAli-
yacrinie BUKOPHCTOBYIOTh OIMC  MAIli€EHTKOIO
IHT€HCUBHOCTI 0OJbOBUX Bi/IUYTTiB —
26/60 (43,3%) i BidyaJbHO-aHAJIOTOBY KAy —
22/60 (36,7%), (puc. 1).

Jlist 3abe3tiedeHHsT KOHTPOJTIO GOJTIO TCIIs OTTe-
parlii KkecapeBOTO PO3THHY JIiKapi-aHeCcTe31010Th
y M. Binnauii ta Binauibkiit o6acTi 3acTocoBy-
10Th aretaminoden (TapareTamos), HecTepoiaHi
nporusanaibhi 3acobu (HII33), omioian Ta KoM-
Ginarii omioixis 3 aneraminodenom i/abo HII33.
3a JIaHMMU OMUTYBaHHS, aHAJTBTETUKOM, IO Hali-
yacTille MpU3HA4YaloTh [JIS  ITiCJsSOoNnepalliitHoro
3HebooBaHHs, € areraminoden — 86,9%. Anairis
OTPUMaHUX JJAHUX TTOKA3YE, 10 BC1 PECIIOH/ICHTH, SIKi
HA/IATOTh JIOTIOMOTY aKyTIePChbKUM TAIliEHTaM, TIPH-
3HAYaIOTh PEKOMEH/IOBaH] KJITHIYHUMU HACTAaHOBAMU
Ta CyMiCHI 3 TPY/THUM BUTO/IOBYBAHHSIM aHAJIbT€TUKH,
a 56,/69 (81,1%) sikapiB IOTPUMYIOTHCS TPUHITHITIB
MYJIBTUMOAIBHOCTI. SIK BuaHO, Juie 59,4% pe-
CIIOH/IEHTIB IIPU3HAYAIOTh KOMOIHAIIIIO aleTaMiHo-
(eny 3 HII33, sxa € pekoMeHZI0BAaHNM HACTaHO-
BamMK (GA3MCOM MOCTHATAIBHOI aHaJre3ii B JKIiHOK,
SIKi ToyI0Th Tpyamio. I me 21,7% nikapis 3a3Hava-
I0Th, 110 710 KoMOiHallii aneraminodeny 3 HITI33

Tabruys

XapakTepucTuku nicngonepauiiiHoro KOHTPoJo 60J1I0 Nic/g KecapeBoro PO3TUHY B M. BiHHuLI
Ta BiHHMUbKiV oOnacTi, 2021 p.

PecnoHpeHTn (n=69)

XapakTtepucTuka a6c. %
MicnaonepadujnHe 3HeboNoBaHHSA
AueTtamiHodeH 4 58
AueTamiHopeH Ta HIM33 x| 59,4
AuetamiHoder, HIM33 ta onioig, 15 217
HIM33 6 8,7
HIM33 Ta onioig, 1 1,4
Onioin, 2 2,9
MynbTrMoaansHa aHanresis
Tak 56 81,1
Hi 13 18,9
besonioigHa nicnaonepaujinHa aHanresis
Tak 51 73,9
Hi 18 26,1
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JIO/IAI0Th OMIOiAK TJIaHOBO abo 3a MMOKa3aHHSIMMU.
Tako:x 3Beprae yBary, 1o 73,9% pecrioH/IeHTiB Ha-
JIAloOTh IepeBary anecresii 6e3 omioinis (Tabr.).

Binburicts  (60,9%) mikapiB s micssiorne-
pariitnoro 3HeOOIOBAHHSI 3aCTOCOBYIOTH JIMIIIE
iH’ekIiliHl hopMu aHATBreTUKIB (puc. 2).

Cepen onutanux Jikapis 38 (55,1%) anecresio-
JIOTIB BUKOPHUCTOBYIOTH TONEPE/KYBAIbHY aHA-
resifo (preventive analgesia) ameraminoderoMm,
tomi sk 31 (44,9%) — iHiIi00Th 3HEOOMIOBAHHS
micsis onteparttii. [Ipu womy 3 srikapi 3aznaunsiu, 1mo
micssioniepaitiiiie  3HeOOJIIOBaHHSI  [TPU3HAYAIOTH
BUKJIIOYHO aKyIIepU-TiHEKOJIOTU. 3BepTaEe yBary
BHCOKA yacTKa JiikapiB — 28/69 (40,6%), ki ipu-
3HAYAIOTh AHAJTBTeTUKH JIUTIE 32 3aTTUTOM TIAIli€HT-
K1, KOJT BOHA TIOYNHAE CKaPKUTHCST HA TIOSIBY 200
301IbIIIEHHST IHTEHCHMBHOCTI O0JIBOBOTO CHHIPOMY.

BaxiuBoio yMOBOIO PaHHBOTO BiJHOBJIEHHS
JKIHKU ITCJS OTIePAaTUBHOTO PO3POJIKEHHS € JI0-
CTaTHIN piBeHb aHasTesii [23], AKUi AaCTh 3MOTY
He TITbKM MaKCUMaJbHO PAaHO aKTWBI3yBaTH Ta-
IIEHTKY, ajie 1 CIpUITUME MOXKJIUBOCTSIM JIOTJIS-
Iy 32 HEMOBJIAM 1 TPY/IHOMY BUTOZIOBYBaHHIO [11].
HenikoBanuii 6ijib 1OB’SI3aHUI 13 1TOJOBKEHHIM
repioly akTUBI3allil MaIliEHTKU, PU3UKOM IIUP-
IIIOTO 3aCTOCYBAHHS OIIOI/IiB, MiCIATIONIOTOBOI Jie-
npecii Ta po3BUTKY xponivHOoTO 600 [19,20,21].
Ha sxanb, 6imsbko 50% mnamientok miciaga ao-
JOMIHAILHOTO PO3POJIKEHHST MOXYTh OyTH 3He-
6ousieni HeazexBaTHO [1,10]. Ocranne moxe GyTn
HACJTTKOM HEOOTPYHTOBaHUX MOOOI0BaHb, 1110 3He-
6oJIoBaJIbHI 3ac001 200 BTPYYaHHS MOXKYTh CIIPU-
YUHUTUA PO3BUTOK MAaTEPUHCHKMUX i HEOHATATbHUX
noOIYHNX eEeKTiB, a TaKOK TOMY, IO TSKKICTh
GOJIIO TIiCJIST KecapeBOTO PO3THHY YacTO HEMO0OTi-
HioeTbes [20].

Bigomo, 1m0 uyactora BUHMKHEHHS IIiCJISIOIeE-
partiitHoro GOJIO0 TiC/IsT KecapeBOro PO3THHY CTa-
HOBUTB Bif 77,4% [24] no 100% [25], npu 1rpomy
6isib Ma€ BUCOKY iHTeHcuBHicTh [17]. Tak, 3a na-
numu B.H. Gamez, A.S. Habib (2018), 3 maiixe
1,3 MJTH BUKOHAHWX KecapeBUX po3TuHiB 1 3 5 xi-
HOK, IMOBipHO, MaTUMe <«CUJbHUN TOCTPUU MiCJIs-
onepartiiiauii 6imp» [11].

OriHfoBaHHsT iHTEHCUBHOCTI 000 € 060B’s13-
KOBOIO YMOBOIO 0e31edHoro, eeKTHBHOTO Ta iH-
JIVBIyalbHOTO BeAeHHs 000 B Iic/sionepatiii-
HoMmy mepiozi. Ile momomarae ob6paru BiAmOBIAHII
AHAJIbTETUK 1 KOHTPOJIIOBATH BiJIIIOBi/Ib HA 11O Te-
pamito [22]. 3a pegyJsisraTaMyd MPOBEJACHOTO HAMU
onTyBaHHs, Oibiicts (87%) JikapiB-aHecTesio-
Jjiori M. Birnuuni ta Binauinbkoi obacti cucrema-
TUYHO OI[HIOIOTH OiJIb Y KIHOK, SIKi pO3POKYIOTh-
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B !-wa nob6a
[] 2-ra no6a

[ ] Micxs Bummucky 3i cTanionapy

Puc. 2. TepMiHM Npu3Ha4YeHHA pecnoHaeHTamm (n=69)
TabneToBaHMX GOPM aHasNbIreTUKIB

cs LIIXOM KecapeBoro postuny. Ile 3abesneuye
MOKJIMBICTH MOAM(IKAIT TAKTUKY 3HEOOTIOBAHHS
3JI€KHO BiJl IHTEHCUBHOCTI GOJILOBOTO CHHIPOMY,
0co0/IMBO 'y BUIAJKAX, KOJHU TMAIiEHTKA TPOIOB-
JKYE BI[UyBaTU CUJIBHIIT OiJIb.

HesBaskaroun Ha OYeBUAHUNA CYO'€KTHBI3M,
caMe OIliHIOBaHHY OO0JII0 TAIliEHTOM Ha CbO-
TO/IHI BU3HAHE HAUIIHHIMNAM IHCTPYMEHTOM.
Jl1s BU3Ha4YeHHs iHTEHCHBHOCTI GOJIBOBOTO CHH-
ZIPOMY BUKOPHUCTOBYIOTH SIK OIIMICOBI XapaKTepH-
cTuky 00JII0, SKi Ja€ caM MAI[ieHTOM, Tak i pisHi
mKkaan: BisyaspHo-aHamoroBy (Visual Analog
Scale — VAS), tudposy peiitunrosy (Numerical
Rating Scale — NRS) ra inmi. 3a orpuMaHUMK
HaMU Pe3yJIbTaTaMM, [T OI[iHIOBAaHHS iHTEHCHB-
HocTi 60stt0 HaityacTime (43,3% pecroHIeHTaMM)
y Binaunbkiit o6acti BUKOPUCTOBYIOTh OIUC T1a-
I[IEHTOM I1HTEHCMBHOCTI GOJILOBUX BiAuyTTiB. 3a
JIaHUMU JIITepaTypu, BepbasibHa 1IKajia OIiHKu 60-
JIF0 € HAaUOLIBII YaCTO BUKOPUCTOBYBAHUM THIIOM
KaTeropiaybHOI mKaau 60sto. [lepeBara ocraHHix
MOJISITAE B TOMY, IO BOHU IIBU/IKI TA TIPOCTI y BU-
KOPUCTaHHI; OJTHAK BOHW MEHII YyTJUBI 3a 4uC-
JIOBI IIKaJU, Yepe3 3MEHIIEHY KiJTbKiCTh MOXKJIU-
BHX BapiaHTiB [J].

3a JaHUMU HaIoro ONUTYBAaHHH, 1H €KIIili-
HUM aHaJbIeTUKOM, SKHUI HaldacTille Ipu3Ha-
YaloTh /IS TIC/ISI0NEPAIiiHOrO0 3HEOOTOBAHHS Y
M. Binnuii ta Binnuimbkiil obmacTi, € ameramino-
dben — 86,9%. OTpumani HaMu JJaHi CHiBIAAAIOTH i3
pesyJsTaTaMu 1ocTikerHs V. Martinez Ta ciiBaBT.
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(2017) [14], 3rigHO 3 IKUMU, aTleTaMiHO(EH € Haii-
vactime (90,3%) BUKOPUCTOBYBAHUM IPENapaTOM
y CTPYKTYPi MyJIBTUMOIaIbHOI aHasresii. [Torpeba
B OIOil Ha T/ 6Ga30BOi Iic/sgoOepaliitHol ana-
resii nmapareramosiom 3HKy€eTbest Ha 30—-50% [13].

3a pesyJbraTaMu IIPOBEJEHOIO ONUTYBaHHS,
3arajioM B aKylIepCbKUX cTallioHapax Ta BiJi/liJieH-
HaAX M. Binauni ta BinHunbkol obJacti narieH-
TU OTPUMYIOTH 30ajiancoBaHe (MyJIBTUMO/IAIbHE)
3HeO0TIOBAHHS i3 3aCTOCYBaHHSIM JIBOX a60 OiJbIire
aHaJbreTUKIB, SIKi AII0THh 3a PI3HUMHU MeXaHi3Ma-
Mu. MyssTUMO/iaibHA aHa/Te3id B IiCJAAT0I0r0-
BOMY T€pioJi /Ja€ 3MOTY TOJIIIITUTYA aHaJTe3iio 3a
JIOTIOMOTO10 aJITUBHOTO a00 CHHEPTIYHOTO edeK-
Ty Pi3HUX KOMIIOHEHTIB, /I03BOJISIE BUKOPUCTOBY-
BaTU HWKYI 1031 aHATIBTETUKIB, 3MEHIITYE€ BUKOPU-
CTaHHS OIMIOITHUX aHAJIBTETUKIB, 3HUKYE YaCTOTY
i TSDKKICTh TOOIYHMX eheKTiB, a TAKOXK TOJIIIILYE
MOoGibHicTh namnienTis [3,9,15]. IIpu oMy Gisb-
mictb (81,1%) sikapiB mpusHadath KOMOIHAIIO
arteraminodeny 3 HII33 BiamoBiHO 10 TOTOYHUX
kepiBuux npuniumis [3,13,16]. [loegnannsa HII33
i3 mapareramoJsioM TizBuilye eheKTUBHICTh 3He-
6omoBarts [13]. 3a pesysbraTamMu MeTaaHaizy
V. Martinez ta criBaBT. (2017) [14], 3acTocyBanus
Takoi KoMOiHaIii MOoKa3ye MOKJIMBICTb 3HUMKEH-
Hs crokuBaHHSA Mop(diHy B cepenHbomy Ha 22,8
(95% nosipuwmii inTepBas: -31,5;-14) Mr poTIIrom
24 rop micasionepariiinoro mepioxay [14] ta mo6iu-
Hux edexri Ha 30-50% [3]. do myasrumonasb-
HOTO 3HEOOIOBAHHS 32 [OMTOMOTOI0 HEOTiOITHUX
MperapariBb CJIi/l 3a0X04yBaTH TAKOX 1 4yepes Te, 1110
i anteraminoden, i HII33 (y Tomy uncai inribitopn
IUKJIOOKCUTEHA3U-2) CyMICHI 3 TPYJIHUM BUTOJIO-
BYBaHHSIM.

JKiHku, 10 roayoTh rpyaIio, 3a moTpedu Mo-
JKYThb MaTH 1 BiJIIOBIJIHY OIOI/IHY aHajre3ito, ajie
CJT/T 3aCTOCOBYBAaTH HaiiMeHITy eheKTUBHY [10-
3y TPOTIATOM HAWKOPOTHIOTO 1epiogy uacy [16].
[Tpu npomy 73,9% Hammx pecroHIeHTIB HAIAI0Th
nepesary aHecresii 6e3 omioiiB, ajyke Ha CbOrOJ-
Hi icHye Tinuii psj opiliiHUX KOHCEHCYCIB, SKi
persaMeHTyioTh TIPU3HAYeHHS TapeHTepaTbHUX
ab0 mepopabHUX OTIOI/IiB TLIBKK Y BUIAJKAX TIPO-
puBHOTO 60JI10, KOJIM aHaJIre3is KoMOiHaIi€l0 Heii-
poakciaJibHUX OINiOi/[iB 1 HEOIMOIAHNX aj IOBaHTIB
ctae HepoctaTHbolo [3,13,16]. OTixe, chorofHi ic-
HY€E TEHJIEHIid /10 3MEHIIIeHHS 3aCTOCYBAaHHS Hap-
KOTUYHUX AaHAJIbTETUKIB 32 PaxXyHOK Ipernaparis,
110 MafoTh OIioix-36epirarounii edekr, i perioHap-
HUX MeTO/UK [6].

3Beprae yBary, o 6isbIricTs (60,9% ) aHkeToBa-
HUX JIIKapiB /I MicIsionepariitHoro 3He6o,/roBaH-

30

HS 3aCTOCOBYIOTD JIMIIE iH €KITIIHI (hopMU aHATH-
reTukiB. Xo4a, 3TiJIHO i3 Cy4acHUMU PEKOMEH/a-
missimu poboyoi rpynmu PROSPECT (procedure
specific ~ postoperative  pain  management)
Ta ToBapucTBa akyiepcbKoi aHecTe310JI0ril Ta 1e-
punaroJiorii (SOAP), s MBUAKOTO BiTHOBIEH-
Ha micag kecapeBoro po3tuny (ERAC) y micag-
onepariiHoMy TIepiojii MOKHa BUKOPHUCTOBYBATH
nepopasibHi  (OpMU  AHAJIBTETUKIB  (Hampwu-
kiaz, areraminoden 650—-1000 mr koxHi 6 TOI,
ibynpoden 400-600 wmr koxHi 6 rom mic-
Jid BHYTPIIIHbOBEHHOTO BBEJCHHS KETOPOJIAKY
15-30 mr micsist osToTiB B onepartiiiHiit abo iHmmx
HII33) [3,13,16]. Onne pocifpkeHHs, O TOPiB-
HIOE TepopajibHe BBeIEHHS OITOi/liB i3 BHYTPIIII-
HBOBEHHUM Y BUTJIA/I KOHTPOJHOBAHOI MAITIEHTOM
aHasiresii IicJsg KecapeBOTO PO3TUHY, BKa3ye€ Ha
TIOJTITTIIIEHHS aHaJTe3i1 3 MEHTIIOI0 YaCTOTOIO HYIO-
TOIO 1 COHJIUBICTIO B TPYIIi MEPOPATBHOTO TTPU3HA-
YeHHd omioifis [8].

Cepen onuranux Hamu JikapiB 38 (55,1%)
aHeCTe310JI0TiB  BUKOPUCTOBYIOTh — TOTIEPEKY-
BaJbHYy aHairesio (preventive analgesia) are-
taminodenom, toai sk 31 (44,9%) — iHiio0OTH
3HeOOJIIOBAHHS TicJIst onepartii. 3riiHO i3 MpoTO-
KOJIOM HIBHJIKOTO BiJIHOBJIEHHS IIiCJISI KecapeBOro
postuny (ERAC), ontumasibhe Ticisgornepaitiiine
3HeOOIIOBAHHS CJIiJ] MOYMHATU B iHTpaoIlepariii-
Homy mepiomi [3,13,16]. «3omoTrM cTangapTOM»
mic/sonepaniiHoro 3HeOOIOBaHHS TICIS  Keca-
pPeBOTO PO3TUHY € iHTparekasbHUl MOpPhiH [26]
y 1031 50—150 MKT. 3 11i€I0 K METOT0 BiH MOsKe OyTH
BBeJIEHUN emiypayibHo B 1031 1-3 mr [18], gakio
ISt 3HEOOMIOBAHHST KECAPEBOTO PO3TUHY BUKOPH-
CTOBYIOTD eIi/lypajibHy aHecte3io. Y pasi ofHO-
yacHOro 3acrocyBaHHs aneraminodeny i HII33,
HelipoakciaJbHi  OmMioian  3abe3neuyoTh aHal-
re3ifo mpoTsAroM MpubIM3HO 24 TOZ Tic/s orepa-
1i1, MiHIMI3Y1041 [IPK IIbOMY TI0TPEOY B CUCTEMHUX
omioinax [4]. Ane B Ykpaini Hemae cremiaaTbHUX
dopm omiaTiB /Jig HelWpoaKciaTbHOTO 3acTOCY-
BaHH:. [HTpaTekasbHe Ta emigypajbHe BBEICHHS
OIliaTiB CJiA PO3IJISAAaTH BiATIOBIIHO /10 YMHHUX
HOpMaTUBHUX akTiB. Po6oua rpyma SOAP (2019)
[3] pexomenaye HeomioiqHy aHajresilo B orepa-
MIMHIN, SKIT0 He TPOTUTIOKAa3aHOo (HATTPUKJIAI, Ke-
Toposak 15—30 Mr BHYTPIlIHbOBEHHO IiCJIs YIIN-
BaHHS OYEePEBUHM, TTapaleTaMoJl BHYTPIIITHbOBEH-
HO KPAIJIMHHO ITCJIST TTOJIOTIB ab0 TIEPOPATBHO 10
abo Ticjs 1oJIOriB), a 3a BiACYTHOCTI Helpoak-
CiaJTbHOTO BBEJIEHHS OTT01/IiB — MiCIIeBY aHeCTe3i10
Gesnepepsro (indinbrpaiis pad abo perioHapHi
6s10kn — Hanpukia, TAP- abo QL-670k) [19].
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3BepTa€ yBary BUCOKa 4acTka JikapiB — 28/69
(40,6%), ki TIpU3HAYAIOTH AHAJBTETUKM JIAIIE 3a
3aIUTOM MAIIEHTKU, KOJIM BOHA TOYNHAE CKAPKUTh-
cs1 Ha 1OsIBY 200 MiIBUIIEHHS IHTEHCUBHOCTI O0JIbO-
BOTO cUHApOoMY. Taka mpakTuka mpu3BOAUTH /10 CEH-
CUTH3AII1 HOIIIIENITOPIB, IEPBUHHOI Tinepairesii Ta
«B3TBUHYYBaHHST» HEPOHIB 33/[HIX POTiB CIIMHHOTO
MO3KY, 1110, CBOEIO YePTOI0, 3HUKYE OOIBOBHIA MTOPIT,
301JIbIIIy€ IHTEHCHBHICTH 0OJIIO, TTOIOBXKYE TIEPioj]
peabiirtarii. ToMy BaKJIMBUM acIeKTOM e(heKTHB-
HOCTI TicJIstoniepariiiHoro 3He60MIOBaHHST € BiIMO-
Ba BiJl pesknMYy BBeJZleHH: arteTaminodeny Ta HII33
«3a 3anuToM XBopoi» [12,27]. L. Dafna ra criBasT.
(2019) [7] oka3yoTh, 110 BBEJCHHS AHAJIBIeTUKIB
(ibympodreny i areramiHodeny) udepes hikcoBaHi
HPOMIKKM Yacy (BHYTPIIIHbOBEHHO ab0 TIepopaJib-
HO) TICJIg KecapeBOTO PO3TUHY aCOIIOETHCA 31 3HU-
JKEHHSIM TIOKa3HUKIB iHTEHCHBHOCTI GOJIIO 3a Bi-
3yaJIbHO-aHAJIOTOBOIO MIKAJIO0 IOPIBHSAHO 3 TIPO-
TOKOJIOM <34 3allUTOM XBOPOT'O», He3BaXKalouu Ha
MEHIIy KiJIbKiCTh 3aCTOCOBAaHMX 3HEOOJIOBAJIbHUX
TpernapariB y TPyIi BBeleHHS aHa/IbTeTUKa Ha BU-
MOTY TaIrieHTKkr. HapemTi B cydyacHUX KIIHITHUX
HACTaHOBAX aKIEHTYIOTh YBary Ha TJIAHOBOMY BBe-
JIeHHI HEeOITiOiTHNX aHa/IbTeTUKIB (KOKHI 6 TOx), 1X
MPU3HAYEHHST JI0 TIOsiBY 60J110 (TOOTO Bipasy micist
orepaiiii, a He IicJist MOSIBU CKapr Ha Oijib y Iic/Is-
oTiepartiitniii pasi) [3].

Bueceni onosiiennst 1o PROSPECT-2019 pe-
KOMEH/IAIli1 3 Be/IeHHs iHTPa- Ta MicJs0Tepainio-
ro repiogy 1mpu KecapeBoMmy po3tuHi [13] cTocy-
IOTBCS /103BOJIY Ha 3aCTOCYBaHHS JleKCAMETa30HYy
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B.M. l'yces, A.C. XanyeHkoBa, C.€E. ManbueBa

Kniniynnin Bunapok SARS-CoV-2-acouinoBaHoro
MiOKapAuTy y BaritTHOI

LOHeupknii HauioHanbHUIA MeguYyHUIA YHIBEPCUTET, M. JTumaH, YkpaiHa
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BinHocHO HoBa Ta ManosuByeHa iHpekuis COVID-19, abo SARS-CoV-2, € mobanbHoo Haa3BMYanHo Npo6aemMoto Ans rpoMaacbkoro 340-
poB'a. Cnovatky BBaxanu, Lo KOPOHaBIpyCHa iHPeKLIs NepeBaxHO ypaxye opraHi AMxanbHOI CUCTEMI, ane Cy4acHi OCNIIKEHHSA MO BCbOMY
CBITY NIATBEPOXYIOTH TOOMHICTb BIPYCY 10 OpraHiB CepuUeBO-CyAMHHOI cuctemu. Fk BionoMo, ansa SARS-CoV-2 Bnactvee nofiopraHHe ypa-
KEHHS!, HE € BUHATKOM i KapajioBaCKyNApHI NOWKOAXEHHS. 3raHO 3 AOCAIAXEHHAM, NPOOAEMU i3 CEPLIEBO-CYAMHHOK CUCTEMOID BUHNKAIOTL Y
61m13bko 20% rocnitanisoBaHvix xBopux Ha COVID-19, Takox ON1CYIOTb TAXKI HACNIAKM 3 OOKY CEPLEBO-CYANHHOI CUCTEMY B MOCTKOBIAHOMY
nepiofi.

BariTHi XiHku He MatloTb Binblue WaHcis 3axBopithi Ha COVID-19, ane akiio 3axBopinuv, To NOTPebyI0Tb A0MALY B peaHiMaLimHOMY BigaineHHi,
KMCHEBOI MATPUMKM. Y Takyx BariTHVX NiABULLYETbLCS PU3NK BUHNKHEHHS YCKNaaHEHb YHACNIA0K KOPOHABIPYCHOI XBOPOON.

MeTa — HaBeCTV KNIHIYHWIA BUNaaoK XiHKW, y SKoi nicns nepeHeceHoi COVID-19-iHdekuji po3B1HYBCA NOCTIHOEKLNHNA MIOKapaWT i3 nereHe-
BOIO rinepTeHsieto, wo OyB AiarHOCTOBaHWI Nif Yac BariTHOCTI Ta PO3rMAAaBCca sk nokasaHHs A0 ii nepeprBaHHs.

KniniuHunii BUNnapok. BaritHa B Tepmini 20 TWxHIB 3BepHYNacs 3i ckapramui Ha 3aamiky Mif 4ac He3Ha4YHNX QI3NYHIX HaBaHTaXeHb, HEMOTU -
BOBaHy CTOMJIIOBAHICTb, BiAHYTTA AMCKOMMOPTY B rPYAHIN KNITL|, 6AiAicTb Wwkipn. 3 aHamHesy BidoMOo, LLIO 3a ABa MICAL A0 3annaHoBaHoI BariT-
HOCTI xiHka nepeHecna COVID-19-iHdekuito. IMia yac ob6CTexeHHs y BinaineHHi nabopaTtopHi Ta IHCTpyMeHTaNbHi AaHi Aany 3Mory BCTaHOBUTY
[jarHo3 NOCTIHMEKUIMHOro MiOKapauTy 3 IEreHeBoI0 rinepTeHsieto.

BucHoOBKN. [aujeHTH, WO NepexBopiin Ha KOPOHAaBIPYCHY IHDEKLIIO, MalOTb MPOTArOM 3HAYHOIO NEPIOMY 3HAXOANTNCA Mif, CNOCTEPEXEHHAM
nikapsa 4715 CBOEYACHOI AjarHOCTMKM MMOBIPHMX YCKNaAHEHb Y MOCTKOBIOHOMY nepioai. OCOBMBO Lie CTOCYETLCS XIHOK, LLO MNaHyioTk BariTHICTb.
JlocniaxkeHHsA BUKOHaHO BiANOBIAHO A0 NpUHLMNIB [eNbCiHCHKOI AeknapaLli. Ha npoBeagHHA A0CNIAXEHb OTPUMAaHO IHHOPMOBaHY 3rofy NaujeHTKU.
ABTOPW 3a8BASHOTb NP0 BIACYTHICTb KOHMAIKTY iHTEPECIB.

Kniouosi cnosa: BaritHicTb, Miokapaut, COVID-19-iHdekuis.

Clinical case of SARS-CoV-2-associated myocarditis in pregnant woman
V.M. Husiev, D.S. Khapchenkova, S.E. Maltseva
Donetsk National Medical University, Lyman, Ukraine

The relatively new and little-studied COVID-19 infection, or SARS-CoV-2, is a global public health emergency. Coronavirus infection was orig-
inally thought to primarily affect the respiratory system, but current research around the world has confirmed the virus’s susceptibility to the
cardiovascular system. It is known that SARS-CoV-2 is characterized by multiorgan damage, and cardiovascular damage is no exception.
According to the study, problems with the cardiovascular system occur in about 20% of hospitalized patients with COVID-19, also describe the
severe consequences of the cardiovascular system in the postpartum period.

Pregnant women are no longer more likely to develop COVID-19, but if they become ill, they need care in the intensive care unit, oxygen
support. Such pregnant women have an increased risk of complications due to coronavirus disease.

Purpose — to present a clinical case of a woman who developed post-infectious myocarditis with pulmonary hypertension after COVID-19
infection, which was diagnosed during pregnancy and was considered as an indication for its termination.

Clinical case. Pregnant at 20 weeks, complained of shortness of breath with light exercise, unmotivated fatigue, chest discomfort, pale skin. From
the anamnesis it is known that two months before the planned pregnancy, the woman suffered from COVID-19 infection. During the examination in
the department, laboratory and instrumental data made it possible to diagnose post-infectious myocarditis with pulmonary hypertension.
Conclusions. Patients with coronavirus infection should be monitored by a physician for a significant period of time to diagnose possible
complications in the long COVID period. This is especially true for women planning a pregnancy.

The research was carried out in accordance with the principles of the Helsinki Declaration. The informed consent of the patient was obtained
for conducting the studies.

No conflict of interest was declared by the authors.

Keywords: pregnancy, myocarditis, COVID-19 infection.

Beryn

iTHOCHO HOBa Ta MaJlOBUBYeHA iHQEKITis

COVID-19, abo SARS-CoV-2, € rnobann-
HOIO HAJI3BUYAHOI TIPOOIEMOIO [IJIsi TPOMAJI-
cbKOTO 3710poB’d. CriouaTky BBakaju, MO KOPO-
HaBipycHa iH(eKIlig MepeBakHO yPaKy€ OpraHu
JIUXAJIBHOI CUCTEMHU, ajie CydyacHi OCTi/PKeHHS 10
BCbOMY CBITY [aiOTh 3MOTY 3pOOWTH BHCHOBOK,
1[0 HE MEHTI PiKICHOIO € TATOJIOTisI CepIreBo-Cy-
auuHOoi cucremu [1,11]. Ak Bimomo, SARS-CoV-2
BJIACTUBE TIOJIIOPTAaHHE YPaKeHHs, HE € BUHATKOM
Kap/lioBaCKyJISAPHI MONIKO/KEHHS. 3TiTHO 3 JI0-
CJIJIKEHHSIM, TIPOOJIEMH 13 CEPIIEBO-CYAMHHOIO CH-
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CTEMOT0 BUHUKAIOTH Y 6J13bK0 20% rocriTamiszoBa-
Hux xBopux Ha COVID-19 [4,8].

Koponasipyc ypaxye cepiieBo-CyJMHHY CH-
cTeMy JIeKiJTbKoMa NIJIsIXaMyu — Iie TIpsiMa iHBasisd,
FITIOKCis, 3alajieHHs, MPOAYKIliS aHTIOTeH3UHIIe-
peTBOpIOIoYOro (epMeHTy, MiABUIIEHHS aKTHUB-
HOCTI CUMIIaTUYHOI HEPBOBOI CUCTEMU, aHTUTE€HHA
repexpecHa peakitist Ta cTan Mikpobiotu [5].

Y mepuioMy BHIIAAKy Bipyc O6e3mocepeaHbo
MPOHUKAE B MIOKapj, BiZI0OYBAa€ThCsS pPerLIiKaIlis
BipyCy Ta IOHIKO/IKEHHSI Kap/liOMiOIUTiB, HEKPO3
ta ix amonto3. HaGpsik i yTBOpeHHSI riaJiHOBUX
MeMOpaH IIePENIKO/KAE albBEOJISIPHOMY Ia3000-
MiHY, 1[0 TPU3BOJIUTH /IO BEHTUJIATI HHO-TIepy3ili-
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HOTO AucOaancy Ta TirmokceMil. A e BIUIUBAE He
TIJIBKY HA ANXaJIbHY (PYHKITITO, ajie i TOPYIIye CH-
cTeMHMIT MeTaboJTi3M i poOOTY OpPTaHiB Ta CHCTEM.
HakonmueHnHst ByTJIEKUCIOTO Ta3y BUKINKAE ped-
JIEKTOPHUI CI1a3M JIeTeHEBUX KPOBOHOCHUX CY/IWH,
MiIBUTIIEHHS TUCKY B JIETEHEBUX CYy/IWHAX, SKE,
CBOEIO0 4eproro, MPU3BOAUTDL /IO JIETreHEBOI rinep-
TeH3ii, mepeBaHTaKeHHSA 00'€MOM IIPABUX BiIIiIiB
cepiis [9].

Tskka rimokceMist MoKe CIPUYMHATH ancha-
JIAaHC KHUCJOTOOCHOBHOTO CTaHy, TaK 3BaHUN OK-
CUJIAHTHUI CTpec, BUKJIUKATA PyHHyBaHHS (oc-
domimigHoro mapy KITHHHOI MeMOpaHu i 3arry-
ctutu arontos [13].

[Tix gac imemii HEKPOTUYHI KapAiOMiOIIUTH MO-
JKYTh JIOAATKOBO CTUMYJIIOBATH TTPOHUKHEHHS 3a-
MaJbHUX ITUTOKIHIB Yy MiOKap/l Ta eHjoKap/, pea-
IYIOYU Ha MOIIKO/PKEHH Ta 3aIlyCKaloyu MPoIiecu
peMoJieTIoBaHHS cepiieBoro m's3a [2,3].

Kpim Toro, migTBepskeHo, 1110 BipycHa ITHEB-
MOHIg MOJK€e TIOIIKOJUTH  aTePOCKIEPOTUYHY
OJSAIIKY B KOPOHAPHUX apTepisX, aKTUBYIOYM
KacKaJl 3aMaJIbHUX MPOIECiB 1 MiIBUNITYIOYN PUSUK
YPasKeHHS Cepllsd. YHACIIOK CUCTEMHOI 3aaJIbHOL
Bi/ITOBi/li BUHUKAIOTh CYAIMHHI MOPYIIEHHS, TaKi
K YIIKOJPKEHHST eHJIOTENI0 Ta aHOMaJIbHa aKTH-
Ballisi TPOMOOIIUTIB, sIKi, CBOEIO YEProt0, MOKYTh
CTBOPIOBATH JI0/IATKOBE TIOCTHABAHTAKEHHS [9].

IHBa3ist B KJAITUHY-MillleHb BipyCHOI YaCTUHKH,
IO BOJIOJII€ TPOIHICTIO JI0 €H0Kap/aa, TIpsMa I1-
TOTIATOT€HHA il Ta BKJIIOUEHHS HecrernnivHnx
MeXaHi3MiB TTPOTUBIPYCHOTO 3aXUCTY € MPOBIIHU-
MU MeXaHi3MaMU IOIIKO/KeHHS Ceplld B roCTpiit
(hazi 3axBOpIOBaHHSA, MO THKOJM 3aKiHIYIOTHCS
(hopmyBanHAM 1HOTO Bajl i PO3BUTKOM JIETEHEBOI
rimeprensii [6,14].

Mema nocijiskeHHsI — HaBeCTH KJIIHIYHUM BU-
naziok BaritHocTi Ha Ty COVID-19-acomniiioBano-
ro MiOKapAUTYy 3 JIeTeHEeBOIO TilepTeH31€I0 3 METOI0
BU3HAUEHHSA TOJAJBIIOI TAKTUKUA BEJCHHS BariT-
HOCTI Ta BUHAUECHHS aJTOPUTMY CIIOCTEPEKEHHS
JTaHOi KaTeropii Mari€eHToK B Maii0y THHOMY.

Kniniunui eunaoox

Xeopa JI., 1980 p.H., TepMmiH BariTHOCTI —
20 TUXKHIB, 3BEPHYJIACS J0 BiJUIIJIEHHSI KOHCYJIh-
TaTUBHOI JIONIOMOTH  MEPUHATAIBHOTO IEHTPY
M. Kpamartopchbk 3i ckapramMu Ha 3aUIIKY Tif] 9ac
He3HauHnX Gi3nyHuX HaBaHTAXKEHb, OLJIb y IPy-
Hiil KJIiTIM, CTa0KiCTh, MiIBUIIIEHY CTOMJIIOBAHICTb.
Ha o6iiky B skiHOYiit KOHCyJibTallii mepebyBa€e
3 8-T0 THZKHSI BariTHOCTI, CKapr He Mae, i 4ac 06-
creskertst Ha TORCH-indekiii 30yaHuKy He BU-
spiieri. IKigmuBux 3Bu4ok He Mae. CoMaTUUHIH
aHaMHe3 He OOTSKeHUT.

34

3 aHaMHeCTMYHUX JaHUX BiZIOMO, 1[0 32 /[Ba
MicSAIll /0 BariTHOCTI JKiHKa TIepexBOpija Ha
COVID-19-indexriio, G6yna rocmitamizoBaHa 10
KOBIiIHOTO BizitizieHHs M. Topenbk. 3i cJTiB maIienT-
KW, y 3B’13Ky 3 BCTAaHOBJIEHUM [[iarHO30M /1BOOiY-
HOI ITHEBMOHIT OTpUMYBaJa Bi[IIOBi/IHE JIKYBaHHS
3 1Mo3uTuBHUM edextoM. OHAK BUIKCKY 3TiHO
3 JIiaTHO30M Ta OTPUMAHUM JIKYBaHHAM HE OTpU-
MaJsia. 3 MeIMYHOI KapTKU BariTHOI 3’scOBaHO, 1110
i1 yac ejxexkTpokapiorpadii ta exokapmaiorpadii
MTaTOJIOTIYHUX 3MiH He BUSBJIEHO.

ocuiKkerHss BUKOHAHO BiATIOBIIHO 710 TIPWH-
nuniB lenbcincbkoi geknapamii. Ha mpoBegents
JIOCTT/IDKEHb OTPUMAHO iH(pOPMOBaHYy 3TO/y Ia-
HIEHTKHU.

O6’exmueno na momenm naoxoodxcenns 0o cma-
yionapy: 3araJbHUHN CTaH CePe/lHbOl TIKKOCTI, 3a-
IUIIIKA T 9ac He3HAayHOi (Pi3MYHOI aKTUBHOCTI,
GJIilicTh IIKIPHUX TIOKPUBIB, 0OCOBJIMBO HOCO-
ryOHOTO TPUKYTHUKA, HAOPSKM CTOI i TOMILJIOK.
Y nerensix — BesukyssgpHe quxanHa. Yacrora nu-
XaJTbHUX PYXiB — 22 3a xBUIUHY. [lepxymopo: 1o-
CUJICHUI PO3JINTUIA JIIBONILJIYHOYKOBUII IOMITOBX,
PO3IIMPEHHS MeX ceplisl. Ayckyivmamusno: cep-
1[eBa JisIJIbHICTD PUTMIYHA; 4YaCTOTA CePIIeBUX CKO-
pouerb — 100 ynmapiB 3a xBusuny; Tuxuii [ ToH,
[II ToH, cucTOMYHUI IIyM Y 30HI BEPXiBKU Ceplis.
JKusit M'sikuii, 6e3601iCHUI, THO MAaTKU KOHTY-
PYETHCS HA 3 CM HIDKYE TYTKA, MAaTKa B HOPMOTO-
ryci. Qemanrvruil MOHIMOpUHe: CEPIEONTTST TLII0/IA
putmiune, 148—152 ynapiB 3a XBUJIIHY.

Y Kuiniunomy awnanisi Kpoei: epuTporuTh —
5,3x10"*/; pisenb remornobiny — 119 r/a, na-
snukosiiepHi  Hentpodimm — 10%. bioximiumni
MOKa3HUKKN KPOBI — y Meskax Hopmu. loctpoda-
30Bi MTOKa3HUKU — y Mekax HopMU. PiBeHb kpe-
aTUHKIHA3W Ta TPOIOHIHY — Yy MeKaX HOPMH,
a PiBEHb MO3K08020 HAMPILIYPEMUUHOZ0 20PMONHY —
migBuUIeHni Gisbine Hixk yasivi (283,3 mr/mi; pe-
(hepencHi 3HaveHHs: <125 11r/MIT), 1O OTIOCEPE/-
KOBAHO CBIJIYNTH MPO cepiieBy HejocTaTHICTh. 1gG
10 SARS-CoV-2 — 215 BAU /mu.

[Tix wac enexkrpokapaiorpadii BUSBIEHO TPH-
CKOPEHUI CUHYCOBUI PUTM, 3HUKEHHST BOJIBTAXKY
BCix 3yOIIiB, TOPYIIIEHHS MPOIIECIB PETOJISPHU3aIlii,
noBHy 610Ky JiBoi Hixkku mydka Tica. Ilig gac
donnuep-exoxapdiozpagii Bij3zHaYeHO: MITPAJIbHY
peryprirtaififo, Mo4yaTKOBY AWJATAIllO0 JiBOTO Iie-
pezicep/is, pi3Ke 3HWKEHHS CUCTOJIYHOI (PyHKITI
JIiBOTO TLIyHOYKA, Audysiitauii rinokines EF —
38%, FS — 20%, niacromiuny nuchyHKIlio, BUpa-
JKeHy aCMHXPOHHICTb CKOPOYEHHS JIiBOTO IIJIyHOY-
Ka, IMCKiIHEe3 MIKIIIIYHOUKOBOI rnepeturku. [1pasi
KaMepu ceplisl He JUJiaTOBaHi, MOMipHA TPUKY-
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clijlajibHa perypriraiis, moMipHa JiereHesa rinep-
Tensis (62 MM PT. CT.).

ITi0 wac xonmepiscvkozo0 MOHIMOPYBAHHS €lleK-
mpokapdiozpagii 3apeecTPOBaHO CUHYCOBUIT PUTM
i3 mepexiziHOI0 TOBHOW 6JIOKAA0I0 JIBOI HiKKHU
myuka lica (99,9%). 3adikcoBano 12 mooanHOKUX,
MOHOMOP(HUX MIITYHOUKOBUX €KCTPACUCTOJ.

BigmoBigno m0 HamioHaJbHUX TPOTOKOJIB
[7,11], BariTHi XiHKM 3 ymepiie JiarHOCTOBAHOIO
JIET€HEBOIO TITIEPTEH31€10 TOTPEOYIOTH TTePepUBaH-
Hs BariTHOCTI. [[yis BUpillleHHs MUTaHHS CTOCOBHO
MO/IAJIBIIIOT TAKTUKY BEJIEHHS BariTHOCTI, BDaXOBY-
1oun TepMif 20 THKHIB, 32 CHCTEMOIO TeJIeMe/TATTH-
HU TAIliEHTKY MPOKOHCYJIbTOBaHO B HartioHasb-
HOMY THCTUTYTI CepIeBO-CyIMHHOI Xipyprii iMeHi
M.M. AmocoBa Ta ogHouacHo daxisigmu Y «Iu-
CTUTYT TeiaTpii, akylepcTBa i TiIHEKOJIOTIl iMeHi
akazemika O.M. Jlyk'snoBoi HAMH VYkpaiaus.

3a pesysbratamu OOCTEKEHHsST Ta TPOBEIEHNX
KOHCHUJIIyMiB BUPIIIEHO MPOJIOHTYBATH BariTHICTb,
IIPOBOJIUTH PEryJisipHe, peTesibHe CIOCTePeKeHHs
3a CTAaHOM TAIlIEHTKUA B YMOBaX CIIeliai30BaHOTO
LEHTPY Ha/laHHSI eKCTPEHOI MeJIMYHOI JJIOTIOMOTH.

[TamienTky TpancnoptoBano 10 /1Y «Iuctm-
TYT Ie/liaTpii, akyuepcrsa i riHeKoJIoril iMeHi aka-
nemika O.M. Jlyk'suoBoi HAMH ¥Ykpainus.

Benenng BariTHOCTI Ta TOJIOTIB Y JKiHOK 13 KOM-
6iHOBaHMMHU BaJlaMU CEPIIs acOlliiioBaHe 3 BUCOKHU-
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Royal College of Obstetricians and Gynaecologists (RCOG)
Care of Women Presenting with Suspected Preterm Prelabour Rupture
of Membranes (PPROM) from 24+0 Weeks of Gestation

Thomson AJ

Green-top Guideline No. 73
June 2019
BJOG 2019; 126: e152-166. doi: 10.1111/1471-0528.15803

1. Key recommendations

e The diagnosis of spontaneous rupture of the membranes is made by maternal history followed by a sterile speculum
examination. [Grade D]

o |f, on speculum examination, no amniotic fluid is observed, clinicians should consider performing an insulin-like growth
factor-binding protein 1 (IGFBP-1) or placental alpha microglobulin-1 (PAMG-1) test of vaginal fluid to guide further
management. [Grade B]

e Following the diagnosis of preterm prelabour rupture of the membranes, (PPROM) an antibiotic (preferably erythromycin)
should be given for 10 days or until the woman is in established labour (whichever is sooner). [Grade A]

¢ \Women who have PPROM between 24+0 and 33*6 weeks' gestation should be offered corticosteroids; steroids can be
considered up to 35*6 weeks’ gestation. [Grade A]

e A combination of clinical assessment, maternal blood tests (C-reactive protein and white cell count) and fetal heart rate
should be used to diagnose chorioamnionitis in women with PPROM; these parameters should not be used in isolation.
[Grade D]

¢ \Women whose pregnancy is complicated by PPROM after 24+0 weeks’ gestation and who have no contraindications to
continuing the pregnancy should be offered expectant management until 37+0 weeks; timing of birth should be discussed
with each woman on an individual basis with careful consideration of patient preference and ongoing clinical assessment.
[Grade A]

¢ In women who have PPROM and are in established labour or having a planned preterm birth within 24 hours, intravenous
magnesium sulfate should be offered between 24+0 and 29+6 weeks of gestation. [Grade A]

2. Background and scope

Preterm prelabour rupture of membranes (PPROM) complicates up to 3% of pregnancies and
is associated with 30-40% of preterm births [1]. PPROM can result in significant neonatal
morbidity and mortality, primarily from prematurity, sepsis, cord prolapse and pulmonary hypoplasia.
In addition, there are risks associated with chorioamnionitis and placental abruption [2].

The median latency after PPROM is 7 days and tends to shorten as the gestational age at PPROM
advances [3,4].

This guideline comprises recommendations relating to the diagnosis, assessment, care and timing
of birth of women presenting with suspected PPROM from 240 to 36+6 weeks of gestation. It also
addresses care in a subsequent pregnancy. An infographic and audio version to supplement this
guideline are available online (Infographic S1, Audio S1). It supplements NICE guideline (NG25),
Preterm labour and birth (published November 2015) [5]. Relevant recommendations can also
be found in the Royal College of Obstetricians and Gynaecologists (RCOG) Green-top

Guideline (GTG no. 36), Early-onset of Group B Streptococcal Disease [6].

3. Identification and assessment of evidence

The Cochrane Library and electronic databases (DARE, EMBASE, Trip, MEDLINE and PubMed)
were searched looking for the following terms in the title or abstract ‘preterm prelabour rupture of
membranes’, ‘amnioinfusion’, ‘chorioamnionitis,” ‘intra-amniotic infection’, ‘IGFBP-1’, ‘PAMG-1’,
‘amniocentesis’, ‘antenatal corticosteroids’ and ‘tocolytics’. The search was restricted to articles published
until January 2019. The full search strategy is available to view online as supporting information
(Appendix S1 and S2).

This guideline was developed using the methodology described in Clinical Governance
Advice 1 (a-c) [7].
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4. Diagnosis
4.1. How is the diagnosis of PPROM made?

is observed, clinicians should consider per-
forming an IGFBP-1 or PAMG-1 test of vaginal

fluid to guide further management markers

Recommendation Evidence Strength Rationale
Level for the recommendation
The diagnosis of spontaneous rupture of 4 D Given that this is the ‘gold standard’,
the membranes is made by maternal history further trials are unlikely to add to the
followed by a sterile speculum examination evidence for this recommendation
demonstrating liquor
If, on speculum examination, no amniotic fluid 23 B Recommended in NG25 [5]. Studies

have reported high levels
of sensitivity and specificity for these

The role of ultrasound assessment of amniotic 4 v
fluid volume is unclear
diagnosis of PPROM

No specific studies identified in the
role of liquor volume in supporting the

The presence of a pool of fluid in the vagina at sterile speculum examination is highly suggestive of mem-
brane rupture, and when this is clearly observed no further diagnostic tests are required [5]. Some clinicians
recommend that the woman lies flat or in the left lateral for a period of time before speculum examination to
allow the amniotic fluid to accumulate, though no evidence was identified to support these practices. Based
on clinical evaluation, the diagnosis of PPROM can be equivocal in 10-20% of cases. When a pool of am-
niotic fluid is not clearly observed, consideration should be given to testing for IGFBP-1 or PAMG-1 if these
tests are available, and further management undertaken as per NG25 [5]. Several studies investigating these
biochemical markers have found high levels of sensitivity and specificity [8,9]. NG 25 emphasises that the
test results for IGFBP-1 or PAMG-1 should not be used alone to decide what care to offer the woman and
that clinical condition, medical and pregnancy history, and gestational age should be taken in to account.
Testing for nitrazine is not recommended, and no further tests are required if the woman is in established
labour [5].

Evidence
level 4

No studies were identified specifically addressing ultrasound to determine amniotic fluid volumes in
women presenting with suspected PPROM. Ultrasound examination demonstrating oligohydramnios

may be useful to support the clinical diagnosis of PPROM.

If PPROM is not confirmed, the woman can return to her previous schedule of antenatal care; NG25 Evidence
recommends that women should be advised to return if they have any further symptoms suggestive of level 4
PPROM or preterm labour [5].
Itis routine practice in the UK to obtain a vaginal swab for microbiological testing while diagnosing PPROM,
although evidence to support this practice is lacking. Group B streptococcus colonization may be identified, Evidence
which would influence the timing of birth (section 7.1). A prospective cohort study assessed the vaginal level 2+
microbiome in women following PPROM; this concluded that following PPROM the vaginal microbiome was
abnormal but the profile did not correlate with latency duration [10].
3. Assessment
5.1. What is required antenatally to identify infection?
Recommendation Evidence Strength Rationale

Level for the recommendation

A combination of clinical assessment, maternal blood 4 D Recommended by NG25 [5]

tests (C-reactive protein and white cell count) and fetal
heart rate should be used to diagnose chorioamnionitis
in women with PPROM; these parameters should not be
used in isolation

Women should be advised of, and observed for, symp- 4 D
toms of clinical chorioamnionitis (lower abdominal pain,
abnormal vaginal discharge, fever, malaise and reduced
fetal movements)

Recommended by NG25 [5]

One of the risks associated with PPROM is ascending infection leading to chorioamnionitis, and subsequent
fetal and neonatal infection. NG25 [5] recommends that a combination of clinical assessment (pulse, blood
pressure, temperature and symptoms), maternal blood tests (C-reactive protein and white cell count) and
fetal heart rate using cardiotocography, should be employed to diagnose clinical infection. If the results of the
clinical assessment or any of the tests are not consistent with each other, it is recommended that the woman
should continue to be observed and consideration should be given to repeating the tests as per NG25 [5].

The white cell count will rise 24 hours following administration of corticosteroids and should return to baseline
3 days following administration [11]. While a study investigating several maternal serum markers for predicting
histological chorioamnionitis after PPROM concluded that a raised C-reactive protein was most informative
[12], a systematic review and meta-analysis of 13 observational studies found that C-reactive protein has a
sensitivity of only 68.7% and specificity of 77.1% in diagnosing histological chorioamnionitis [ 13].
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When cared for as an inpatient, women with PPROM should have their vital signs, including pulse,
blood pressure, respiratory rate and temperature, recorded on an obstetric early warning chart [14]. They
should also be observed for clinical symptoms and signs of infection. When cared for as an outpatient,
women should be advised of the symptoms of chorioamnionitis and be reviewed regularly (including
blood tests [white cell count and C-reactive protein], clinical recordings and fetal heart rate monitoring),
for example, in a day care unit, maternity triage or antenatal ward, one or two times each week; if the
woman has any concerns, she should attend the hospital immediately.

5.2. Should neonatologists be involved in the woman’s care?

Recommendation Evidence Strength Rationale
Level for the recommendation
Neonatologists should be informed when the diagnosis of 4 v [tis important to ensure that
PPROM is confirmed and delivery is anticipated the neonatal unit has the

appropriate staff and facilities
to care for the neonate should
delivery occur

Women with PPROM should have the opportunity 4 v This would be regarded as good
to meet with a neonatologist antenatally to discuss practice
their baby’s care

PPROM is associated with increased perinatal morbidity and mortality, and often leads to preterm

birth [1]. Neonatologists should be informed once the diagnosis of PPROM has been made and

delivery is anticipated to ensure that the neonatal unit has the appropriate staff and facilities to care

for the neonate should delivery occur.

Where possible, once the diagnosis has been confirmed, women with PPROM and their partners
should be offered the opportunity to meet with a neonatologist to discuss their baby’s care.

6. Management
6.1. Should antibiotics be given?

Recommendation Evidence Strength Rationale for the
Level recommendation
Erythromycin should be given for 10 days following the 1++ A A Cochrane review found
diagnosis of PPROM, or until the woman is in established benefits when antibiotics
labour (whichever is sooner) were administered: reduced

chorioamnionitis, prolonged
latency and improved neonatal
outcomes

Recommended by NG 25 [5]

A Cochrane review investigating the role of antibiotics for women with confirmed PPROM found that

the use of antibiotics is associated with a statistically significant reduction in chorioamnionitis

(RR0.66, 95% CI10.46-0.96). There was a significant reduction in the numbers of babies born within

48 hours (RR 0.71, 95% CI1 0.58-0.87) and 7 days (RR 0.79, 95% CI 0.71-0.89). Neonatal infection,

use of surfactant, oxygen therapy and abnormal cerebral ultrasound prior to discharge from hospital was
also reduced. There was no significant reduction in perinatal mortality 15 or on the health of the children Evidence
at 7 years of age [16]. The antibiotic of choice and optimal duration of treatment are not clear; erythromycin level 1++
250 mg four times a day for 10 days or until the woman is in established labour (whichever is sooner),

is recommended in NG25 [5]. Penicillin may be used in women who cannot tolerate erythromycin. Alternative
antibiotic regimens have been investigated [17,18]. Co-amoxiclav should be avoided as it is associated with
an increased risk of neonatal necrotising enterocolitis [ 19], and antibiotics should not be given unless the
diagnosis of PPROM is confirmed.

6.2. What is the role of antenatal corticosteroids?

Recommendation Evidence Strength Rationale for the
Level recommendation
In women who have PPROM from 24+0 weeks, antenatal Corticosteroids recommended
corticosteroids should be: by NG25 [5] and supported by
a meta-analysis of randomised
controlled trials
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2++

1++

1++

LLarge cohort studies
demonstrate benefits of steroids
for babies born between 24+0
and 256 weeks

of gestation

High-quality evidence that
steroids reduce the incidence
of intraventricular haemorrhage
and the need for mechanical
ventilation in PPROM

Given the high ‘number to treat’

and the potential side effects of
steroids, administration should

be evaluated

on an individual basis

A meta-analysis of 17 randomised controlled trials has demonstrated that the administration of corticosteroids

to women with PPROM reduces the risks of respiratory distress syndrome (RR 0.81, 95% CI 0.67-0.98) and
intraventricular haemorrhage (RR 0.49, 95% CI 0.25-0.96). No difference was observed between steroid and
control groups concerning the risk for necrotising enterocolitis, neonatal sepsis and Apgar score of less than 7 at 5
minutes. Perinatal mortality was similar between steroid and control groups [20]. A meta-analysis of observational
studies suggest no increased risk of chorioamnionitis or neonatal sepsis withmaternal steroid use [21].

NG25 [5] addresses the administration of corticosteroids to women with PPROM from 24+0 until 35+6 weeks
of gestation, recommending that when offering or considering corticosteroids a discussion should take place
with the woman about how steroids may help and the potential risks associated with their administration.
Furthermore, NG25 recommends that repeat courses of corticosteroids should not be routinely offered but
that the interval since the last course, the gestational age and the likelihood of birth in the next 48 hours,
should be taken in to account [5].

This Green-top Guideline covers the care of women presenting with suspected PPROM from 24+0 weeks'’
gestation. NG25 [5] recommends that corticosteroids should be considered between 240 and 25+6 weeks’
gestation. There is now good evidence that corticosteroid administration has benefits when given to women
who give birth at less than 256 weeks’ and indeed, at less than 24+0 weeks’ [22,23]. In contrast to NG25 [5]
we therefore recommend that corticosteroids should be offered from at least 24+0 weeks’ gestation.

6.3. What is the role of magnesium sulfate for neuroprotection of the baby?

Evidence
level 1++

Evidence
level 4

Evidence
level 2++

Recommendation Evidence Strength Rationale
Level for the recommendation
In women who have PPROM and are in 1++ A Recommended by NG25 [5] and

established labour or having a planned preterm
birth within 24 hours, intravenous magnesium
sulfate should be offered between 24+0 and
29+6 weeks of gestation

supported by meta-analyses of
randomised controlled trials that have
shown a reduction in cerebral palsy

Meta-analyses of randomised controlled trials have demonstrated that the administration of magnesium
sulfate to women in established preterm labour or having a planned preterm birth in the following 24 hours,
reduces cerebral palsy (RR 0.69, 95% CI 0.55-0.88) and motor dysfunction in the offspring (RR 0.6, 95% ClI
0.43-0.83) [24-26]. The benefitis greatest before 300 weeks of gestation [25].

The neuroprotective effect of magnesium sulfate in women with PPROM has been demonstrated in a cohort
study [27].

The RCOG [28] and NG25 [5] recommend offering magnesium sulfate to women at risk of giving birth
before 300 weeks of gestation. NG25 [5] recommends that magnesium sulfate should be considered when
preterm birth is anticipated between 3070 and 33+6 weeks.

6.4. Should tocolytic agents be used?

Evidence
level 1++

Evidence
level 2++

Evidence
level 4

recommended

Recommendation Evidence Strength Rationale
Level for the recommendation
Tocolysis in patients with PPROM is not 1++ A A Cochrane review found that tocol-

ysis does not significantly improve
perinatal outcome and might be
associated with an increased risk of
chorioamnionitis

A Cochrane review found that, compared with placebo, tocolysis in PPROM is associated with an average
73 hours longer latency of delivery (95% Cl 20-126) and fewer births within 48 hours

(RR0.55, 95% CI0.32-0.95) [29]. Tocolysis was associated with an increased risk of a 5-minute

Apgar score of less than 7 and an increased need for ventilation support. For women before 34+0 weeks

of gestation, tocolysis increased the risk of chorioamnionitis. The review concluded that there is insufficient
evidence to support the use of tocolysis in women with PPROM, as there is an increase in maternal

chorioamnionitis without significant benefits to the neonate

More recent publications have shown that compared with no tocolysis, tocolysis is not associated with

improved neonatal outcomes [30,31].

Evidence
level 1+

Evidence
level 1+
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6.5. Can women be monitored at home?
Recommendation Evidence Strength Rationale
Level for the recommendation
The decision to offer outpatient care to women 3 v Retrospective cohort studies
with PPROM should be made on an individual found no differences in maternal or
basis, taking into account markers of delivery neonatal outcomes when planned
latency home versus hospital care was
compared

The optimal method of monitoring to predict 24 B A Cochrane review found
adverse fetal outcome after PPROM has not insufficient evidence
been determined to allow recommendations

A Cochrane review to assess the safety, cost and women’s views about planned home versus hospital care
for women with PPROM identified only two relatively small trials (116 women) so that meaningful differences
between the groups could not be detected [32]. Retrospective cohort studies from Canada (173 women)
[33], and France (414 women) [34], found no difference in maternal morbidity, or neonatal morbidity or
mortality between the groups

Evidence
level 3

If delivery seems imminent, then in-patient care is indicated to prepare the woman for birth (including,
if relevant, the administration of intravenous magnesium sulphate).

The decision to offer outpatient care to women with PPROM, following a period of in-patient care, should
be made on an individual basis. Factors including past obstetric history, support at home and distance
from the hospital should be taken into account in discussion with the woman about her preferences, and
markers of delivery latency should be assessed (the presence of antepartum haemorrhage, amniotic fluid Evidence
volume, gestational age at which PPROM occurs and clinical and laboratory markers of infection) [34,35]. level 3
When considering the gestational age at which PPROM occurs, delivery latency remains relatively constant
from 24+0 to 28+0 weeks’ gestation at 8—10 days (median) and then decreases to 5 days (median) at 31+0
weeks [3].

A case-control study has shown that women with clinically diagnosed PPROM who have reduced amniotic Evidence
fluid volumes on ultrasound are more likely to give birth within 7 days from membrane rupture [36]. level 2+

A retrospective cohort study of women with PPROM who had planned home care, found that membrane
rupture occurring before 2670 weeks’, non-cephalic presentation and oligohydramnios were associated

with an increased risk of ‘complication’ (defined as fetal death, placental abruption, umbilical cord prolapse, @Cg‘egce
delivery outside of hospital and neonatal death). The authors concluded that hospital based care should be
recommended to women who have all three of these features [37].
A survey of fetal medicine specialists in the United States found substantial variations in fetal monitoring
following PPROM [38]. In the UK, most clinicians would monitor fetal growth on ultrasound scan fortnightly, Evidence
and assess amniotic fluid and umbilical artery Doppler studies weekly, although a Cochrane review on level 2-
methods to monitor the fetus following PPROM found insufficient evidence (three randomised controlled
trials) to allow recommendations to be made [39].
6.6. Is there a role for amnioinfusion in PPROM?
Recommendation Evidence Strength Rationale
Level for the recommendation
In PPROM, amnioinfusion is not recommended 1+ B Cochrane review found some
as part of routine clinical practice benefits of amnioinfusion, but ques-
tioned the quality of the evidence

Amnioinfusion might improve neonatal outcomes in PPROM by preventing umbilical cord compression,
postural deformities, pulmonary hypoplasia and intrauterine infection [40]. A Cochrane systematic review

of five trials (using the data from four) found that amnioinfusion is associated with: improved fetal umbilical
artery pH at delivery, reduced variable decelerations in labour, neonatal death, neonatal sepsis, pulmonary
hypoplasia and puerperal sepsis [40]. Since the positive findings were due to one trial with unclear allocation
concealment, the review authors conclude that further evidence is required before amnioinfusion for PPROM
can be recommended for routine clinical practice

Evidence
level 1+

A further Cochrane review investigating amnioinfusion in PPROM occurring before 26 weeks
of gestation found no eligible trials [41].

6.7. Should women with PPROM be offered emotional support?

Recommendation Evidence Strength Rationale for the
Level recommendation
Women with PPROM and their partners should 4 v Cohort studies have shown that
be offered additional emotional support during posttraumatic stress disorder occurs
pregnancy and postnatally. in a substantial number of women
whose pregnancy is complicated
by PPROM.
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Prospective cohort studies have shown that posttraumatic stress disorder is more common in women Evidence
whose pregnancies were complicated by PPROM compared to uncomplicated controls (14% versus 2% level 2+
antenatally, and 17% versus 3% at 6 weeks postnatal) [42].

Women with PPROM and their partners should be offered access to additional emotional support,
both during pregnancy and postnatally.

7. Birth
7.1. When is the appropriate time to deliver the baby?
Recommendation Evidence Strength Rationale for the
Level recommendation
Women whose pregnancy is complicated 1++ A A Cochrane review found benefits
by PPROM after 24+0 weeks' gestation and from expectant management,
who have no contraindications to continuing rather than early delivery, following
the pregnancy should be offered expectant PPROM in women with otherwise
management until 370 weeks; timing of birth uncomplicted pregnancies.

should be discussed with each woman on
an individual basis with careful consideration
of patient preference and ongoing clinical

assessment

The care of women with PPROM who are 4 D See RCOG Green-top Guideline No.
known to be colonised with group B strepto- 36 [6].

coccus, is addressed in Green-top Guideline

No. 36

The previous edition of this Green-top Guideline recommended that delivery of the baby should

be considered at 3470 weeks' gestation. More recently, a Cochrane review of 3617 women explored

the effect of planned early delivery versus expectant management for women with PPROM [43]. The authors
conclude that in women with PPROM ‘with no contraindications to continuing the pregnancy, expectant
management with careful monitoring is associated with better outcomes for the mother and baby’. The
Cochrane review found no differences between early birth and expectant management in neonatal sepsis
or infection. Early delivery increased the incidence of respiratory distress syndrome

(RR 1.26, 95% CI 1.05-1.53), and an increased rate of caesarean section (RR 1.26, 95% CI 1.11-1.44).
There were no differences in overall perinatal mortality or intrauterine deaths when comparing early delivery
with expectant management. Early birth was associated with a higher rate of neonatal death

(RR 2.55, 95% CI 1.17-5.56) and need for ventilation (RR 1.27, 95% CI 1.02-1.58) [43].

Evidence
level 1++

The results and conclusions of the Cochrane review are influenced by those trials assessing ‘late’
PPROM (3470 to 36%6 weeks’ gestation) such as the PPROMPT trial [2] and it is less clear whether
expectant management to 37+0 weeks’ gestation is appropriate for women who experience PPROM
at earlier gestations. The Cochrane review acknowledges that research is required to determine which
groups of women with PPROM would not benefit from expectant management, including gestational
age at presentation.

The individual studies included in the Cochrane review [43] had a number of ‘exclusion criteria’
including: active labour, chorioamnionitis, concerns about fetal wellbeing, monochorionic multiple
pregnancy, hypertensive disorders and other contraindications to continuing the pregnancy. Therefore
the timing of birth should be discussed with each woman on an individual basis with careful consideration
of patient preference and ongoing clinical assessment.

RCOG Green-top Guideline No. 366 addresses the management of PPROM in women known Evidence
to be colonized with group B streptococcus level 4

8. Care in a subsequent pregnancy following PPROM
8.1. Who should care for woman in a subsequent pregnancy?

Recommendation Evidence Strength Rationale for the
Level recommendation
In a subsequent pregnancy following PPROM, 3 v The risk of PPROM in subsequent
women should be cared for by an obstetrician pregnancies is increased
with an interest in preterm birth

A population based cohort study found that pregnancies complicated by PPROM are at increased risk

of recurrent PPROM in subsequent pregnancies (OR 8.7, 95% CI 6.7-11.4 in white women Evidence
and OR 7.2, 95% CI 5.1-10.1 in African American women) [44]. This study also found that level 2+
a short inter-pregnancy interval is associated with greater risk
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In pregnancies following PPROM, women should be cared for by an obstetrician with an interest in
preterm birth; ideally this would be in a dedicated preterm labour clinic. Modifiable risk factors, such
as smoking [45] and respiratory diseases [46] should be addressed. There is evidence that screening
for lower genital tract infections and midwife continuity throughout antenatal care are beneficial in
preventing preterm birth [47]. Clinicians may offer these women genital tract screening for infection
and /or serial transvaginal ultrasound scans to determine the cervical length, but the evidence to support
these interventions is lacking [5].

9. Recommendations for future research

e Studies are required to determine the antibiotic of choice and duration of treatment following
PPROM.

e Controlled trials are required to determine whether magnesium sulphate has a role in PPROM
when delivery is anticipated between 30+0 and 33+6 weeks of gestation.

e Studies comparing a single bolus of magnesium sulphate with a longer intravenous infusion are
required.

e Methods to monitor the fetus following PPROM require further investigation.

e The role of sealants to ‘repair’ fetal membranes is currently under investigation.

e Studies are required to determine whether there is a role for amnioinfusion in PPROM.

e Trials are needed to determine which groups of women with PPROM would not benefit
fromexpectantmanagement.

10. Auditable topics

e Proportion of women with PPROM who are offered antibiotics for 10 days following PPROM,
or until the woman is in established labour (100%).

e Proportion of women who experience PPROM between 24+0 and 33+6 weeks of gestation who
are offered corticosteroids (100%).

e Proportion of women less than 30+0 weeks’ gestation who receive magnesium sulphate within
24 hours prior to birth (100%).

e Proportion of women with PPROM who are given the opportunity to discuss their care with
a neonatologist (100%).

e Proportion of women with PPROM who birth in a centre without adequate facilities to care

for their baby (0%).

11. Useful links and support groups
e Royal College of Obstetricians and Gynaecologists. When your waters break early. Information for
you. London: RCOG; 2019.
e Little Heartbeats, a support group that promotes the awareness of PPROM [www.little-heartbeats.
org.uk].
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This is the fourth edition of this guideline. The third edition was published in 2010 under the same title. The second edition was published
in 2004 titled The Management of Gestational Trophoblastic Neoplasia, which replaced The Management of Gestational Trophoblastic

Disease, published in April 1999.

How do molar pregnancies present to the clinician?

Clinicians should be aware of the symptoms and signs of molar pregnancy. The most common presentation is irregu-

lar vaginal bleeding, a positive pregnancy test and supporting ultrasonographic evidence. c
Less common presentations of molar pregnancies include hyperemesis, excessive uterine enlargement, hyperthy- v
roidism, early-onset pre-eclampsia and abdominal distension due to theca lutein cysts. [New 2020]
Very rarely women can present with haemoptysis or seizures due to metastatic disease affecting the lungs or brain. v
[New 2020]
How are molar pregnancies diagnosed?
The definitive diagnosis of a molar pregnancy is made by histological examination. D
Removal of a molar pregnancy
What is the best method for removal of a molar pregnancy?
Suction curettage is the method of choice for removal of complete molar pregnancies. v
Ultrasound guidance during removal and curettage may be of use to minimise the chance of perforation and to en- v
sure that as much tissue as possible is removed.
Suction curettage is the method of choice for removal of partial molar pregnancies except when the size of fetal parts
deters the use of suction curettage and then medical removal can be used.
Anti-D prophylaxis is recommended following removal of a molar pregnancy. v
Is it safe to prepare the cervix prior to surgical removal?
Preparation of the cervix immediately prior to uterine removal is safe. D
Can oxytocic infusions be used during surgical removal?
Excessive vaginal bleeding can be associated with surgical management of molar pregnancy and the involvement of
an experienced clinician is advised.
The use of oxytocic infusion prior to completion of the removal is not recommended.
If the woman is experiencing significant haemorrhage prior to or during removal, surgical removal should be v
expedited and the need for oxytocin infusion weighed up against the risk of tissue embolisation.
In what circumstances should a repeat surgical removal be indicated and what is the timing?
There is almost always a role for urgent surgical management for the woman who is experiencing heavy or persistent
vaginal bleeding causing acute haemodynamic compromise, particularly in the presence of retained pregnancy v
tissue on ultrasound. [New 2020]
Qutside the context of acute compromise, there should be consultation with the relevant GTD referral centre before D
performing surgical management for the second time in the same pregnancy.
Histological examination of pregnancy tissue in the diagnosis of GTD
Should pregnancy tissue from all miscarriages be examined histologically?
The histological assessment of material obtained from the medical or surgical management of all miscarriages is D
recommended to exclude trophoblastic neoplasia if no fetal parts are identified at any stage of the pregnancy.
Women who receive care for a miscarriage should be recommended to do a urinary pregnancy test 3 weeks after v
miscarriage. [New 2020]
Should pregnancy tissue be sent for examination after abortion?
There is no need to routinely send pregnancy tissue for histological examination following therapeutic abortion, pro- D
vided that fetal parts have been identified at the time of surgical abortion or on prior ultrasound examination.
Women who undergo medical abortion should be recommended to do a urinary pregnancy test 3 weeks after the v
procedure. [New 2020]
How should women with an elevated human chorionic gonadotrophin after a possible pregnancy event be managed?
Referral to a GTD centre should be considered for all women with persistently elevated human chorionic gonadotro-
phin (hCG) either after an ectopic pregnancy has been excluded, or after two consecutive treatments with v
methotrexate for a pregnancy of unknown location. [New 2020]
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Which women should be investigated for GTN after a non-molar pregnancy?

Any woman who develops persistent vaginal bleeding after a pregnancy event is at risk of having GTN.

A urine hCG test should be performed in all cases of persistent or irregular vaginal bleeding lasting more than 8
weeks after a pregnancy event.

Symptoms from metastatic disease, such as dyspnoea and haemoptysis, or new onset of seizures or paralysis, can
occur very rarely.

Biopsy of secondary deposits in the vagina can cause major haemorrhage and is not recommended.

How should suspected ectopic molar pregnancy in women be managed?

Cases of women with ectopic pregnancy suspected to be molar in nature should be managed as any other case of
ectopic pregnancy. If there is a local tissue diagnosis of ectopic molar pregnancy, the tissue should be sent to a cen- v
tre with appropriate expertise for pathological review. [New 2020]

How is twin pregnancy of a viable fetus and presumptive coexistent molar pregnancy managed?

L O | SO

Women diagnosed with a combined molar pregnancy and viable twin, or where there is diagnostic doubt, should be v
referred to a regional fetal medicine centre and GTD centre.
In the situation of a twin pregnancy where there is one viable fetus and the other pregnancy is molar, the woman D

should be counselled about the potential increased risk of perinatal morbidity and the outcome for GTN.

Prenatal invasive testing for fetal karyotype should be considered in cases where it is unclear if the pregnancy is a
complete mole with a coexisting normal twin or a possible singleton partial molar pregnancy. Prenatal invasive testing D
for fetal karyotype should also be considered in cases of abnormal placenta, such as suspected mesenchymal hy-
perplasia of the placenta.

How should a placental site trophoblastic tumour or epithelioid trophoblastic tumour be managed?

All women with placental site trophoblastic tumour (PSTT) or epithelioid trophoblastic tumour (ETT) should be regis- D
tered with and cared for within a GTD centre. [New 2020]

How should a placental site nodule or atypical placental site nodule be managed?

Women with an atypical placental site nodule (PSN) or where the local pathology is uncertain should have their his-
tology reviewed centrally. All women with atypical PSN will then be called up for central review to discuss the existing v
data, perform staging investigations and to determine further management. Women with typical PSN do not currently
require further investigation or review. [New 2020]

Which women should be registered at GTD centres?

Allwomen diagnosed with GTD should be provided with written information about the condition and the need for D
referral for follow-up by a GTD centre should be explained.
Clinicians should be aware that outcomes for women with GTN and GTD are better with ongoing care from GTD cen- v

tres. The registration of affected women with a GTD centre represents a minimum standard of care. [New 2020]

Women with the following diagnoses should be registered and require follow-up as determined by the screening

centre:

— complete molar pregnancy/partial molar pregnancy;

— twin pregnancy with complete or partial molar pregnancy; D

— limited macroscopic or microscopic molar change suggesting possible early complete or partial molar pregnancy/
choriocarcinoma;

—PSTT or ETT,

— atypical PSN. [New 2020]

What is the optimum follow-up following a diagnosis of GTD?

For complete molar pregnancy, if NCG has reverted to normal within 56 days of the pregnancy event then follow-up

will be for 6 months from the date of uterine removal.

If hCG has not reverted to normal within 56 days of the pregnancy event then follow-up will be for 6 months from

normalisation of the hCG level.

Follow-up for partial molar pregnancy is concluded once the hCG has returned to normal on two samples, at least 4

weeks apart. [New 2020]

Women who have not received chemotherapy no longer need to have hCG measured after any subsequent pregnan-

cy event. [New 2020]

What is the optimum treatment for GTN?

Women with GTN may be treated with single-agent or multi-agent chemotherapy. B

Treatmz%gtoused is based on the FIGO 2000 scoring system for GTN following assessment at the treatment centre.

[New ]

PSTT and ETT are now recognised as variants of GTN. They may be treated with surgery because they are less D

sensitive to chemotherapy.

What is the recommended interval between a complete or partial molar pregnancy and trying to conceive in the future,

what is the monitoring of women following a successful pregnancy after a previous molar pregnancy and what is the

outcome of subsequent pregnancies?

Women are advised not to conceive until their follow-up is complete. C

Women who undergo chemotherapy are advised not to conceive for 1 year after completion of treatment, as a pre- C

cautionary measure.

Women who have a pregnancy following a previous molar pregnancy, which has not required treatment for GTN, do

not need to send a post-pregnancy hCG sample. Histological examination of placental tissue from any normal preg- D

nancy, after a molar pregnancy, is not indicated. [New 2020]

What is the long-term outcome of women treated for GTN?

The outlook for women treated for GTN is generally excellent with an overall cure rate close to 100%. [New 2020] B

Further pregnancies are achieved in approximately 80% of women following treatment for GTN with either B

methotrexate alone or multi-agent chemotherapy. [New 2020]

There is an increased risk of premature menopause for women treated with combination agent chemotherapy.

Women, especially those approaching the age of 40 years, should be warned of the potential negative impact on B

fertility, particularly when treated with high-dose chemotherapy.

O|lolOo|l 0
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What is safe contraception following treatment of GTD and when should it be commenced?
[tis important that women who have had a removal of a molar pregnancy are advised not to become pregnant until D
they have completed their hCG follow-up. [New 2020]
Advice on contraception after a molar pregnancy can be found in the Faculty of Sexual and Reproductive Health D

Guideline Executive Summary Contraception After Pregnancy. [New 2020]

Is the use of exogenous estrogens and other fertility drugs safe for women undergoing assisted reproductive
treatment after a molar pregnancy?

The use of exogenous estrogens and other fertility drugs may be used once hCG levels have returned to normal. v
[New 2020]

Is hormone replacement therapy safe for women to use after GTD?

Hormone replacement therapy may be used once hCG levels have returned to normal. v

Impact of diagnosis on women and their families

GTD centres now provide individualised support to women and their families throughout their GTD journey, through
dedicated GTD nurse specialists and advisors, who can be accessed either through attending a GTD centre or via
phone, or both. Online support groups are available (molarpregnancy.co.uk) alongside regular drop-in support v
groups at Charing Cross Hospital, London and Weston Park Hospital, Sheffield. Further information is available from
each centre. [New 2020]

1. Definitions

Gestational trophoblastic disease (GTD) comprises a group of disorders spanning the premalignant
conditions of complete and partial molar pregnancies (also known as hydatidiform moles) through to the
malignant conditions of invasive mole, choriocarcinoma and the very rare placental site trophoblastic
tumour (PSTT) and epithelioid trophoblastic tumour (ETT). The malignant potential of atypical
placental site nodules (PSNs) remains unclear.

If there is any evidence of persistence of GTD after primary treatment, most commonly defined as a
persistent elevation of human chorionic gonadotrophin (hCG), the condition is referred to as gestational
trophoblastic neoplasia (GTN). The diagnosis of GTN does not require histological confirmation.
The diagnosis of complete mole, partial mole, atypical PSN and PSTT/ETT does require histological
confirmation.

2. Purpose and scope

The purpose of this guideline is to describe the presentation, diagnosis, management, treatment
and follow-up of GTD and GTN. It also provides advice on future pregnancy outcomes and the use of
contraception.

3. Introduction and background epidemiology

Molar pregnancies can be subdivided into complete and partial molar pregnancies based on genetic
and histopathological features. Complete molar pregnancies are diploid and androgenic in origin, with no
evidence of fetal tissue. Complete molar pregnancies usually (75-80%) arise as a consequence of dupli-
cation of a single sperm following fertilisation of an ‘empty’ ovum. Some complete moles (20—25%) can
arise after dispermic fertilisation of an ‘empty’ ovum. Partial molar pregnancies are usually (90%) triploid
in origin, with two sets of paternal haploid chromosomes and one set of maternal haploid chromosomes.
Partial molar pregnancies occur, in almost all cases, following dispermic fertilisation of an ovum. Occa-
sionally molar pregnancies represent tetraploid or mosaic conceptions. In a partial mole, there is usual-
ly evidence of a fetus or fetal red blood cells. Not all triploid or tetraploid pregnancies are partial moles.
For the diagnosis of a partial mole, there must be histopathological evidence of trophoblast hyperplasia.

GTD (hydatidiform mole, invasive mole, choriocarcinoma, PSTT) is an uncommon occurrence in the
UK, with a calculated incidence of 1 in 714 live births. There is evidence of ethnic variation in the inci-
dence of GTD in the UK, with women from Asia having a higher incidence compared with non-Asian
women (1 in 387 versus 1 in 752 live births, respectively) [1]. The incidence of GTD is associated with
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age at conception, being higher in the extremes of age (women aged less than 15 years, 1 in 500 pregnan-
cies; women aged more than 50 years, 1 in 8 pregnancies) [2,3]. However, these figures may under-repre-
sent the true incidence of the disease because of problems with reporting, particularly in regard to partial
moles. GTN may develop after a molar pregnancy, a non-molar pregnancy or a live birth. The incidence
after a live birth is estimated at 1 in 50 000. On average, a consultant obstetrician and gynaecologist may
only deal with one new case every 2 years.

In the UK, there exists an effective registration and treatment programme. The programme has
a cure rate of 98—100%, and a chemotherapy rate of 0.5-1.0% for GTN after partial molar pregnancy and
13-16% after complete molar pregnancy [2,4—6]. Clinicians should be aware that outcomes for women
with GTN and GTD are better with ongoing management from GTD centres. The registration of affected
women with a GTD centre represents a minimum standard of care.

4. Identification and assessment of evidence

This guideline was developed using standard methodology for developing RCOG Green-top Guide-
lines. The Cochrane Library (including the Cochrane Database of Systematic Reviews, the Database
of Abstracts of Reviews of Effects [DARE] and the Cochrane Central Register of Controlled Trials
[CENTRALY]), EMBASE, MEDLINE and Trip were searched for relevant papers. The search was inclusive
of all relevant articles published between January 2008 and June 2019. The databases were searched
using the relevant Medical Subject Headings (MeSH) terms, including all subheadings and synonyms,
and this was combined with a keyword search. Search terms included ‘trophoblastic neoplasms’, ‘tropho-
blastic disease’, ‘trophoblastic tumour’, ‘hydatidiform’ and ‘molar pregnancy’. The search was limited to
studies on humans and papers in the English language. Relevant guidelines were also searched for using
the same criteria in the National Guideline Clearinghouse and the National Institute for Health and Care
Excellence (NICE) Evidence Search. The full search strategy is available to view online as supporting
information (Appendix S1 and S2).

Where possible, recommendations are based on available evidence. Areas lacking evidence are high-
lighted and annotated as ‘good practice points’. Further information about the assessment of evidence
and the grading of recommendations may be found in Appendix 1.

5. How do molar pregnancies present to the clinician?

Clinicians should be aware of the symptoms and signs of molar pregnancy. The most common presentation is c
irregular vaginal bleeding, a positive pregnancy test and supporting ultrasonographic evidence.

Less common presentations of molar pregnancies include hyperemesis, excessive uterine enlargement, hyperthy- v
roidism, early-onset pre-eclampsia and abdominal distension due to theca lutein cysts.

Very rarely women can present with haemoptysis or seizures due to metastatic disease affecting the lungs or brain. v

Vaginal bleeding remains the most common presenting symptom of molar pregnancy and is associated
with approximately 60% of presentations. This symptom has not changed despite a reduction in the
gestation at presentation (from 11 to 10 weeks) between 1996 and 2006. The percentage of women
presenting with an abnormal ultrasound result, as the only presenting feature, increased from 1% to 12%
over the same time period [7].

Evidence
level 2+

The use of ultrasound in early pregnancy has led to the earlier diagnosis of molar pregnancy. Soto-Wright
etal. [8] demonstrated a reduction in the mean gestation at presentation, from 16 weeks of gestation be-
tween 1965 and 1975 to 12 weeks of gestation between 1988 and 1993. There has been a further reduction
in gestational age at diagnosis to 9 weeks of gestation between 1994 and 2013 [9]. The majority of histo-
logically proven molar pregnancies are associated with an ultrasound diagnosis of delayed miscarriage or
anembryonic pregnancy [10]. In one study, the pre-removal diagnosis of molar pregnancy increased with
gestational age: 35—-40% correctly identified before 14 weeks of gestation, increasing to 60% after

14 weeks of gestation [11]. A further study reported that ultrasound examination correctly identified 56%

of molar pregnancies in women with suspected missed miscarriage [12]. When pregnancy tissue was rou-
tinely examined after surgical removal, the incidence of molar pregnancy and atypical PSNs, unrecognised
prior to removal, was 2.7% [13].

Evidence
level 2+
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Ultrasound features suggestive of a complete molar pregnancy include a polypoid mass between 5 and

7 weeks of gestation and thickened cystic appearance of the villous tissue after 8 weeks of gestation with
no identifiable gestational sac [14,15]. Partial molar pregnancies are associated with an enlarged placenta
or cystic changes within the decidual reaction in association with either an empty sac or a delayed mis-
carriage. Using these criteria, a reasonable sensitivity for complete mole is 95% and 20% for partial mole.
The positive predictive value is low for both complete (40%) and partial (22%) moles [16]. A review of the
ultrasound features of partial and complete molar pregnancies found the ultrasound diagnosis of a partial
molar pregnancy to be more subtle, reporting the finding of multiple soft markers, including cystic spaces
in the placenta, and ratio of transverse to anteroposterior dimension of the gestational sac greater than
1:1.5. These features may be of help in the diagnosis of a partial molar pregnancy [17,18]. Using these
extra criteria, 41.4% of partial molar pregnancies are correctly diagnosed prior to removal compared

with 86.4% of complete molar pregnancies [ 18]. A study of women presenting to an early pregnancy unit
reported ultrasound correctly identified 88.2% of complete molar pregnancies and 56% of partial molar
pregnancies [19].

The estimation of hCG levels may be of value in diagnosing molar pregnancies: in a small study of 51 sus-
pected cases of molar pregnancy hCG levels were significantly higher for both complete and partial molar
pregnancies [12].

Evidence
level 2+

Rarer presentations include hyperthyroidism, early-onset pre-eclampsia or abdominal distension due to
theca lutein cysts [20]. Very rarely, women can present with haemoptysis, acute respiratory failure or neu-
rological symptoms, such as seizures, likely to be due to metastatic disease [21].

Evidence
level 4

6. How are molar pregnancies diagnosed?

The definitive diagnosis of a molar pregnancy is made by histological examination.

D

Pathological features consistent with the diagnosis of complete molar pregnancies include: absence of
fetal tissue; extensive hydropic change to the villi; and excess trophoblast proliferation. Features of a partial
molar pregnancy include: presence of fetal tissue; focal hydropic change to the villi; and some excess
trophoblast proliferation. Ploidy status and immunohistochemistry staining for p57, a paternally imprinted
gene, may help in distinguishing partial from complete molar pregnancies [22,23].

Evidence
level 2+

7. Removal of a molar pregnancy

7.1. What is the best method for removal of a molar pregnancy?

Suction curettage is the method of choice for removal of complete molar pregnancies.

Ultrasound guidance during removal and curettage may be of use to minimise the chance of perforation
and to ensure that as much tissue as possible is removed.

Suction curettage is the method of choice for removal of partial molar pregnancies except when the size of
fetal parts deters the use of suction curettage and then medical removal can be used.

v

Anti-D prophylaxis is recommended following removal of a molar pregnancy.

v

Complete molar pregnancies are not associated with fetal parts, and therefore, suction remo-
val is the method of choice for uterine removal irrespective of uterine size. Medical removal of a com-
plete molar pregnancy should be avoided if possible, irrespective of the agents used [24]. In a review
of 4247 women with GTD, the risk of developing GTN and requiring chemotherapy was 16-fold
higher when medical methods of removal were used compared with surgical removal [25]. In addition,
there is theoretical concern, supported by clinical experience, over the routine use of potent oxytocic agents
because of the potential to embolise and disseminate trophoblastic tissue through the venous system
leading to adult respiratory distress syndrome, similar in presentation to amniotic fluid embolism [26].

For twin pregnancies where there is a non-molar pregnancy alongside a molar pregnancy and the woman

cies [2—-4].

has decided to terminate the pregnancy (or there has been demise of the coexisting twin) and the size of E\(/'glegfe
the fetal parts deters the use of suction curettage, medical removal can be used.

There is a higher rate of incomplete removal with medical methods. The risk of this increasing the need for Evidence
treatment for GTN is 13—16% with complete molar pregnancies and 0.5-1.0% with partial molar pregnan- level 2+

A review of the literature found no published evidence examining the use of ultrasound at the time
of uterine removal for GTN. There is a consensus view, however, that this may be the preferred surgical

option [27]
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Women who have an unrecognised molar pregnancy and undergo medical or surgical abortion of the Evidence
pregnancy are at increased risk of life-threatening complications of GTN, require more surgical intervention level 3
and chemotherapy [28].
Poor vascularisation of the chorionic villi and absence of the D antigen by trophoblast cells means that an-
ti-D prophylaxis is not required for complete molar pregnancies [29]. However, it is required for partial molar Evidence
pregnancies. Confirmation of the diagnosis of complete molar pregnancy may not occur for some time after level 4
removal, which could delay administration of anti-D. If the diagnosis of complete molar pregnancy cannot
be established within 72 hours, anti-D prophylaxis can be administered for practical reasons.
7.2. Is it safe to prepare the cervix prior to surgical removal?

| Preparation of the cervix immediately prior to uterine removal is safe. | D |
Ripening of the cervix with either physical dilators or prostaglandins prior to uterine removal is not
associated with an increased risk of developing GTN. In a case—control study of 219 patients, there was Evidence
no evidence that the ripening of the cervix prior to uterine removal is linked to a higher risk of needing level 2+
chemotherapy [30].

7.3. Can oxytocic infusions be used during surgical removal?

Excessive vaginal bleeding can be associated with surgical management of molar pregnancy and the
involvement of an experienced clinician is advised.

The use of oxytocic infusion prior to completion of the removal is not recommended.

If the woman is experiencing significant haemorrhage prior to or during removal, surgical removal should be
expedited and the need for oxytocin infusion weighed up against the risk of tissue embolisation.

Excessive vaginal bleeding can be associated with surgical management of molar pregnancy. There
is theoretical concern over the routine use of oxytocic agents, including ergometrine and misoprostol,
because of the potential to embolise and disseminate trophoblastic tissue through the venous system
[26]. This is known to occur in normal pregnancy, especially when uterine activity is increased, such as with | Evidence
placental abruption. The contraction of the myometrium may force tissue into the venous spaces at the level 4
site of the placental bed. The dissemination of this tissue may lead to profound deterioration in the patient,
with embolic and metastatic disease occurring in the lungs. In the event of life-threatening haemorrhage or
ongoing bleeding, oxytocic infusions may be used.

7.4. In what circumstances should
arepeat surgical removal be indicated and what is the timing?

There is almost always a role for urgent surgical management for the woman who is experiencing heavy

or persistent vaginal bleeding causing acute haemodynamic compromise, particularly in the presence of v
retained pregnancy tissue on ultrasound.
QOutside the context of acute compromise, there should be consultation with the relevant GTD referral D

centre before performing surgical management for the second time in the same pregnancy.

Women with persistent heavy vaginal bleeding and evidence of retained pregnancy tissue on ultrasound
examination may need a repeat surgical removal. This remains true when a woman has had a prior surgical
removal for suspected GTD. Expediting surgical management in the case of acute haemodynamic

compromise is the priority and delay can be harmful. Consideration should be given to balloon tamponade lliecgr?ce
and to uterine artery embolisation to reduce the risk of hysterectomy for women who wish to preserve

fertility. Embolisation will not always stop the bleeding but will permit management of blood loss. Bleeding

from vaginal metastases can be reduced by compression from a vaginal pack.

Several case series have found there may be a role for second removal in selected cases when the hCG

is less than 5000 units/I [31-34]. A prospective phase |l trial of second removal for GTN reported 40% of Evidence
women avoided chemotherapy as a consequence of undergoing second removal with low complication level 3

rates. In three out of 34 cases in which primary treatment failed, the histological findings on second removal
were significantly different (PSTT) when compared with initial diagnosis (molar pregnancy) [34].

8. Histological examination of pregnancy tissue in the diagnosis of GTD

8.1 Should pregnancy tissue from all miscarriages be examined histologically?

The histological assessment of material obtained from the medical or surgical management of all

miscarriages is recommended to exclude trophoblastic neoplasia if no fetal parts are identified at any stage D
of the pregnancy.

Women who receive care for a miscarriage should be recommended to do a urinary pregnancy test 3 weeks v
after miscarriage.
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As GTD can be difficult to recognise at the time of miscarriage it is recommended that either:
o All material obtained from the medical or surgical management of miscarriage be sent to pathology.

r
e [f no tissue has been sent to pathology, a pregnancy test should be carried out 3 weeks after the miscar-
riage. If this is still positive, serum levels should be tracked to ensure that the level is falling and, if not, an
ultrasound is arranged to look for further pregnancy tissue. All tissue obtained in this situation should be
sent to pathology. The incidence of GTD, unrecognised prior to removal, is 2.7% [13].

Evidence
level 2+

8.2. Should pregnancy tissue be sent for examination after abortion?

There is no need to routinely send pregnancy tissue for histological examination following therapeutic
abortion, provided that fetal parts have been identified at the time of surgical abortion or on prior ultrasound
examination.

Women who undergo medical abortion should be recommended to do a urinary pregnancy test 3 weeks
after the procedure.

Seckl et al. [28] reviewed the risk of GTN developing after confirmed therapeutic abortion. The rate is
estimated to be 1in 20 000. However, the failure to diagnose GTD at the time of abortion leads to adverse
outcomes, with a significantly higher risk of life-threatening complications, surgical intervention, including
hysterectomy, and multi-agent chemotherapy.

Evidence
level 3

9. How should women with an elevated hCG after a possible pregnancy event be managed?

Referral to a GTD centre should be considered for all women with persistently elevated hCG either after

cell tumours and any epithelial cancers including bladder, breast, lung, gastric and colorectal cancers [37].
Low levels of hCG elevation can also be caused by the presence of pituitary hCG or the presence of human
anti-mouse antibodies [38].

an ectopic pregnancy has been excluded, or after two consecutive treatments with methotrexate for a v
pregnancy of unknown location.

GTN can develop after any pregnancy event and failure to treat GTN can be fatal. GTN requires more

intensive chemotherapy than treatment of a pregnancy of unknown location. Very rarely, some women will

have familial raised hCG with hCG levels between 10 IU/I and 200 1U/I. These women have menstrual cycles Evidence
and can conceive [35,36]. Low levels of hCG elevation are also associated with malignant female germ level 4

The hCG glyco-protein can be present in many forms, in both serum and urine, including intact hCG,
free hCGb subunit, nicked hCG and hCG b-core fragment. Molar pregnancies and GTN can produce all
these variants of hCG. Most commercial hCG assays for routine laboratory use do not measure all hCG
variants. The three UK GTD centres use specialised in-house hCG assays to detect all forms of hCG [39].

10. Which women should be investigated for GTN after a non-molar pregnancy?

Any woman who develops persistent vaginal bleeding after a pregnancy event is at risk of having GTN. D

A urine hCG test should be performed in all cases of persistent or irregular vaginal bleeding lasting more v
than 8 weeks after a pregnancy event.

Symptoms from metastatic disease, such as dyspnoea and haemoptysis, or new onset of seizures or

paralysis, can occur very rarely.

Biopsy of secondary depaosits in the vagina can cause major haemorrhage and is not recommended.

GTN can develop after miscarriage, therapeutic abortion and term pregnancy. Choriocarcinoma is

estimated to occur after approximately 1in 50 000 pregnancies [40,41]. It is uncommon (less than 1%) for Evidence
GTN to develop in women who have had a normal hCG urine or serumlevel within 8 weeks of removal of a level 3
molar pregnancy [42-44].

Several case series have shown that vaginal bleeding is the most common presenting symptom of GTN Evidence
diagnosed after miscarriage, therapeutic abortion or postpartum [40,41,45-48]. level 2+
The prognosis for a woman with GTN after a non-molar pregnancy may be worse owing to delay in diagnosis Evidence
or advanced disease, such as liver or central nervous system disease, at presentation [41,42,45-48]. level 2+

11. How should suspected ectopic molar pregnancy in women be managed?

Cases of women with ectopic pregnancy suspected to be molar in nature should be managed as any other

case of ectopic pregnancy. If there is a local tissue diagnosis of ectopic molar pregnancy, the tissue should v
be sent to a centre with appropriate expertise for pathological review.

Ectopic molar pregnancy is a rare event. Symptoms and signs are the same as any other ectopic pregnancy. Evidence
The histopathological features of an early complete ectopic molar pregnancy can be confused with level 4
choriocarcinoma [49-51].
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12. How is twin pregnancy of a viable fetus
and presumptive coexistent molar pregnancy managed?

Women diagnosed with a combined molar pregnancy and viable twin, or where there is diagnostic doubt,

should be referred to a regional fetal medicine centre and GTD centre. v
In the situation of a twin pregnancy where there is one viable fetus and the other pregnancy is molar, the

woman should be counselled about the potential increased risk of perinatal morbidity and the outcome for D
GTN.

Prenatal invasive testing for fetal karyotype should be considered in cases where itis unclear if the

pregnancy is a complete mole with a coexisting normal twin or a possible singleton partial molar pregnancy. D

Prenatal invasive testing for fetal karyotype should also be considered in cases of abnormal placenta, such
as suspected mesenchymal hyperplasia of the placenta.

There is an increased risk of early fetal loss (40%) and premature birth (36%) in a twin pregnancy of

a viable fetus and coexisting molar pregnancy. The incidence of pre-eclampsia is variable, with rates
as high as 20% reported. However, in a large UK series, the incidence was only 4% and there were no
maternal deaths [52,53]. In the same UK series, there was no increase in the risk of developing GTN after Evidence
such a twin pregnancy and outcome after chemotherapy was unaffected. Analysis of a further 153 UK cases | level 2+
confirmed the earlier experience, with a slightly higher rate of babies surviving (51%), no maternal deaths
and no increase in the need for chemotherapy (15%) in the women who gave birth after 26 weeks

of gestation [52,53].

Some women may wish to continue with their pregnancy. Increased monitoring for pre-eclampsia, and fetal

and maternal wellbeing during such ongoing pregnancies is sensible. Histological examination of the pla- @(,EFECG
centa is recommended and all confirmed cases of GTD registered with a GTD centre.
13. How should a placental site trophoblastic tumour
or epithelioid trophoblastic tumour be managed?
| All women with PSTT or ETT should be registered with and cared for within a GTD centre. | D |

PSTTs and ETTs are rare forms of GTD diagnosed by histological examination of retained pregnancy tissue.
Their presentation and behaviour are different and less predictable. Hysterectomy is curative in many cases Evidence
with localised disease. In women with a long time period since the antecedent pregnancy and/or with distant | level 2+

and/or extensive metastatic disease, intensive chemotherapy plays a major role [54,55].

14. How should a placental site nodule or atypical placental site nodule be managed?

Women with an atypical PSN or where the local pathology is uncertain should have their histology reviewed
centrally. All women with atypical PSN will then be called up for central review to discuss the existing data,
perform staging investigations and to determine further management. Women with typical PSN do not
currently require further investigation or review.

v

PSNs have been, for many years, regarded as a benign finding of little clinical significance. There have been
reports of PSNs with or without atypical features, which have either been admixed with PSTTs or ETTs, or
that have subsequently progressed over time to PSTTs or ETTs. This link to cancer appears strongest with
atypical PSNs and may occur in 10-15% of women [56]. The condition often presents with vaginal bleeding
resulting in endometrial biopsy, or because of a hysteroscopic biopsy performed for other reasons. Those
women who have completed their families may wish to consider a hysterectomy in the absence of metastatic
disease. Women who desire more children require careful counselling and further testing.

Evidence
level 3

15. Which women should be registered at GTD centres?

Allwomen diagnosed with GTD should be provided with written information about the condition and the need
for referral for follow-up by a GTD centre should be explained.

Clinicians should be aware that outcomes for women with GTN and GTD are better with ongoing care from
GTD centres. The registration of affected women with a GTD centre represents a minimum standard of care.

Women with the following diagnoses should be registered and require follow-up as determined by the
screening centre:

e complete molar pregnancy/partial molar pregnancy;

e twin pregnancy with complete or partial molar pregnancy; D

e [imited macroscopic or microscopic molar change suggesting possible early complete or partial molar
pregnancy/choriocarcinoma;

e PSTT Or ETT,

e atypical PSN.

The overall risk of requiring chemotherapy for GTN is around 13—16% for complete molar pregnancy and
0.5-1.0% for partial molar pregnancy [2,4,5], hence the need for registration and follow-up, which consists
of serial estimations of hCG levels, either in blood or urine. Choriocarcinoma, if not treated early, Evidence
is potentially lethal and requires immediate registration, specialist assessment and treatment. PSTTs and level 2+
ETTs are rare and unpredictable tumours that need specialist assessment and treatment [54].

Atypical PSNs may transform into PSTT/ETT so all women with this condition should be registered [56].
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16. What is the optimum follow-up following a diagnosis of GTD?

For complete molar pregnancy, if NCG has reverted to normal within 56 days of the pregnancy event then

follow-up will be for 6 months from the date of uterine removal. C
If hCG has not reverted to normal within 56 days of the pregnancy event then follow-up will be for 6 months C
from normalisation of the hCG level.
Follow-up for partial molar pregnancy is concluded once the hCG has returned to normal on two samples, C
at least 4 weeks apart.
Women who have not received chemotherapy no longer need to have hCG measured after any subsequent C
pregnancy event.
Several large case series have shown that once the hCG reverts to normal the possibility of GTN developing Evidence
isvery low [42—-44,57]. The incidence of GTD in a subsequent pregnancy event is very low (1:4011) in women level 2+
who have not received chemotherapy for a prior molar pregnancy [58].

17. What is the optimum treatment for GTN?
Women with GTN may be treated with single-agent or multi-agent chemotherapy. B
Treatment used is based on the International Federation of Gynecology and Obstetrics (FIGO) 2000 scoring B
system for GTN following assessment at the treatment centre.
PSTT and ETT are now recognised as variants of GTN. They may be treated with surgery because they are D
less sensitive to chemotherapy.

Women are assessed before chemotherapy using the FIGO 2000 scoring system (Table 1) [27,59].
Women with scores of 6 or less are at low risk and are treated with single-agent intramuscular meth-
otrexate, alternating daily with folinic acid for 1 week followed by 6 rest days. Women with scores
of 7 or greater are at high risk and are treated with intravenous multi-agent chemotherapy, which includes
combinations of methotrexate, dactinomycin, etoposide, cyclophosphamide and vincristine. Treatment
is continued, in all cases, until the hCG level has returned to normal and then for a further 6 consecu-
tive weeks. Women suspected of choriocarcinoma require more extensive investigation in the special-
ist centre, including computed tomography of the chest and abdomen, or magnetic resonance imaging
of the head and pelvis, all with contrast in addition to the serum hCG and a Doppler ultrasound of the
pelvis. Any woman with ascore of 13 or greater is now recognised to have a higher risk of early death (within
4 weeks), often due to bleeding into organs, or late death due to multi-drugresistant disease.

Table 1
FIGO scoring system

FIGO scoring 0 1 2 4
Age (years) <40 240 — —
Antecedent Mole | Abortion (including Birth -
pregnancy miscarriage)
Interval months from end <4 4to <7 7to <13 >13
of index pregnancy to treatment
Pretreatment serum hCG (1U/1) <103 103 to <104 104 to <10° 2105
Largest tumour size, including uterus (cm) <3 3to<5 >5 —
Size of metastases Lung Spleen, kidney Gastrointestinal Liver, brain
Number of metastases - 1-4 5-8 >8
Previous failed chemotherapy - - Single drug Two or more drugs

The cure rate for women with a score of 6 or less is almost 100%, while the rate for women with
a score of 7 or greater is 94%. Rarely, women with multi-relapsed disease will require high-dose
chemotherapy with stem cell recovery [6,55].

Evidence level 2+

PSTT and ETT are the rarest forms of GTN comprising about 0.2% of all GTD. They tend to pro-
duce less hCG, are confined to the uterus for longer, more often involve lymphatics and are more
chemoresistant than other forms of GTN. For these reasons, they are not managed according to
their FIGO score. Evidence shows that the most important prognostic factor for adverse outcome
is the interval to presentation from the last known and presumed causative pregnancy. An interval
of more than 48 months previously has been associated with a 100% death rate regardless of
stage and despite initial favourable responses to treatments. In contrast, women presenting

within 48 months are nearly all long-term survivors. A more recent series where more intensive
treatments were given to PSTT/ETT patients with a long interval from their causative pregnancy
reported improved survival, but still over 50% died in this group. Stage IV disease has also now
emerged as an independent poor prognostic factor [55]. Surgery plays a very important role in the
management of PSTT and ETT, which is tailored around stage and risk factors. Thus, for women
with stage | disease, hysterectomy is the mainstay of management and intensive platinum-based
combination agent chemotherapy is only required if the interval is more than 48 months. Rarely,
women with multi-relapsed disease will require high-dose chemotherapy with stem cell recovery,
or treatment with immunotherapy which has been approved by NHS England for GTN cases in this
situation [54,55,60].

Evidence level 2+
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18. What is the recommended interval between
a complete or partial molar pregnancy and trying to conceive in the future,
what is the monitoring of women following a successful pregnancy after
a previous molar pregnancy and what is the outcome of subsequent pregnancies?
Women are advised not to conceive until their follow-up is complete. C

Women who undergo chemotherapy are advised not to conceive for 1 year after completion of treatment, C
as a precautionary measure.

Women who have a pregnancy following a previous molar pregnancy, which has not required treatment for

GTN, do not need to send a post-pregnancy hCG sample. Histological examination of placental tissue from D
any normal pregnancy, after a molar pregnancy, is not indicated.

The risk of a further molar pregnancy is low (approximately 1%) and is associated more with complete
than partial molar pregnancy [61]. Women who become pregnant following a molar pregnancy are not
at increased risk of maternal complications. However, women exposed to a molar pregnancy prior to the Evidence
index birth were at an almost 25% increased risk of preterm birth (OR 1.23, 95% CI 1.06—1.43), whereas level 2+
women with at least one birth between the molar pregnancy and the index birth were at an increased risk of

a large-for-gestational-age birth and stillbirth (OR 1.35, 95% CI 1.10-1.67 and OR 1.81, 95% CI 1.11-2.96,
respectively) [62].

In a study of 230 women who conceived within 12 months of completing chemotherapy, there was an
increased risk of miscarriage and higher rate of abortion in women who received multi-agent chemotherapy
compared with women who received single-agent chemotherapy. The increased rate of abortion may, in
part, reflect an increase in concern relating to teratogenicity after receiving multi-agent chemotherapy. The
rate of congenital abnormality was low (1.8%), irrespective of the type of chemotherapy used [63]. The rate Evidence
of stillbirth was elevated compared with the normal population (18.6 in 1000 births) [64]. However, in another | level 2+
UK study of 241 treated patients who had a pregnancy within 12 months of chemotherapy, there was no
significant increased risk of miscarriage, ectopic pregnancy, second molar pregnancy or stillbirth compared
to the general UK population. There was no increase in the risk of relapse in women who conceived early
compared to those who conceived after 12 months [65].

A UK national retrospective evaluation has concluded that the ‘pick-up’ rate for recurrent GTD on routine
post-pregnancy screening of previously uncomplicated molar pregnancy is extremely low and may be safely
discontinued [57]. However, those that have required chemotherapy for GTN do still need to have hCG levels | Evidence
checked following subsequent pregnancies. Moreover, another UK retrospective evaluation of over 4000 level 2+
patients treated with chemotherapy for low- or high-risk GTN concluded that hCG follow-up can be safely
stopped after 10 years [66].

19. What is the long-term outcome of women treated for GTN?

The outlook for women treated for GTN is generally excellent with an overall cure rate close to 100%.
Further pregnancies are achieved in approximately 80% of women following treatment for GTN with either
methotrexate alone or multi-agent chemotherapy.

There is an increased risk of premature menopause for women treated with combination agent

chemotherapy. Women, especially those approaching the age of 40 years, should be warned of the potential B
negative impact on fertility, particularly when treated with high-dose chemotherapy.

Although itis common for periods to stop during treatment, they nearly always restart within a few weeks to
months after completing chemotherapy. Indeed, the chances of having a pregnancy appear to be equally
good, at around 83%, after either methotrexate alone or multi-agent chemotherapy, such as EMA/CO
(etoposide, methotrexate, actinomycin D, cyclophosphamide, vincristine [oncovin]). However, menopause
can occur earlier than expected for women treated with combination agent chemotherapy; 13% will have Evidence
had premature menopause by the age of 40 years and 36% by the age of 45 years [67]. Therefore, women level 3
approaching 40 years of age should be counselled regarding the possible negative impact on fertility.
Moreover, women who receive high-dose chemotherapy are unlikely to regain ovarian function. Those
seeking a fertility review after chemotherapy for GTN should be advised that the antimullerian hormone test
can give misleading low results that do not refiect the true ability to conceive.

The potential risk of second cancers induced by chemotherapeutic drugs is very low. The largest GTN study

to date, with over 30 000 patient-years of follow-up, reported no overall increased risk of second cancers for :58vv|g|e2nfe
women treated with methotrexate alone or EMA/CO [67].

20. What is safe contraception following treatment

of GTD and when should it be commenced?

[tis important that women who have had a removal of a molar pregnancy are advised not to become D
pregnant until they have completed their hCG follow-up.
Advice on contraception after a molar pregnancy can be found in the Faculty of Sexual and Reproductive D
Health (FSRH) Guideline Executive Summary Contraception After Pregnancy.
Elevated hCG during the follow-up period may indicate recurrence. Pregnancy is best avoided during the Evidence
follow-up period until the success of treatment has been established. level 3
Please refer to the FSRH Guideline Contraception After Pregnancy for information on contraception after a Evidence
molar pregnancy [68]. level 4
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21. Is the use of exogenous estrogens and other fertility drugs safe for women

undergoing assisted reproductive treatment after a molar pregnancy?

The use of exogenous estrogens and other fertility drugs may be used once hCG levels have returned to

normal. v
There appears to be no evidence of risk that the use of exogenous estrogens and other fertility drugs affects Evidence
the outcome of GTN. level 4
22. Is hormone replacement therapy safe for women to use after GTD?

| Hormone replacement therapy may be used once hCG levels have returned to normal. | v

There appears to be no evidence that the use of hormone replacement therapy affects the outcome of GTN. Evidence
level 4
23. Impact of diagnosis on women and their families

GTD centres now provide individualised support to women and their families throughout their GTD journey,
through dedicated GTD nurse specialists and advisors, who can be accessed either through attending a GTD
centre or via phone, or both. Online support groups are available (molarpregnancy.co.uk) alongside regular v
drop-in support groups at Charing Cross Hospital, London and Weston Park Hospital, Sheffield. Further
information is available from each centre.
Evidence suggests GTD can be an isolating and frightening experience where women are affected physically,
emotionally and socially by their experience [69]. A systematic review of patient-reported outcomes found Evidence
GTD had a negative effect on short-term health-related quality of life, including clinically significant levels of level 3

anxiety, depression, sexual dysfunction and fertility-related distress relating to the condition [69]. For long-
term survivors of GTD, quality of life was at or above population norms.

24. GTD treatment centres (UK)
The following treatment centres are recommended:
Trophoblastic Tumour Screening and Treatment Centre
Department of Medical Oncology
Charing Cross Hospital
Fulham Palace Road
London W6 8RF
Tel: +44 (20) 8846 1409
Fax: +44 (20) 8748 5665
Website: hmole-chorio.org.uk

Sheffield Trophoblastic Disease Centre
Weston Park Hospital

Whitham Road

Sheffield S10 2S]

Tel: +44 (0) 114 226 5205

Fax: +44 (0) 114 226 5511

Website: stdc.group.shef.ac.uk
Hydatidiform Mole Follow-up (Scotland)
Department of Obstetrics and Gynaecology
Ninewells Hospital

Dundee DD1 9SY

Tel: +44 (0) 1382 632748

Fax: +44 (0) 1382 632096

Website: www.nsd.scot.nhs.uk/services/specserv/hydmole

25. Recommendations for future research

« Investigations to identify role of tumour vascularity, Doppler ultrasound pulsatility index and the
biology and molecular mechanisms in predicting which molar pregnancies will resolve spontaneously,

persist as GTN or transform into choriocarcinoma, PSTT or ETT.

ISSN 2786-6009 UKRAINIAN JOURNAL HEALTH OF WOMAN 2(159)/2022

57




MIXXHAPOZHI KJIIHIYHI TPOTOKO/IN, https://med-expert.com.ua

PEKOMEHAALIT

« Evaluation of the use of ultrasound at the time of uterine removal for molar pregnancies in the re-
duction of persistent gynaecological symptoms, second removal for persistent gynaecological symptoms
and the need for chemotherapy.

o The aetiology of atypical PSN, do all PSNs progress to atypical PSNs?

 Research in refining the FIGO scoring system to predict resistance to single-agent chemotherapy.
Currently, 70% of women with a low-risk mole that scores 5 or 6 can expect to end up needing multi-
agent chemotherapy to eliminate their disease.

o Evaluation of checkpoint immunotherapies, such as pembrolizumab, in the management of multire-
lapsed disease [27].

o Improved understanding of the impact of GTD on women, their partners and families, and how they
may suffer. Problems identified include psychosexual issues and increased anxiety and further work is
required to better understand how we can help women to overcome these by developing and utilising
patient-reported outcomes [69].

26. Auditable topics

« Proportion of women with GTN registered with the relevant screening centre (100%), including:
complete molar pregnancy/partial molar pregnancy;

— twin pregnancy with complete or partial molar pregnancy;

— limited macroscopic or microscopic molar change suggesting possible complete or partial molar

pregnancy/choriocarcinoma;

— PSTT or ETT;

— atypical PSNs.
« Proportion of women with a histological diagnosis of complete molar pregnancy who have an
ultrasound diagnosis of molar pregnancy prior to uterine removal.
e Proportion of women who undergo medical management for removal of pregnancy tissue with an

ultrasound diagnosis of complete molar pregnancy.

27. Useful links and support groups

« Royal College of Obstetricians and Gynaecologists. Gestational trophoblastic disease. Information
for you. London: RCOG; 2011.

e Molar Pregnancy — Support & Information [http://www.molarpregnancy.co.uk].

o Charing Cross Gestational Trophoblast Disease Service [www.hmole-chorio.org.uk/].

o The Sheffield Trophoblastic Disease Centre [http://stdc.group.shef.ac.uk/].

« Tommy’s — Molar pregnancy stories [https://www.tommys.org/pregnancy-information /pregnancy-
complications/pregnancy-loss/molar-pregnancy/molar-pregnancy-stories].

« Miscarriage Association [www.miscarriageassociation.org.uk /information/molar-pregnancy/].

Disclosures of interest

JT has declared no conflicts of interest. BWH has declared no conflicts of interest. MS has declared
no conflicts of interest. Full disclosures of interest for the developers, Guidelines Committee and peer re-
viewers are available to view online as supporting information.

Funding

All those involved in the development of the Green-top Guidelines, including the Guidelines Com-
mittee, Guidelines Committee co-chairs, guideline developers, peer reviewers and other reviewers,
are unpaid volunteers and receive no direct funding for their involvement in producing the guideline.
The only exception to this are the Guidelines Committee members who receive reimbursement
for the expenses for attending the Guidelines Committee meetings for standard RCOG activities;
this is standard as per RCOG rules.

58 ISSN 2786-6009 YKPATHCbKUM XYPHAJ «300POB’ Sl XIHKWN» 2(159)/2022



https://med-expert.com.ua

MIDKHAPOZHI KJ1IHIYHI TPOTOKOJ1U,
PEKOMEHAALIT

19.
20.

21.

22.

23.

24.

25.

26.
27.

28.

29.

30.

31.

32.

33.

34.

35.

REFERENCES

Tham BW, Everard JE, Tidy JA, Drew D, Hancock BW. Gestational trophoblastic disease in the Asian population of Northern England
and North Wales. BJOG 2003;110:555-9.

Savage PM, Sita-Lumsden A, Dickson S, lyer R, Everard J, Coleman R, et al. The relationship of maternal age to molar pregnancy
incidence, risks for chemotherapy and subsequent pregnancy outcome. J Obstet Gynaecol 2013;33:406-11.

Gockley AA, Melamed A, Joseph NT, Clapp M, Sun SY, Goldstein DP, et al. The effect of adolescence and advanced maternal age
on the incidence of complete and partial molar pregnancy. Gynecol Oncol 2016;140:470-3.

Seckl MJ, Sebire NJ, Berkowitz RS. Gestational trophoblastic disease. Lancet 2010;376:717-29.

Taylor F, Grew T, Everard J, Ellis L, Winter MC, Tidy J, et al. The outcome of patients with low risk gestational trophoblastic disease
treated with single agent intramuscular methotrexate and oral folinic acid. Eur J Cancer 2013;49:3184-90.

Agarwal R, Alifrangis C, Everard J, Savage PM, Short D, Tidy J, et al. Management and survival of patients with FIGO high-risk
gestational trophoblastic neoplasia: the U.K. experience, 1995-2010. J Repro Med 2014;59:7-12.

Killick S, Cook J, Gillett S, Ellis L, Tidy J, Hancock BW. Initial presenting features in gestational trophoblastic neoplasia: does
a decade make a difference? J Reprod Med 2012;57:279-82.

Soto-Wright V, Berstein M, Goldstein DP, Berkowitz RS. The changing clinical presentation of complete molar pregnancy.
Obstet Gynecol 1995;86:775-9.

Sun SY, Melamed A, Goldstein DP, Bernstein MR, Horowitz NS, Moron AF, et al. Changing presentation of complete hydatidiform
mole at the New England Trophoblast Disease Center over the past three decades: does early diagnosis alter risk for gestational
trophoblastic neoplasia? Gynecol Oncol 2015;138:46-9.

Sebire NJ, Rees H, Paradinas F, Seckl M, Newlands E. The diagnostic implications of routine ultrasound examination in histologically
confirmed early molar pregnancies. Ultrasound Obstet Gynecol 2001;18:662-5.

Fowler DJ, Lindsay I, Seckl MJ, Sebire NJ. Routine pre-evacuation ultrasound diagnosis of hydatidiform mole: experience of more
than 1000 cases from a regional referral center. Ultrasound Obstet Gynecol 2006;27:56—-60.

Johns J, Greenwold N, Buckley S, Jauniaux E. A prospective study of ultrasound screening for molar pregnancies in missed
miscarriages. Ultrasound Obstet Gynecol 2005;25:493-7.

Tasci Y, Dilbaz S, Secilmis O, Dilbaz B, Ozfuttu A, Haberal A. Routine histopathologic analysis of product of conception following
first-trimester spontaneous miscarriages. J Obstet Gynaecol Res 2005;31:579-82.

Savage JL, Maturen KE, Mowers EL, Pasque KB, Wasnik AP, Dalton VK, et al. Sonographic diagnosis of partial versus complete
molar pregnancy: a reappraisal. J Clin Ultrasound 2017;45:72-8.

Jauniaux E, Memtsa M, Johns J, Ross JA, Jurkovic D. New insights in the pathophysiology of complete hydatidiform mole. Placenta
2018;62:28-33.

Kirk E, Papageorghiou AT, Condous G, Bottomley C, Bourne T. The accuracy of first trimester ultrasound in the diagnosis
of hydatidiform mole. Ultrasound Obstet Gynecol 2007;29:70-5.

Fine C, Bundy AL, Berkowitz RS, Boswell SB, Berezin AF, Doubilet PM. Sonographic diagnosis of partial hydatidiform mole.
Obstet Gynecol 1989;73:414-8.

Benson CB, Genest DR, Bernstein MR, Soto-Wright V, Goldstein DP, Berkowitz RS. Sonographic appearance of first trimester
complete hydatidiform moles. J Ultrasound Obstet Gynecol 2000;16:188-91.

Ross JA, Unipan A, Clarke J, Magee C, Johns J. Ultrasound diagnosis of molar pregnancy. Ultrasound 2018;26:153-9.

Walkington L, Webster J, Hancock BW, Everard J, Coleman RE. Hyperthyroidism and human chorionic gonadotrophin production in
gestational trophoblastic disease. Br J Cancer 2011;104:1665-9.

Driver E, May T, Vargas R, Bernstein M, Goldstein D, Berkowitz R. Changes in clinical presentation of postterm choriocarcinoma
at the New England Trophoblast Center in recent years. Gynecol Oncol 2013;130:483-6.

Wells M. The pathology of gestational trophoblastic disease: recent advances. Pathology 2007;39:88-96.

Sebire NJ, Kaur B, Wells M. Pathology. In: Hancock BW, Seckl MJ, Berkowitz RS, editors. Gestational Trophoblastic Disease.
4th edn. International Society for the Study of Trophoblastic Diseases; 2015 [https://isstd.org/uploadedfiles/chapter-4-pathology.
pdf]. Accessed 05 Aug 2020.

Stone M, Bagshawe KD. An analysis of the influences of maternal age, gestational age, contraceptive method, and the mode
of primary treatment of patients with hydatidiform moles on the incidence of subsequent chemotherapy. Br J Obstet Gynaecol
1979;86:782-92.

Tidy JA, Gillespie AM, Bright N, Radstone CR, Coleman RE, Hancock BW. Gestational trophoblastic disease: a study of mode
of evacuation and subsequent need for treatment with chemotherapy. Gynecol Oncol 2000;78:309-12.

Attwood HD, Park WW. Embolism to the lungs by trophoblast. J Obstet Gynaecol Br Commonw 1961;68:611-7.

Ngan HYS, Seckl MJ, Berkowtix RS, Xiang, Golfier F, Sekharan PK, et al. Update on the diagnosis and management of gestational
trophoblastic disease. FIGO Cancer Report 2018. Int J Gynecol Obstet 2018;143 (Suppl 2):79-85.

Seckl MJ, Gillmore R, Foskett MA, Sebire NJ, Rees H, Newlands ES. Routine terminations of pregnancies—should we screen for
gestational trophoblastic neoplasia? Lancet 2004;364:705-7.

Benachi A, Garritsen HS, Howard CM, Bennett P, Fisk NM. Lack of expression of Rh-D in human trophoblast cell. Am J Obstet
Gynecol 1998;178:294-9.

Flam F, Lundstr€om V, Pettersson F. Medical induction prior to surgical evacuation of hydatidiform mole: is there a greater risk of
persistent trophoblastic disease? Eur J Obstet Gynecol Reprod Biol 1991;42:57-60.

Pezeshki M, Hancock BW, Silcocks P, Everard JE, Coleman J, Gillespie AM, et al. The role of repeat uterine evacuation in the
management of persistent gestational trophoblastic disease. Gynecol Oncol 2004;95:423-9.

Savage P, Short D, Fuller S, Seckl MJ. Review of the role of second uterine evacuation in the management of molar pregnancy.
Gynecol Oncol 2005;99:251-2.

Van Trommel NE,Massuger LF, Verheijen RH, Sweep FC, Thomas CM. The curative effect of a second curettage in persistent
trophoblastic disease: a retrospective cohort survey. Gynecol Oncol 2005;99:6-13.

Osborne RJ, Filiaci VL, Schink JC, Mannel RS, Behbakht K, Hoffman JS, et al. Second curettage for low-risk nonmetastatic
gestational trophoblastic neoplasia. Obstet Gynecol 2016;128:535-42.

Cole LA. Familial HCG syndrome. J Reprod Immunol 2012;93:52-7.

Angelopoulos G, Palmer JE, Hancock BW, Tidy JA. Healthy women with persistently elevated hCG levels: a case series of fourteen
women. J Reprod Med 2012;57:249-53.

ISSN 2786-6009 UKRAINIAN JOURNAL HEALTH OF WOMAN 2(159)/2022 59



MIKHAPOZHI! KJTIHIYHI TPOTOKOJIN,

https://med-expert.com.ua

PEKOMEHLALII

37. Stenman UH, Alfthan H, Hotakainen K. Human chorionic gonadotropin in cancer. Clin Biochem 2004;37:549-61.

38. Sturgeon CM, Viljoen A. Analytical error and interference in immunoassay: minimizing risk. Ann Clin Biochem 2011;48:418-32.

39. Harvey RA. Measurement of Human Chorionic Gonadotrophin (hCG) in the Management of Trophoblastic Disease. In: Hancock BW,
Seckl MJ, Berkowitz RS, editors. Gestational Trophoblastic Disease. 4th edn. International Society for the Study of Trophoblastic
Diseases; 2015 [https://isstd.org/uploadedfiles/chapter-5-hcg.pdf]. Accessed 05 Aug 2020.

40. TidyJA, Rustin GJS, Newlands ES, Foskett M, Fuller S, Short D, et al. Presentation and management of women with choriocarcinoma
after nonmolar pregnancy. Br J Obstet Gynaecol 1995;102:715-9.

41. Macdonald MC, Ram R, Tidy JA, Hancock BW. Choriocarcinoma after a nonterm pregnancy. J Repro Med 2010;55:213-8.

42. Alazzam M, Young T, Coleman R, Hancock B, Drew D, Wilson P, et al. Predicting gestational trophoblastic neoplasia (GTN): is urine
hCG the answer? Gynecol Oncol 2011;122:595-9.

43. Sebire NJ, Foskett M, Short D, Savage P, Stewart W, Thomson M, et al. Shortened duration of human chorionic gonadotrophin
surveillance following complete or partial hydatidiform mole: evidence for revised protocol of a UK regional trophoblastic disease
unit. BJOG 2007;114:760-2.

44. Coyle C, Short D, Jackson L, Sebire NJ, Kaur B, Harvey R, et al. What is the optimal duration of human chorionic gonadotrophin
surveillance following evacuation of a molar pregnancy? A retrospective analysis on over 20,000 consecutive patients. Gynecol
Oncol 2018;148:254-7.

45. Bower M, Newlands ES, Holden L, Short D, Brock C, Rustin GJ, et al. EMA/CO for high-risk gestational trophoblastic tumours:
results from a cohort of 272 patients. J Clin Oncol 1997;15:2636-43.

46. Nugent D, Hassadia A, Everard J, Hancock BW, Tidy JA. Postpartum choriocarcinoma presentation, management
and survival. J Reprod Med 2006;51:819-24.

47. Powles T,YoungA, Sanitt A, Stebbing J, Short D, Bower M, et al. The significance of the time interval between antecedent pregnancy
and diagnosis of high-risk gestational trophoblastic tumours. Br J Cancer 2006;95:1145-7.

48. May, Xiang Y, Wan XR, Chen Y, Feng FZ, Lei CZ, et al. The prognostic analysis of 123 postpartum choriocarcinoma cases.
Int J Gynecol Cancer 2008;18:1097-101.

49. Hassadia A, Kew FM, Tidy JA, Wells M, Hancock BW. Ectopic gestational trophoblastic disease: a case series review. J Reprod Med
2012;57:297-300.

50. Burton JL, Lidbury EA, Gillespie AM, Tidy JA, Smith O, Lawry J, et al. Over-diagnosis of hydatidiform mole in early tubal ectopic
pregnancy. Histopathology 2001;38:409-17.

51. Sebire NJ, Lindsay |, Fisher RA, Savage P, Seckl MJ. Overdiagnosis of complete and partial hydatidiform mole in tubal ectopic
pregnancies. Int J Gynecol Pathol 2005;24:260-4.

52. Sebire NJ, Foskett M, Paradinas FJ, Fisher RA, Francis RJ, Short D, et al. Outcome of twin pregnancies with complete hydatidiform
mole and healthy co-twin. Lancet 2002;359:2165-6.

53. Russell JC, Niemann |, Sebire NJ, Kaur B, Fisher RA, Short D, et al. Outcomes in Twin Pregnancies with Complete Hydatidiform
Mole and Normal Co-Twin: A Retrospective National Cohort Study in 153 New Cases. 20th Biennial World Congress on Gestational
Trophoblastic Diseases, 20-23 October 2019, Toronto, Canada.

54. Schmid P, NagaiY, Agarwal R, Hancock B, Savage PM, Sebire NJ, et al. Prognostic markers and long-term outcome of placental-
site trophoblastic tumours: a retrospective observational study. Lancet 2009;374:48-55.

55. Frijstein MM, Lok CAR, Short D, Singh K, Fisher RA, Hancock BW, et al. The results of treatment with high-dose chemotherapy
and peripheral blood stem cell support for gestational trophoblastic neoplasia. Eur J Cancer 2019;109:162-71.

56. Kaur B, Short D, Fisher RA, Savage PM, Seckl MJ, Sebire NJ. Atypical placental site nodule (APSN) and association with malignant
gestational trophoblastic disease; a clinicopathologic study of 21 cases. Int J Gynecol Pathol 2015;34:152-8.

57. Pisal N, Tidy J, Hancock B. Gestational trophoblastic disease: is intensive follow up essential in all women? BJOG 2004;111:1449-51.

58. Earp KE, Hancock BW, Short D, Harvey RA, Fisher RA, Drew D, et al. Do we need post-pregnancy screening with human chorionic
gonadotrophin after previous hydatidiform mole to identify patients with recurrent gestational disease. Eur J Obstet Gynecol
Reprod Biol 2019;234:117-9.

59. FIGO Oncology Committee. FIGO staging for gestational trophoblastic neoplasia 2000. FIGO Oncology Committee. Int J Gynecol
Obstet 2000;77:285-7.

60. Ghorani E, Kaur B, Fisher RA, Short D, Joneborg U, Carlson JW, et al. Pembrolizumab is effective for drug-resistant gestational
trophoblastic neoplasia. Lancet 2017;390:2343-5.

61. Eagles N, Sebire NJ, Short D, Savage PM, Seckl MJ, Fisher RA. Risk of recurrent molar pregnancies following complete and partial
hydatidiform moles. Hum Reprod 2016;31:1379.

62. Joneborg U, Eloranta S, Johansson ALV, Marions L, Weibull CE, Lambe M. Hydatidiform mole and subsequent pregnancy outcome:
a population-based cohort study. Am J Obstet Gynecol 2014;211:681.

63. Blagden SP, Foskett MA, Fisher RA, Short D, Fuller S, Newlands ES, et al. The effect of early pregnancy following chemotherapy on
disease relapse and foetal outcome in women treated for gestational trophoblastic tumours. Br J Cancer 2002;86:26-30.

64. Woolas RP, Bower M, Newlands ES, Seckl M, Short D, Holden L. Influence of chemotherapy for gestational trophoblastic disease
on subsequent pregnancy outcome. Br J Obstet Gynaecol 1998;105: 1032-5.

65. Williams J, Short D, Dayal L, Strickland S, Harvey R, Tin T, et al. Effect of early pregnancy following chemotherapy on disease
relapse and fetal outcome in women treated for gestational trophoblastic neoplasia. J Reprod Med 2014;59:248-54.

66. Balachandran K, Salawu A, Ghorani E, Kaur B, Sebire NJ, Short D, et al. When to stop human chorionic gonadotrophin (hCG)
surveillance after treatment with chemotherapy for gestational trophoblastic neoplasia (GTN): a national analysis on over
4,000 patients. Gynecol Oncol 2019;155:8-12.

67. Savage P, Cooke R, O’Nions J, Krell J, Kwan A, Camarata M, et al. Effects of single-agent and combination chemotherapy for
gestational trophoblastic tumours on risks of second malignancy and early menopause. J Clin Oncol 2014;33:472-8.

68. The Faculty of Sexual & Reproductive Healthcare. Contraception After Pregnancy. FSRH Guideline Executive Summary. London:
FSRH; 2017.

69. IresondJ, Jones G, Winter MC, Radley SC, Hancock BW, Tidy JA. Systematic review of health-related quality of life and patientreport-
ed outcome measures in gestational trophoblastic disease: a parallel synthesis approach. Lancet Oncol 2018;19:e56-64.

60 ISSN 2786-6009 YKPAIHCbKUW XYPHAJT «3[0,0POB’A XIHKW» 2(159)/2022



https://med-expert.com.ua

MIDKHAPOZHI KJ1IHIYHI TPOTOKOJIN,
PEKOMEHAALIT

Appendix 1

Explanation of guidelines and evidence levels

Clinical guidelines are: ‘systematically developed statements which assist clinicians and patients in
making decisions about appropriate treatment for specific conditions’. Each guideline is systematically
developed using a standardised methodology. Exact details of this process can be found in Clinical
Governance Advice No. 1 Development of RCOG Green-top Guidelines (available on the RCOG
website at http://www.rcog.org.uk /green-top-development). These recommendations are not intended
to dictate an exclusive course of management or treatment. They must be evaluated with reference to
individual patient needs, resources and limitations unique to the institution and variations in local
populations. It is hoped that this process of local ownership will help to incorporate these guidelines
into routine practice. Attention is drawn to areas of clinical uncertainty where further research may
be indicated.

The evidence used in this guideline was graded using the scheme below and the recommendations
formulated in a similar fashion with a standardised grading scheme.

Classification of evidence levels

Grades of recommendation

1++

1+

2++

2+

High-quality meta-analyses, systematic reviews of
randomised controlled trials (RCTs) or RCTs with a
very low risk of bias

Well-conducted meta-analyses, systematic reviews
of RCTs or RCTs with a low risk of bias

Meta-analyses, systematic reviews of RCTs or
RCTs with a high risk of bias

High-quality systematic reviews of case—control
or cohort studies or high-quality case—control or
cohort studies with a very low risk of confounding,
bias or chance and a high probability that the
relationship is causal

Well-conducted case—control or cohort studies
with a low risk of confounding, bias or chance
and a moderate probability that the relationship is
causal

Case—control or cohort studies with a high risk of
confounding, bias or chance and a significant risk
that the relationship is not causal

Non-analytical studies, e.g. case reports, case
series

Expert opinion

At least one meta-analysis, systematic reviews or RCT
rated as 1++, and directly applicable to the target
population; or a systematic review of RCTs or a body
of evidence consisting principally of studies rated as
1+, directly applicable to the target population and
demonstrating overall consistency of results

A body of evidence including studies rated as 2++
directly applicable to the target population, and
demonstrating overall consistency of results; or
Extrapolated evidence from studies rated as 1++ or 1+

A body of evidence including studies rated as 2+
directly applicable to the target population, and
demonstrating overall consistency of results; or
Extrapolated evidence from studies rated as 2++

Evidence level 3 or 4; or Extrapolated evidence from
studies rated as 2+

Good Practice Points

Recommended best practice based on the clinical
experience of the guideline development group
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DISCLAIMER

The Royal College of Obstetricians and Gynaecologists produces guidelines as an educational aid
to good clinical practice. They present recognised methods and techniques of clinical practice, based
on published evidence, for consideration by obstetricians and gynaecologists and other relevant health
professionals. The ultimate judgement regarding a particular clinical procedure or treatment plan must
be made by the doctor or other attendant in the light of clinical data presented by the patient and the
diagnostic and treatment options available.

This means that RCOG Guidelines are unlike protocols or guidelines issued by employers, as they
are not intended to be prescriptive directions defining a single course of management. Departure
from the local prescriptive protocols or guidelines should be fully documented in the patient’s case notes
at the time the relevant decision is taken.
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Crpykrypa mMarepiaiy: BcTyn (crar npo6/aeMu 3a JaHUMU JliTepaTypy He Oijibiie Hik 5—7-piuHoi JaBHOCTI); MeTa, 3aBAaHis, MaTepiajin
Ta METOJI; PE3YJIBTATH JOCIKEHHS Ta iX 0OTOBOPEHHST (BUCBIT/IEHHS CTATHCTUYHO OIPAI[bOBAHUX PE3YJIBTATIB TOCIIIIKEHHS ); BUCHOBKI,
[EePCIeKTHBY MOJAJBIINX JOCAI/UKEHb Y IAHOMY HAIPSIMKY; CIIMCOK JiTepaTypu (jiBa BapianTti); pedepary yKpaiHCbKOIO, aHIJIICHKOIO Ta
POCIiiCHKOIO MOBAMIL.

Pedepar € nesaneskHUM Bijl cTaTTi JuKepesioM iH(opMaltii, KOPOTKUM i MOC/IIOBHUM BUKJIQJCHHSIM MaTepiany myOsikaiiii 3a OCHOBHUMHI
poszimami i Mae 6yTu 3posymianm 6e3 camoi mybmikanii. Moro obesar mae 6yt 250-350 cris. O60B’S3KOBO MOAAIOTHCS KITIOUOBI C/I0BA
(Bix 3 1o 8 cmiB) y mopsaKy 3uHauymiocTi. Pedepar 10 opuTiHaibHoi cTaTTi MOBUHEH MAaTH CTPYKTYPY, 1O MMOBTOPIOE CTPYKTYPY CTATTi: MeTa
JOCTTIZKEHHsT; MaTepiajid i METO/IM; Pe3yJIbTaTH; BUCHOBKH; KJIIOYOBI cJloBa. Yci po3ziinm y pedepari MaloTh OYTH BUAITEHI B TEKCTI JKUPHUM
mpudrom. st iHmmx crareit (Oriisi, JeKIis, KJAHIYHNI BUIIA/IOK TOI0) pedepat MOBUHEH BKJIIOYATH KOPOTKUI BUKJIA/[ OCHOBHOI KOHIIEITi
CTAaTTi Ta KJIIOYOBI CJIOBA.

Odopmrenns crarri. Ha meprmiii cropinti 3asmavaiorsest: ingexe Y/IK miBopyy, imimianu ta mpi3Buiia aBTopiB, Ha3Ba CTATTi, Ha3Ba
YCTAHOB, JIe TPAIIOITh ABTOPU Ta BUKOHYBAIOChH TOCI/KEHHST, MICTO, KpaiHa. 32 YMOBH MIPOBEAEHHS TOC/IZKEHD 13 3aTyYeHHIM OY/Ib-SIKIX
MaTepiasiB JI0CHKOTO TOXO/KEHHs, B po3/ijii « MaTepianu i MeToi» aBTOpU MOBUHHI 3a3HAYATH, IO AOCJIiJIPKEHHS TPOBOUIIICS BiIIIOBIAHO
[0 cTaHaapTiB GioeTukw, Oy CXBaJeHi eTHYHUM KOMITETOM yCTaHOBM ab0 HalioHaJbHOIO KoMicieio 3 Oioetnku. Te came CTOCYETHCS
i ocaiKeHb 3a yuacTio 1ab0paTOPHUX TBAPHH.

Hanpuxnao: </[ocrioncenns suxonani 6ionogiono do npunyunie leavcincooi /exrapauii. [lpomoxon docrioncenns yxearenuii Jloxanvium
eMUUHUM KOMIMEmoM 6¢ix 3asnavenux y pobomi yemanos. Ha nposedenns docnioncens 6yno ompumano ingopmosany 3200y 6amwxis dimei (abo
Denix onixynie)»; <Ilio uac nposedenis excnepumenmis iz 1a60PAMOPHUMU MEAPUHAMU 6CT Oioemuui HOPMU Ma pekomendayii 6yau dompumanis.

Kinbkicts imocrtpaniit (pucynku, cxemu, giarpamu, Goro) Mae 6yTu MinimaibHoro. [liarpamu, rpadiku, cxemu OyAyIOTbCS Y TIpOrpaMax
Word a6o Excel; ¢hororpadii mopunni matn oxun i3 nactynuunx opmaris: PDF, TIFF, PSD, EPS, AI, CDR, QXD, INDD, JPG (150-600 dpi).

TabuuIi Ta PUCYHKN PO3TAIIOBYIOTh y TEKCTi CTATTi OJpasy MicJs MepHIoro 3rajyBaHHs. Y MANUCY 0 PUCYHKY HABOAATH HOTO Ha3BY,
posmudpoByIoTh yci ymoBHi nosnauku (1udpu, aitepu, kpusi Tomo). Tabaumi maiorh 6ytn odopmieni Bianosiano 1o sumor JIAK, 6ytn
KOMITAaKTHUMH, TIPOHYMEPOBAaHUMH, MaTy Ha3By. Homepu Tabimib, IXHi 3arooBKY i udposi gani, 06pobJeHi CcTaTHCTHIHO, TOBUHHI TOYHO
BI/IIIOBiZIaTH HABEJICHUM y TEKCTi CTATTi.

Odopmienns cmucky aireparypu. [locunanus na jitepaTypHi jukepesia y TEKCTi 1MO3HAYAIOTHCS TMBpaMu Y KBAJPATHUX JyKKaxX
Ta BINOBIAAIOTh HyMepailil y crucky Jgiteparypu. CTarTi 3i CHHCKOM JHTEpPaTypHUX [Kepes Y BHUIJISA/AL MOCHJIAHb Ha KOKHiil CTOpIiHIN
260 KiHIEBUX OCHIAHD HE MPUIMAIOTHCSL.

JlirepatypHi JpKepesia HaBOAATHCS OAPa3y ICJsS TEKCTY CTaTTi, JKepesia PO3TAIIOBYIOThCS 3a aHTJIHCHKUM andasiToMm. 3rigHo
3 Hakazom MOH Yxpainm Ne40 Bix 12.01.2017 p. «IIpo 3aTBepmskeHns BUMOT /10 0(hOPMIIEHHS ANCepTaIiii> 0ohOpMIEHHS CIUCKY JTiTepaTypu
3aificHoeThes BiAoBiAHO cTuiio APA (American Psychological Association style), 1o Moske BUKOPUCTOBYBATHUCS y IUCEPTAIITHIX POGOTAX.

Kupummuni mpxepesia (11a yKpainchKiil Ta pociiicbKiit MOBaxX ) HABOISATHCS TATUHHUIIEIO Y TOMY HATIMCAHHI, STK BOHW 3a3HaYeHi Ta PEECTPYIOThCS
Ha aHTJIHCHKUX CTOPIHKAX CaiTiB JKypHaTiB. SIKINO /pKepesio He Mac Ha3BU aHITTIICHKOIO MOBOIO — BOHO HABOJUTHCS y TPAHCIITEpallii.
Take 0(OPMJIEHHS CIIUCKY JIiTepaTypu HEOOXIAHO /s aHAII3Y CTATTI Ta IIOCUJIAHb HA aBTOPIB y MIXKHAPOAHUX HAYKOMETPUUHUX Oa3ax JaHuX,
T IBUTIEHHS iHIeKCY IUTYBAHHST aBTOPIB.

IIpuxaaou opopmnenns nimepamyprux dsxcepen:

Author AA, Author BB, Author CC. (2005). Title of the article. Title of Journal. 10(2);3:49-53.

Author AA, Author BB, Author CC. (2005). Title of the article. Title of Journal. 10(2),;3:49-53. [Aemop AA, Aémop BB, Aemop CC. (2005).
Hasea scyprany. 10(2);3:49-53].

Author AA, Author BB, Author CC. (2006). Titile of the book. Sity: Publisher: 256.

Author AA, Author BB, Author CC. (2006). Titile of the book. Sity: Publisher: 256. [ Aemop AA, Aemop BB, Aemop CC. (2005). Hasea knujicku.
Micmo: Budaseup: 256 .

¥V TeKeTi CTATTi MOIMYCKAIThCs 3arajbHONPUIHATI CKOPOUEHHS, a TAKOK ABTOPCHKI CKOPOUYEHHS, sIKi 000B’I3KOBO PO3III(POBYIOTHCSA
y TEKCTi TP TIEePIIOMY 3Ta[yBaHHi Ta 3aJUIIAETHCS HE3MIHHUMU 11O BCHOMY TEKCTY. Y KiHI[ CTATTi aBTOPU MAIOTh 3aSBUTH PO HASBHICTDH
Oy/Ib-IKNX KOHKYPYIOUNX (hiHAHCOBHMX IHTEPECIB MO0 HAMMCAHHS CTATTi. 3a3HadeHHst KOH(IIKTY iHTepeciB abo HOro BificyTHOCTI y cTarTi
€ 000B’SI3KOBHM.

CrarTst 3aKiHUyETHCS BiZIOMOCTAMM PO BCIX aBTOPIB. 3aszHayaloThesd TPi3BHINE, iM’sl, M0 6aTbKoBi (MOBHICTIO), BYECHUI CTYIIiHb,
BUEHE 3BaHHS, MMOCAJla B YCTAHOBI/ycTaHoBax, poboya ajpeca, pobounii TesaedoH, agpecy ereKTpoHHoi nomrth Ta izentudikatop ORCID
(https://orcid.org/register). ABTop, BianosiganbHuii 3a 38’930k i3 peakiticio, Haaae cBiii MOGLIbHMIT/KOHTAKTHUIT HOMED TeiedOoHny.

BigmosizanbHicTb 32 OCTOBIPHICTD Ta OPUTIHATBHICTD HAAHUX MaTepiasiB ((haKTiB, IIUTAT, TPI3BUII, iMEH, PE3YJIBTATiB TOCII[KEHD TOIIO)
HECYTb aBTOPH.

Penakiiist 3abe3neuye peleH3yBaHHs CTaTell, BAKOHYE CIeliaibHe Ta JiTePaTypHe PellaryBaHHs, 3a/IUIIa€ 3a cOO0I0 MPaBO CKOPOUYBATU
ob6ear crareil. Bigmosa aBropam y my6uikaiiii ctaTti MosKe saiiiciHioBatics 6e3 MosCHEHHsT IPUYKMH 1 He BBAKAETHCS HEraTHBHUM BHCHOBKOM
I1I0/10 HAYKOBOI Ta TPAKTHYHOI 3HAYYIOCTI POOOTH.

Crarri, opopmiieHi €3 TOTPUMaHHs IPABUI, HE PO3MIAAAIOTHCS i HE TIOBEPTAIOTHCS ABTOPAM.
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MepEkcnepT

3AMNPOLUYEMO ABTOPIB HAYKOBUX CTATEN A0 CNIBMNPALL
NYBNIKALUIA BESKOLLTOBHA

BupasuuutBo TOB «pyna komnaHin MepEkcnepT» BUMyCKae XypHanu ONg NikapiB pPisHMX
cneujanbHoOCTEN. MK CTBOPIOEMO BUOAHHS €BPOMNENCHLKOrO 3paska 3 iHHOBaUiMHUM Ons YkpaiHu
niaxooomMm 00 GOPMYBAHHS HAMOBHEHHS KOXHOMO BWUMYCKY i BUCBITNIEHHA MNPOQiNIbHOI TEMATUKU.
Hawwnmmn ekcneptamMm € He nuuie BU3HaHi YKpaiHCbKi BYEHI, ane 1 nposigHi ¢axisui kpaiH banTii,
MonbLwi, Benukoi Bputarii, Mongosu, @paHuii, Itanii, Typeddnnu, I3painto, Kutato Ta iHwux. Yci Hawwi
XYpHaNM BUOAOTbLCS BEIMKUMWU HaknagamMmu, OOCTYMNHI OJ19 YATadIB | MaloTb aBTOPUTET Y paxoBOMY
cepenoBuLi. KOXXeH 3 HUX HaAiMHO 3akpinnBe 3a COO0I0 NO3ULLITKPaLLLOro y cneLiani3oBaHnX PENTUHIax.
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Bci>xypHanu BkniouyeHi y kateropito «b» NMNepeniky HaykoBux ¢paxoBux BugaHb YKpaiHU, Y IKUX
MOXYTb NyoOnikyBaTuca pes3ynbrtatm gucepTrauiiiHux poOiT Ha 3400yTTS HayKOBUX CTYMEHIB
AOKTOpa i KaHanaaTa HayK.

Bn3HaHHAM aBTOPUTETHOCTI HALLMX XXYPHaNIB € Te, L0 BCi BOHV BXOOATb Y MDKHAPOAHI HAYKOMETPUYHI

6a3un. CtaTTam NpUCBOIOETLCA LMPpPOoBUI ineHTudikatop o6’ekta DOI.




