Azarbaycan Respublikas1 adliyys Nazirliyinde qeyds alinmis “Muasir Ginekologiya ve Perinatologiyanin aktual masalslari”
jurnali Azarbaycan Respublikasi Prezidenti Yaninda Ali Attestasiya Komissiyasi Rayasat Heyatinin 16 May 2014-cii il tarixli
(protokol Ne 07-R) garan ile Tibb elmleri Gzroe “Azarbaycan Respublikasinin dissertasiyalarinin asas naticalarinin
darc olunmasi tovsiye edilan dovrii elmi nasrlarin siyahisi”’na daxil edilmisdir.

Muasir
ginekologiya va
perinatologiyanin
aktual moesalalari

12 N24/2025



ISSN 2411-3956

protokol N2 07-R
12 N204/2025

Miiasir ginekologiya va perinatologiyanin aktual masalalari

AKTyaﬂbele BOMPOChHbI COBpEMeHHOﬁ rMMHEeKOJ1I0rM U nepnHaToJ1Iormm

Actual questions of modern gynaecology and perinatology

Tasisci: Ginekologiya va Perinatalogiyanin Inkisafina dastak assosiasiyasi

Azarbaycan Respublikasi 9dliyys Nazirliyinda geyds alinmisdir
(geydiyyat nomrasi: 3802)

Bas redaktor:
Qurbanova Comile

Bas redaktor miiavini:
Omirova Aynurs

Elmi-redaktor:
Olizads Semayo

Redaksiya Surasi:

Hiiseynova Seadat (Azarbaycan)
Mahalov Islam (Azoarbaycan)
Oliyev Semistan (Azarbaycan)
Nasirov Teymur (ABS)
israfilbayli Fidan (UK)

Loksin Vyageslav Notanovig (Qazaxistan)
Rzaquliyeva Leyla (Azarbaycan)
Qurbanova Ferah (Azarbaycan)
Shindler Adolt (ABS)

Ates Karateke (Tiirkiyo)

Ahmet Namazov (Israil)

Revar Bocorisvili (Fransa)
Piriyev Elvin (Almaniya)
Asatiani Tengiz (Glirciistan)
Fatkullin Ildar Faridovic (Rusiya)
Mostovoy Aleksey (Rusiya)
Zanko Sergey (Belorusiya)
Brexman Grigory (Israil)

Kira Ergeniy (Rusiya)

Unvan: Baki sahari, B. Agayev kiic., 118, AZ1065
tel.: +99412 510 09 52

Editor in-Chief:
Gurbanova Jamila

Associate Editor-in Chief:
Amirova Aynura

Scientific Editor:
Alizadeh Samaya

Editorial Board:

Huseynova Saadat (Azerbaijan)
Mahalov Islam (Azerbaijan)
Aliyev Shamistan (Azerbaijan)
Nasirov Teymur (USA)
israfilbayli Fidan (UK)

Lokshin Vyacheslav Notanovich (Kasachstan)
Rzaquliyeva Leyla (Azerbaijan)
Gurbanova Farah (Azerbaijan)
Shindler Adolt (USA)

Atesh Karateke (Turkey)

Ahmet Namazov (Israil)

Revar Bochorishvili (France)
Piriyev Elvin (Germany)
Asatiani Tengiz (Georgia)
Fatkullin fldar Faridovic (Russia)
Mostovoy Aleksey (Russia)
Zanko Sergey (Belorussia)
Brexman Grigoriy (Israil)

Kira Evgeniy (Russia)

Address: AZ1065, Baku, B. Akhayev str. 118,
phone: +99412 510 09 52



-
-A\

—

-

N

Redaktordan:

Hormeatli “Miiasir Ginekologiya ve Perinatologiyanin Aktual Masalalari” jurnalinin oxuculari!

Artiq jurnalimizin 2025-ci ilin dordiincti buraxilis1 isiq tizii goriir. Nasr olundugu illor arzinds
biz oxuculara bir-birinden maraqli icmal va orijinal maqalslar, elmi-tadqgiqat islarinin naticalarini
toqdim etmisik. Ovvalki nomralards yerli miislliflorls yanasi Rusiya, Tiirkiys, Ukraynadan olan
kolleqalarimizin elmi islarinin naticalarini jurnalimizda ¢ap etmisik. Jurnalin hazirki buraxilsinda
Respublikamizda olan miixtalif elmi-tadqgiqat markezlerinin teaqdim etdiyi maqalsleri dearc etmayi
magsadauygun bildik. Umid edirik ki, bundan sonra da jurnala daxil edilon maqalalar oxucularin
maragina sabab olacaq va nasrlorimiz genis oxucu kiitlasi qazanacaq.

“Miiasir Ginekologiya va Perinatologiyanin Aktual Masalalari” jurnal biitiin oxuculara 6z elmi
va praktik fealiyystinds ugurlar ve miivaffeqiyystlar arzulayir.

Bas redaktor

Elmi Toadqgiqat Mamaliq ve Ginekologiya

Institutunun direktoru, “Ginekologiya vo

Perinatologiyanin Inkisafina Dastok” Professor, tibb elmlari doktoru
Ictimai birliyinin rohbari /—" Qurbanova Comils Fazil qiz1
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Magqalalarin
tortibat gaydalarn
(esas miiddaalar)

1. Jurnalda yalniz indiyadak
avvaller digar nasrlerdas gap
olunmamis maqalalar ¢ap olunur.
Redaksiyaya diger nagrlers
istigamatlandirilmis islarin
gondarilmasina icaza verilmir.

2. I sehifanin tertibati:

- maqalenin ady;

- muallifi n (misllifl arin) ads,

atasinin adi1 ve soyads;

- Tabe oldugu qurumla
birlikds (Azarbaycan
Respublikast Sehiyye Nazirliyi ve
s.) isin yerina yetirildiyi
miiassisenin (miisssisalorin) ads,
daha sonra miiassisanin
yerlasdiyi 6lkenin, seharin adi;

- miiallifi n soyad: va
miisssisanin adi ils yanasi,
yuxarida miiallifl arden har
birinin isladiyi miisssisenin adi
gostorilmalidir.

- redaksiya {i¢lin malumatlar:
biitiin miisllifl orin ads, soyads,
ata ad1 (tam gokildo), elmi
doracosi, miiassisoda/
miisssisaslords tutdugu vazifs,
indeksla birlikda is yerinin
unvany, ig telefonu vo elektron
pogt tinvanlari gostarilmalidir.
Ixtisarlara yol verilmemolidir.

3. Maqalanin ad1 qisa va
informativ xarakterli olmalidur.
Maqalenin baghiginda ixtisarlarin,
hamginin derman preparatlarinin
ticari (kommersiya) adlarmin,
bioloji feal alavalarin, arzaqlarin,
qulluq vasitalarinin, tibbi
lavazimatlarin, diaqnostik
qurgularin, diagnostik testlarin va
s. adlarinin daxil edilmaesins icaze
verilmir.

4. “Tacriiba hokimins komak”
boélmasinda orijinal maqalalarin,
adsbiyyat xiilasalarinin ve
moaqalsalerin hacmi 10, tacriibs
qeydlari va raylar 4 sahifaedan
artiq olmamalidir. Maqaladaki
rasmlarin va ya cadvellarin say1
3-den artiq olmamalidur.
Redaksiya maqalslari ixtisar ve
redakts etmak hiiququnu 6ziinds
saxlaynr.

Rules for
submitting articles
(Main regulations)

1. The magazine publishes
articles that have never been
issued in any kind of publications
before. Editorial office doesn’t
accept articles which are already
submitted to other publications.

2. Layout of 1% page:

- An article title;

- Author’s (authors’) first
name, father’s name and last
name;

- Name of an enterprise(s)
where task took place, as well as
name of institution it belongs to
(such as: The Ministry of Health
of Azerbaijan Republic,
ENTERPRISE’s NAME), place of
enterprise (including country and
city);

- Besides author’s last name
and name of an enterprise, write
down the name of enterprises
where each author works

- Information for editorial
office: authors’ name, last name
and father’s name (full name),
academic degree, academic rank,
position at enterprise(s), full
address (including postal code) of
work station and e-mail
addresses. Shortening is
prohibited.

3. Article’s title should be
short and informative. It's not
allowed to include any
shortening, abbreviations,
commercial names of medicine,
name of biologically active food
supplements, food, care products,
medical equipment, diagnostic
equipment, diagnostic tests and
etc.

4. Original articles,
bibliography summaries and
articles in “To help the
practitioner” section shouldn’t be
more than 10 pages. As well as
practice notes and reviews
shouldn’t exceed 4 pages. In total
an article shouldn’t contain more
than 3 images and/or graphs.
Editorial office holds the right to
shorten and edit articles.

MpaBuna
odpopmMneHunn ctaten
(ocHOBHbIE NOJNIOXKeHuA)

1. Ony0AMKOBaHMIO B XKYp-
Ha/e I1044e>aT TOABKO CTaThl,
paHee He MyDAMKOBaBIIIECs B
Apyrux usganusx. He gomycka-
eTCs HallpaBAeHte B peaKInIio
paboT, KOTOphle OTIIpaBAEeHHI B
ApyTHe U3JaHMs.

2. OdopmaeHne repsoit
CTpaHUITHI:

- Ha3BaHMe CTaTbhl;

- MHULIMAABL U paMuUANs
aBTOpa (aBTOPOB);

- HaIMeHOBaHIe yJpesKAeHUsI
(yupexxaeHnit), B KOTOpOM
(koTOpBIX) OBlAa BBITIOAHEHA
paborta c yKazaHueMm
BeAOMCTBEHHO
HpUHAAAEKHOCTI
(Munucrepcrso
3ApaBOOXpaHeHILs
Aszepbalig>KaHCKO pecIyDANKI
M T.A.), 3aT€M yKa3bIBAIOTCS
rOpo4, TAe PaclioA0KeHO
yIpexJeHne U CTpaHa;

- psiaoM ¢ pamMuAanen aBTopa
U Ha3BaHUEM YUpPeKAeHIIs
¢ pamMu B BEpXHEM PerucTpe
0603HavaeTcs], B KAKOM
yapexieHny paboTaeT KasKABI
13 aBTOPOB

- CBeAeHMS A5 peAaKITNIL:
yKa3bIBaloTCs PaMUANS, UM,
OTYeCcTBO (II0AHOCTLIO), yueHast
CTeIleHb, y4eHoe 3BaHIe,
AOAKHOCTD B yIpeKAeHnm/
YIpeXXAeHIsX, pabodmii ajpec ¢
ITIOYTOBBIM MHAEKCOM, paboumit
TeAedOH U agpec DAEKTPOHHON
ITOYTHI BCEX aBTOPOB.
CoxkpalreHns He AOITyCKaIOTCSI.

3. HazBanme craTtby A0AKHO
OBITb KPaTKUM U MHPOPMATIBHBIM.
B saraasum crateu He goITyckaeTcst
VICIIO/Ab30BaHE COKPAILIEHIIT U
ab0OpeBMaTyp, a Tak>ke TOPTOBBIX
(KoMMepuecknx) Ha3BaHUIL
IperapaTos, OM0AOTMYECKI
aKTUBHBIX 400aBOK K ITMIIIE,
ITPOAYKTOB, CPeACTB I10 YXOAY,
MeAUIIMHCKOI allllapaTypsl,
AVIaTHOCTUYECKOTO
000pyA0BaHNs, AMAaTHOCTIIECKUX
TECTOB U T.A.
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5. Orijinal maqalslar bu
bolmalara malik olmalidirlar:
miixtasar giris, tadqiqatin
maqsadi, material vo metod,
noaticalar ve miizakirsler, natics.
Matnds biitiin bélmalar tiind
sriftle farglandirilmalidir.

6. Maqale miisllif terafi nden
digqgatls yoxlanilmalidir. Riyazi
formullarda biitiin elementlarin
daqiq yerlasdirilmasi zoruridir:
latin va yunan harfl ari, satiriistii
vo sotiralt1 indekslor, harflorin vo
ragamlarin yazilisina banzar geyd
vo sotri harflar.

7. Cadvaller imumilagdirilmis
vo statistik baximindan iglenilmig
molumatlari aks etdirmalidir.
Olcii vahidlari OS-da (Olcii
Sisteminda) taqdim edilmisdir.
Hor bir cadvalin 6z némresi vo
basligt olmalidur.

8. Maqals matnindaki
bibliografik iqtibaslar
kvadratgokilli mortarizalarda
miiallifi n sitatlarina miivafiq
sokilda (alifb a {izra deyil),
hamginin maqaladen avval
verilmis adabiyyat siyahisina tam
uygun formada diiziiliir. Orijinal
moaqalalerds miiraciat olunan
magqalslerin say1 30-dan,
adabiyyat xiilasalarinds 60-dan
¢ox olmamalidir. Mithaziralards
vo diger materiallarda 15-s qadar
olmalidir. Miiallif adabiyyat
siyahisinda verilmis
molumatlarin daqigliyine gors
moasuliyyat dastyur.

9. [lliistrasiya materiali motn iizre
va ayrica faylda verilir. Fotolar va
slaydlar TIFF, JPG formatinda
(yliksak keyfiyyatli) taqdim
olunmalidir. Fotogaklin Ol¢iisii
1500x1500 pikselden az
olmamalidir. Word progaraminda
fotosakillar gabul olunmur!
Qrafik materiallar (sxemlor,
diaqramlar, grafiklar) Excel
programinda teqdim olunmalidir.
Soklo timiimi ad verilir, sonra isa
biitiin harfi ve raqemsal manalar
izah olunur. Mikrofotogakillora
verilan adlarda renglonma vo
boyiidiillma metodunun
gostorilmasi zaruridir.

5. Original articles should
have these sections: brief
introduction, purpose of research,
material and method, results and
discussions, conclusion. All
sections should be diff erentiated
by bold fonts.

6. Article should be well
examined by author. In
mathematical formulas all the
elements have to be placed
correctly: Latin and Greek lett ers,
subscript and superscript indexes,
uppercase and lowercase lett ers,
similar writings of lett ers and
numbers.

7. Graphs should show
generalized and statistical
information. Measurement units
are given according to
International System of Units (SI).
Each graph should have its” own
number and caption.

8. In an article bibliographic
citations should be writt en in
brackets, be ordered according to
author’s citations” order (not in
alphabetic order) and be exactly
same as the list of bibliography
which author submits in advance
to submitt ing an article. Cited
sources should not be more than
30 in original articles, 60 in
bibliographic summaries, 15 in
lectures and in other texts. Author
is responsible for accuracy of
information in a list of
bibliography.

9. lustrations should be
categorized according to each
article and be submitt ed in
separate file. Pictures and slide
shows should be submitt ed in
TIFF or JPEG format with
highresolution. Size of a picture
should be no less than 1500 pixels
by 1500 pixels. Pictures are not
accepted in a word file, but
graphs (schemes, diagrams,
graphs) should be submitt ed in
an excel fi le. Picture should get a
general name fi rst, then literal or
other meanings of a picture have
to be explained. In
microphotographs’ captions,
coloring and zoom methods have
to be written.

4. O6beM opuUTMHAABHBIX
craTeit, 0630pOB AUTEPATYPHI U
crareit pasaeaa «B momomp
IIPaKTUIECKOMY Bpauy» He 40-
KeH mpessIath 10 cTp., 3aMeToK
U3 IPaKTUKU U peljeH3nii — 4. B
cTaThe A0AKHO OBITh He Doaee
3pucyHKoB u/man 3 Tabau.
Pepaxinis ocrasasier 3a coOOM
IIpaBO COKpaIaTh U peAaKTUpo-
BaTh CTaThIL.

5. OpuruHaAbHBIE CTaThU
AOZ>KHBI UMETh CAeAyIOIIye pas-
AeABL: KpaTKoOe BBeJeHIIe, 11eab
1ccAeA0BaHM, MaTepraa 1 MeTo-
ABl, Pe3yAbTaTHl U 0OCyXAeHMe,
3aK/AIOYeHVIe 1AM BBIBOABL. Bee
pa3aeas! 40AKHEBI OBITD BhIAeAe-
HBI B TEKCTE KUPHBIM IIPUPTOM.

6. CtaThst A0A>KHa OBITH TIIA-
TeAbHO BhIBEpPeHa aBTopoM. B
MaTteMaTnJIecKux Gpopmyaax He-
00X0AYIMO YeTKO pa3MeTUTh Bce
DAEMEHTHL: AaTUHCKIE I Tpedec-
Krte OYKBBI, HaJCTPOYHBIE 1 TTOA-
CTPOYHbIE MHAEKCHI, TPOICHbIE
U CTPOYHBIE OYKBbI, CXOAHBIE IIO
HaIVMICaHWIO OYKBEI U TUPPHI.

7. TabauU1IbI A0AKHBI COAEP-
>XaTh 0OOOIIIEHHBIE U CTaTUCTI-
Jeckyt 0OpaboTaHHbIE JaHHBIE.
EavHNMITEI M3MepeHNst AQIOTCS B
cucreme CU. Kaxxaas tabauiia
AO/AKa UIMETh HOMep U
3aro/10BOK.

8. bubanorpaduueckue
CCBIAKM B TEKCTe CTaTbl pacIio-
AaraloTcs B KBagpaTHBIX CKODKax
B ITOPsIAKE IIUTUPOBAHI
aBTOpOM (He 10 aa(aBnUTy) B
CTPOTOM COOTBETCTBUU C
IPUCTaTEeIIHBIM CIIVICKOM
AnUTepaTypsl. B opurnHaapHBIX
CTaThsAX AOIYCKAETCS IIUTUPOBATh
He 60aee 30 MCTOYHIIKOB, B
0030pax AuTepaTyprl — He 60aee
60, B A€KIVIX U APYTUX MaTe-
puaaax- 40 15. Aprop HeceT 11oa-
HYIO OTBETCTBEHHOCTH 38 TOYHOCTh
AAHHBIX CITMCKA AUTEPaTypEL.

9. VlaarocTpaTUBHBIN MaTepua
IIpMAaraeTcs 110 TeKCTY U OTAeAb-
HBIM ¢aitaoM. Pororpadpun u
cAaiAbl AOAXKHBI OBITD ITPeACTaB-
aensl B popmarax TIFF, JPG
(BBICOKOTO KayecTBa). Pazmep
cHnMKa He meHee 1500x1500
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10. Maqals matninin tartibati-
na dair talabler: Varaq formati —
A4, srift Times New Roman,
keqglem 12, satirlararasi interval -
1,5. Redaksiyaya gondarilen
senadin format1 “doc” ve ya
“docx”. Magqalalarin format:
orijinallar {iciin 10-den artiq
olmamagla, 15- adabiyyat
xtilasasi tiglin, 11- mithaziraler
ugtin, 7- kliniki miisahidas tigtin.

11. Darman preparatlarinin
tesviri zamani onlar haqqinda ilk
dafa bahs olunarkan foaal
substansiyalar gosterilmslidir
(beynslxalq geyri-patent ad1 -
BQPA), kommersiya ad,
istehsalg sirkat, istehsalgt 6lks;
biitiin adlar ve dozalar digqatle
yoxlanilmalidir.

12. Jurnaldaki maqaladan sitat
verarkan— miiallifl arin soyadi,
ads, atasin ad1 (agar miiallifl
arin say1 6 va ya daha ¢oxdursa,
bu halda ilk bes miiallifi n ad1
geyd olunmalidir ve daha sonar
Azarbaycan dilinds olan
motnlards “vo b.”, rus dilinds
olan matnlarda “m ap.”, ingilis
dilinde olan matnlardes “et al.”
yazilmalidir), maqalanin tam adz,
jurnalin qisaldilmis adi (ixtisarlar
Medline tislubuna uygun
olmalidir), ili, cildi, say1, sahifalari
(ilk vo son) gostarilmalidir.
Kitabdan (kitablar, monogqrafi
yalar, konfrans materiallar1 vo s.)
sitat gostararken — miialliflarin
soyadi, adi, atasinin ads, kitabin
tam adi, 6lkasi, nagriyyat1 ve nasr
ili tam gokilda gostarilmalidir.

13. Har bir maqalaye acar
sozlorla birlikde xiilase da alave
edilir. Xiilase maqalenin
bolmalarinin mezmununu
miixtoser sokildo oks etdirmalidir
(tedqgiqatin maqgsadi, tadqigatin
materiali vo metodlari, natica).
Xiilasanin hacmi 600-1000 cap
isarasi olmalidir.

14. Miisllif miitlaq 6z
moaqalasini imzalamalidir.
Miiallif maqalanin sonunda 6z
imzasint qoymagqla redaksiyaya
onu ¢ap etmak hiiququ verir,
onun orijinalligini tamin edir vo
tesdiq edir ki, na maqalenin iizii,

10. Text layout of an article:
Page size — A4, font — Times New
Roman, font size — 12, line and
paragraph spacing — 1.5. Files sent
to editorial offi ceshould be in
.doc or .docx fi le format. Size of
article: for original articles

—not more than 10 pages, for
bibliographic summaries — not
more than 15 pages, for lectures

—not more than 11 pages, for
clinical observations — not more
than 7 pages.

11. When you describe the
medicine for the fi rst time
throughout the article you have to
mention active substances
(International Non-proprietary
Name — INN), it’s commercial
name, manufacturer’s name,
origin of manufacture (country’s
name). All the names and dosage
should be carefully checked.

12. When citing from
magazine article — names, fathers’
name and last name of authors (if
there are six or more authors,
then names of first five authors
should be written fully and the
rest should be mentioned as “ve
b.” for articles in Azerbaijani, “u
ap.” For articles in Russian and
“et al.” for articles in English), full
name of an article, shortened
name of magazine (abbreviations
should be according to Medline
format), issued year, volume
number, issue number, pages (fi
rst and last) should be well noted.

When quoting from book
(books, monographs, materials
for conference and etc. ) text — last
name, first name, father’s name of
authors, full name the book, year
of publishing, country and
publication house it’s published
in should be clearly stated.

13. Along with keywords
article should also have a
summary. Sections should be
briefly included in summary
(purpose of research, material and
methods of research, result).
Summary should be between 600
and 1000 characters.

14. Author has to sign at the
end of his/her own article. By

mkceaest. Potorpadum B Ipor-
pamme Word He mpuHumarorcs!
I'paduraeckire MaTepuaass
(cxeMBI, AMarpaMMbl, rpadpuKm)
AO/AKHBI OBITh TIPECTaBAEHbI B
nporpamme Excel. K prcynxy
AaeTcst o011ast [IOAICH, 3aTeEM
OOBSICHAIOT Bee MPPOBLIe 1 OyK-
BeHHbIe 0O03HaueHns. B moa-
ImCsax K MUKpogoTorpadpusam
HeoDXOAMMO yKa3aTh METO/,
OKpPAacK! U yBeANJIeHNe.

10. Tpebosanms: k opopmae-
HMIO TeKcTa cratsu: Popmar
ancra —A4, mpudrom Times New
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HAMILOLIK ZAMANI SiDIK AXAR YOLLARININ ILTiHAB VO
SIMPTOMSUZ BAKTERIURIYADA ERKON DOGUSLARIN RiSKi

C.F. Qurbanova, N.A. Sahbazova, A.F. 9mirova, A.E. Hiiseynova, S.E. idrisova
Publik hiiqugi soxs Elmi-Tadqiqat Mamaliq v Ginekologiya Institutu, Baki, Azarbaycan

Agar sozlar: sidik yollarimin infeksiyasi, simptomsuz bakteruriya, infeksiya, hamilalik, vaxtindan avval dogus

Sidik yollarinin infeksiyalar1 (SYI), o ciimladen
simptomsuz bakteruriya (SB), hamilslik dovriinda
tez-tez rast golinen agirlasmalardandir. Odsbiyyat
moalumatlarina asasen, SYI hamile qadinlarin 2%-don
15%-a qadarini tasir edir, lakin son malumatlar bu
gostaricinin daha yiiksok ola bilacayini gostarir [1].
ABS-da aparilmis Milli Anadangslmae Qiisurlar Tad-
giqatinin (41 869 gadin) malumatlar1 ssasinda C.Y.
Johnson ve hamkarlar1 [2] miieyyen etmislor ki, qa-
dinlarin 11%-dan 26%-o qadari hamilslik dévriinds
SYI diagnozu va/ve ya miialicesi barade malumat
vermisdir. SYI-nin shamiyyati yalmz anada (mase-
lon, sistit, pielonefrit) fosadlarin yaranmasz ile deyil,
ham da dol iiglin, xiisusile ds vaxtindan avvel dogus
(VOD) kontekstinda risklarin artmasi ilo baghdir.

Hamilslik dévriinde simptomsuz bakteruriyanin
(SB) skriningi ve miialicasi bir ¢ox Olkslarda artiq
uzun miiddatdir ki, gebul olunmus praktikadir. Bu,
tarixen aparilmis tadqiqatlarla slaqadardir. Belo ki,
SB miialica olunmadiqda qadinlarin 30%-inds kaskin
pielonefrit inkisaf edir ki, bu da VOD riski ils alagea-
londirilir [3]. SYI-nin ana ve yenidogulmus iiciin ya-
ratdig: risklarle bagl adebiyyatda ziddiyyatli natice-
lor moévcuddur [4].

Gestasiya dovriinde SYi-nin erken agkarlanmasi
vo miialicasinin vacibliyi coxsayl aragdirmalarla tas-
diglenmisdir ve bir ¢ox 6lkalarin klinik protokollari-
na daxil edilmisdir. SYI ila hamilsliyin manfi sonluq-
lari, o ctimloden VOD arasinda alage klinik praktika-
da uzun zamandir tanmur [5]. Lakin bu slaqanin asa-
s tagkil eden daqiq mexanizmlar hals ds tam basa
diistilmomisdir. SYI-nin VOD iiciin risk faktoru ol-
mas1 bioloji baximdan mantiqli sayilsa da, bu sahe-
daki tadqiqatlarin naticalori miixtalif ve bazen bir-
birine ziddir. Bu ise moévcud siibutlarin genis va sis-
temli gakilds tehlilins ehtiyac oldugunu gosterir.

Bu adsbiyyat icmalinin maqsadi — sidik yollari-
nin infeksiyasi vo simptomsuz bakteruriyanin hami-
lalik naticalarine tasiri ilo bagl elmi manbalarin aras-
dirilmasi olmusdur.

2020-2024-cti illor arasinda dearc olunmus rando-
miza olunmus klinik taedqiqatlar1 ve adebiyyat icmal-
larmni agkara ¢ixarmaq maqsadilo PubMed, Cochrane
verilonlar bazasi vo ClinicalTrials.gov platformala-
rinda onlayn axtarig aparilmigdir. Axtaris terminlori:
sidik yollarinin infeksiyasi, simptomsuz bakteruriya,
hamilalik, vaxtindan avval dogus. ©dabiyyat axtaris
zamani askarlanmis uygun istinadlar da tahlile daxil
edilmisdir.

Hamils gadinlarda sidik yollar1 infeksiyalarinin
(SYI) inkisaf riski, progesteron hormonunun saviy-
yoasinin artmasi ilo bagli fizioloji deyisikliklorle alage-
dardir. Yiiksek progesteron saviyyssi hamar szslals-
rin bogalmasina sabab olur, bu iso sidik axarlarinda
(ureterlords) peristaltikanin azalmasina vo sidik ki-
sosinin tutumunun artmasina gotirib ¢ixarir. Bu de-
yisikliklar fizioloji “hidronefroz”a va sidiyin durgun-
luguna serait yaradir. Bu riskler hamilslik dovriinds
boyiiyen usaqligin sidik axarlarini s;xmasi ve boyrak
funksiyasinin artmasi ilo daha da giiclenir [1].

On ¢ox rast galinan toradici Escherichia coli bakte-
riyasidir. Bununla yanas: diger qrammonfi bakteri-
yalar (Klebsiella spp., Proteus spp., Pseudomonas aerugi-
nosa) va qrammiisbat kokklar (Enterococcus faecalis,
Staphylococcus saprophyticus) da infeksiyada istirak
eds bilar [1]. Bu, M.A. Belete vo amakdaslarinin
aragdirmas: ilo tesdiglonmisdir [6]. Miialliflorin
miioyyen etdiyi on genis yayilmis uropatogenlor asa-
g1dakilar olmusdur: Escherichia coli (55%), Klebsiella
pneumonia (14%) va Staphylococcus aureus (8%) [6].
Bundan slave, Proteus mirabilis, Enterococcus spp. vo
Pseudomonas aeruginosa da tez-tez miisyyen edilir [6].

Tam saglam qadinlarda (hamile ve ya geyri-ha-
mila), sidik kateteri olmayan, sidik yollarinda anato-
mik anomaliyast vo immunosupressiyasi olmayan-
larda yalniz enterokoklarin uropatogen potensiali
siibho dogura biler. Onlar sidik kisesinden alinan
niimunolards nadir hallarda agkarlanir, baxmayaraq
ki, hamilo olmayan qadinlarda kaskin sistit zamamn
orta axar "tomiz" sidik niimunslerinds tez-tez rast
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golinirlor. Bu, onlarin ya c¢irklandirici, ya da uretra
kolonizatorlari ola bilacayini gostarir [1].

Hamilolik dévriinds SYI toraden bakteriyalar,
adaton hamile olmayan qadinlarda infeksiya yara-
danlarla eynidir. Sidik axarlarinin genislonmasi ha-
mile qadinlarin 90%-da bas verir vo bu hal dogusa
gedar davam edir (hamilslikls slagali hidronefroz).
Sidik kisesinin hacminin artmasi, sidik kisesi veo sidik
axarlarmin tonusunun azalmas: naticesinda sidik
durgunlugu ves uretrovezikal refliiks yaramr. Bu ds-
yisikliklor boyroklorin bakterial refliikslors qarst
miidafissini azaldir. Sidik durgunlugu zamani bak-
terial rezervuarlar yarana bilor. Qan hacminin artma-
sina cavab olaraq qlomerulyar filtrasiya stiroti vo
diurez artir. Diurezin artmasi va sidik axarlarinin to-
nusunun azalmasi naticasinda sidik yollarinda genis-
lonmse bas verir: ureterlar, boyrok layanciyi vo kasa-
aqlar geniglonir. Bu proses hamilsliyin 10-cu hafts-
sinda baslayir, hamilslik boyu davam edir vo dogus-
dan sonra 6-12 hoafts arzinde geriyo doniir. Progeste-
ron hamginin sidik axarinin hamar azslssini bogalda-
raq sidik durgunluguna sebab olur [1, 6].

Sidik, sidik kisasi va sidik axarlar1 pH, uretrove-
zikal klapan va digar immunoloji va selikli baryerlar
sobabindan normalda mikroblardan, viruslardan vo
gobaloklordan azaddir. SYI-den qorumanin asas me-
xanizmi — sidik kisasinin sidik ifrazi zamani tam bo-
salmasidir. Sidik yollar1 infeksiyasinin patofiziologi-
yasina miixtelif bakteriyalar tosir eds bilar; bu bakte-
riyalar sidik yollarina daxil olmaq qabiliyyatine ma-
likdir. Vaginal, perianal ve nacis florasindan golan
bakteriyalar uretra girisino yayilib coxalmaga basla-
digda infeksiya inkisaf edir [1].

Infeksiyanin patogenezi bagirsaq va ya dari men-
soli bakteriyalarin periuretral nahiyani kolonizasiya
etmosi ilo baslayir. Anatomik xiisusiyyetlor (qisa
uretra, anusla yaxinliq) sebabindan qadinlarda yuxa-
r1 qalxan infeksiya riski daha yiiksakdir. Bakteriyala-
rin sidik yollar1 epiteline yapismasinin asas mexa-
nizmi — fimbrilarin (adhezivlarin) olmasidir. Xiisu-
sila E. coli bakteriyasinda olan P tipli fimbrilar urote-
liys méhkoam yapigmani tomin edir.

Sidik yollarmin normal qoruyucu baryerlsrina
asagidakilar daxildir:

e regulyar sidik ifrazi (bakteriyalarin mexaniki

yuyulmast),

¢ sidiyin tursulugu,

e uropitelin antibakterial xiisusiyyatlari (o ciimls-

dan interleykinlar vo antimikrob peptidlarin if-
razi),

e anadangealma ve qazamilmis immun miidafis
komponentlari.

Bazi patogen mikroorqanizmlar, masalon Proteus
spp., ureaza fermenti sintez edir, bu iss sidikds olan
karbamidi ammonyaka parcalayaraq sidiyin pH-n1
artirir, naticads struvit daslar1 yaranir ve uroepitel
funksiyasi pozulur. Bakteriyalar hamg¢inin biofilm
formalagdira bilor ki, bu da onlar1 immun sistem vo
antibiotiklora garsi davamli edir.

Bakteriyalar sidik yollarinin selikli gisasina daxil
olduqda anadangslme immun sistem aktivlasir:

e epitel hiiceyroalori bakterial niimunalari Toll-ox-

sar reseptorlarla (TLR) taniyir;

e proiltihab sitokinlarinin (IL-6, IL-8, TNF-at) is-
tehsal artir;

e neytrofillar, makrofaqglar ve digor iltihab hiicey-
ralari calb olunur ve bu da klassik klinik simp-
tomlara gotirib ¢ixarir: dizuriya, poliuriya, ¢a-
naqiistii agri, hematuriya, herarst (pielonefrit
zamani).

Boyrok toxumas: prosess qosulduqda, gapiqlas-
ma riski ilo miisayiat olunan kaskin pielonefrit inki-
saf edir ki, bu da xiisusils usaqlarda ve hamils qadin-
larda tohliikalidir.

Infeksiyanin asas yayilma yolu yuxari qalxan yol-
dur: uretradan — sidik kisesine — sidik axarlarina —
boyroklora. Hematogen yol daha nadir hallarda rast
golinir vo adatan agir sistemik infeksiyalar vo bakte-
riemiya (masalen, stafilokokk infeksiyasi) zamarm
miisahides olunur.

SYI inkisafi riskini artiran veziyyetlor: anatomik
anomaliyalar (reflitkks, obstruksiyalar); hamilslik
(hormonal dayisikliklar, sidik axarlarmin mexaniki
sixilmasi); sokorli diabet; sidik kisasinin kateterizasi-
yasy; immunosupressiya [1, 7, 8].

Sidiyin axminin pozulmasi ve ya onun bakterisid
xtisusiyyatlorinin azalmasi mikroorqanizmlerin ¢o-
xalmasi vo davamliligi {i¢iin sorait yaradir.

Sidik yollar1 infeksiyasi fonunda vaxtindan avvel
doguslar (VOD) iltihabi kaskad, hormonal balansin
pozulmasi va usaqligin yigilma aktivliyinin artmasi
ilo baghdir. Xiisusile pielonefrit ve simptomsuz bak-
teruriya sistemik iltihabi reaksiyaya sobab ola biler
ki, bu da fetoplasentar kompleksi tosirlondirir.

Patogenetik hadisalarin ardicilligi:

1. Sidik yollarinin infeksiyasi
e Escherichia coli, Proteus, Klebsiella va s.

e Lokal iltihab — sistit, pielonefrit, bakteruriya

2. Sistemik iltihabi cavab
e Proiltihabi sitokinlarin ifrazi: IL-16, IL-6, TNF-a
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e Leykositlorin ve prostaglandinlorin (PGE2,

PGF2a) aktivlagmasi
3. Usaqliq y1g1lmalariin aktivlesmosi

o Sitokinlar usaqligda prostaglandin istehsalini
artirir

e Progesteron ¢atismazlig / reseptorlarin funk-
sional blokadas1

¢ Miometriumun (usaqliq azalasinin) hassasligi-
nin artmasi

4. Usaqliq boynunun yetismasi vo acilmasi

¢ Metalloproteinazalarin aktivliyinin artmasi
¢ Usaqliq boynunun yumsalmasi ve qisalmasi
¢ Usaqliq daxilinda tozyiqin artmasi
5. Ddl gisalarinin cirilmasi
o [ltihab tasiri ilo dol gisalarinin vaxtindan avvel
cirilmasi
6. Dogus faaliyyatinin baglanmasi
¢ Aktiv usaqliq y1g1lmalar:
¢ Usaqliq boynunun geniglanmasi
¢ Vaxtindan avval dogus

Hamilslik dovriinds sidik yollar1 infeksiyalarimin
(SYI) inkisaf riskini artiran amillore gonc ana yasi, ilk
dogus, sokorli diabet, avvalki SYI hallari, anatomik
anomaliyalar, gidalanma ¢atismazhig1 ve asag1 sosial-
iqtisadi status daxildir. Cinsiyyat orqanlarmin gigi-
yenasina riayat etma praktikasinin SYI riski ils ala-
goali oldugu bildirilmisdir, lakin bu barada elmi sii-
butlar azdir [1].

Olava risk faktorlar:

e Hamilslik dovriinde simptomsuz bakteruriya
(xtisusilo miialico olunmadiqda);

¢ Plasentar gan axiinin pozulmasi;

e Decidua toxumasinin infeksion zodelonmasi.

Infeksion-iltiihabi biomarkerlar:

o C-reaktiv ziilalin (CRP) artmast;

¢ Qanda leykositlorin artmasi;

e Servikal ifrazatdads fibronektin saviyyasinin
yliksalmosi.

Infeksiya sistemik iltihabi reaksiya da yarada
bilor. Bu zaman sitokinloer ifraz olunur, onlar iso
usaqligin yigi1lma qabiliyyatini ve usaqliq boynunun
yetismasini stimullagdirir. Hoatta simptomsuz bakte-
ruriya bels sidik yollarinda vs straf toxumalarda lo-
kal iltihab yarada bilar. Bu iltihab genislonarek usaq-
liq va usaqliq boynunu qiciqlandira, naticods usaqliq
yigilmalar1 ve usaqliq boynunun agilmas: bas vers
biler [9].

Orqanizmin infeksiyaya reaksiyasi iltihabi sito-
kinlarin ve xemokinlarin ifrazini shats eds bilar. Bu
molekullar gan dévrarn ils yayilaraq usaqliq aktivli-
yini stimullagdira bilor vo bu da vaxtindan avval

dogusa (VOD) sabab ola biler. SYI-ye sabab olan bak-
teriyalar adaten sidik yollari ile mehdudlassa da, on-
larin digar sahalors — masalon, amnion kisesi ve pla-
sentaya ke¢mok ehtimali var. Bu invaziya immun re-
aksiyaya, naticeds VOD-in baglanmasina sebab ola
bilar.

Simptomsuz bakteruriya (SB) — hec¢ bir klinik
simptom miisahide olunmadan ve piyuriya (sidikda
irin) olub-olmamasindan asili olmayaraq, bir vo ya
bir ne¢s bakteriya noviiniin 2103 KOE/ml miqdarin-
da sidik niimunssinds miiayysn olunmasi ils xarak-
terize olunur [9].

Hamils qadinlar arasinda simptomsuz bakteruri-
yanin yayilmas yiiksak galirli 6lkalards 2-7% teskil
edir, lakin Nigeriyada bu gostarici 25-45%, Efiopiya-
daiso 21%-dir [10]. Miialice olunmadiqda, hamils qa-
dinlarin 86%-inds simptomsuz bakteruriya qalict
olur.

Miialice olunmayan SB-nin manfi ana ve yenido-
gulmus noticalarls, xiisusile vaxtindan avvel dogusla
alagali oldugu geyd olunmusdur. Bununla bels, SB-
nin dogus naticalarine tasiri ilo bagh siibutlar ziddiy-
yotlidir — tarixi ve bazi miiasir tadqiqatlar VOD il
alageni gostarss ds, timumi noaticaler halo do yekdil
deyil [3, 11].

Vaxtindan avval doguslar — 37 haftslik hamilalik
tamamlanmadan bas veran doguslar — qlobal icti-
mai sahiyya li¢lin mithiim problemdir. 2020-ci ilda
diinyada VOD yayilmasinin 9,9% (etibarliliq interva-
11 9,1-11,2%) oldugu toxmin edilmis, bu da toxminan
13,4 milyon vaxtindan avvel dogulmus canli dogu-
mu tagkil etmisdir (12,3-15,2 milyon araliginda) [12].

VOD-in yaranma sababi ¢oxfaktorludur ve gene-
tik, ekoloji vo sosial-demoqrafik amillorin kompleks
qarsiliqh tesirini shats edir. Bu risk amillori arasinda
amniotik maye va asag1 genital yollarin infeksiyalari,
habels hamilslik dovriinds bas veran iltihab hallari,
dogusun baslanmasinda ve VOD-in inkisafinda
miihiim rol oynaya biler [13, 14].

Movcud stibutlar gosterir ki, amniotik bosluga
mikrob ke¢masi, anada sidik-cinsiyyat sistemi infek-
siyalar1 vo sistemik iltihabi reaksiyalar, ana vo dol
arasinda olan immun tolerantliq balansini poza biler
va bu da vaxtindan avval dogusa gatirib ¢ixara bilar.
Yeni moalumatlara asasan, sidik yollar1 infeksiyalari
VAD patogenezinds bir ne¢go miimkiin mexanizm
vasitasilas istirak eda bilar. Birincisi, asag: sidik yolla-
rindan yuxar: reproduktiv orqanlara — o ciimladean
usaqliga va dol gisalarina bakterial yayilma, lokal il-
tihaba va son naticode dogusun baslamasina sebab
ola bilar [15].
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Bundan slavs, SYI proiltihabi sitokinlarin ve xe-
mokinlorin ifrazi ilo xarakterizo olunan sistemik ilti-
habi reaksiyalara sabab ola bilor ve bu da usaqligin
yigilma qabiliyyatini ve usaqliq boynunun yetismo-
sini stimullagdirir [16].

E. Wang va digarlari terafindsn aparilan sistema-
tik icmal vo metaanalizds hamilalik dvriinda SYT ila
VOD riski arasindaki slage qgiymatlondirilib [17].
Mialliflor bir ne¢o malumat bazasinda miisahids
todqiqatlarini axtariblar ve onlar1 VOD-ssash (VOD
olan va olmayan qadilarda SYI yayilmasim miiqa-
yisa edan) vo SYi-asasli (SYI olan ve olmayan qadin-
larda VOD tezliyini miigayiss edan) olaraq tesniflen-
diriblar. Stata 17.0 proqraminda tasadiifi tasir modeli
ilo imumi vo diizaldilmis odds nisbatlari (OR) 95%
etibarliliq intervallar (CI) ils hesablarnib. Alt qrupla-
rin analizi, hassasliq analizi ve kumulyativ analiz he-
terojenliyi agkar etmak ti¢iin aparilmisdir.

Umumilikds 30 tadqiqgat (32 malumat dasti) daxil
edilmigdir, 249 810 pasiyent ve 2 626 985 nazarat sub-
yekti istirak etmisdir. Metaanaliz naticosinde hamile-
lik zaman1 SYT ilo VOD riski arasinda shamiyyatli
pozitiv slaqe miisyyen edilmisdir (OR 1,92; 95% CI
1,62-2,27). Alt qrup analizi gostermisdir ki, bu alags
ham VOD-asasli (OR 2,01; 95% CI 1,58-2,56), ham da
SYi-asash (OR 1,79; 95% CI 1,42-2,26) aragdirmalarda
shamiyyaetlidir. Lakin Egger testi naticosinda nasr qe-
rozliyi miisahide olunmusdur (p = 0,020), ve biitiin
daxil edilmis todqiqatlarda slamatdar heterojenlik
moveuddur (p <0,001).

Bu noaticaler hamils qadinlarda SYi-nin erken as-
karlanmasinin va effektiv miialicosinin VOD riskini
va alaqgpli fosadlar: azaltmaq baximindan kritik sha-
miyyaetini vurgulayir. Lakin naticalorin serhinde nasr
gerazliyinin ve heterojenliyin tasiri nezars alinmali-
dir. 9sas mexanizmloari daha derinden anlamaq vo
yiiksak riskli hamils qadinlar ii¢iin hadaf miidaxile-
lor hazirlamaq magsadile slave arasdirmalara ehti-
yac vardir [17].

N. Pangastuti vo digorlari [18] retrospektiv kohort
todqgiqatin naticslorini taqdim etmiglor. Miislliflor
2015-ci ilin yanvar-dekabr aylar1 arzinde pasiyentlo-
rin tibbi kartlar1 asasinda SYI ve VOD yayilmasini
tohlil etmiglar. Tedqiqatin se¢gmas qrupu 45 VOD olan
pasiyentin tibbi kartlarim1 shate etmisdir. Bu qrup-
dan yalrnz 25 pasiyent (565,6%) sidik analizinden kec-
misdir. Bu 25 nafardan 60%-da SYI askar edilmisdir
vo onlarin hamisinda VOD bas vermisdir. Noticada
15 pasiyentin 13-da (86,7%) bakteruriya simptomsuz
olmusdur. Lakin bakteruriya ilo VOD arasinda statis-
tik shomiyyatli alage askar edilmamisdir (p = 0,581).

Coxamilli logistik reqressiya analizi gostermisdir
ki, VOD birbasa SYI (p = 0,704), gestasiya yas1 (p =
0,274), SYI simptomlar1 (p = 0,699), SYI tarixcosi (p=
0,999) ilo slagali deyildir. Bu tedqiqatin naticalori
gostorir ki, VOD Syiils alagpli olmaya biler. Miiallif-
lar digar sabeblerin aragdirilmasinu tévsiys edirlar.
Lakin VOD olan pasiyentlards simptomsuz bakteru-
riyanin agkarlanmasi, bunun potensial risk faktoru
ola bilacayini gostorir. Bu sababdon hamils qadinlar
ti¢lin rutin sidik analizinin aparilmas: profilaktik
todbir kimi tovsiys olunur.

M. Abdea va digarlarinin [19] sistematik icmali-
nin magsadi miialico olunmamig/miialics olunmus
simptomsuz bakteruriya (SB) (eyni bakteriyalarin
103 KOE/ml saviyyesinda iki ardicil sidik madaniy-
yotinds simptomsuz askarlanmasi) ilo hamilslik ne-
ticalari arasindaki alageni aragdirmaq olmusdur. On
dord tedqgiqgat bu icmala daxil edilmisdir. SB ile vax-
tindan avval dogus (VOD) arasindaki slage barads
ziddiyyoetli naticelor alde edilmisdir. Miialliflor hesab
edirlar ki, bu mévzuda daha miiasir ve yiiksak key-
fiyyatli tadqiqatlara ehtiyac vardir.

Hamils gadinlar arasinda bakteruriyanin (simp-
tomatik ve simptomsuz) yayilma nisbeti ve onun
VoD ils alaqesi qiymatlandirildikds, malum olmus-
dur ki, bakteruriya bazi bolgelords gozlanildiyinden
daha ¢ox yayilmigdir ve VOD ilo shamiyyoetli alagaye
malikdir [20].

HRW Piazzolla ve digoerlari [8] apardiqlar: siste-
matik icmalda hamilslik dovriinde shamiyyetli bak-
teruriya ilo vaxtindan avval dogus (VOD) arasinda
alage oldugunu miisyyen etmiglor. Lakin miislliflor
geyd edirlar ki, movcud siibutlarin keyfiyysti bu ola-
genin yalniz yanasi geden faktorlarin naticesi olub-
olmadigin1 miiayyan etmsak {iclin kifayst deyil. Ha-
milalik zaman1 bakteruriyanin aktiv sokilde agkar-
lanmasini dastokloyan yiiksok keyfiyyatli siibutlar
hals ki, mévcud deyil.

V. Sukchalermchai vo digarlarinin [21] malumati-
na asasan, Taylandda hamils qadinlar arasinda simp-
tomsuz bakteruriya ilo VOD arasindaki yayilma nis-
bati asag1 olmusdur.

VOD-in patogenezi bakteriyalarin olmas, iltihabi
proseslor vo orqanizmin infeksiyaya verdiyi cavab
kimi amillorin miirakkab qarsiligh tesirinden ibarat-
dir. Miialico olunmamis va ya adekvat nazarot edil-
mayen sidik yollar1 infeksiyalari (SYI), masalen, pie-
lonefrite gotirib ¢ixara biler vo bu da VOD riskini da-
ha da artirir.

Hamilslik 6zii hormonlarin deyismasi ilo miisayi-
at olunur, bu da sidik yollarini infeksiyaya qarsi daha
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hassas edir. Eyni zamanda bu hormonal dayisikliklar
usaqligin dogusa hazir veziyyetine da tesir gostorsa
bilar [1].

Ovval SYI kecirmis gadinlar, hamilalik d6vriinda
bu infeksiyalarla yeniden qarsilasmaq ehtimali
yiiksak olan qrup hesab olunur ve VOD riski daha
artiqdir.

Hamilo gadinlarin shemiyyaetli bir hissasinda
simptomsuz bakteruriya (SB), yoni agkar simptomlar
olmadan sidikds bakteriyalarin olmasi miisahide
olunur. Bu hal miialica olunmazsa, VOD ile alagalen-
dirils bilor. Hamilslik zamani SYi-nin an ¢ox yayil-
mis sababi Escherichia coli olub ve bu bakteriya da
VaD ils slagpli ola bilar. SYI va SB iigiin antenatal
dovrde miintezem skrining aparilmasi ¢ox vacibdir.

Hamilslik doévriinde sidik-cinsiyyet sisteminde
miihiim fizioloji dayisiklikler bag verir, bu da SYI va
pielonefritin yaranmasina shamiyyatli deracada tasir
edir. Hamilslik zamani sidikde qliikoza ve amin tur-
sularinin saviyyesinin yiiksalmasi do SYI iigiin alave
sobablardir. Qlitkozuriya adlanan bu hal, proksimal
borucuq ve Henlenin ilgayinda gliikozanin reabsorb-
siyasinin pozulmasi ilo alagelidir. Bazi tadqiqatgilar
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The article presents the results of a review of
scientific literature concerning the impact of urinary
tract infections (UTIs) and asymptomatic bacteriuria
on pregnancy outcomes. The importance of early de-
tection and treatment of UTIs during pregnancy has
been confirmed by numerous studies and incurpora-
ted into clinical guidelines in most countries. Despite
the biological plausibility of UTIs as a risk factor for
preterm birth (PTB), the existing literature presents
conflicting findings, necessitating a comprehensive

hipotez irsli siirmiislor ki, qlitkozanin olmasi E.coli-
nin uroepitelo yapismasina mane ola bilar [22].
Hamilslikls slagadar bas veran fizioloji dayisiklik-
lar sababindan, hamils qadinlar immun miidafiasi zaif
olan potensial infeksiya dastyicilar: kimi qiymatlondi-
rilirlar. Bundan slave, hamilslik zamanu sidik ifrazi ar-
tir, bu da bakteriyalarin artmasini tosviq edir [22].
Yekun. Mamaliq sahasinds slds olunan nailiyyat-
lora baxmayaraq, vaxtindan avval doguslar hals do
global sahiyye problemi olaraq qalir. Hamils qadin-
larda sidik yollar1 infeksiyalarinin erkon agkarlanma-
VOD riskinin azaldilmasinda
miihiim rol oynayir. Galacak tadqgiqatlar, prospektiv

s1 vo mualicesi,

miisahidalara va tasadiifi segma ilo aparilan nazaratli
klinik sinaqglara yonslmolidir ki, #sas mexanizmlar
daha yaxs1 basa diisiilsiin ve hadaf miidaxilalor ha-
zirlanmus olsun. Hamilslik dovriinde SYI ve VOD
arasindaki alagenin askar edilmasi, hamils qadinlar-
da ciddi fasadlarin qargisinin alinmas1 maqsadils er-
ken agkarlama ve miialiceys yOnalmis tadbirlarin
asasini togkil edo bilor.

PE3IOME

Pyck pexxaeBpeMeHHBIX POAOB PN
MHQeKIVISIX MOYEeBBIBOASIIINX ITyTell 1
GeccMMIITOMHOV OaKTepIypuN BO BpeMsl
OepeMeHHOCTU

Aoxc.D. Kypbanosa, HA. Illax6asosa,

A.D. Amuposa, A.D. I'yceiinosa, C.5. Udpucoea
Hayuno- uccaedosamervcxuil Mncmumym Axyuepcmea
u I'unexorozuu, baxy, Asepbaiidxan

Katouesvie caoea: undexus Mouesbl600sauux
nymeii, beccumnmomnas dakmepuypus, unduiuposariue,
bepemertocmy, npexdespemeritole pooot

B craThe mpeacTaBaeHBI pe3yAbTaThl M3Y4eHI:A
AAHHBIX AUTEPATyPbl, MOCBAIIEHHBIX BAVSHUIO VH-
ex1iy MOUYEBBIBOAIIMX ITyTel 11 6eCCUMITTOMHOI
OakTepuypum Ha UCXOAbI OepeMeHHOCTH. AKTyaab-
HOCTh PaHHErO BBIABAEHNS ¥ AedeHus MHQeKIUii
MouesbpiBogsAux nyreit (VIMII) B nepmog recrarnym
IIOATBEP>KAAeTCsl MHOTOYMCAEHHBIMM — JICCAeA0Ba-
HISIMU U BKAIOU€Ha B KAMHIYeCKIe peKOMeH Al UM
OoapImMHCTBa cTpaH. HecMoTpst Ha O10A0TMIECKYIO

npasaomnogodoHocts VIMII kak  dakropa

pucka

AKTyaNbHble BOMPOCbl COBPEMEHHOWN MTMHEKO0MMM U nepuHaTonornmn 12 Ne04/2025 13



synthesis of the available evidence. The conducted
analysis showed that, despite advances in obstetric
care, preterm birth remains a global public health
issue. Early identification and management of UTIs
in pregnant women play a crucial role in reducing
the risk of PTB. Future research should focus on
prospective studies and randomized controlled trials
to better understand the underlying mechanisms and
develop targeted interventions. Identifying the link
between UTIs during pregnancy and PTB could form
the basis for early detection and treatment strategies
aimed at preventing serious complications in preg-
nant women.

ODOBIYYAT

npexaespeMenHslx pogos (IIP), B umeromierics
AuTepaType IpeJCTaBAeHbl IIPOTUBOpEeYMBLIE pe-
3yAbTaThl, Tpebylolye BCECTOPOHHEIO CHUHTe3a
MMeIOMNXCs AoKasaTeabcTs. IIpoBeseHHBIN aHaAN3
AaHHBIX AUTEpaTyphl IIOKaszal, YTO HECMOTps Ha
AOCTIDKeHIsI B 004acTU aKyIepckoit romory, 1P
OCTalOTCA TA00aAbHON IMpO0AeMOil 3ApaBOOXpaHe-
Hus. PanHee BrIiBaeHUe u AedeHue VIMIT y Gepe-
MEHHBIX KeHIIIIH NMEIOT BajKHOe 3HaUeHMe AAsI CHU-
>xeHus pucka IIP. Byayine nccaejosanms 404AXKHBI
OBITH COCpeAOTOUYEeHBI Ha IEepPCIIeKTUBHBIX MCCAeAO0-
BaHIIX ¥ PaHAOMM3MPOBAHHBIX KOHTPOAUPYEMBIX
MCIIBITaHUSX, YTOOHI Ay4llle IOHATh OCHOBHBIE MeXa-
HU3MBI U pa3paboTaTh IieAeBble BMeIllaTeAbCTBA.
Brrisaenne cesasu mexxay VIMII Bo Bpem:st Gepemen-
Hocty u I'IP Mo>XeT cTaTh OCHOBO AAsl IIPOBeAeHMs
MepOIPUATHUIL IO paHHEMY BBISIBAEHUIO U A€UeHUIO,
HallpaB/AeHHBIX Ha yCTpaHeH!e Cepbe3HBIX OCAOXKHe-

HUI y GepeMeHHBIX JKeHIIVH.
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Preterm labor (PTL) is defined as cervical change
that develops in response to regular uterine contrac-
tions occurring between 20 0/7 and 36 6/7 weeks of
estimated gestational age. The American College of
Obstetricians and Gynecologists also states that
PTL can be diagnosed in patients with regular
contractions and cervical dilation of at least 2 cm
before 37 weeks EGA, while the international guide-
lines from the World Association of Perinatal Medi-
cine and the Perinatal Medicine Foundation recom-
mend using a cutoff of at least 3 cm to diagnose spon-
taneous preterm labor [1]. Causes of PTL include
decidual inflammation, decidual hemorrhage, patho-
logic uterine distention, and conditions that increase
fetal and maternal stress. Risk factors for these un-
derlying etiologies include the following: history of
prior PTB, preterm prelabor rupture of membra-
nes,shortened cervical length, intrauterine or vaginal
infection, placental abruption, placenta previa, mul-
tifetal gestation, abnormally high or low amniotic
fluid volume, conditions associated with uteropla-
cental insufficiency (eg, hypertensive disorders of
pregnancy, diabetes mellitus, autoimmune disease),
evidence of uteroplacental insufficiency (eg, fetal
growth restriction, oligohydramnios, abnormal um-
bilical artery Doppler velocimetry), black race, extre-
mes of maternal age (40 years or older), poor nutriti-
on, low maternal body mass index, inadequate pre-
natal care, substance use [2-5]. In patients presenting
with signs or symptoms of PTL, only 5.5% deliver
within 1 week [6].

PTL is diagnosed by looking at the symptoms and
checking the patient physically. According to ACOG
(American College of Obstetricians and Gynecolo-
gists), PTL is usually diagnosed when a woman has
regular contractions along with changes in the
cervix, such as opening (dilation) or thinning (efface-
ment), or when she first comes with regular contrac-
tions and her cervix is already opened at least 2 cm.
There is no exact number for what counts as "regular

contractions" in the ACOG definition, but different
studies mention anywhere between 4 to 12 contracti-
ons per hour. A joint guideline by WAPM and PMF
suggests defining regular contractions as 6 or more
contractions in 30 minutes. They also recommend
watching the patient for at least 2 hours to see how
often contractions happen and whether the cervix
changes during that time. Vital signs and abdomi-
nal/pelvic exams are essential. In stable patients,
always perform the speculum exam before the digital
exam to avoid altering test results and increasing in-
fection risk (especially if membranes are ruptured).
Abdominal exam: Contractions feel like tightening of
the uterus. Tenderness may indicate infection or
bleeding. Fetal weight and position can be estimated.
Speculum exam: Assess cervical dilation, membrane
status, bleeding, and discharge. Straw-colored fluid
suggests membrane rupture. Bleeding may be from
abruption or previa. Foul-smelling discharge sug-
gests infection. Digital exam: Only after ruling out
placenta previa and rupture. Checks cervical dilati-
on, effacement, and fetal station. If cervix is >3 cm be-
fore 34 weeks, preterm birth is likely. Cardiotocog-
raphic monitoring: Tracks fetal heart rate and cont-
ractions. Confirms fetal well-being and whether
symptoms match observed contractions. Beyond the
history and examination, the evaluation of patients
with threatened PTL includes collecting samples to
test patients for ruptured membranes, urogenital in-
fections, as well as transvaginal and limited obstetric
ultrasounds. Membrane Status: Confirm rupture
using speculum exam + tests (pH, microscopy,
PAMG-1) if unclear. Group B Streptococcus (GBS):
Rectovaginal culture needed unless tested in last 5
weeks or already positive. Urinalysis & Culture: Rule
out UTL which can mimic or trigger PTL.STI Testing:
Screen for chlamydia, gonorrhea, syphilis if risk fac-
tors are present. Urine drug screen: Consider if pla-
cental abruption or substance use suspected [7]. Fetal
fibronectin (fFN) is an extracellular matrix protein
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localized at the decidual-chorionic interface. Disrup-
tion of this interface—due to subclinical infection,
inflammation, placental abruption, increased prote-
olytic activity, or the mechanical effects of uterine
contractions—can cause fFN to be released into cer-
vicovaginal secretions, forming the basis for its use
as a predictor of spontaneous preterm birth. We per-
form the fFN test selectively in patients who present
with uterine contractions and a cervical length bet-
ween 20-29 mm to help distinguish between true
preterm labor and false labor. Relying solely on fEN
results, without considering cervical length and
other clinical findings, has not proven to be effective.
A positive fFN test (250 ng/mL) indicates an increa-
sed risk of preterm birth, particularly within 7 days
of testing. However, false-positive results can occur
due to recent sexual intercourse, bloody samples, or
recent digital cervical examinations. Currently, the
production of the fEN test by Hologic has been dis-
continued in the United States. However, alternative
methods are available in other countries. Quantita-
tive fEN testing has shown improved predictive
value and is more effective when combined with cer-
vical length measurement. This approach is incorpo-
rated into clinical practice in some European countri-
es through the use of the QUIPP app (Quantitative
Instrument for the Prediction of Preterm Birth) [8,9].

Ultrasound Evaluation: 1) Transvaginal Ultra-
sound: Normal cervix: 35-48 mm. 2) Cervical length
<25 mm high risk of PTL. 3) Cervical length =30 mm
— <5% risk of PTL. Limited Obstetric Ultrasound:1)
Assess amniotic fluid volume, fetal position, and esti-
mated fetal weight; 2) Helps with delivery planning
and neonatal care [10,11]. The assessment of preterm
birth risk and triage criteria in twin pregnancies dif-
fers from singleton pregnancies due to the inherently
higher baseline risk of preterm birth. As a result, the
optimal cervical length threshold appears to be hig-
her, although available data are limited. 1) At >34 we-
eks of gestation, triage is the same as for singleton
pregnancies. 2) At <34 weeks of gestation in twin
pregnancies with uterine contractions and intact
membranes, the following triage approach is recom-
mended: a) Cervical dilation 23 cm supports the
diagnosis of preterm labor. In such cases, further eva-
luation with cervical length measurement or fetal fib-
ronectin (fFN) testing does not add diagnostic value,
and immediate treatment of preterm labor should be
initiated. b) Cervical dilation <3 cm represents an un-
certain diagnosis, and transvaginal ultrasound mea-
surement of cervical length is indicated: 1) Cervical

length >35 mm: If no cervical change occurs during a
two-hour observation period and maternal and fetal
conditions remain stable, the patient is considered at
low risk of preterm birth and may be safely dischar-
ged home. 2) Cervical length <25 mm: Indicates a
high risk of preterm birth, and appropriate interven-
tions should be initiated to reduce neonatal morbidity
associated with preterm delivery. 3) Cervical length 25—
35 mm: fEN testing is performed. If the result is positive,
interventions to reduce preterm birth-related morbidity
are initiated. If the result is negative, the patient is ob-
served for 6-12 hours and then discharged if no prog-
ression occurs. If fFN testing is not available, patients
with cervical length between 25-35 mm can be mana-
ged similarly to those with cervical length >35 mm, but
with a slightly extended observation period of approxi-
mately four hours [12,13].

Management strategies depend on gestational
age and may include antenatal corticosteroids, toco-
lysis, magnesium sulfate, and group B Streptococcus
prophylaxis to improve neonatal outcomes.

Corticosteroids: Treatment for preterm labor
depends on how far along the pregnancy is. Doctors
may give corticosteroids to help the baby’s lungs de-
velop. They also use medicines to stop contractions
for about 48 hours, so the steroids have time to work.
Magnesium sulfate is given to protect the baby’s bra-
in. Antibiotics are used to prevent infection from
Group B Streptococcus. If the water breaks early, an-
tibiotics are given for longer. It is important for pati-
ents in preterm labor to deliver in a hospital that can
care for premature babies if needed. Antenatal corti-
costeroids help babies born early by improving their
health. They work best if given 2 to 7 days before
early birth. For this reason, these steroids are recom-
mended for pregnant women at risk of early birth
from about 22 weeks up to 34 weeks of pregnancy.
Some medical groups suggest using them as early as
22 weeks if the baby will get special care after birth.
After 34 weeks, different groups have different opi-
nions about using these steroids. Different internatio-
nal organizations have made various rules about
using antenatal corticosteroids based on research: 1)
WAPM-PMF says treatment should be personalized
and suggests giving steroids before 34 weeks of preg-
nancy. 2) SMFM advises talking to patients about the
data and giving steroids to single babies between 34
and almost 37 weeks. But they don’t recommend ste-
roids for late preterm patients with diabetes because
of the risk of low blood sugar in the baby. 3) ACOG
agrees with SMFM and says steroids should not be
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given if there is an infection inside the uterus. 4)NICE
recommends thinking about steroids between 34 and
almost 36 weeks. 5)RCOG suggests giving steroids up
to almost 35 weeks. 6) SOGC says steroids can be con-
sidered between 34 and almost 37 weeks. 7) WHO re-
commends steroids from 24 to 34 weeks for many pa-
tients but advises against them if there is an infection
or a planned C-section between 34 and almost 37 we-
eks. There are two ways to give antenatal corticostero-
ids:1) Two shots of betamethasone 12 mg, given by
muscle injection 24 hours apart.2) Four shots of dexa-
methasone 6 mg, given by muscle injection every 12
hours. The ACOG and WHO say that if a person alre-
ady had one course of steroids 7 to 14 days ago and
still needs it, they can get one more "rescue" course.
This rescue treatment can be either the usual 48-hour
plan above or a single shot of betamethasone, which
also works well after the first treatment [12-14].
Tocolysis: Tocolytic agents decrease the strength
and frequency of uterine contractions, which may bri-
efly prolong pregnancy. However, they do not treat
the underlying causes of sPTL, have not been shown
to delay birth until term, have not been shown to imp-
rove neonatal outcomes on their own, and are associa-
ted with a range of mild to severe adverse events. For
these reasons, their use should be limited to a 48-hour
course of treatment and reserved for patients who wo-
uld benefit from a 48-hour delay in birth, such as pati-
ents who need the time for a course of corticosteroids
to achieve maximal effect. Tocolytics are generally re-
commended for patients with threatened PTL betwe-
en viability and 34 weeks EGA. In the periviable peri-
od, treatment with tocolytics should be individuali-
zed. In high-resource settings, experts recommend
considering tocolysis down to 22 0/7 weeks EGA if
neonatal resuscitation is planned. If contractions occur
despite adequate tocolytic therapy, then the clinician
must reassess the patient for amniotic infection, fetal
compromise, possible abruption, and whether cervical
dilation is progressing or the membranes have ruptu-
red. Contraindications to tocolysis include preeclamp-
sia with severe features, intraamniotic infection, ante-
partum hemorrhage, intrauterine fetal demise, lethal
fetal anomaly, and significant maternal cardiac disea-
se. Tocolytics are generally appropriate for patients
with PPROM who lack evidence of maternal infection.
The drug classes with the best evidence to support the-
ir use for tocolysis include calcium channel blockers
(CCBs, typically nifedipine), cyclooxygenase (COX)
inhibitors (typically indomethacin), and beta-agonists
(typically terbutaline). Other tocolytic agents include

oxytocin receptor antagonists (eg, atosiban), magnesi-
um sulfate, and nitric oxide donors (eg, nitroglycerin).
Combinations of tocolytics are generally not recom-
mended [15].

1) Calcium channel blockers (CCBs) work by stop-
ping the release of calcium inside muscle cells, which
prevents the uterus from contracting. Nifedipine is a
calcium channel blocker that is safer than other drugs
used to stop labor and is often chosen for this purpo-
se, especially after 30 to 32 weeks of pregnancy. Lea-
ding medical organizations like ACOG, WHO, NICE,
and WAPM-PMF recommend nifedipine as the first
choice for managing preterm labor from 24 up to 33
weeks of pregnancy. The usual way to give nifedipi-
ne is starting with a 20 mg oral dose, followed by 10
mg every 6 hours. CCBs do not cause serious prob-
lems for the fetus or newborn. However, because
they widen blood vessels, side effects can include
dizziness, fast heartbeat, nausea, and flushing. This
treatment should not be used in patients with low
blood pressure or certain heart conditions that
depend on blood volume [16].

2) Cyclooxygenase inhibitors (COX inhibitors)
stop the conversion of arachidonic acid into prostag-
landins, which are chemicals that cause the uterus to
contract. Indomethacin is often preferred by many
experts for stopping preterm labor before 32 weeks
of pregnancy because studies have shown it to be
very effective and well tolerated. This may be becau-
se many cases of preterm labor are linked to inflam-
mation or hidden infections. However, using COX
inhibitors for more than 48 hours can cause problems
such as narrowing of a fetal blood vessel called the
ductus arteriosus and low amniotic fluid levels, espe-
cially in the third trimester. Studies have found that
ductus arteriosus narrowing can start around 31
weeks of pregnancy and may affect about half of fe-
tuses after treatment begins. Because of this risk, it is
recommended to limit the use of indomethacin to
certain patients and time periods. Long-term use of
indomethacin in the second trimester shows fewer
risks for ductal narrowing, happening in only a small
number of cases. Some research has also linked indo-
methacin to serious newborn complications like
brain bleeding, intestinal damage, and white matter
injury, though it does not seem to increase other risks
like lung problems or infections. These findings need
careful interpretation because the studies varied in
how indomethacin was used [17].

3) Beta-2 receptor agonists cause relaxation of
smooth muscles, reducing contractions of the uterus.
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However, uterine muscle cells become less sensitive
to these drugs over time, which limits their effective-
ness. Serious side effects are also more common with
these agents. Although they are still used in some ca-
ses, beta-2 agonists are generally considered second-
line tocolytics after COX inhibitors and calcium chan-
nel blockers because they are less effective and less
safe. The NICE guidelines specifically advise against
using these drugs for tocolysis. Importantly, beta-2
agonists increase the mother’s heart rate, cause blood
vessels to widen, relax the bronchi, and raise blood
sugar levels. Because of this, these drugs are relati-
vely contraindicated in patients with significant
tachycardia, heart diseases sensitive to fast heart
rates, and poorly controlled diabetes. Diabetic pati-
ents require close monitoring of their blood sugar
and potassium levels and often need continuous in-
sulin infusion if beta-2 agonists are used for tocolysis.

4) Oxytocin receptor antagonists are medications
mainly used in Europe but not available in the
United States. Atosiban is the most commonly used
drug in this group and is recommended by the
WAPM-PMF guidelines as a safe and effective first-
choice alternative to nifedipine. A study involving
510 patients compared 48-hour treatments of oral ni-
fedipine and intravenous atosiban in cases of threa-
tened preterm labor and found no difference in the
number of patients still pregnant after 48 hours or in
overall newborn outcomes. Atosiban generally cau-
ses few side effects in mothers, mostly limited to re-
actions at the injection site, and has no major contra-
indications except for allergies to the drug.

5) Magnesium sulfate is effective at delaying
spontaneous preterm birth (sPTB), similar to other
tocolytic drugs. However, it is usually considered a
second-line option because it has a higher risk of seri-
ous side effects for the mother. It is also used to redu-
ce the risk of moderate to severe cerebral palsy in
babies born before 32 weeks of pregnancy. Because
of this, magnesium sulfate is often given early in pre-
term labor both to protect the baby’s brain and to
stop contractions. Although combining tocolytic
drugs is generally not recommended, ACOG says a
second tocolytic can be added if labor continues des-
pite magnesium sulfate. In these cases, indomethacin
is often the preferred choice. Calcium channel bloc-
kers (CCBs) and beta-2 agonists should not be used
together with magnesium sulfate because together
they can cause strong muscle relaxation and serious
breathing problems.

6) Nitric oxide donors: Nitric oxide relaxes
smooth muscles strongly, and nitroglycerin (a nitric
oxide donor) has been tested to stop preterm labor.
However, a 2014 Cochrane review found there is not
enough evidence to recommend using nitric oxide
donors routinely for treating threatened preterm
labor.

Magnesium Sulfate for Neuroprotection: Mag-
nesium sulfate provides neuroprotection: for new-
borns when given within 24 hours before early pre-
term birth (PTB). A 2024 Cochrane review confirmed
that giving magnesium sulfate before delivery redu-
ces the risk of cerebral palsy and likely decreases
severe intraventricular hemorrhage (IVH) in babies
born before 34 weeks of gestation. Guidelines world-
wide vary slightly on when to use magnesium sulfate
for neuroprotection. The WHO strongly recom-
mends it for women at risk of PTB before 32 weeks.
ACOG supports its use mainly before 32 weeks and
encourages hospitals to create uniform guidelines.
NICE suggests offering it between 24 and 29 weeks
and considering it up to 33 weeks. WAPM-PMF
recommends use up to 31 weeks, with possible use
up to 33 weeks if the fetus is very small. Magnesium
sulfate should not be used in patients with myasthe-
nia gravis and should be used carefully in those with
neuromuscular diseases or heart block. Since it is
cleared by the kidneys, dosing adjustments are nee-
ded for patients with kidney problems to avoid toxi-
city. Patients receiving magnesium sulfate require
close monitoring of vital signs, urine output, reflexes,
and heart and lung function. In well-equipped set-
tings, magnesium sulfate has not been shown to
increase maternal death or serious heart and lung
problems compared to placebo [1,12,17].

Group B Streptococcus (GBS) Prophylaxis: GBS
prophylaxis should be given to all patients according
to standard recommendations for its use. Preterm
delivery is considered a risk factor for early-onset
GBS disease and is an indication for prophylaxis in
patients with unknown GBS status. RCOG recom-
mends intrapartum GBS prophylaxis in all preterm
patients. A clear association has been established bet-
ween preterm labor (PTL) and genital tract infecti-
ons. However, the evidence regarding the benefit of
antibiotics as adjunctive therapy in PTL is inconsis-
tent. While some studies have shown that antibiotics
can prolong pregnancy, they have not consistently
demonstrated reductions in maternal or neonatal
morbidity. One possible reason is the low incidence
of actual morbidity in study populations, which
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limits the statistical power of these findings. There
are also concerns regarding the potential risks of an-
tibiotic use in this context. Unnecessary or poorly tar-
geted antibiotic use can lead to bacterial resistance.
Recent findings show that prenatal and intrapartum
antibiotic use may increase the risk of antibiotic-re-
sistant neonatal sepsis if infection occurs. Because of
these concerns, the use of antibiotics solely to pro-
long pregnancy in women with PTL is not recom-
mended. Instead, treatment should be reserved for
clear clinical indications, such as group B streptococ-
cus (GBS) prophylaxis, urinary tract infections, or
other diagnosed infections. A major challenge in eva-
luating PTL is the difficulty in accurately diagnosing
true labor. About half of the women presenting with
preterm contractions ultimately deliver at term. The-
refore, using antibiotics in all cases of idiopathic PTL
may expose many women to unnecessary treatment.
Biochemical markers like fetal fibronectin (FFN) may
help identify women truly at risk. FFN testing, con-
ducted in a large multicenter trial by Goldberg et al.,
showed that elevated FFN levels (>50 ng/mL) were
associated with upper genital tract infections, clinical
and histologic chorioamnionitis, and increased risk
of neonatal sepsis. Peaceman et al. also demonstrated
that a negative FFN result strongly predicted a low
likelihood of delivery within 7 days (99.7% negative
predictive value), suggesting FFN could be useful in
identifying patients unlikely to benefit from antibio-
tics. Despite its potential, FFN screening is not cur-
rently recommended for routine use in this context,
due to the lack of prospective trials proving its effec-
tiveness.

The Role of Vaginal Progesterone in Preventing
Preterm Birth in Women with a Short Cervix: Current
evidence supports the use of vaginal progesterone in
women identified with a short cervix to reduce the
incidence of preterm birth and improve neonatal
outcomes. Universal cervical length screening via
transvaginal ultrasound during the midtrimester,
followed by administration of vaginal progesterone
in women with a short cervix, appears to be a cost-
effective strategy, especially in nulliparous women.

Vaginal progesterone treatment has been shown to
reduce spontaneous preterm birth rates by approxi-
mately 45% and decrease neonatal morbidity. Impor-
tantly, these benefits are observed regardless of
whether the woman has a prior history of preterm
birth. While vaginal progesterone is effective in sing-
leton pregnancies with a short cervix, its benefits in
unselected twin gestations are less clear. However,
subgroup analysis indicates that in twins with a so-
nographic cervical length under 25 mm, vaginal pro-
gesterone significantly reduces composite neonatal
morbidity and mortality, with a favorable trend to-
ward reducing preterm births before 33 weeks, altho-
ugh this trend did not reach statistical significance —
likely due to limited sample sizes. For women with a
history of preterm birth and a cervical length below
25 mm, treatment options include either vaginal pro-
gesterone or cervical cerclage, with evidence suppor-
ting the efficacy of both interventions. Implementing
universal cervical length assessment combined with
targeted progesterone therapy in women with a short
cervix offers a practical and economically viable app-
roach to preventing spontaneous preterm births [17].

PPROM is the rupture of fetal membranes before
37 weeks of gestation and is a leading cause of pre-
term birth. After membrane rupture, the risk of infec-
tion increases and labor often follows soon. Maternal
infection can progress rapidly, so timely intervention
is critical.

At term (237 weeks), immediate induction of
labor after PROM leads to better outcomes, especially
in GBS-positive cases. In preterm cases (<37 weeks),
management depends on gestational age: Between
34-36 weeks, immediate delivery is recommended
for GBS-positive patients; otherwise, expectant ma-
nagement with corticosteroids is advised. Between
24-33 weeks, expectant management with corticoste-
roids, latency antibiotics, and magnesium sulfate is
recommended. Tocolytics may be used briefly. Befo-
re 24 weeks, survival chances are low, so the choice
between termination and expectant management re-
quires individualized consideration [14,17].
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EGA Steroids  Tocolysis Magnesium GBS
(weeks) sulfate for Prophylaxis
neuroprotection
22 to 31 | Yes IndomethacinNifedipineMagnesium Yes Yes, if GBS
6/7 ) is unknown
sulfateTerbutaline
or known
positive
32to 33 Yes Nifedipine or terbutaline No Yes, if GBS
6/7 is unknown
or known
positive
34 to 36 Consider None No Yes, if GBS
6/7 {guidelines is unknown
vary) or known
positive

Intrapartum and Postpartum Care

During preterm labor, doctors usually use conti-
nuous cardiotocography to watch the mother and
baby. Medicines like GBS antibiotics and magnesium
sulfate for protecting the baby’s brain should be
given until the baby is born. After birth, waiting a bit
before cutting the umbilical cord (called delayed cord
clamping) helps premature babies. Waiting 30 to 60
seconds before clamping the cord is safe and helps
increase the baby’s blood volume, blood pressure,
and red blood cells. This also lowers the need for
blood transfusions and reduces death before leaving
the hospital. But waiting too long, like 120 seconds,
can cause problems like too many red blood cells and
the need for longer light treatment.

XULASO

Erkon dogus tohliikasi hallarinda
miialica yanagsmasi

C.F. Qurbanova, N.A. Sahbazova,

A.F. Omirova, T.S. Oliyeva, F.F. Hiiseynova,
V.T. Samadova, K.X. Ofandiyeva
Elmi-Tadgiqat Mamaliq va Ginekologiya Institutu
Publik hiiquqi soxs, Baki, Azarbaycan

Acgar sézlar: Vaxtindan avval dogus (VOD),
servikal uzunlug, fetal fibronektin (fFN),
tokolitiklar, dél gisalarin vaxtimdan avval cirilmast
(DVOC), ¢coxdollii hamilalik

Conclusion. Preterm labor remains a major cause
of neonatal morbidity and mortality worldwide.
Early identification of at-risk pregnancies through
clinical history, cervical length screening, and bio-
marker testing is crucial for timely intervention. A
multidisciplinary approach—guided by standardi-
zed protocols from ACOG, SMFM, WHO, RCOG,
NICE, WAPM, and SOGC —enables effective preven-
tion, diagnosis, and management. The use of antena-
tal corticosteroids, tocolytics, magnesium sulfate for
neuroprotection, and appropriate referral to tertiary
care centers significantly improves neonatal outco-
mes. Ongoing research and global collaboration are
essential to further reduce the burden of preterm
birth and enhance maternal-fetal care.

PE3IOME

TakTyuka aedeHus Ipu yrpose
IpexAeBpeMeHHBIX POJOB

Y.®. I'ypbanosa, H.A. lllax6asosa,

A.D. Amupos, T.III. Aruesa, D.D. I'yceiirosa,
B.T. Camedosa, K.X. Dpenduesa
Hayuno-Vecaedosamervciuii Mncmumym
Axyuepcmea u I'unexorozuu

baxy, Asepbaiidxan

Katrouegwvie caoga: npexodespemertvie pooui (I1P),
OAUMA WetiKU MAMKU, Pemarvrblii pudporexmun
(OD), moxorumuku, npexoespeMertviii paspols
naodtuvlx oborovex (ITPI1O), mHozonrodHas
OepemeHHOCHb
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Vaxtindan avval dogus (VOD), hamilsliyin 20%;
va 36%; haftalari arasinda miintezem usaqliq y1g1lma-
larmin serviksin dayisikliklarine sebab olmasi ile xa-
rakterizo olunur. Diaqnoz simptomlara, servikal di-
latasiyaya (ACOG-a goro =2 sm; WAPM/PMF-ys
goro 23 sm) va transvaginal ultrases va fetal fibronek-
tin (fFN) testi kimi alave diaqnostik vasitelara asasla-
nir. Risk faktorlarina avvalki vaxtindan avval dogus,
qisa serviks, infeksiyalar, uteroplasentar ¢atismazliq,
¢oxdollii hamilalik, asag1 baden kiitle indeksi (BMI),
natamam antenatal qulluq ve anada yanas1 xastolik-
lor daxildir.Miialice hamilslik haftasine gora dayisir
vo asagidakilardan ibaratdir: Antenatal kortikostero-
idlar (34-36%; haftoys qadar) — ddliin agciyar yetkin-
liyi tiglin verilir. Tokolitiklar (nifedipin, indometasin)
— dogusu qisamiiddatli gecikdirmok vo steroidlorin
tosirini artirmaq tglin istifads olunur. Magnezium
sulfat — 32 haftadan avval doliin nevroproteksiyasi
ticlin istifads olunur. Qrupp B streptokok (GBS) pro-
filaktikas1 — statusu malum olmayan ve ya pozitiv
olan biitiin PTL hallarinda tatbiq edilir. Qisa serviksli
gadinlara vaginal progesteron — vaxtindan avval do-
gus riskini azaltmaq magsadile verilir. Vaxtindan
avval membranlarin cirilmasi (PPROM) hallarinda
miialice hamilslik haftasine asaslanaraq latentlik an-
tibiotiklari, kortikosteroidlor ve maqnezium sulfati
ohata edir. 24-33 haftalor arasinda infeksiya yoxdur-
sa, gozloyici (expectant) yanasma iistiinliik tagkil
edir. Dogus zamani qulluq davamli d6l monitoringj,
nevroprotektiv ve antibiotik vasitelarin tatbiqi ve
gobak ciyosinin 30-60 saniys gecikdirilmis kasilma-
sini ohata edir ki, bu da neonatal naticalarin yaxsilas-
dirilmasina kémoak edir. PTL yiikiinti azaltmaq vo
ana-dol naticelorini yaxsilasdirmaq tgiin ACOG,
SMFEM, WHO, NICE, RCOG, WAPM va SOGC kimi
toskilatlarin tovsiyelarine asaslanan ¢oxsahsali ve pro-
tokollu yanasma vacibdir.

ODOBIYYAT

ITpexxaespemennsie poanl (IIP) xapaxrepusy-
IOTCSl peryAsIpHBIMU COKpaIlleHVSIMU MaTK! B Iepu-
o4 Mexay 20% u 369, HeaeassMy OepeMeHHOCTH, BHI-
3BIBAIOIVIMY M3MEHEeHUsI IeViKy MaTku. Juarfoc-
TMKa OCHOBBIBA€TCS Ha CUMIITOMaX, pPacKpbITUU
mreriku Matku (22 cm o ACOG; 23 cm o WAPM/
PMF) 1 A0110AHUTEABHBIX AMaTHOCTUYECKNX UHCTPY-
MeHTaX, TaK/X KaK TpaHCBarMHa/AbHOE YAbTPa3ByKO-
BOe MCCAeJ0BaHNe U TeCcT Ha eTaabHBIN PUOPOHEK-
tuH (fEN). ®akTopsI prcka BKAIOYAIOT IIpeXJeBpe-
MeHHbIe POABI B aHaMHe3e, KOPOTKYIO IIefiKy MaTKH,
MHQEKINY, MaTOYHO-TIAalleHTapHyI0 HeA0CTaTO4-
HOCTb, MHOTOIIA0AHYIO OepeMeHHOCTh, HU3KNII WH-
Aekc maccel Teaa (JIMT), HermoaHoe 40poa0Boe HaO-
AI0JeHNe ¥ COIYTCTBYIOIINE 3a00A€BaHN MaTepI.
/ledeHne BapbUpYyeTCsl B 3aBUCUMOCTM OT TecTa-
LIMOHHOTO BO3pacTa M BKAIOYaeT cleaylolree: AHT-
eHaTa/AbHble KOPTUKOCTepouasl (40 34-36% Hezean)
— Ha3Ha4aloTCsA AASl CTUMYASLIMU CO3peBaHus Aer-
Knx naoga. Toxoantuxn (HudesunmH, MHAOMeTa-
LIMH) — MCHOAB3YIOTCA AAsl BPEMEHHOM 3ajep KKIU
poaos u ycuaenns sddekra crepondos. Cyapdar
MarHmsl — MCI0Ab3yeTcst 40 32 HeAeAb AAsl Hepo-
npotekium 1aoa. IlpoduaakTuka cTpenTOKOKKa
rpynsl B (GBS) — nasnauaercs o Bcex cayyasax PTL
C HENM3BeCTHBIM WUAM II0AOXUTEABHBIM CTaTyCOM.
BarmnaapHBIN IIpOrecTepoH y >KeHIINH C KOPOTKOM
LIEVIKOV MaTKU — AA5 CHUKEHIs PUICKa IIpeXXAeBpe-
MEeHHBIX POAOB. B cayuasx npexxaeBpeMeHHOTO pas-
priBa na0aHbIX oboaouek (ITPITIO) aeyenue Bxaro-
JaeT AaTeHTHbIe aHTUOMOTIKM, KOPTUKOCTEPOUABI I
cyapdaT MarHUS B 3aBUCUMOCTU OT Hedeau Oepe-
MenHocTn. [Tpu oTcyTeTBuM MHPEKIINN MeXAY 24 1
33 HeAeASMM NIPeAITOYTUTEABHBIM SIBASETCS BBIKIU-
AaTeAbHas TAKTUKa. YXOZ BO BpeMsl pOo40B BKAIOYaeT
IOCTOSIHHBIT MOHUTOPMHTI 111044, Ha3HadeHue Hel-
POIIPOTEKTOPOB M aHTMOMOTMKOB, a TaKXKe OTCPO-
JeHHOe IlepekaTue IynosuHbl Ha 30-60 cekyHA, 4TO
CIIOCOOCTBYET yAYUIIEeHNIO HeOHaTaABHBIX MICXOAO0B.
MeXxauciunanHapHblili 110AX0/, OCHOBaHHBI Ha
IIPOTOKOAaX U PeKOMEeHAAIINX TaKIX OpraHM3aInii,
kak ACOG, SMFM, BO3, NICE, RCOG, WAPM u
SOGC, umeet pemaroliee 3HaUeHMe A4l CHUKEHUs
6pemenn IDK u yaydmreHns mcxoAos 445 Matepu u
11104a.
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BOTNDAXILI INKISAF LONGIMOSI iLO DOGULAN USAQLARDA MORKOZi
SINIR SISTEMININ ZODOLONMOISININ PATOFiZiOLOJi MEXANIZMLORI

Qoshramanl $abnam Qahraman qizi

Elmi-Tadqiqat Mamaliq vo Ginekologiya Institutu, Baki, Azarbaycan

Agar sozlar: batndaxili inkisaf langimasi, markazi sinir sistemi, patofizioloji mexanizmlor

Batndaxili inkisafin langimasi (BDIL) ilo dogulan
usaqlarin markazi sinir sisteminin (MSS) zadalonma
mexanizmlari kifayst qgadar miirskkesb olmasina bax-
mayaraq tam Oyrenilmayib. Bazi alimlerin fikrina
gora, bu prosesin asasinda MSS-nin hipoksik-isemik
zadalonmasi durur. Lakin, beynin miixtslif bolgalori
arasinda gqan dovraninin segici paylanmasi onu qlo-
bal isemizasiyadan qoruyur. Buna baxmayaraq cift
catismazlig ilo slaqpoli inkisaf longimesi olan doliin
nisbi hipoksiya seraitinde olmasi serebral perfuzi-
yan1 va beyina oksigenin ¢atdirilmasini pozur. Bu ciir
hemodinamik pozuntular hiiceyranin zadslanmsa-
sina sabab olan bir sira ardicil biokimyavi proseslara
yol agir [1]. Heyvanlar {izerinds aparilan tedqiqatlar
bu proseslarin ana batninde hamilslik boyu bas ver-
masini gostarsads, son tadqiqatlar zadalayici mexa-
nizmlarin neonatal/yeniyetmoa dovriinde tesirinin
davam etmasins dslalat edir [2].

BDIL olan dollarde MSS-nin asas “aqressiya
noqtalarine” beyinda struktur dayisikliklor, kognitiv
funksiyalara cavabdeh olan sdbalarda girifikasiyanin
pozulmasi, boz maddaenin incalmosi, serebral perfu-
ziyanin regional doyisikliklori hesabina beynin
gorunma mexanizmi, neyro-iltihab, oksidla¢dirici
stress vo apoptoz aiddir [3-6].

Déliin batndaxili inkisaf longimasi zamam
MSS-dbs bas veran struktur-morfoloji dayisikliklar.
Cift catismazligl, hestasiya yasi, doliin inkisaf langi-
moasinin baslangic dovrii ve onun agirliq daracesi
MSS-ds bas veran struktur va funksional dayisiklik-
lari modulyasiya edan asas amillardir. Beyinda bag
veran ilk struktur deyisiklikler barssinde malumat
doliin inkisaf marhslesinds aparilan maqnit-rezo-
nans tomografiya (MRT) vasitasi ilo alds olunur. In-
kisaf longimasi olan d6lde MRT beyin hacminin azal-
masini, kortikal biikiilmanin (cortical folding) ve be-
yin morfologiyasinin deyismosini aks etdirir.

Arthurs va digarleri agir daracali inkisaf longima-
si olan dollarde BDIL olmayanlara nisbaton beynin
bazi hisselerinde diffuziya vurgulu goriintiilords
daha asag1 doyerlor gostormislor ki, buda anormal

yetkinlik profiline uygun golir. Dogusdan sonra da
MRT miiayinasi BDIL olan korpalerds asasen korti-
kal boz maddanin hacminin ki¢ilmasi hesabina azal-
mis kollodaxili hocm miiayyen edir. Xiisusile, boz
madda hacminds kicilma neyron hiiceyralarinin sa-
ymun azalmasi, sinapslarin formalasmasinda dayi-
sikliklar va/va ya hiiceyra miqrasiyasinin pozulmasi
ilo alagalondirilir ve notica etibar ilo girifikasiyanin
sadalagmasina sabab olur [7].

BDIL olan insan beyin gériintiilarine anoloji ola-
raq BDIL-nin heyvan modellarinde motor va vizual
korteksin, hipokampin, bazal qangliya ve beyinciyin
hacminin azalmas1 boz maddenin morfoloji doyisik-
liklorina sebab olmusdur [8,9]. Hocm itkisi, qisman,
hipokamp da daxil olmagla, bir sira beyin bélgalarin-
da neyron itkisi ile izah olunur [10], ve hipokampin
sag qalan neyronlarinin dendritlarinin morfologiya-
sinda segici dayisikliklor bas verir. Bundan slave, in-
kisafdan qalmis korpalards BDIL olmayanlara nisbe-
ton ag maddenin miyelinizasiyasinda, bazal qangqli-
yalarin inkisaf profilinds da dayisikliklor miisahids
olunur. Diffuzion MRT vasitasi ilo inkisaf longimasi
olan dollarin beyninde iimumi neyron soboakasinin
miirokkabliyi vo neyronal slagalorin azalmasi, hom
global, ham da lokal aksonal zancirlarin zaif inkisaf
toyin edilmisdir. BDIL ilo vaxtindan avval dogulan
usaqlarda, vaxtindan avvel dogulan lakin inkisaf len-
gimasi olmayanlara nisbaten genis diapozonlu korti-
ko-bazal qanglionar (talamokortikal) alagalorde azal-
ma miisahide olunur [11]. Bu ise BDIL-nin sinir tii-
riiciilityiine manfi tesirini oks etdirir. Otiiriiciiliiyiin
va beyindaxili slagelarin bu ciir pozulmalari, BDIL
ilo dogulan usaqlarda mokteb yaslarinda miisahida
olunan neyrodavranis pozuntulari, o ctimladan hipe-
raktivlik va zaif idrak qabiliyyati ils slaqgalondirilir.

Umumilikds, inkisaf longimasi olan dol beyninda
neyronal va oligodendrogliar proseslarinin tenzim-
lonmasinds bas veran disbalans proliferasiya, diffe-
rensiasiya ve apoptoz kimi vacib inkisaf proseslarina
manfi tasir gostorir [12].
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Batndaxili inkisafin langimasi zamani1 MSS-ds
bas veran hemodinamik dayisikliklar.
orqanizmin an ali inteqrativ morkazidir ve qeyri-
genaatbaxs seraitde onun funksiyalarinin saxlanil-
mast doliin normal fealiyystinin tomin edilmasinda

Beyin

miihiim rol oynayir. Buna bagh olaraq batndaxili hi-
poksiya seraitinde dol orqanizminde qan dovraninin
yeniden qurulmas: (moakrazlasmosi) bas verir ki, bu-
da hayati vacib orqanlarin, o climloden bas beyinin
ganla tachizatinin giiclonmosini tomin edir (“brain
sparing”). “Brain sparing” fenomeni beyni normal
inkisaf ve funksional fealiyyeti {iglin zaruri qida
maddalari va oksigen ilo tomin edan bir mexanizm-
dir. Oksigen vo qida maddalarinin ¢atismazhig1 sorai-
tinda beyin {iciin kifayat gader substratin daxil olma-
mast onun zadalonmasine sabab ola bilar. Bu kimi
hallarda orqanizm kompensator olaraq serebral gan
dovraninm tenzimlayir — beyin damarlarinin genis-
lonmosi (vazodilatasiya) hesabmna qan axmi artir.
Noticads, beynin hayati vacib maddalorls — oksigen
va enerji manbalari ilo teminati giiclonir ki, bu da
onun struktur ve funksional tamliginin qorunmasina
xidmot edir [13].

Hal hazirda “brain sparing” fenomeninin miiay-
yon edilmasi orta beyin arteriyasinda (OBA) pulsa-
siya indeksinin (P) teyini asasinda aparilir. Halbuki
son illarin todqiqatlar1 gosterir ki, inkisaf longimasi
olan dollards “brain sparing” effekti 6n beyin arteri-
yasinda (OBA) daha erken bas verir. Déllorin oksor
hissasinde OBA Pi 5 persentilden asag1 oldugu halda
OBA Pi normal hiidudlarda olmusdur [14]. OBA-da
ilkin vazodilyatasiya esasan haroketi ve kognitiv
funksiyalara (o ciimladan nitq ve yaddas) cavabdeh
olan alin ve temporal paylarin qan dévranini qoru-
yur. Lakin davamli ve darinlegson hipoksiya alin
payinda gan dévraninin zsiflomasina, OBA ise pul-
sasiya indeksinin azalmasma ve bununlada bazal
qangliyalar, daxili kapsula ve nuclei caudatum isti-
gamsatinds qan dévraninin giicleanmasins sebab olur.
Nofasalma, tiroek yigilmalari, arterial tozyiq kimi
hayati vacib funksiyalarin beyin sap1 torafindan tan-
zimlanmasini vo onun daxili kapsulasinin ag madde-
sinden kegon yollar vasitasi ilo bazal qangliyalar ils
birbasa olan slagesini nazare alsaq, aydin olur ki, bu
ciir gan tachizat1 doliin sag qalmasini tomin edan bir
mexanizmdir. Isbat olunub ki, BDIL-nin hom erkan,
hamds gec formalarinda bu ciir dayisikliklar, geyri-
genastbaxs perinatal naticalars sabab ola biler. Prog-
ressivlagan hipoksiya garaitinds serebral hemodina-
mik reaksiyanin 2 komponenti ayird edilir: beynin
miidafiasine yonalmis olan bas beynin qan dovranin

giiclonmasi (“brain sparing”) ve ¢oxalmis gan hacmi
ilo onun zadalonmaesinin bas vermosi (dekompensa-
siya marhalasi) [15]. Bununla yanas1 bu doéllerin bas
beyninin damarlarinda vazoreaktivliyin itmasi onla-
rin maksimal dilyatasiyaya ugramasina ve sonradan
oksigenin konsentrasiyasinin dayismasina cavab
reaksiyasi vermamosine gotirib ¢ixarir. Hamils qadi-
nin hiperoksigenasiyas:1 fonunda inkisaf lengimaesi
olan dollards standart dopplerometriya miiayinasin-
da gan dovraninda miiqavimetin artmamasi serebro-
vaskulyar requlyasiyanin pozulma hipotezasini tos-
diqlayir [16].

Beloliklo, kompensator adaptiv mexanizmlarin
todricen titkenmesi fonunda hemodinamik markaz-
losma inkisaf edan fetal beyni hipoksik zadalonma-
doan tam gokilde miihafize eds bilmir, bu iso markeazi
sinir sisteminin yetkinliyini pozaraq miixtelif dare-
coli neyroinkisaf pozuntularmmin formalagmasina
zamin yarada bilar.

Botndaxili inkisafin langimesi zamani bas
beyinds neyroiltihab. BDIL zamani bag beyinin zo-
dalanmasina sabab olan vacib mexanizmlarden biri —
neyroiltihabdir. Neyroiltihab bir sira proseslari shato
edarak aktivlesmis mikrogliyanin ¢oxalmasi, proilti-
habi sitokinlarin (IL-1 3, TNF-a) miqdarinin artmasi,
oksiltihabi sitokinlarin azalmasi ve astrogliozla saciy-
yolenir [17]. Proiltihabi sitokinlorin daimi aktivlas-
mosi va toplanmasi bag beyinin zadslonmadan sonra
barpasini, oliqodendroqliositlarin yetismasini angal-
layir, neyronlarin regerasiyasini mohtudlasdirir, si-
napslarin amale golmasini lengidir [18]. BDIL-nin
heyvani modellarinde astroglioz ve mikrogliyanin
aktivlagsmasi mielinizasiyanin langimasi vo ag mad-
denin zadoalonmasi ilo six alagelendirilir [19]. BDIL
olan yenidogulanlarin bag beyninds yerli iltihabi
prosesin olmasi barade malumat moévcud olsada, sis-
temli iltihabin dolay1 olaraq bas beynin zadalonmae-
sinda rolu maraq dogurur. McElrath ve hommiislif-
lor 6z tadgiqatlarinda BDIL olan kérpalerds qanda
proiltihabi sitokinlerin yiiksek konsentrasiyasinin
sinir sisteminin anomal inkisafi ve daha agir nevro-
loji naticalarle alagasini niimayis etdirmislar. Beloaki,
normal seraitde hematoensefalitik baryer (HEB)
beyni zororli sistemli toksinlarden qoruyur. BDIL
olan yenidogulanlarda HEB-in kegiriciliyinin pozul-
mas1 bas beynin sistemli iltihabi mediatorlar1 ils
infiltrasiyasina ve neyroiltib1 reaksiyanin daha da
darinlagmasine sabab olur [20]. Analoji olaraq HEB-
in zadslonmasi beyinden iltihab1 hiiceyrolorin qana
ke¢mosina vo sistemli reaksiyalarin giiclonmasine
gotirib ¢ixarir. Tam aydin deyil neyroiltihab BDIL
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olan usaqglarda bag beyinin zadslenmasinin bir basa
sababidir va ya bu proses ikincili olaraq hiiceyralarin
zodalonmosi noticesinde inkisaf edir. BDIL olan
yenidogulanlarda beyin zadesini minimuma endir-
moak {i¢lin ham pro-, ham do aksiltihabi sitokin reak-
siyalarinin tedqiqi vacibdir. Bu istiqamatds asas diq-
get proiltihabi sitokinlarin mantfi tesirlarine yonalse-
ds, mas, oksiltihabi sitokinlarin aktivlagsmasine tasir
etmakla beynin miidafiasini tomin etmak olar [21].
Beynin normal inkisafi ve faaliyyeti {iciin onun
yliksak enerji tolobatini tomin edon adekvat damar
sobokesinae ve hiiceyralor arasi yiiksok inteqrasiya
olunmus kommunikasiya sistemina malik olmasi va-
cibdir. Neyrovaskulyar vahid (NVV) astrositlor vo
perisitlarls six slagads olan ve bazal lamina membra-
n1ile shate olunmus endotelial hiiceyralorden ibarat-
dir. BDIL olan qoyun déliinds va yenidogulan quzu-
larda beyin damarlarinin inkisafinda dayisikliklor
miisahide olunur: xroniki hipoksemiya nisbaten gec
basladiqda kapillyar damarlarin 6l¢iisiinde artim bas
versads, beyin gabiginda damarlarin say1 dayismir.
Bununla yanasi, BDIL olan quzularda beynin ag
maddasinda damar sixliginin azalmasi, hamginin en-
dotelial hiiceyralorin proliferasiyasinin longimosi
miisahide olunur. Nevropatoloji vaziyystlards ilti-
hab HEB rolunu yerina yetiron vo MSS-nin ¢oxhii-
ceyrali bir bélmasi olan NVV-in disfunksiyasinin
asas mediatorudur. NVV beyni uzun miiddstli pato-
loji tesire malik olan toksik maddslarden qoruyur.
BDIL-nin heyvan modellorinds aparilan son todgi-
qatlar onlarin beynine NVV-in pozulmasi ilo miists-
rok olan iltihab reaksiya ve immun hiiceyrs infiltra-
siyasinin tosirini niimayis etdirmiglar. BDIL olan ye-
nidogulanlarda astrositlorin terminal artimlar1 ve
gan damarlar1 arasinda qarsiliqh slagenin itmasi en-
dotelial hiiceyroalorin sayinda azalma ilo miisayiat
olunur. Perivaskulyar bosluqda aktivleslmis mikrog-
liya ilo yanasi, plazma ziilalinin sizmasi, NVV-in
struktur catismazliindan xebar verir. Iltihab aleyhi-
no preparatlarla (ibuprofen, melatonin) miialice ilti-
habi proseslari azaltmagqla yanasi, glial-damar slage-
sinin vo NVV- in barpasina sebab olmusdur ki, buda
hamin preparatlarin tesirinden saglam beyin mik-
romiihitinin yaranmasina dalalst edir. NVV-in zade-
lonmasi erkan neyroiltihabi reaksiyalar1 siddatlondi-
ro bilaciyinden ham NVV-in, ham da iltihab yollar-
nin erkan hadaflonmasi, BDIL olan yenidogulanlarda
terapevtik yanasma kimi qobul oluna bilar [22, 23].
Batndaxili inkisafin langimasi zamani bas be-
yinda oksidlag¢dirici stress va apoptoz. Son onillikda
todqigatcilarin saylori BDIL zamani beyinde bas

veran struktur ve funksional pozuntularin molekul-
yar mexanizmlarinin todqigine yonelmisdir. Miiay-
yon edilmisdir ki, hipoksiya-isemiya goraitinda ilkin
morhals hiiceyra zadalonmasi vo enerji ehtiyatlarinin
titkkanmosi il saciyyelonir. Oksidativ stressin giiclon-
masi, proiltihabi sitokinlarin yiiksak saviyyoda sinte-
zi ils saciyyalanan birinci marhals apoptozla xarak-
terizo olunan ikinci marhals ilo miisayiat olunur. Bu
proseslar, 6z novbasinds, astrositlorin yetismasinin
longimasinin, mikrogliyanin aktivlosmosinin, ag
maddoenin zadslonmasinin ve HEB-in tamliginin
pozulmasinin asasini togkil edir [24].

Oksidlasdirici fosforlasma prosesi naticasinda
mitoxondrilarda reaktiv oksigen ve azot oksid radi-
kallar1 formalasir ki, bu proses miixtslif antioksidant-
lar (superoksid dismutaza, qlutatyon peroksidaza,
katalaza, E vitamini vo s.) vasitesi ile tonzimlonir [25].
Hipoksiya, iltihab, isemiya soraitinde antioksidantla-
rin yetarsiz sintezi fonunda serbest radikallarin,
xtisusila superoksid anionlarinin, hidroperoksidlarin
va hidroksil radikallarinin heddindaen artiq yaranma-
s1 mitoxondrilare giiclii toksik tesir gostarir, onlarin
disfunksiyasina sabab olur ki, bu da 6z novbasinds
daha giiclii oksidativ stressin yaranmasina ve hiicey-
ro Oliimiine gotirib ¢ixarir.

Medline, Embase maonbolorinin malumatlarina
(1996-2024-cti illar) asaslanan sistematik icmal vo me-
taanaliz gobok ciyoesi gqaninda oksidativ stress bio-
markerlori vo BDIL arasindaki slagenin tehlilini
aparmisdir. Oksidativ statusu miioyyen edon 39
miixtolif biomarkerdan BDIL ils an tutarl assosiasiya
total oksidant/antioksidant statusu, katalaza (CAT),
qlutatyon (GSH), isemik albumin (IMA) vo niiveli
eritrositlor (NRBC) ilo miisahids olunmusdur. Reak-
tiv oksigen vo reaktiv azot novlari (ROS/RNS), onla-
rin yaranmasinda istirak edan amillar, antioksidant
fermentloar, geyri fermentativ antioksidantlar va ok-
sidativ stressin mohsullari ilo BDIL arasinda daqiq
bir slage miisyysn edilmemisdir: bazi tedqgiqatlarda
miisbat assosiasiyalar miisahids edildiyi halda, diger
tadqgiqatlarda manfi ve ya heg bir alage geyds alin-
mamisdir [26].

Usaq beyni qglial hiiceyrelorin differensiasiya va
proliferasiyasi, mielinizasiya, elaco ds aktiv vaskulo-
genez, akson vo dendritlorin intensiv inkisafi ils xa-
rakteriza olunan kritik dovrde oksidativ stressa qars1
yliksok hassasliq niimayis etdirir. Bu dévrde oksige-
na olan yiiksok talabat, hiiceyradaxili serbast demirin
miqdarinin artmasi ve neyron membranlarinda ¢ox-
sayli doymamis yag tursularinin mévcudlugu fo-
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nunda enzimatik antioksidant sistemlarinin yetarsiz-
liyi oksidativ zadslonmao riskini daha da artirir [27,
28]. Yenidogulanin beyninin yag tursular1 ve demir
baximindan zangin olmasi hamds reaktiv oksigen
novlarinin (RON) yaranmasinda aparici rol oynayir.
RON-nin yaranmas:t mitoxondrilorde shamiyyatli
dayisikliklara sabab olur — bu, isemik acliq, funksio-
nal pozulmalar ve gecikmis neyron 6liimii ils natice-
lonir [29]. Azot oksid sintaz1 (NOS) vasitasile beyina
gan axmiin kompensator sokilds artmasi MSS-nin
reperfuzion zadslonmasina sabsb olur. Naticeds
beyinds darin morfoloji ve metabolik dayisikliklar
bas verir ki, bunlar da beynin hacmi ve ¢okisinin
azalmasi, beyin qabigindaki neyronlarin apoptozu-
nun artmasi, proliferasiya qabiliyyastine malik hiicey-
rolarin, yetkin oliqodendrositlorin ve neyrotrofinle-
rin miqdarinin azalmasi, elace da reaktiv astrogliozla
miisayiat olunan neyroiltihabi proseslorlo 06ziinii
gostorir [30, 31]. Prenatal hipoksiya ve oksidativ
stress beyincikdas, hipokampda ve boyiik beyin qabi-
ginda xolinergik sistemlarin fealiyyotini pozur [32].
Todgiqatlar gostorir ki, xolinergik strukturlarin hi-
poksik tasirlara qarsi erkan reaktivliyi ilo neyronlarin
gecikmis degenerasiyasi vo 6liimii arasinda shamiy-
yatli korrelyasiya movcuddur [33]. Batndaxili inkisa-
fin langimasi zamani bags beynin zadslenmasindas ok-
sidlogdirici stressin iltihabi prosesls olan garsiliqh
alagasi aparici rol oynayir [34]. Iltihabi proses hiicey-
ro komponentlorinin zadslonmasine ve endotelial
disfunksiyanin formalagmasina sebsb olan sarbast
radikallarin menboyidir. Proiltihabi sitokinlor NO
sintazanin ekspressiyasini induksiya edarak peroksi-
nitritin amoals galmasina vo apoptoza sabab olurlar.
Perinatal hipoksiya/isemiyaya maruz qalan yenido-
gulanlarin onurga-beyin mayesinda proiltihabi sito-
kin IL-6 konsentrasiyasinin artmasi vo antioksidant
xiisusiyyatlars malik olan glutatyon peroksidaza fer-
mentinin aktivliyinin azalmasi gosterilmisdir [35].
Proiltihabi sitokinlarin, neyronal proteinlarin (“long
pentraxins”) ve oksigenin reaktiv radikallarinin asir
sintezi mikroqliya hiiceyralorinin, eksaytotoksik
amin tursularinin miqdarm artiraraq, energetik tii-
kenma va apoptozu aktivlesdirarsk MSS-nin zade-
lanmasins ve qeyri-qenastbaxs naticalars sabab olur
[36]. BDIL ilo dogulan usaqlarda oksidativ stresin,

neyroiltihabin, aksonal zadslonmanin ve hipomiyeli-
nizasiyanin sebablarindan biri melatonin ¢atismazli-
g1dir. DNT-nin metillogsmasins ve histonlarin modifi-
kasiyasina nazarat edarak melatonin miixtalif patolo-
giyalarin proqramlasmasina ssbeb olan gen ekspres-
siyasinda bas vera bilacak dayisikliklarin qarsisin
alir [37]. Qeyri gonastbaxs seraitde melatonin ciftds
vo doldae inkisaf edon oksidativ vo nitrativ stressi da-
yandirir, délyant mayeds ve ananin qaninda proilti-
habi sitokinlorin istehsalini inhibe edir, aksiltihabi si-
tokinlerin sintezini stimullasdirir, yenidogulanin
beynindas ise iltihabin ve neyronlarin 6liimiin qarsi-
sin1 alir. Lakin BDIL ilo fosadlasan hamiloliklarda fi-
zioloji hamilslikdan forqli olaraq hipofizar melatonin
sintezinin artmasi bas vermir, cift tizorinds isa mela-
tonin reseptorlarinin ekspressiyasi zoifloyir vo qaba-
r1q oksidativ stress bas verir [38-41]. Oksidativ stress
hipoksik-isemik ensefalopatiya (HIE) iiciin “hassas-
liq pancarasi” yaradir: beyinde mikrogliyanin aktiv-
losmasi, azot oksidinin (NO), qlutamatin ve ROS-un
soviyyasinin artmasi ilo giiclii iltihabi sitokinlarin
ekspressiyasi bas verir. Bu ise neyron apoptozuna,
mikrovaskulyar gan axininin azalmasina ve beyin
zadelonmasinin agirlasmasina sebab olur [42]. Sito-
kin istehsali no qadar yiiksokdirsa, HIE do bir o qador
agir kegir. Enerji ehtiyatlar1 shomiyyatli daracada
azaldiqda, apoptoz prosesi sitoxrom-C/kaspaza-3
kaskadinin aktivlegmosi ilo baslayir [43]; apoptoz mi-
toxondrial disfunksiyadan svval bag vers bilar ve bu
zaman niive faktoru kappa-B (NF-kB) signal yolu ak-
tivlosir. Enerji tamamils tiikendikde isa nekrotik
hiiceyro 6liimii bas verir [44].

Belslikla, BDIL zamani bas beynin zadalanmasi-
nin patofizioloji mexanizmloarinin &yrenilmasins
yonalmis klinik ve eksperimental tedqiqatlar bu pa-
tologiyanin metabolik, hemodinamik ve neyroiltiha-
bi proseslarin qarsiliqh tasiri altinda formalasmasini
va bu problemin garsisinin alinmasina yonalmis ilkin
profilaktik ve miialicovi tadbirlerin vaxtinda hayata
kecirilmosinin vacibliyini gostorir. D6l beyninin za-
dalenmasinin erkan diagnostikasi {igiin spesifik bio-
markerlarin va erkon ontogenez dovriinde neyropro-
teksiya metodlarinin islanib hazirlanmasi bu miithiim
problemin hallins yeni baxis bucagindan yanasmaga
imkan veracoak.
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SUMMARY

Pathophysiological mechanisms of central
nervous system damage in children born with
intrauterine growth restriction
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In this articile presented the information concer-
ning clinical and experimental studies aimed at stu-
dying the pathophysiological mechanisms of brain
damage during intrauterine growth restriction
(IUGR) show that this pathology is formed under the
interaction of metabolic, hemodynamic and neuro-
inflammatory processes and the importance of
timely implementation of primary preventive and
therapeutic measures aimed at preventing this prob-
lem. The development of specific biomarkers for
early diagnosis of fetal brain damage and methods of
neuroprotection in the early ontogenesis period will
allow us to approach the solution of this important
problem from a new perspective.

ODOBIYYAT

PE3IOME

ITaTodusnoaormiaeckne MexaHU3MBbI
IopaXeHMsI HeHTPaAbHOV HEPBHOJ CHCTEeMBbI Y
AeTel, pOXAeHHBIX € 3a4epKKOW
BHYTPUYTPOOHOIO pa3BUTHSI

TI'axpamanavr Hlabnam Faxpaman xoisot
Hayuno-uccaedosamervcxuii Mincmumym
Axyuwepcmea u I'unerorozuu, baxy, Asepbatioxan

Karouesvie caosa: sadepxia snympuympodHozo
PAaseumMUs nA00A, UeHMpPAALHAS HEPEHAS CUCHIeMa,
namoPusuorozuiecKue MexaHusmol

B nipeacraBaeHHOII cTaThe IIpeACTaBAeHbI AaHHBIE
KAVHMYECKMX ¥ DKCIIepMMeHTaAbHBIX MCCAe0Ba-
HUII, HaIlpaB/AeHHBIX Ha M3y4eHle MaTo(pu3noioru-
9JeCKMX MeXaHM3MOB ITOpa’keHNs IOA0BHOTO MO3Ta
Ipu 3ajdep>KKe BHYTPUYTPOOHOTO pasBUTUS I1104a
(3BYP). OHu 110Ka3bIBalOT, YTO AaHHAs IaTOAOTHUS
dopMupyercs B ycA0BUAX B3aMOAENCTBIA MeTabo-
AVYIECKNX, TeMOAVHaMMYECKUX U HelpOoBOCIaAN-
TeABHBIX IIPOLIECCOB, a TAK>XKe BaKHOCTh CBOEBPEMEH-
HOTO ITPOBeAeHVIsI IePBUYHBIX TPOPUAAKTUIECKIX U
Ae4eOHBIX MepOIIpUATHIL, HaIllpaBAE€HHBIX Ha IIpe-
AOTBpallleHNe AaHHON mpoOaeMsl. PaszpaboTtka crie-
nuduyecknx OMoMapKepoB AAs paHHEN AMarHOC-
TUKM (EeTaAbHOTO ITOPa’keHNsI I'OJ0BHOTO MO3Ta U
MeTOAOB HEMPOIIPOTEKINN B paHHEM IIep1OJ€e OHTO-
reHe3a ITO3BOANT II0-HOBOMY ITOAOWTHU K peIIeHUIO
BTOI Ba>KHOI IIPOO.AEMBI.
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FON VILLEBRAND XJSTOLIYININ MAMALIQ ASPEKTI

Z.F. Mahmudbayova

9. Oliyev adina Azarbaycan Dévlat Hokimlari Tokmillagdirma Institutu Mamaliq va ginekologiya kafedrasi, Bak,

Azarbaycan

Acar sozlar: fon Villebrand xastaliyi, hamilalik, dogus, hemostaz, dogusdan sonraki qanaxma, Fon Villebrand faktor, VIII

faktor

Fon Villebrand xasteliyi (FVX) — irsi xestalik olub,
Fon Villebrand faktoru (FVF) catismazliginin kemiy-
yot vo ya keyfiyyot catismazlig1 ilo xarakterizs olunur.
Xostoliyin yayilmasi miixtalif tedgiqatlarda farqli
gostorilmis vo miixtalif {isullarla giymatlondirilmis-
dir, ¢linki biitiin FVX xestelarinds qanaxma simptom-
lar1 miisahide olunmur. Biitiin FVX formalarinin ya-
yilma daracasi 0,6-1,3% qiymsatlendirilir, lakin spesi-
fik miialica tolob edon simptomatik forma ham kisilor-
da, ham da qadinlarda eyni daracads tasir gostorir, qa-
dinlarda diagqnoz qoyulma orta yas: 19-dur [1, 2].

Fon Villebrand xastaliyi {i¢ tips boliiniir. On ¢ox
rast galinan tip 1 olub, hallarin 70-78%-inds kemiy-
yat baximindan gisman FVF catismazligi ilo xarakte-
riza olunur. Tip 2 FVF-nin keyfiyyat catismazligi ilo
xarakterizs olunur ve alt tiplaere boliiniir: A alt tipi, B
alt tipi, M alt tipi vo N alt tipi, burada FVF VIII fakto-
ra ¢ox asag1 yaxinliga malikdir. Tip 3 iso FVF-nin tam
komiyyet ¢atismazlig: ilo xarakterizo olunur [1, 3].
Xostolik 2N va 3 tiplarinds autosomal-recessiv, 1, 24,
2B vo 2M tiplarindo ise autosomal-dominant irsiyyet
noviine malikdir [3].

Fon Villebrand faktoru — ¢oxhissali glikoprotein
olub, endotelial hiiceyralor vo meqakariositlar tore-
finden sintez edilir, ilkin ve ikincili hemostazda asas
rol oynayir ve miixtslif trombosit yapisma ve aqre-
qasiya reseptorlari ilo qargiligh tesir gostorir. Tkincili
hemostazda o, VIII faktorun dastyicisi kimi ¢ixis eda-
rok onun plazmada aktivlesmis C proteini torafinden
moahv edilmasinin qarsisini alir [1]. Trombosit yapis-
masinin pozulmast vo ya FVF-nin daha asag1 kon-
sentrasiyalar1, FVF ilo bagli problemloar olduqda qa-
naxmaya sabab ola bilar.

Diagnoz adaten xasteliyin erken marhoalalarinda
goyulur ve buna dis stinin qanamasi, burun qanama-
lar1, anormal menstrual qanamalar ve daha agir hal-
larda mada-bagirsaq qanamalar1 kimi slamatlar asas
olur. Diagnoz FVF-nin antigen saviyyasi vo ya FVF
fealiyyoeti ils, hamg¢inin VII faktorun aktivliyi asasin-
da kemiyyotce miisyyenlosdirilmaklo tesdiglonir.

FVF soviyyasi 30%-den asag1 ve ya qanaxma simp-
tomlarn ils birlikds 50%-dan asag1 olduqda diaqnoz
goymaq miimkiindiir, bu da adekvat diagnostika
iclin hematoloji markazlora yonlondirma zaruratini
gostorir [4].

Hamilolik zamani fizioloji deyisikliklor ¢argive-
sinda estrogenlor qaraciyerdoe ziilal sintezini artirir,
bu da VII, VIII, X, XII faktorlari, FVF ve fibrinojenin
soviyyesinin yiiksalmasina; tromboplastin vaxtinin
qisalmasina va C ziilalinin saviyyasinin azalmasina
sobab olur, belslikls dogum sonrasi qanamanin az
ehtimalini tomin etmak {i¢iin profilaktik doyisikliklor
yaranir [1]. Naticads FVF ve VIII faktor asasan tip 1
vo 2 xastoliklorde normal saviyyelars yiiksals bilar.
Dogum sonras1 dévrda bu seviyyelar azalmaq meyli
gostorir, bu iss dogum sonrasi qanama riskini artirir
va qan moahsullarinin kogliriilmasi ehtiyacini yaradir
ki, bu da ikinci deracali fasadlara, masslan, tonaffiis
catismazligi, agciyor 6demi, kaskin boyrak zadalan-
masi [5] vo hatta ananin 6liimiine sabab ola bilar.

Fon Villebrand xostsli qadinlar hamilsliklos alaqali
hormonal dayisikliklarin ve FVX ¢atismazliginin qar-
siligli tosiri sebabinden xiisusi ¢atinliklarls tizlasirlor.
Bu, adatan yiingiil vo ya agir qanaxma slamatlori ilo
Oziinii gostorir [1]. 2-ci tip Villebrand faktoru funk-
sional vo struktur forqlars asasen alave olaraq 2A, 2B,
2M va ya 2N kimi tasnif edilir; bu tip toxminan insan-
larin tigda birina tasir edir [5]. 1-ci tip FVXilo miiqa-
yisada, 2-ci tip FVX-da daha giiclii vo daha tez-tez
rast galinen ganaxmalar miisahide olunur. ©n agir
forma ise FVX-nin demsak olar ki, tam catismazlig1
naticesinde yaranan 3-cii tipdir [1]. Fon Villebrand
xostali pasiyentlorde miisahide oluna bilon bozi
simptomlara asan deride goyermse, agiz ve ya dis
atinden qanaxma, giiclii menstrual ganaxma, stoma-
toloji miialica, carrahi miidaxile ve ya dogusdan son-
ra qanaxma daxildir [1]. Daha agir ¢catismazliq halla-
rinda oynaqlarda gqanaxma da miimkiindiir [6].
Autosom tipli irsiyyets asasan, qadinlarda xestsliyin
inkisaf ehtimali daha yiiksakdir ki, bu da asasen
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hamilslik, menstruasiya ve dogus kimi qadinlara xas
hemostaz problemloari ils izah olunur [7].

Fon Villebrand xastaliyinin mamaliq aspektlarina
hamilslik ve dogusdan sonraki dévrdae artmis qanax-
ma riski daxildir ki, bu da diqqgstli, multidissiplinar
nazarat talab edir. Fon Villebrand xastali qadinlarda
dogusdan sonraki qanaxma, qan kogliriilmasi zeru-
roti vo dogus travmasi naticesinde gqanaxma riski
yiiksokdir. Hom ana, ham da usaq tigiin tahliikesiz

naticoni tomin etmoak mogqsadile diqqgatli miisahids,
dogusun ehtiyatla planlasdirilmasi ve ixtisaslasmis
miialice vacibdir.

Ginekologlarin, feldserlarin, hematologlarin va
anesteziologlarin istiraki ile kegirilon iclasda BV-li
gadinlarda dogus zamani qanaxma riskini azaltmaq
magqsadile FVF ve VIII laxtalanma faktoru konsentra-
tinin profilaktik tatbigine asaslanan dogusun aparil-
masi protokolu hazirlanmisdir (cadval) [5, 6, 8].

Cadval.

Villebrand xastaliyi olan pasiyentlards dogusun aparilmasi protokolu [1]

Hamilslik marhalasi

Antenatal qulluq ziyarati: tiglincii
trimestr

38-39 hoafto

Hamilslik moarhalasi

Dogusun aktiv marhalasi

Horoakot

Genetik maslahat. VIII faktor ve fon Villebrand faktoru (FVF) tiglin gan testi.
Trombositlarin miqdar: da daxil olmagqla, imumi qan analizi. D6liin
vaziyyetinin miisahidasi: hamilaliyin 28-ci haftesinden sonra har iki
haftadan bir va 37-ci haftadan sonra har hafts. Miisayisat olunan mamaliq
risk faktorlarindan asil1 olaraq tezlik arta biler.

Dogusun stimullagdirilmas: tiglin xastaxanaya yerlasdirma. Ixtisasarasi
miiayine, ginekologiya, perinatologiya, hematologiya, anesteziologiya vo
qankdgiirma sobasi. Ehtiyat qan mehsullari. FVF saviyyasi gostarilonden
yiiksakdirsa, farmakoloji profilaktikaya ehtiyac yoxdur. Epiziotomiya ve
instrumental dogusdan ¢ekinmak. Aktiv dogus. Oksitosin, vaginal dogus
zamani1 On ¢iyin oynagi dogulanda 10 BV* va ya Kesar kasiyinda 30 BV*
azoaladaxili. Qanaxma halinda, giinda ii¢ defe 1000 mq traneksam tursu
totbiq etmayi diistinmak.
Birinci sira terapiya Tkingi sira terapiya
Tip 1 FVxastaliyi: FVF saviyyesi 50
BV/dl-den asag1 olarsa, faktor
VIII/FVF kompleksi 50 BV/kq
dozada tatbiq olunur. Dogus bas
vermayibsas, dozan1 12 saatdan
sonra tokrarlamagq.

Desmopressin venadaxili 0,3
mkq/kq (maksimum doza: 25-30
mkq) har 12-24 saatda ve ya
intranazal olaraq 300 mkq har 12-24
saatda

Tip II FV xastaliyi: FVF 100 BV/dl-
den asag1 olduqda, faktor VIII/FVF
kompleksini 50 BV/kq dozada
totbiq etmak; dogus bas
vermayibsa, dozan1 12 saatdan
sonra tokrarlanmagq.

Desmopressin venadaxili 0,3
mkq/kq (maksimum doza: 25-30
mkq) har 12-24 saatda ve ya
intranazal olaraq 300 mkq har 12-24
saatda

Tip III FV xastaliyi: FVF 100 BV/dl-
dan asag1 olduqda, faktor VIII/FVF
kompleksini 50 BV/kq dozada
totbiq etmak; dogus bag
vermayibsa, dozan1 12 saatdan
sonra tokrarlamag.
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Tip I FV xastaliyi: FVF 50 BV/dl-dan asag1 olduqda, faktor VIII/FVF
kompleksini 50 BV/kq dozada va ya Desmopressin venadaxili 0,3 mkq/kq
(maksimum doza: 25-30 mkq) har 12-24 saatda ve ya intranazal olaraq 300
mkq har 12-24 saatda tatbiq etmak.

Tip II FV xastaliyi: FVF 100 BV/dl-dan asag1 olduqda, faktor VIII/FVF

Fizioloji dogus ve ya Kesar kasiyi

kompleksini 50 BV/kq dozada ve ya Desmopressin venadaxili 0,3 mkq/kq

(maksimum doza: 25-30 mkq) va ya intranazal olaraq 300 mkq har 12-24

saatda yeridilmak.

Tip III FV xastaliyi: FVF 100 BV/dl asag1 olduqda, faktor VIII/FVF
kompleksini 50 BV/kq dozada tatbiq etmasi

Hamilslik marhalasi Horoakot

Intensiv miialico s6basinda
ganaxma v usaqliq tonusunun

Dogusdan sonraki 1-ci giin
monitoringi

Intensiv miialico s6basinde
ganaxma va usaqliq tonusunun

Dogusdan sonraki 2-ci giin
monitoringi

Intensiv miialico s6basindo
ganaxma v usaqliq tonusunun

Dogusdan sonraki 3-cii giin
monitoringi

Intensiv miialico sobasinda
ganaxma va usaqliq tonusunun

Dogusdan sonraki 4-cii giin
monitoringi

Dogusdan sonraki 5-7-ci giin o
monitoringi

14-cii giinds davami
Qeyd: BV* — Beynalxalq vahid

Bu protokola asasan, doguslar 38-39-cu haftalar
arasinda, vaxtinda planlagdirilir ki, dogusdan sonra-
ki ganaxma riski sebabinden gozlenilmaz dogus hal-
larinin qarsisi alism. Dogusun aparilmasi ve dogus-
dan sonraki dévr, dogus zamani ve dogusdan sonra
kombina olunmus preparatin tatbiqins, eloco do do-
gusdan sonraki qanaxma riski azaldiqca dozamin
todricon azaldilmasina osaslanur.

Hamilslik dévriindsa FVF va VIII faktorunun dina-
mikast barade molumat verilmisdir. 30-cu haftods
FVF aktivliyi 3% (40-200%), VIII faktoru 4% (50-150%)
togkil etmisdir; 38-ci haftede ise miivafiq olaraq 3%
(40-200%) vo 4% (50-150%) olmusdur; dogusdan

Qanaxma va usaqliq tonusunun

Farmakoloji miialice

FVF saviyyasi 50 BV/dl-den asag1
olarsa, har 12 saatda 50 BV/kq
dozada faktor VIII/FVF kompleksi
totbiq edilir

FVF saviyyasi 50 BV/dl-den asag1
olarsa, har 12 saatda 30 BV/kq
dozada faktor VIII/FVF kompleksi
totbiq edilir.

FVF saviyyasi 50 BV/dl-den asag1
olarsa, har 12 saatda 20 BV/kq
dozada faktor VIII/FVF kompleksi
totbiq edilir

FVF saviyyasi 50 BV/dl-den asag1
olarsa, har 12 saatda 20 BV/kq
dozada faktor VIII/FVF kompleksi
totbiq edilir

Qanaxma halinda, FVF-un
saviyyesi 50 BV/dl-dan asag1
olduqda, har 12 saatda 50 BV/kq
dozada factor VIII/FVF kompleksi
totbiq edilir.

Tokrar gabul, FVF va laxtalanma faktoru VIII saviyyasinin tayin edilmasi

sonra FVF aktivliyi 41% (40-200%) toskil etmis, VIII
faktor tizra malumat gostarilmemisdir [1,9].

Odsbiyyatda FVX-li qadinlarda dogus zamani qa-
naxma riskinin ve agirliq deracesinin diizgiin qiy-
motlondirilmasi ile bagh ziddiyyetli naticalar taqdim
olunur. Tarixi malumatlara gors, bu xastaliyi olan qa-
dinlarda dogusdan sonraki qanaxma faizi 15%-den
60%-o qadar dayismisdir [10]. Bu ciir qeyri-miiay-
yonlik hamginin o zaman miisahidas olunur ki, 1-ci tip
FVX-li pasiyentlorin siyahisma VIII faktoru ve FVEF-
nin genis diapazonda olan baza saviyyalarine malik
qadinlar da daxil edilir.
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Fon Villebrand faktoru ilo bagh coxmoerkazli
Avropa tadqgiqatinda gosterilmisdir ki, qanaxma
simptomlarinin kemiyyat baximindan tehlili 1-ci tip
FVX-nin daha daqiq diaqnostikasi ve onun optimal
miialicesi {i¢lin tovsiyslarin hazirlanmasi baximin-
dan potensial faydalidir [3].

ABS-da aparilmis genis "hadise-nezareat" todqiqa-
tinda (2000-2003-cii illari oahato edan vo hamilaliklo
alagali biitiin xastoxana ¢ixaris kodlarina asaslanan
4067 FVX-li gadinin dogusu daxil olmagla) bu qadin-
larda dogusdan sonraki qanaxma ehtimalinin daha
yiiksak oldugu (OR 1,5, 95% CI 1,1-2,0) va gan
koctirtilmasi riskinin FVX olmayan qadinlarla miiqa-
yisada bes dafe ¢ox oldugu (OR 4,7; 95% ClI 3,2-7,0)
miiayyen edilmisdir [11].

Faktor VIII vo FVF-un tedricen artmas: 1-ci tip
FVX-li qadinlarin akseriyyatinds, yani xastaliyin qis-
man kamiyyat ¢atismazlig1 olan hallarda miisahida
olunur ve bu gostericiler {igiincii trimestrds >50
BV/dL saviyyasina ¢ata bilar. Lakin bu tipin ds asasi-
n1 togkil edan fenotip ve genotiplarin genis hetero-
genliyi sababinden bu iimumi fikir ehtiyatla sarh
edilmalidir ve FVX diaqnozu qoyulmus har bir hami-
lo qadinin diqqatle qiymotlondirilmasi tovsiys olu-
nur. Umumiyyatla, baslangicda FVF ve VIII faktoru
saviyyalari >30 BV/dL olan gadinlar (bu da 1-ci tip
FVX-ya uygundur) hamilsliyin sonuna dogru nor-
mal saviyyalora ¢atma ehtimali yiiksok olan pasi-
yentlar hesab olunur [9]. Usaqliq atoniyasi qanaxma
riskinin artmasina sabeb ola biler, buna gors do he-
mostatik terapiyaya alave olaraq uygun miialice tad-
birlari do goriilmalidir.

Baslangic saviyyalari <20 U/dL olan qadinlarda
adaton artim daha az olur, ¢linki onlarin ¢oxu FVE-
nun artmis klirensi vo ya azalmis sintezi vo sekresi-
yast ilo alagali DNT variantlarinin dasiyicisidir ve ya
miixtalif FVF variantlarinin miirokkeb heteroziqotla-
ridir, bu da genastbaxs hemostaz seviyyesina cat-
maga mane olur [9]. Eyni sokilds, FVIII vo FVF-nin
oOlctils bilon saviyyaleri ilo alagali olan null ve mis-
sens tipli DNT variantlarinin miirekkab heteroziqot
dasiyicist olan qadinlarda da hamilslik dovriinds
shamiyyoetli yaxsilasma miisahids edilmir [9]. Gene-
tik fon (desmopressine cavab tipini boyiik olgtids
miiayyen edan va aksar hallarda hamilalik d6vriinda
dayisen) bu pasiyentlarin ¢oxu {i¢iin al¢atan olmadi-
gindan, hamilslik dovriinds, an az1 tiglincii trimestr-
da diqqgatli miisahide aparilmasi ve xiisusi miialicoya
ehtiyac1 olan qadinlarin miisyyan edilmasi siddatle
tovsiya olunur [9].

1-ci tip FVX-li hamile qadinlarda dogus zamani
VIIL:C faktoru vo/ve ya FVF saviyyesi 30 BV/dl-den
asag1 olduqda, gobak ciyasinin kesilmasinden sonra
va bundan sonraki 3—4 giin arzinds, xiisusile ds orta
epiziotomiya telab olunduqda, desmopressin totbiq
olunmalidir. Damar daxili (venadaxili) yeridilma
darialt1 inyeksiya il eyni saviyyade konsentrasiya
artimi yaradir, lakin pik saviyyeye ¢atma vaxti, ade-
ton, daha qisadir. Bununla bels, xiisusile tokrar doza-
lar zaman1 VIII faktoru ve FVF saviyyelarinin neza-
ratds saxlanilmasi tovsiys olunur.

Fon Villebrand faktorunun yiiksek penetrantliq
vo ekspressivlik gostoran boezi DNT variantlar
(moasalon, ¢.3614G>A, p.Argl205His vo ¢.3388T>C,
p-Cys1130Phe) FVF-nun artmus klirensi ils alagalidir,
bu da FVF propeptidi/FVF:Ag nisbatinin yiikselmasi
ilo tasdiglanir ve hamilsliyin sonunda normal saviy-
yolara ¢atmaga mane olur. Bununla bels, retrospek-
tiv vo prospektiv tadqiqatlar gostermisdir ki, bu
DNT variantlarina malik qadinlarda desmopressinls
miialico bu vaziyystds tohliikesiz hesab olunur.
Hiponatremiya riskinin qarsisin1 almagq tiglin diureza
nozarat vo maye gobulunun meahdudlasdirilmasi
vacibdir.

Eyni yanasma, daha az infuziya ils, FVF saviyyoesi
>30 va <50 BV/dL olan qadinlarda da tatbiq oluna
bilar. Tacriiba gostorir ki, miialicoye dogusdan birba-
sa avvel baslanmasi ana veo yenidogulmus iiclin
agkar yan tesirlor yaratmadan miimkiindiir. Lakin
bazi lkelards, xiisusila pasiyentin digqstli miisahi-
dasini tomin etmoayin ¢atin oldugu hallarda, FVF/VIII
faktoru konsentratlarindan istifade eden alternativ
tsullar da totbiq olunur. Bu halda, FVF 40-60 BV/kq
dozada dogusun son merhalasinds yeridilir, giinds
bir dafs olmagla an az1 3 giin davam etdirilir, daha
sonra iso bir hafte orzinde traneksam tursusunun
peroral gabulu toyin olunur [9].

Antenatal dovrds, xiisusilo ti¢lincii trimestrds,
dogusun effektiv planlasdirilmasi {i¢iin VIII ve FV
faktorlarin1 nezarstde saxlamaq g¢ox vacibdir. Bu
amil hamilslik zamani artmis prokoaqulyant faktor-
larla alagali patofizioloji dayisikliklore gora miihiim
shamiyyet dasiyir; bu gostaricilor, adsten, normal
diapazonda qalir ve 100 BV/dl-s gadar yiikssls biler
[1]. Tahliikesiz vaginal dogus tigiin FVF ve VIII fak-
toru saviyyalari 50 BV/dl-dan yuxari olmalidir. Kesar
kasiyi amsliyyati zamami FVF saviyyesi 50 BV/dl-
dan, VIII faktoru saviyyesi ise (xiisusile 1-ci tip xas-
tolikda) 80 BV/dl-dan yiiksok olmalidir; lakin BV-nin
2 va 3-cii tiplarinda bu gostarici 100 BV/dl-dan yuxar:
olmalidir [1].

34 Muasir ginekologiya va perinatologiyanin aktual masalalari 12 Ne04/2025



Xostoliyin intranatal fazasinda miialicoys goste-
riglora desmopressinin 0,3 mkg/kq (maksimal doza:
25-30 mkg) damar daxili yeridilmasi va ya 300 mkg
buruna tatbiqi daxildir; preparatin pik tasiri yeridil-
dikdan 30-90 daqiqe sonra yaranir ve onu har 12-24
saatdan bir tokrarlamaq lazimdir [1, 12].

Bu veziyystin yaxsilasdirilmasi {igiin traneksam
tursusu (1000 mq giinda {i¢ dafa [1, 6]) ve ya epsilon-
aminokapron tursusu (100-150 mq/kq) kimi antifib-
rinolitiklarin tetbiqi tovsiys olunur; sonuncu halda
epsilon-aminokapron tursusu 10-15 mq/kq/saat do-
zada damardan yeridilmslidir [1, 6]. Bu preparatlar
usaqliq atoniyasi naticesinda yaranan dogusdan son-
raki qanaxmalarda gostorilmisdir.

Dogus zamani alotlorlo miidaxiloden ¢okinmak
¢ox vacibdir, ¢linki bu xasteliyin genetik irsiyyati ilo
alagadar olaraq ana ve usaqda qanaxma riski artir
[9]. Bu hallarda genetik maslahatlosma (konsultasi-
ya) aparilmasi tovsiys olunur.

Aktiv dogus fazas1 zamani oksitosinin rutin tetbi-
qi FVX olmayan qadinlarda oldugu kimi standart
mamaliq protokollarina uygun ola bilar. Lakin des-
mopressinlo eyni vaxtda istifadesi zamani hipoatre-
miya riskinin artmasi sebabinden ehtiyatl olmagq la-
zimdir [1].

Dogusdan sonra FVF va VIII faktorunun plazma-
daki saviyyalari azalir ve texminan dogusdan ii¢ haf-
to sonra baza gostericilorine gadar enir. Beynoalxalq
Tromboz ve Hemostaz Comiyysti FVX-li qadinlarda
hamilslik dovriiniin idare olunmasina dair mévcud
klinik toacriibeni giymotlondirmak maqsadile tibb
xidmotlari gostoran miitoxassislor arasinda beynal-
xalq sorgu kegirmisdir. Antenatal miisahids, perina-
tal idareetms ve dogusdan sonrak: protokollar ara-
sinda forqlar askar edilmisdir [13, 14]. Bu sorgunun
noaticalarine asasen, dogusdan sonraki laborator ne-
zarat liclin asason FVF aktivlik testi, bu faktorun an-
tigen saviyyesinin teyini ve VIII faktoru analizi isti-
fadas olunmusdur.

Antenatal anemiya dogusdan sonraki qanaxma
ila alagalondirilir; hemoglobin saviyyasi 9 g/dl-den
asag1 olduqda ciddi dogusdan sonraki qanaxma riski
(>2) artir vo qan kogiiriilmasini tolab eds biler. Bun-
dan slave, hemoglobin seviyyesi 7 g/dl-den asag:
olan agir antenatal anemiya dogusdan sonraki ga-
naxma riskini on dafo artirir [13]. Arasdirmalar
goOstormisdir ki, agir anemiya oksigenizasiyanin
azalmasi ssbabindan miometriumun yigilma qabiliy-
yatine manfi tesir gosters biloar ve bu da usaqlq
atoniyasi ehtimalini artirir; lakin anemiyanin dogus-
dan sonraki qganaxma riskini artirmasinin daqiq

mexanizmlori hals do geyri-miiayyondir. Amerika-
nin Mama-ginekologlar Kolleci (ACOG) terafinden
son rohbar tovsiyalors asasen, anemiya tigiin ilk tri-
mestrds ve hamilaliyin 24-28-ci haftalarinds tokrar
skrininq tovsiye olunur ve biitiin hamils qadinlara
asag1 dozalarda domir gebul etmok maslohat goriiliir
[14,15].

2021-ci il FVX tovsiyelorinds FVX-li qadinlarda
erkon (dogusdan sonra 24 saat arzinde 1000 ml-don
¢ox qan itkisi ve ya hemodinamik sabitliyi poza bile-
cak har hansi gan itkisi) ve gecikmis dogusdan son-
raki ganaxma (dogusdan sonra 24 saat vo 6 hoafts
arzinda tipik lohiya itkisini asan, tibbi giymatlondir-
mo v ya miidaxile talob edan va ya dogusdan sonra
6 haftoeden ¢ox davam edoan qan itkisi) anlayislari teq-
dim edilmisdir ki, bu, klinik tacriibe vo todqiqatlar
ticlin mithiim nailiyyatdir [16]. Dogusdan sonraki
ganaxmalarin diagnostikasina vahid yanasma FVX-li
hamile gadinlarin hem agkar edilmasini, hom ds
idare olunmasini yaxsilasdirmaga yonalib [16, 17].

Qadinlarda gecikmis dogusdan sonraki qanaxma
riski sababinden, xastoxanada 5-7 giin arzinds diq-
getli miisahide aparmagq son darace vacibdir. Farma-
koloji miialiceys desmopressin va ya FVF/VIII fakto-
ru kombine olunmus preparatlar daxil edilmalidir,
¢linki bu dévrdas FVF titkenmasi daha nazaragarpan-
dir vo dogusdan sonra ilk 48 saat arzinde akusher
ganaxma riskini artirir. Bu qadinlar miimkiin hemo-
dinamik sabitlik pozulmasi sebsbindsn reanimasiya
va ya intensiv terapiya sobolorinds diqqetle izlonma-
lidir [1].

Antenatal dovrds, xiisusile ti¢lincii trimestrds,
dogusun planlasdirilmast magsadile VIII ve FV fak-
torlar1 diqqgatle nezarstde saxlanilmalidir [6], ¢iinki
prokoaqulyant faktorlarin seviyyesinin artmasi ilo
alagpali patofizioloji dayisiklikler adstan normal dia-
pazonda qalir [1] ve 100 BV/dl saviyyasine qadar
yiiksalo bilar [6].

Doguslar hematologiya ve qan kociiriilmasi sobe-
lorinin moévcud oldugu ixtisaslasmis moarkezlards
aparilmalidir, avvalcadan FVF, VIII faktoru, uteroto-
niklar, antifibrinolitiklor ve qan preparatlarinin
movcudlugu temin edilmolidir.

Qadinlarin vaginal yolla dogus etmasi {i¢iin FVF
va VIII faktoru saviyyalari 50 BV/dl-den yuxari olma-
lidir; Kesar kasiyi amaliyyat1 planlasdirilan qadinlar-
da FVF saviyyasi 50 BV/dl-dan, VIII faktoru iss 1-ci
tip xastolikde 80 BV/dl-den yiiksak olmalidir [1].
Lakin 2-ci vo ya 3-cii tip xostolikde qadinlarda FVE-
nun hadaf saviyyasi daha yiiksak olmali, 100 BV/dl-
den yuxar1 saviyyoaya ¢atmaq maqgsad qoyulmalidir
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[1]. ©gar saviyyalar normal diapazondadirsa, farma-
koloji profilaktika talsb olunmur.

Bu xastaliyin intranatal fazasinda istifads tiglin
tosvir olunan miialics iisullarima desmopressinin da-
mar daxili 0,3 mkg/kq dozada (maksimal doza: 25-30
mkg) vo ya 300 mkg intranazal yeridilmasi daxildir;
preparatin pik tasiri yeridildikden 30-90 daqigs son-
ra yaranir vo onu har 12-24 saatda bir totbiq etmak
lazimdir [1]. Lakin bu preparat 1-ci tip BV-da birinci
xott terapiyasi kimi tosnif edilir, 3-cii tip xastolikda
iso onun effektivliyi siibut edilmayib [5].

Hoamginin FVF va VIII faktoru ils 40-60 BV/kq sok
doza soklinde miialico tosvir edilmisdir (FVF/VIII
faktoru 500/200 BV 10/ml formasinda). Pasiyent
avval FVF vo VIII faktoru ils effektiv cavab almis
oldugundan, hamilslik dovriinds eyni miialice xatti
davam etdirilir. Bu miialics tisullarini traneksam tur-
susu (1000 mg giinds {i¢ dafs) ve ya epsilon-amino-
kapron tursusu ile 100-150 mg/kq sok doza ve sonra
10-15 mg/kq/saat infuziya soklinde antifibrinolitik-
lorls giiclondirmek miimkiindiir [1].

Dogus zamani alstlorlo miidaxiloden g¢okinmak
¢ox vacibdir, ¢iinki bu xasteliye genetik meyllilik
sobabinden ana ve yenidogulmusda qanaxma riski
artir [9]. Belo qadinlara antenatal genetik moslohat
verilmasi tovsiye olunur.

Aktiv dogus zamarn oksitosinin rutin istifadasi
BV olmayan qadinlarda standart dogus protokoluna
uygun ola bilsr; lakin desmopressinle eyni vaxtda
totbiq edildikds hipoatremiya riskinin artmasi sebe-
bindan diqqgatli olmaq lazimdir [5].
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The aim of this review is to analyze current data
on the pathogenesis, clinical manifestations, diag-
nostic approaches, and treatment strategies of von

Qadinlarda gecikmis dogusdan sonraki ganaxma
riski nazeare alinaraq, xastexanada 5-7 giin arzinde
diqgatli miisahide aparmaq vacibdir; bu miiddatds
desmopressin va ya FVF/VIII faktoru kombina olun-
mus preparatlarla farmakoloji miialice tatbiq edilmae-
lidir, ¢tinki bu dévrds FV-nin tiikoanmasi daha naza-
ro¢arpandir ve dogusdan sonra ilk 48 saat arzinds
Bu gadinlar
miimkiin hemodinamik sabitlik pozulmas1 riskini

akusher ganaxma riskini artirir [9].

nazors alaraq intensiv terapiya ve ya reabilitasiya
soboalarinda diqqatle izlonmalidir.

Belaliklo, FVX-li hamils pasiyentlor ixtisaslasmis
moarkazlarda ¢oxprofilli komanda terafinden xiisusi
gaygtya ehtiyac duyurlar; bu komandaya ginekolo-
giya, perinatologiya, hematologiya, intensiv terapiya
va transfuzion tibb daxil olmalidir. Osas miidaxilalor
dogus ve dogusdan sonraki dovre yonaldilmisdir ki,
dogusdan sonraki ganaxmanin qarsisi alinsin.

Farmakoloji miialicoys desmopressin, FVF ve VIII
faktoru, hamginin uterotoniklsr vo traneksam tursu-
su kimi antifibrinolitiklor daxildir. Optimal miialice
FVX tipinin avvelcadan miiayyan edilmasinden asi-
lidir. Desmopressin terapiyaya yaxsi cavab veran pa-
siyentlor ii¢iin iistiinliik tagkil edir; aks halda ilkin
miialicoys FVF va VIII faktoru daxildir. Dogusdan
sonraki ganaxma riskinin pik seviyyada oldugu ne-
zoro alaraq, on az1 48 saat intensiv terapiya sobe-
sinde monitoring hayati shomiyyat dasiyir. Bu pasi-
yentlar {iclin dogusun idars olunmas: iizrs daqiq
miioayyen edilmis protokol son derace vacibdir.
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Ycosepuericmeosarus epaven um A. Aauesa
kagdedpa Axyutepcmea u I'unexorozuu
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Katouesvie caosa: b6orestiv porn Buarebparioa,
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Lleapio aaHHON OO30PHOM CTaTbU  SIBASIETCS
aHaAl3 COBpeMeHHBIX JaHHBIX O IlaToreHe3e, KAMHU-
YecKMX IIPOsBAEHUSIX M IOAXOAaX K AMarHOCTUKE U
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Willebrand disease in pregnant women, as well as to
evaluate its impact on pregnancy, labor, and the
postpartum period in accordance with current inter-
national clinical guidelines. Von Willebrand disease
(VWD) is the most common inherited coagulation
disorder characterized by quantitative or qualitative
deficiency of von Willebrand factor (VWE). The
condition is of particular importance in obstetric
practice, as physiological changes in the hemostatic
system during pregnancy and delivery significantly
increase the risk of both antepartum and postpartum
hemorrhage. This review summarizes current data
on the pathophysiology of VWD, its types, changes
in VWF and factor VIII levels during pregnancy, and
principles of management, delivery, and prevention
of postpartum hemorrhage. International guidelines
(ASH, ISTH, NHF, WFH, EHC) and recent clinical
studies on the diagnosis, monitoring, and treatment
of VWD in pregnancy are analyzed. The review
emphasizes the importance of a multidisciplinary
approach and individualized therapy to reduce
maternal and perinatal morbidity.

ODOBIYYAT

AedeHNIo 0o1e3HM PpoH Buasebpanga y GepeMeHHBIX
SKeHIIVH, a TaK>Ke OIleHKa BAVSIHIUSI AaHHOTO 3abo.e-
BaHIsI Ha TedeHNe OepeMeHHOCTM, pOJOB U IOcCe-
POAOBOTO IleproJa C MO3UITUN aKTyaAbHBIX MEXAY-
HapOAHBIX KAVMHIMYECKUX peKoMeHJaumil. boaesHs
¢pou Buasebpanaa (bB) — HacaeacrsenHas Koaryao-
HaTys, XapaKTepU3yIOIascsl KOANIeCTBEHHBIM VAN
KauecTBeHHBIM Jedpunurom ¢Qakropa ¢$oH Buaze-
opanga (®B). Ocoboe kamHMYeckoe 3HaueHne BB
IproOpeTaeT B aKyLIEpCKON IIPaKTHKe, ITOCKOABKY
Jusnosornyeckne M3MeHeHUsI CUCTEMHI reMocCTa3a
BO BpeM:I OepeMeHHOCT! ¥ POAOB CO3AaI0T BHICOKMIA
PMCK KaK aHTeHaTaAbHBIX, TaK ¥ [IOCAE€POAOBBIX KPO-
BOTeueHNII. B 0030pe mpescraBieHBl COBpeMeHHbIe
AaHHBIe 0 TaTopu3noAornu 3aboaesanns, Tuiax bB,
M3MeHeHVsIX ypoBH: PpakTopa ¢oH Brnasebpanaa n
¢akropa VIII Bo Bpems1 OepeMeHHOCTH, IPUHIINIIAX
BeAeHIsT OepeMeHHBIX, poAopaspeleHns: U Ipodpu-
aKTHKU TIOCAepOAOBBIX TeMopparuii. [Ipoanaansn-
pOBaHBl MeXXAyHapoaHble pexomeHaanuu (ASH,
ISTH, NHF, WFH, EHC) u pesyabTaThl I10CA€AHUX
KAMHIYECKNX 1CCAeA0BaHNI, KacaloIuecs AMarHoc-
TUKM, MOHUTOpMHIa 1 Tepanunu bB B akymiepcrse.
O630p moguepknBaeT HEOOXOAMMOCTb MYABTUAVIC-
LMIIAMHAPHOTO I0AX0Jda K BEAEHMIO IIaIlM€HTOK I
Ba>KHOCTb MHAVBUAYaAN3alUN TePATINU AAs CHYDKe-
HMsI MaTepMHCKOM U IlepuHaTaAbHON 3abo.eBae-
MOCTIL.
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YENIYETMO HAMILOLIYIN 9SAS FAKTLARI
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Acar sozlar: yeniyetma hamilalik, yiiksak risk qrupu, usaq nikahy, agirlasmalar

Yeniyetms hamilaliyi - yetkinlik yasina catmayan
yeniyetma qizin inkisaf etmakda olan bir embrion va
dol dasimasi veziyyetidir. Umumdiinya Sehiyya
Toskilatinin malumatina gore, 15-19 yash toxminan
16 milyon qiz usag1 hamils qalir va diinyaya golir ki,
bu da diinya iizra biitiin doguslarin 11%-ni tegkil
edir. Bu hallarin 95 faizi asag1 ve orta glirli 6lkalorda
bas verir. Statistikalar gosterir ki, qizlar arasinda
hamilsliklarin 30%-o qodori abortla, 14%-i abortla,
56%-i isa dogusla basa ¢atir. Yetkinlik yasina ¢atma-
yanlarin tigde ikisi nikahdankenar usaq diinyaya
gotirir. Sosial veziyyete gore xastalorin 72%-i moak-
toba gedir.

Yeniyetma hamilsliyi aydin gekilde miiayyan
edilmis saboblori ve shamiyyatli saglamliq, sosial vo
iqtisadi naticalari olan global bir fenomendir. Yeni-
yetmoloarin dogum nisbati (YDN) global miqyasda
azalsa da, dayisiklik tempi bolgelars gors dayisir.
Bundan slave, hom 0Olkslor arasinda, hom dos dlkalar
daxilinds shamiyyoatli farglor movcuddur. Yeniyet-
moalarin hamilslik nisbatlori adaton daha asag1 tohsil
soviyyesine vo ya iqtisadi statusuna malik shali ara-
sinda daha yiiksakdir. Bundan slavs, bu ve digar
hassas qruplar ilk dogus nisbetinde daha yavas azal-
ma yasayir vo bu da moévcud baerabarsizliklori daha
da artirir. Usaq nikahi1 ve usaqlara garsi cinsi istismar
qizlar arasinda, ¢ox vaxt isteanmeyen hamilslik riskini
artirir [1].

Bir ¢ox seraitde, yeniyetmsalor kontraseptiv vasi-
tolora ¢ixis vo istifade manealori tiziinden istonmoe-
yon hamilsliklorden qa¢ina bilmirlar. Hamils vo vali-
deynlik edan yeniyetmolor {iiclin keyfiyyatli analiq
qaygisina ¢ixisin artirilmasina getdikcoe daha ¢ox dig-
qgot yetirilir. UST, torafdaslarla amokdaslq edarak,
yeniyetma hamilsliyi problemi barade malumatlilig:
artirir, faaliyyat tiglin melumat toplayir, siyaset ve
proqramlar1 desteklomoek ii¢lin vasitelor hazirlayur,
Olkenin potensialini giiclondirir ve bu maselonin
effektiv gokilds hoallinds onlara dastak olur.

Problemin miqyasi inkisaf etmakds olan bolgsler-
do hor il 15-19 yas aras1 21 milyon qizin hamils qaldi-
g1 vo onlardan taxminan 12 milyonunun usaq diinya-
ya gotirdiyi toxmin edilir [2].

Qlobal miqyasda, UST-de azalma 2000-ci ilds har
1000 yeniyetmo qiza (15-19 yas) diisen 64,5 dogusdan
2023-cii ildo har 1000 yeniyetmo qiza diison 41,3
dogusa diisiib. Bununla bels, UST-ds azalma tempi
regionlar {izre qeyri-barabar olub, an siirstli azalma
Conubi Asiyada, daha yavas azalma ise Latin Ameri-
kas1 vo Karib denizi (LAC) ve Sub-Sahara Afrikada
(S5SA) miisahids olunub. Azalma biitlin regionlara
tosir etso da, 2023-cii ilde har 1000 yeniyetms qiza
diison dogus miivafiq olaraq 97,9 ve 51,4 olmaqla
SSA va LAC-ds an yiiksak olaraq qalib [3].

Regionlar daxilinde YDN nisbatlorinde da aha-
miyyatli forqlar mévcuddur. Masalen, 2023-cii ilda
UST-iin Afrika bolgasinde IRR nisbatinin har 1000
yeniyetms qiza 97 oldugu texmin edilirdi, Avropa
bolgesinda ise bu raqgem har 1000 qiza 13,1 idi (3).
Hatta 6lkelar daxilinds da boyiik forqler movcuddur:
moasalon, 2018-ci ildo Zambiyada artiq dogus etmis
(va ya sorgu zamani hamils olan) yeniyetms qizlarin
faizi Lusakada 14,9%-dan Conub oayalatinds 42,5%-o
gedar dayismisdir. 2017-ci ilda Filippinda bu nisbat
Kordilyer Inzibati Bolgesinde 3,5%-den Davao
Bolgesinda 17,9%-9 qodar deyismisdir [4,5].

Qlobal olaraq texmin edilan YDN-ds azalmaya
baxmayaraq, yeniyetmo qizlarin doguslarinin faktiki
say1 yiiksoak olaraq qalir. 2021-ci ilde 15-19 yash qiz-
larin doguslarinin an yiiksek saymin CSA-da
(6,114,000) bas verdiyi, Orta Asiyada ise bu ciir
doguslarin xeyli az oldugu (68,000) toxmin edilir. Els
hamin ildo CSA-da 10-14 yaslh yeniyetmolor arasinda
miivafiq raqgem 332,000 dogus taskil etmisdi, Conub-
Serqi Asiyada (COA) ise 22,000 dogusdur [3-6].

Azarbaycan Respublikasinin Dovlst Statistika
Komitasinin saytina olan resmi msalumata istinad
edarak 15-49 yash har 1 000 gadina diisen abortlarin
say1 - 2014-2024 illor {izro armaqdadir. (codval 1)
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Cadval 1.
15-49 yash har 1 000 qadina diisan abortlarin say1 - comi

2014 2015 2016 2017 2018

10,1 10,3 13,0 14,2 13,7

2019

14,3

2020 2021 2022 2023 2024

13,3 17,9 22,1 27,9 29,4

Statistik malumatlarda yas haddine uygun olaraq 15-17 yas arasinda, 17-19 yas arasinda olan qadinlarda
abortlarin har 1000 qadina diisen abortlarin say1 da artmaqdadar.

Cadval 2.
15-17, 18-19 va 15-19 yash har 1 000 qadina diisan abortlarin say1 - comi

Hlor 2014 2015 2016 2017 2018
1517y 04 03 01 03 02
1819y 69 99 92 120 95
13_;23’ 33 44 39 52 41

Cadvalds taqdim olunan malumata asasen abort-
larin say1 yas qruplari arasinda 15-17 yasla miiqaise-
da daha ¢ox 18-19 yas qrupunda qeyds alinib. 15-19
yasda olan qadinlarda har 1000 qadina olan abort
goOstaricisin say1 imumi 15-49 yasda olan qadinlarda
kimi artmaqdadir. 15-17 yas qrupunda iss illor arzin-
da ciddi artim miisahids olunmayib [7].

Yeniyetmoalik dovriinds hamilslik {iciin ilkin
sortlor

Asag1 vo orta golirli 6lkalarde yeniyetmo hamils-
liyina tesir edan risk ve qoruyucu amillarin arasdiril-
mast gostarir ki, yeniyetma hamilsliyi {imumiyyatle
tohsil seviyyesi ve ya iqtisadi statusu asag1 olan shali
qruplar1 arasinda daha ¢ox yayilmisdir. Bu hassas
qruplardak: yeniyetmoloar arasinda ilk dafs dogus
nisbati xiisusile yavas azalir va bu da barabarsizliyin
artmasina sabob olur.

Yeniyetma hamilsliyinin ve dogusunun artmasi-
na bir nego amil tasir gostarir. Birincisi, bir ¢ox comiy-
yotlords qizlar erken evlonmoayas vo usaq diinyaya
gotirmoaya moacbur edilirlor. 2021-ci il etibarils qlobal
miqyasda evloenan qizlarin say1 650 milyon olaraq
giymatlandirilir. Usaq nikahi qizlar1 hamilslik riskini
artirir, ¢linki ¢ox erkan evlanan qizlar adaten hamile-
liyin toxire salinmasi vo kontrasepsiyadan istifads ilo
bagh gerarlar gebul etmokds mahdud muxtariyyats
malikdirlor. Ikincisi, bir ¢ox comiyyotlorde qizlar
moahdud tahsil ve masgulluq perspektivlorine malik
olduglar1 ve analig1 yiiksak giymatlondirildiyi ii¢tin
hamils qalmag; segirlor [8].

2019 2020 2021 2022 2023 2024
0,3 0,2 0,1 0,3 0,3 0,3
11,7 10,9 20,3 16,2 19,2 19,7
4,8 4,2 7,6 6,3 7,5 7,6

Bir ¢ox hallarda, yeniyetmaloar ii¢lin kontraseptiv
vasitalora ¢ixis ¢otindir. Hotta miimkiin olduqda
bels, yeniyetmalar yaslari, pul catismazlig1 vs ya on-
lar1 haradan olde etmok vo nece diizgiin istifads
etmak barads malumatsizliglar1 ssbabinden kontra-
septiv vasitoalor alde eds bilmayo bilarlar. Kontrasep-
tiv vasitalar alde etmak cahdleri bazen damgalana bi-
lor. Bundan olavas, yeniyetmalar manfi reaksiyalar,
elaca da hayat geraitindaki ve reproduktiv niyystlar-
doki dayisikliklar sababindon kontraseptiv vasitalar-
dan istifadeni dayandirmaga daha ¢ox meyllidirlar.
Yasa va ya ails vaziyystins gors kontraseptiv vasite-
lora ¢ixas1 moahdudlasdiran gqanunlar ve qaydalar
yeniyetmsalarin ¢ixis1 va istifadasine ciddi manealar
yaradir. Bu, tez-tez sohiyya iscilori arasinda qgorozli
miinasibatler va/ve ya yeniyetmalarin cinsi saglam-
hiq ehtiyaclarmi tanimaqda isteksizlikls miisayist
olunur [9].

Usaglara qarsi cinsi zorakiliq arzuolunmaz hami-
lolik riskini artirir. UST-iin 2021-ci il hesabatinda
darc olunmus hesablamalara gors, 20 yasdan kigik
120 milyon yeniyetma qiz partnyoru olmayan biri te-
rofindan cinsi zorakiliga mearuz qalib. Bu zorakiligin
asas sobobi gender barabarsizliyidir; qizlar oglanlara
nisbaton daha ¢ox tasirlonir, baxmayaraq ki, problem
oglanlara da tesir edir. 2020-ci il hesablamalarina
gora, sokkiz usaqdan on az1 biri 18 yasina ¢atmamis
cinsi zorakiliga maruz qalib ve 15-19 yaslh har 20 qiz-
dan biri 6miir boyu cinsi slagaya macbur edilib.
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Yeniyetmolik dovriinde hamileliyin, dogusun ve
erkon nikahlarin qarsisinin alinmas: hoadaflori DIiM
(Davamli Inkisaf Magsadleri) giindaliyine daxil edilib
va onlarin hoayata kecirilmasi xiisusi gostoricilorlo das-
taklenir, o climladan 3.7.2 "eyni yas qrupundaki har
1000 yeniyetms qiza diigen yeniyetmo qizlar (10-14 yas;
15-19 yas) arasinda dogum nisbati" vo 5.3.1 "18 yasin-
dan avval evlenmis 20-24 yas aras1 qadinlarm nisbati".

Yeniyetmoalik dovriinde hamilsliyin qarsisinin
alinmasi tigiin strategiyalar ve tadbirlsr asassn onun
qarsisinin alinmasina yonalib. Eyni zamanda, hami-
lalik vo usaq boyiitma dovriinda yeniyetmolor iiciin
keyfiyyatli analiq xidmatina ¢ixigin artirilmasina get-
dikce daha ¢ox diqqgat yetirilir. Bu ciir gaygmin mov-
cudlugu ile bagli mévcud malumatlar miirekkeb bir
vaziyyati ortaya qoyur. Keyfiyyotli qaygiya ¢ixis ye-
niyetmanin cografi mévqgeyindan va sosial statusun-
dan asili olaraq dayisir. Baximin mahdudlasmadig:
hallarda bels, yeniyetmalar yetkin qadinlarla miiqa-
yisade daha asag1 keyfiyyatli klinik qayg1 ve saxsls-
rarasi problemlar ii¢iin destak alirlar [10,11].

UST, torofdaslarla amokdasliq ¢arcivesinde yeni-
yetmolarin problemlari barode malumathligy artirir,
fealiyyet ii¢lin moalumat vo epidemioloji malumatlar
toplayir, proqram dostok vasitolori hazirlayir ve
smaqdan kegirir, 6lkenin potensialini giiclondirir vo
yeniyetmoalarin cinsi ve reproduktiv saglamligina
diggat yetirmoays baslayan azsayli, lakin getdikce ar-
tan sayda olkeni dasteklayir. Bu kollektiv saylsr sa-
yasinda yeniyetmalarin saglamlig: qlobal sshiyye ve
inkigaf glindsliyinin 6n siralarina ¢ixmigdir. Bu dayi-
son kontekstda UST, 6lkelore milli proqramlari ¢orgi-
vasinds yeniyetma hamilsliyinin effektiv sokilds hal-
linds, erken nikahlarin qarsisinin alinmasinda ve evli
yeniyetmsalore sosial qayg1 ve destok gostormokds
dastek olmaq {iclin miixtalif sektorlarda islarini
davam etdirir.

Yeniyetmoa hamilsliyi, aydin sakilds miiayyen edil-
mis sebablari ve fordler, ailalor ve comiyyetler {iciin
ciddi saglamliq, sosial v iqtisadi naticalari olan qlobal
bir fenomendir. Bunun qgarsisini almagq {igiin siibutlara
asaslanan todbirlor barade raziliga golinib. Yeniyet-
molor arasinda erken nikahlarin, hamilsliyin ve dogu-
mun qarsisinin alinmasina sadiqlik qlobal, regional v
milli saviyyelardas artir. Bazi 6lkelards bu ciir saylare
geyri-hokumat togkilatlar1 rehbarlik edir. Getdikcs da-
ha ¢ox 6lkenin hokumatlari bu problemlari hall etmak
tiglin genismiqyasl programlar yaratmaqda onciiliik
edirlor. Onlar diger 6lksler ticlin bu tacili, lakin alds
edils bilon problemlari tacili hall etmak ii¢lin ilham vo
niimuna rolunu oynayir [12].

Yeniyetms hamilsliyi ¢ox vaxt arzuolunmaz vea
planlasdirilmamus olur ve ciddi sosial ve tibbi natice-
lara alava olaraq, sosial stiqma, izdiham ve ailo daxi-
linda zorakiliga sebab ola bilor. Ancaq an vacib amil
qizlarin 6zlarinin ve galacak dvladlarinin saglamligi-
dir, ¢iinki erken hamilslik ve sonraki dogus miixtelif
fosadlar riskini dasiyir. Yeniyetms hamilsliyi hom
ana, ham do usagq ii¢iin alave saglamliq risklori dasi-
yir. Yeniyetmalara ¢ox vaxti dogusdan avval - ante-
natal qayg1 gostorilmir, bu da hamilsliyin gedisatin-
da yarana bilacek fasadlarin qarsisini almaq imkani-
n1 azaldir, sonraki hayatda problemlars sabab ola
bilar. Yeniyetma analar qanaxma, preeklampsiya, ek-
lampsiya (qan tozyiqinin kaskin artmasi, qicolmalar),
vaxtindan avval dogus, dolyan1 mayenin vaxtindan
avveal axmasi, batndaxili fetal 6liim ve asag1 ¢oki kimi
agirlasmalar riski altindadir. Erken hamilalik tokce
yeniyetmsa qiz iiclin deyil, korpasi iiglin da tohliikali-
dir. 20 yasa gader gonc analar arasinda hayatin ilk
ilinds 6l dogus ve korps 6liimii gostoricilori 20-29
yash analarla miiqayiseda 50% yiiksekdir. Tabii ki,
kontraseptiv iisullardan istifads etmakls arzuolun-
maz hamilslikdon qorunmaq daha yaxsidir, lakin
hamilsliyin dayandirilmas1 zeruridirss, bu, yalniz
hakim nazareti altinda, miiasir, tehliikesiz texnologi-
yalardan istifads etmokls vo ilkin marhalada tibb
miiassisosinda aparilmalidir [13,14].

Belslikla, UST-niin diqqatini calb edan vacib ma-
gamlar:

® 2019-cu ilde asagr ve orta galirli Olkslerda
(AOGO) har il 15-19 yash yeniyetma qizlar arasinda
toxminean 21 milyon hamilslik bas verib ki, bunun da
toxminan 50%-i planlagdirilmamais, toxminan 12 mil-
yonu isa dogusla naticelonib (1, 2).

® 2019-cu ilin malumatlar1 gostarir ki, 15-19 yash
yeniyetma qizlar arasinda planlagdirilmamis hamile-
liklorin 55%-i abortla naticelonir ki, bu da AOGO -
larda ¢ox vaxt tohliikalidir (1).

* Yeniyetmo analar (10-19 yas) 20-24 yasl qadin-
larla miiqayiseds eklampsiya, dogusdan sonrak: en-
dometrit vo sistemik infeksiyalar riski altindadir va
onlarin korpalarinin asag1 ¢okids dogulmasi, vaxtin-
dan avval dogulmasi ve agir neonatal xastaliklars tu-
tulmasi ehtimali daha yiiksakdir.

¢ 10-14 yash qizlarin doguslar1 hagqinda msalu-
matlar getdikca daha ¢ox aldo edilir. 2023-cii ilds 10-14
yash quzlar arasmmda global yeniyetms dogum
nisbatinin har 1000 qiza 1,5 dogus oldugu texmin
edilirdi, bu raqemlar Sub-Sahara Afrikada (4,4) ve Latin
Amerikasi vo Karib denizinds (2,3) daha yiiksekdir (3).

AKTyaNbHble BOMPOCbl COBPEMEHHOWN MTMHEKO0MMM U nepuHaTonornmn 12 Ne04/2025 41



® Yeniyetmolor arasinda hamilsliyin ve bununla
alagpli 6liim vo xastolonma hallarmin qarsisinin alin-
mas1 hayat boyu saglamliq naticelarinin yaxsilasdi-
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Pregnancy during adolescence is often unwanted
and unplanned and, in addition to serious social and
medical consequences, can lead to social stigma,
bullying, and domestic violence. However, the most
important factor is the health of the girls themselves
and their future children, as early pregnancy and
subsequent childbirth carry the risk of various com-
plications. Pregnancy during adolescence carries
additional health risks for both mother and child.
Teenagers often lack prenatal care, reducing the
chances of preventing pregnancy complications that
can lead to problems later in life. Teenage mothers
are at risk for complications such as hemorrhage,
preeclampsia, eclampsia (a sudden increase in blood
pressure and seizures), preterm labor, premature
rupture of membranes, intrauterine fetal death, and
low birth weight. Preventing adolescent pregnancy
and its associated mortality and morbidity is funda-
mental to improving health outcomes throughout life
and is essential for achieving the Sustainable Deve-
lopment Goals (SDGs) on maternal and newborn
health.

rilmasi {i¢iin asasdir ve ana ve yeni dogulmus korpe-
lorin saglamlig: tizro Davaml Inkisaf Magqsadlorina
(DIM) nail olmagq ti¢lin vacibdir.

PE3IOME

OcHoBHBIE PaKTHI IOAPOCTKOBOM
OepeMeHHOCTU

Axc.D. Kypbanosa ', A.@. Amuposa’,

M.H. A6dyaraesa? 9.K. babaesa’
'Hayuno-uccaedosamervckuti Vincmumym
Axywepcemen u 'unexorozuu, 22Kerncxas
korcyAvmayus Ne 4, 3Sbaxunckuil basosui
Meduvyuncxuii Koaredx Ne 2, baxy, Asepbatidxan

Katouesvie crosa: nodpocmiosas bepemernocmo,
2pynna 6bicoK020 pucka, demckuii Opax, OCA0KHeHUS

bepemenHoOCTh B MO4POCTKOBOM BO3pacTe 4acTo
ObIBaeT HeXKeJaTeAbHOI UM He3allAaHMPOBAHHOM U,
IIOMIMO CepPbe3HBIX COLMAABHBIX U MeAMIIMHCKIUX
IIOCAe ACTBUI, MOJKET IIPUBECTU K COLMaABHOI CTUT-
MaTu3alny, Tpasae U JoMalrHeMy Hacuanio. OaHa-
KO BaKHeNIMuUM (PaKTOpPOM SBASETCS 340pPOBbe
CcaMIX AeBOYeK M MX OyAyIImX JeTel, MOCKOABKY
paHHssT 6epeMeHHOCTh U IIOCAeAYIOIINE POABI HECYT
B ceDe PUCK pa3AMIHBIX OCAOXKHeHMI. bepemen-
HOCTb B ITOAPOCTKOBOM BO3pacTe HeceT AOIOAHU-
TeAbHBIE PUCKM AASl 3J0POBbA KaK MaTepy, TaK U
pebenka. IlogpocTkaM 4yacTo He MpeAOCTaBASETCS
AOpPOJOBasl IIOMOIIb, YTO CHIKAaeT BO3MOKHOCTh
MpoUAaKTUKM OCAOKHEHMII BO BpeMs OepeMeH-
HOCTH, KOTOpBIE MOTYT IIPUBECT! K IpoOJeMaM B
AaAbHeMNIen >KMU3HM. Marepu-noApocTku I104-
Bep>KeHBl PUCKY TaKMX OCAOXKHEHUI, KaK KpOBOTe-
JeHIe, IPedKAaMIICHs, DKAAMIICUA (pe3Koe IIOBBI-
IIIeHNe apTepraAbHOTO AaBAEHII, Cy0POTI), IIpeXK-
AeBpeMeHHBle POABl, IIpeXAeBPeMeHHBII pa3phIB
II10AHBIX 000109€eK, BHYyTpUyTpoOHas rnbeab 11a04a
M HM3Kasl Macca Teda Ipu poxAeHnn. IIpodpu-
ZaKTHKa IOAPOCTKOBO OepeMeHHOCTH U CBA3aHHBIX
C Hell CMepTHOCTI 1 3a001€BaeMOCTH MeeT OCHOBO-
roJaraoliee 3HaueHMe AASl YAy4IeHUs pe3yAbTa-
TOB B 001acTM 340pOBbS Ha IPOTSKEHUN BCeil
SKM3HM U UMeeT pelllalollee 3HaYeHNe 4151 40CTVDKe-
Hust Leaeit ycroitunsoro passutust (LIYP) B o6aactn
340pOBBsI MaTepeil I HOBOPO>KAEHHEIX.
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HAMILOLIK ZAMANI SOMATIK OKSIMETRIYANIN

TITBIQININ OHOMIYYJTI
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Agar sozlor: hamildlik, cift, oksigenasiya, doliin inkisaf longimasi, somatik oksimetriya, patoloji hamilslik, toxuma

oksigenasiya indeksi (TOI)

Déliin iirok ddyiintiilorinin (DUD) monitoringi
doliin veziyyatini giymoatlondirmak iiciin genis tot-
biq olunur. Dogus zaman1 DUD monitoringi iizre
uzunmiiddatli miisahide tedqgiqatlar1 yenidogulmus-
larin naticalarine az va ya heg bir fayda vermasa ds,
carrahi doguslarda shamiyystli iralileyisler gostar-
misdir [1,2]. Bundan slave, bildirilmisdir ki, dol
hipoksiyasi yalniz DUD monitoringi il daqiq askar-
lana bilmaz. Buna gore ds, doliin gqiymatlondirilmaesi
ticiin DUD monitoringinden kenar texnikalarin inki-
safina aciq bir ehtiyac var. Nobz oksimetri, barmaq
uclar1 kimi periferik toxumalarda pulsasiya edan
dalga udulmasin 6l¢makls oksigen doyma daracasi-
ni geyri-invaziv ve davamli olaraq teyin eds bilir.
van Oudgaarden vo basqalar: [3] bildirmislar ki, ok-
sigen dinamikas1 doliin basma transvaginal sokilda
totbiq edilon puls oksimetriya zondu istifads edarak
dogus zaman 6l¢iils bilar. Lakin metod asasen inva-
ziv prosedurdur, ¢linki zond yalniz dél gisalarin yir-
tilmasindan sonra vaginaya daxil edilir. Perinatolog-
lar diqgatlorini hipoksik zadslonmanin qarsisin
almaq tg¢tin dol hipoksiyasmin erken askarlanmasi
li¢lin bir metod yaratmaga yonsltselor do, hazirda
dol hipoksiyasini agkar etmak {iciin miisyyan edil-
mis qgeyri-invaziv metodlar mévcud deyil.

Ugurlu hamilslik ana ve dol gan dévran vasite-
silo adekvat plasental perfuziyadan asilidir. Xiisusi-
15, cift hipoksik hala diisarss, dol serebral iflic vo nev-
roloji agirlasmalar kimi ciddi fesadlara ssbeb ola
bilacak hipoksik veziyyato maruz qalir [4,5]. Belalik-
ls, ciftin oksigenlasma vaziyyetini giymatlondirmak
doliin veziyyatini miiayyen etmok {i¢iin vacib ola
bilor. Hal-hazirda, ultrases miiayinssi ilo diaqnostik
gorlintiilomani shats edan plasental funksiyani giy-
moatlondirmek dig¢lin yalniz antenatal metodlar
movcuddur, halbuki ciftin funksional vaziyyatini
miiayyen etmok {i¢iin birbasa metodlar miiayyan
edilmayib. Dogus zamam ciftin oksigenlasmasini
6lgmoak qabiliyyeti doliin oksigenlasmasi haqqinda
dayorli mealumat veracokdir. ik defe 1977-ci ilda

Jobsis terofinden tesvir edilon yaxin infraqirmizi
spektroskopiya (NIRS) [6], bir sira toxunulmamais
organlarin regional toxuma oksigenlasmosini izle-
moak {i¢lin geyri-invaziv ve alverisli bir texnikadir
[7,8]. Bu texnika spektrin infraqirmizi bodlgesinda
hemoglobin va sitoxrom Aa3 kimi toxuma xromofor-
larini isiqlandirmagq {igiin bioloji toxumalarin goffaf-
ligina asaslanir. Yaxin infraqirmizi isigin udulmasi
oksigenlosma vaziyyatindan asili oldugundan, xro-
mofor konsentrasiyasindaki doyisiklik modifikasiya
olunmus Lambert-Beer qanunundan istifads etmokls
Olctilo bilor. Bu texnika toxuma oksi-hemoglobin
(HbO2) vo hemoglobin (Hb) konsentrasiyalarinin da-
vamli giymatlondirilmasine imkan verir ve tolim kec-
mis saxslora canli badenlards oksigen dinamikasinin
geyri-invaziv monitoringini aparmaga imkan verir.

Yaxin infraqirmizi isiq siialari ti¢lin toxumalarda
isigin sopalonmosi hadisalori udma ils alagali hadise-
lorden toxminan iki dafe boyiikdiir. Bu, yaxin infra-
qirmizi isigin toxumanin serhadlerindsn udulmadan
vo ya yayilmadan avval bir ne¢a santimetr toxumaya
niifuz etmasins imkan verir va boyiik toxuma hacm-
lorinin niimuns gotiiriilmesine imkan verir. Bundan
alave, yayilan fotonlar toxumada yayildiqca tesadiifi
gozinti niimunalorindan kegir vo naticode yaranan
foton paylanma niimunslari yaxin infraqirmizi isiq
moanbayi ilo detektor arasinda asas toxuma hacminda
miixtelif yollar niimayis etdirir. Maksimum foton
paylanmasi manba ilo detektor arasindaki masafenin
toxminen yaris1 gadar dorinlikda bas verir. Qarin sat-
hi ilo cift arasindaki mesafs toxminen 2-3 sm-dir.
Buna gora ds, cift usagligin 6n divarinda yerlasirss,
yaxin infraqirmizi isiq ciftden kego bilar.

Kakogawa ]. ve digarlari 2005-ci ilde transabdo-
minal NIRS-in insan ciftine tatbiqini bildirdi ve
HbO2 vo Hb konsentrasiyalarini invaziv olmayan se-
kilds ugurla giymatlondirdi [9]. Daha sonra, ciftin
oksigenlosmasinin qiymatlondirilmesi {i¢lin bir
indeks olaraq plasenta toxuma oksigen indeksini
(TOI) toklif edildi [10-12]. Aparilan tadqiqatda, ciftin
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toxuma oksigenlasmasinin ve utero-plasental funksi-
yanin qeyri-invaziv qiymatlondirilmasi tigtin NIRS-in
totbiqi ve TOI tarafindan ciftin oksigenlagsmasinin qiy-
moatlondirilmasi daxil olmaqla, NIRS terafindan cift
funksiyasinin bu qiymetlondirilmasini niimayis etdi-
rildi. Usaqlig-cift funksiyanin qeyri-invaziv giymot-
landirilmosi {iclin cift toxuma oksigenlosmosinin ya-
xin infraqirmizi spektroskopik kemiyyet 6lgmalarinin
potensial klinik tatbiglari do miizakirs olunmusdu.

Yaxin Infragirmizi Spektroskopiyadan Istifads
Edarak Cift Oksigenlosmosinin Olgiilmoasi Hamamat-
su Universiteti Tibb Maktabi Xastoxanasinda NIRS
istifade edarak cift oksigenlogsmasinin trans-abdomi-
nal Olciilmasi tiglin bir metod hazirlanmigdir. Yaxin
infraqirmizi isiqlar canli toxuma vasitesilo yiiksok
daracada kegirici oldugundan, trans-abdominal NIRS,
yaxin infraqirmizi spektrometrlorin daha yeni nasills-
ri olan NIRO-300 va NIRO-100 modellari (Hamamat-
su Photonics; Hamamatsu, Yaponiya) kimi NIRO alat-
lori ile aparilmis ve HbO2-nin timumi hemoglobins
nisbatini (HbO2/(HbO2 + Hb) 100) tomsil edon kemiy-
yot toxuma oksigenlosmosi indeksinin (TOI) alave
Ol¢lilmasine imkan vermisdir. Modifikasiya edilmis
Lambert-Beer qanunundan forgli olaraq, TOI 6l¢mosi-
nin osas texniki prinsipi olan moekan hall edilmis
spektroskopiya (SRS), toxuma yolunun uzunlugu fak-
toru malum olmadig1 halda bels homogen toxumada
oksigenlosma 6lgmolarine imkan verir [13, 14].

NIRS zondu (Hamamatsu Photonics; Hama-
matsu, Yaponiya) yaxin infraqirmizi isiq emitter op-
todu ve gabuledici optodudan ibaratdir. NIRS zondu
NIRO 6l¢gma ekrani vahidine (Hamamatsu Photo-
nics) qosulmus avvalcadan kalibrlonmis 6l¢gma vahi-
dins qosulmusdur.

NIRO 6l¢masindon istifade edarak, niimuna fiber
optik vasitesile miixtalif dalga uzunluglarinda (775,
810, 847 vo 919 nm) dord isiq siiasi ile siialandirilir vo
otiiriilen isiq fotomultiplier borusu istifade edilorak
agkar edilir. Askarlanan isiq udma spektri vo Hb va
HbO2 konsentrasiyalarindaki dayisiklikler tigiin toh-
lil edilir. Bu quragdirma TOI ii¢lin miitlaq dayerin
hesablanmasina imkan verir.

NIRO 6l¢ms aparatinin tehliikesizliyi yaxsi miiay-
yon edilmisdir; deri {izerinds optik sixliq texminen 25
mVt/sm2-dir ki, bu da icazs verilon 200 mVt/sm2 de-
yorinden xeyli asagidir. NIRO Ol¢msalari Yaponiya
hokumeti terafinden bu istifade iiglin tesdiq edil-
misdir. NIRS Zondunda Miivafiq Optodlararasi
Masafenin Tayin Edilmasi Emitter optodu ile detektor
optodu arasindaki masafs vacibdir. Masafa ¢ox qisa
olarsa, isiq sathi ana qarnindan yayilacaq. Miivafiq

optodlararast moesafoni toyin etmazden avvel, qarin
sothi ilo daxili usaqhq divar1 arasindak: orta masafeni
miiayyen etmak {i¢iin 31 hamils qadmn tizerinds ultra-
sos milayinalori aparilmigdir. Bu hamilo qadinlarda
dari sethi ilo daxili usaqliq divar1 arasindaki orta mo-
safs 1,9+0,3 sm (SD) idi. Bu tedqiqatdan avval aparilan
kompiiter simulyasiyalar1 gostardi ki, manbs-detektor
ayrilmasi {icbucagin osasinin uzunluguna baraber
olarsa, yaxin infraqirmizi isigin asasdan barabartorafli
ticbucagin zirvesine qader olan masafoye barabar ma-
safoye niifuz edacoyini gostordi [15].

Aparilan tedgiqatda zondlardan istifads edarak,
cift usaqligin 6n divarinda yerlasmis hamils qadin-
larda transabdominal NIR o6l¢msalari aparilmis ve
cifte yayilan yaxin infraqirmizi isigin askarlanmasi
tigiin kifayst goder masafe miisyyen edilmisdir. Bu
zondlar har bir istirak¢ginin ana dari sathina ciftin bir
az yuxar1 hissasinde birlagdirilmisdir. istirakcilarm
har biri iiglin optodlar arast mesafs 4,5 sm olaraq
tayin edilmis zondla HbO2 va Hb konsentrasiyala-
rimi toyin etmok miimkiin olmusdur. Olgme d&v-
riinda doliin harakatlari ultrases ile miisahids olunsa
da, doliin harakatlarinde HbO2 ve Hb konsentrasiya-
lan sabit qalmigdir. Lakin, NIRS zondunun optodla-
rarasi masafosi 2,0 vo ya 7,0 sm olaraq toyin edildikda
HbO2 vo Hb konsentrasiyalarini toyin etmak miim-
kiin deyildi. Buna gors do, bu tedqiqatda NIRS zond
tutucusunda emitter vo detektor optodlar: arasinda-
ki mosafs 4,5 sm olaraq sabitlonmisdir. Yaxin Infra-
qirmizi i§1g1n Qatildig1 Mosafenin Tasdigi Yaxin
infraqirmizi igigin cifta ¢atma qabiliyyatini tasdiqle-
mok tiicin dord tacriibe aparildi [9,10]. Her bir
tocriiba istirak¢ilarin malumath razihigindan sonra
aparildi. NIRS zondu ultrases goriintiisii ilo miiay-
yon edilmis plasental mévqeds ananin deri sathins
barkidildi vo 11 hamils qadinda NIRS terafindan
imumilikde 45 trans-abdominal 6l¢gma aparildi. 11
istirak¢idan besinda NIRS 6l¢gmalari dogusdan sonra
antenatal 6l¢gmo {iciin istifads edilon eyni movqeds
tokrarlandi. Hamilolik dovriinde qadinlarda orta
HbO2 / Hb nisbati + SD 2,49 + 0,61, dogusdan sonra
iso 4,83 £ 1,25 toskil etmisdir [9].

Aparilan tadqgiqatda iki halda Qeysariyys kasiyi
amoliyyati zamani miometriumda HbO2 ve Hb soviy-
yalori NIRS ils 6l¢tiliib. Cihaz plasental oksigenlasmo-
nin 6l¢tiliib-6l¢iilmadiyini tesdiglomak ii¢lin trans-ab-
dominal NIRS-ds ultrases goriintiilomasi ilo dyrenil-
misdir. TOI deyarinin antenatal ciftde oksigenlasmeni
aks etdirib- etdirmadiyini miisyysn etmak tigiin ciftin
TOI doayarlori dogusdan sonra oOlgiilmiisdiir. NIRS
zondu cift xaric edildikden derhal sonra plasentanin
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ana tarefine barkidilmis, sonra TOI dayerlari defalorle
Ol¢lilmiisdiir. Dogusdan darhal sonra toxminan 70%
toskil etmisdir ki, bu da hamilslik dévriinds Ol¢iilarle-
ra banzayir, davamli olaraq azalmis ve dogusdan 5 do-
qige sonra 40%-o endirilmisdir [10].

NOTICOLOR. Transabdominal NIRS ila ciftin
oksigenlosmonin klinik giymatlondirilmesi magsadi
ilo oksigenlagsmoanin transabdominal 6l¢iilmasi ti¢iin
NIRS metodu toatbiq edildikden sonra, onun klinik
faydasi dogusdan ovvelki dovrds utero-plasental
funksiyanin qeyri-invaziv qiymotlondirilmaesi tigiin
shamiyyaetlidir [10-12]. Hamamatsu Universiteti Tibb
Moaktabi Xastoxanasinda antenatal nozarstde olan
hamils qadinlarda ciftin oksigenlasmasi giymatlan-
dirilmigdir. Qiymatlandirmeays uygun olan biitiin
hamils qadinlar plasental yeri miiayyon etmok ticiin
NIRS tadgiqatlarindan avval ultrases miiayinasin-
dan kegmisdirlar. Usaqligin arxa divarinda ciftin yer-
losmasi olan qadinlar istisna edilmisdir, ¢iinki sepe-
lonma ve udma yaxin infraqirmizi isiq siqnallarinda
doayisikliklorin askarlanmasina tesir gostars bilardi.
Coxdollii hamilsliyi olan qadinlar da istisna edilmis-
dir. Har giymetlondirmas gadinlardan malumatl ra-
ziliq alindiqdan sonra aparilmisdir. Optodlararasi
mosafasi 4,5 sm olan NIRS zondu (Hamamatsu Pho-
tonics; Hamamatsu, Yaponiya) har bir istirak¢inin
ana dari sathina ciftin bir gadar yuxarisindaki mov-
gedoa birlasdirilmis ve TOI doayarlari transabdominal
NIRS ils qeyd edilmisdir. Naticalar fordi kompiiterds
adadi dayarlor kimi qeyd edildi ve saxlanuldi. TOI
median dayer kimi hesabland1 ve niimuna goétiirma
miiddati 10 daqiqe olaraq toayin edildi. Fasadlar
olmayan hamilo gadinlarda TOI dayarlari hamilali-
yin 25-40 haftesinds agirlasmalar1 olmayan 15 hamils
gadin tizerinde transabdominal NIRS-in comi 79
ol¢timii aparildi ve orta TOI SD dayeri 72,3 + 5,3%
toskil etdi. Olemo zamani hamilalik yast ilo alagali
TOI doyarlerinde heg bir forq yox idi [11, 12]. Fosad-
lar1 olan hamils qadinlarda TOI deyarleri agirlasma-
lar1 olmayan hamile qadinlarin TOI deyarleri hami-
lalikls alagali hipertoniya (hamilslikls bagli hiperten-
ziv voziyyetlor - HHV) [11], vaxtindan avveal dogus
tohliikasi (VODT) [12] va doliin batndaxili inkisaf
longimoasi (DBIL) [10] olan qadinlardaki dayarlorla
miiqayise edildi. Ciftin funksiyas: hamilslik dovriinds
trans-abdominal NIRS vasitasilo HHV olan 6 qadinda
va agirlasmasi olmayan 15 hamilo qadinda giymat-
londirilmisdir. Orta TOI + SD deayeri HHV olan
qadinlarda agirlagmas: olmayan hamils qadinlara nis-
baton shamiyyotli deracads yiiksok olmusdur (80.2 +
2.7% vs. 72.3 + 53%). Yingil ve agir HHV olan

gadmlar arasinda orta TOI + SD dayarlarinds heg bir
forq yox idi (80.1 + 3.4% vs. 80.5 £ 2.8%) [11].

Trans-abdominal NIRS istifads edilorken, DBIL
olan 15 hamils qadinda TOI dayarlari (78.6 + 1.6%)
agirlasmas1 olmayan 15 hamile qadinin gostericile-
rindon (70.2 + 0.4%) xeyli yiiksak olmusdur [10].
Tokolitik miialicoden avval ve sonra TOI dayarls-
rinds heg bir farq yox idi [12].

Aparilan tadqiqatin miizakirasinda usaqlig-cift
disfunksiyas1 olan qadinlar iigiin plasental oksigen-
losma giymatlondirilmali vo plasental qan axini ve
oksigen catdirilmasin tesviq etmok {i¢lin miidaxile
prioritetlogdirilmasi toklif olunurdu. Plasental funk-
siyani qiymatlondirmoak {i¢iin hazirda moévcud olan
yanasmalar ultrases miiayinesi ve/ve ya impulslu
Doppler ilo dyranilon usaqliq, dol ve ya gobak ciyasi
gan aximi strati kimi diaqnostik goriintiilomalars
asaslanir. Ciftds oksigen dinamikasinin fizioloji qiy-
motlondirilmesi vacibdir. Lakin, hazirda hamilsalik
dovriinda ciftin oksigenlasmasi vaziyyatini tayin et-
moak {i¢iin he¢ bir metod movcud deyil.

Belaliklo, bu tedqgiqatda trans-abdominal NIRS
torafindan plasental toxuma oksigenlagmasini izls-
mok ti¢lin bir metod hazirlanmisdir ve NIRS istifads
edarak Olclilan TOI dayerlsrinin miimkiinliiyii qiy-
matlondirilmisdir. Burada tesvir edildiyi kimi, hamiloe
gadinlarda TOI dayarlerini ugurla 6lgiiliib va dayerle-
rin HHV va DBIL olan hamils qadinlarda agirlasmasi
olmayan hamils qadinlara nisbaten daha yiiksak ol-
dugunu askar edilmisdir. Plasental hipoksiya doliin
oksigen statusunu oks etdirdiyinden, bu tisulun peri-
natal idaresetmads tokmillasdirmalars tohfe veracayi
gozlanilir. Trans-abdominal NIRS zondunda plasental
toxuma oksigenlasmasini izlamak {igiin optodlararas:
masafe 4,5 sm olaraq tayin edilmisdir.

Ramanujam va bagqalar1 [16] dogus zamani beyin
ganinin oksigenlosmasinin transabdominal NIRS
ol¢molori tiglin yaxin infraqirmizi isigin qarin sethin-
ds agkarlanmadan avval hom ana, ham da ddl toxu-
masindan kegacoayi gozlonilirdi, bu zaman manbo ils
detektor arasinda ayrilma masafesi 10,0 sm olan
zond istifade olunur [13]. Yaxin infraqirmizi isigin
plasentaya dord tacriibs vasitesils ¢atdigini tasdiqle-
nib, yeni birincisi, hamilslik dévriinds ve dogusdan
sonra orta HbO2-nin Hb nisbatindaki farq [9] dogus-
dan sonra 6lgiilon melumatlarin yalniz ana qarin bos-
gostardiyini,
hamilslik dévriinds Ol¢iilon bu mealumatlarin ise

lugunun oksigenlosma vaziyyetini

hom ana qarin boslugunun, hom de plasentanin
voziyyetini gosterdiyini gosterirdi. Tkincisi, usaqliq
vo qarin divari arasma metal spatula qoyulduqda
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yaxin infraqirmizi isiq dayoerleri deyisdi, bu da yaxin
infraqirmizi is1gin spatula ilo bloklandiqda usaqliga
catmadigini gostorirdi [10]. Natice gostordi ki, bu
metod usaqliga catan yaxin infraqirmizi isig1 agkar-
laya bilir. Ugiinciisii, plasenta, d6l ve amniotik maye
kimi miixtslif subyektlar 6lgiildiikds TOI dayarlarin-
ds diqgatslayiq dayisikliklar agkar edilmisdir ki, bu
da yaxin infraqirmizi isigin usaqligin igine catdigin
va toxuma farqlorini ayird etdiyini gostarir [10].
Dordiinciisii, dogusdan darhal sonra xaric edilmis
plasentada TOI dayerlarinin azaldigimi miisahida
olundu [10], yani NIRS ils slda edilon TOI dayerlori
plasental oksigenlasmanin miivafiq gostaricisi ola-
caq. Belslikls, yaxin infraqirmizi isigin niifuz darinli-
yi isigin plasental toxuma vasitesile yayilmas: tigiin
kifayet edacakdir. Déliin harokati sebebindan doliin
oksigen dinamikasini geyri-invaziv gokilde 6lgmok
¢otin olsa da, cift dozast harekat etmir vo sabit pla-
sental TOI dayerlorinin Olciilmasine imkan verir.
Tacriibs naticalarini nazars alaraq, dogusdan avval
dovrde trans-abdominal NIRS ile plasentada TOI de-
yorlori giymatlondirilmisdir. TOI dayarleri yaxin
infraqirmizi isiga maruz qalma yolu ils oksihemog-
lobin ve deoksihemogqlobinin askarlanmasindan
hesablanmigdir. Xorionik xovlu damar sisteminda
ana qani ayri-ayriligda dévran edir, lakin ciftin toxu-
mada yayilir. Plasental histologiyada xovlulararasi
bosluglar xovlu kapilyarlarinkindan daha genis ol-
dugundan, NIRS terafinden giymsatlondirildiyi kimi,
xovlulararas: bosluglarda oksihemoglobin ve deok-
sihemoglobin miqdarinin xovlu kapilyarlardakindan
daha ¢ox oldugu ehtimal edilir.

Buna gore do, TOI dayerinin asasen damarlarara-
st qanin oksigenlosmasini oks etdirmasi ehtimali var.
todqgiqatda,
hamils gadinlarda NIRS ile 6l¢iilon TOI dayerleri
gestasiya yasina gora forqlonmemis ve ana qanindan
ciftden dole oksigenin effektiv daginmasmi gostar-
misdir [11]. Homginin, HHV ve DBIL olan qadinlar-
da orta TOI dayorlarinin agirlasmamis hamile qadin-
lardaki dayerlorden xeyli yiiksok oldugu gostoril-
misdir [10,11]. Kaufmann ve digarloeri [17] preek-
lampsiyanin trofoblast invaziyasinin timumilasdiril-

Yaponiyada aparilan agirlasmamis

mis pozulmasi ilo alagali oldugunu irsli siirmiislor.
Prefumo va digerlari [18] hamginin erkan hamilalik-
da ciftin zaif inkisafinin preeklampsiyaya sabab ola
bilocoyini irali siirmiiglor. FGR-nin etiologiyasi
miibahisali olsa da, d6liin boyiimasinin azalmasi cift
catismazlig ilo alagelendirile bilar.

Xiong va digarlari [19] geyd etmislor ki, plasenta
disfunksiyasi olan yenidogulmus korpalarda tez-tez

asimmetrik badan nisbstlari ve imumi bdyiimanin
azalmasi miisahida olunur.

Ciftin oksigenlogmasi DBIL hallarinda tesirlons
bilar va perfuziyasinin azalmasina sabab ola biler ki,
bu da xorion 16vhesinin damar axinina daha da tasir
gostoro bilar [20]. Tedqiqatimizda alds edilon daha
boyiik TOI deyarleri, HHV va DBIL-nin utero-pla-
sental disfunksiya ile alagali problemlardan qaynag-
lana bilocayini gostorir. Ananin ganindan doliin
ganina oksigen otiiriilmasinin disfunksiya sebabin-
dan pozula bilacayi ve naticads villileraras: boslug-
larda oksigen konsentrasiyasinin artacagi ve bunun
daha yiiksak TOI dayarlarine sebab olacagi ehtimal
edilir. NIRS ilo 6l¢tildiiyii kimi, TOI dayorlari villi ve
ya plasental funksiyanin gostaricisi ola bilar.

Ogino va Redline [21] xorangioz va hiperkapilya-
rizasiyanin patogenezinin intramural tezyiqin art-
masi ilo olaqali oldugunu irali siirdiilor ki, bu da
goboak ciyesinde veo ya doliin iirok seviyyesinds
venoz tixanma ils alagali ola bilsr. Suzuki ve basqa-
lar1. [22] xorangioz hallarinda plasental TOI doayarle-
rinin shamiyyatli deracads yiiksaldiyini bildirmisdir
va bu miislliflor xorangiozlu plasenta hallarinda xov-
cugqlararas: bosluqlarda daha yiiksak TOI dayaerlori-
nin xovguq membranlarinda asag1 semoroli qaz
miibadilasindan avval ola bilacayini irsli stirmiislor.

Yaponiyada aparilan toedqiqatda TOI dayerlarinin
azalmasi1 miisahids edilmase do, Hasegawa vo digor-
lori [23] agir preeklampsiya vo ciftin anomaliya ils
gestasiya yast ligtin kicik (SGA) olan hallarda TOI de-
yorlarinin gestasiya yas1 ti¢lin uygun (AGA) hallarin-
dan xeyli yiiksak oldugunu, gobak ciyasi anomaliya-
lar1 olan SGA-da TOI dayarlarinin iso AGA-dan daha
asag1 oldugunu bildirmisdir. Gébak ciyasi anomali-
yalar1, xovguglararasi fasadlar sebebindan terminal
xoveguqlara oksigen perfuziyasin tosviq eds bilar,
sonra isa xovgugqlararas: bosluqda oksigen vo oksi-
genlasdirilmis hemoglobini asag1 sala bilar.

Onoenoavi metodlardan farqli olarag, dogusdan
ovvolki dovrde ciftin dinamik oksigenlasmoanin
trans-abdominal 6l¢iilmasi ti¢tin icad edilon bu NIRS
sistemi invaziv olmayan vo sads bir texnikadir.
Lakin, bu sistemin asas fasadlar1 TOI dayerini ciftds
gan niimunasi ils miiqayiss eds bilmamasi ve 6lgma
yerinin plasentanin kigik bir hissasi ilo mahdudlasdi-
rilmasi idi. Bundan slave, usaqligin arxa divarinda
yerlagan ciftin giymatlondirilmeamasi sapslonma va
udma sebsbinden yaxin infraqirmizi isiq siqnallari-
nin dayismasinin agkarlanmasma tasir gosterardi.
Ciftin funksiyanin giymatlandirilmasinda bu iisulun
klinik effektivliyini teyin etmak {i¢lin alave klinik
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todqiqatlar taleb olunur. Bir ¢ox amillar ciftin oksi-
genlosmasina tasir gostara bilar ve bu todqiqatda yal-
niz dord nov hal arasdirilmisdir: agirlasmalar: olma-
yan hamilsliklor, HHV, DBIL vo VODT olanlar. Qa-
rozlilik riskini azaltmaq va bu texnikanin klinik prak-
tikada potensial daysrini qiymatlandirmak {iciin sla-
va klinik tadqiqatlar taleb olunur. NIRS istifads eds-
rok Olciilon TOI dayerlerinin mahdudiyyetlarine
baxmayaragq, ciftin oksigenlasma ticiin geyri-invaziv
monitoring texnikasi tomin etmok potensiali doyarli
bir anlayisdir. Bundan slave, TOI dayerlerinin qiy-
matlandirilmasi hamilslik dévriinds ciftin disfunksi-
yani daha erkan marhalalorde miisyyen etmak po-
tensialina malikdir. Ciftin disfunksiya dogusdan av-
valki dovrds doliin hipoksiyasina, eloco do yenido-
gulmuslarin agirlasmalarina sebab ola bilacayi tigiin

SUMMARY

The importance of the application of somatic
oximetry during pregnancy

A.F. Amirova
Scientific Research Institute of Obstetrics and
Gynecology, Baku, Azerbaijan

Key words: pregnancy, placenta, oxygenation, fetal
growth retardation, somatic oximetry, pathological
pregnancy, tissue oxygenation index (TOI)

The new, noninvasive monitoring technique for
measuring placental oxygenation by transabdominal
NIRS was developed in Japan, and TOI values were
evaluated using this system in this study. This new
monitoring technique has great potential for use as a
noninvasive measurement that is both safe and easy

to apply,
However, it is important and necessary to conduct

especially in prenatal management.

clinical studies to study placental oxygenation in
other pathological
extragenital diseases.

conditions of pregnancy,

ODOBIYYAT

transabdominal NIRS-in dogusdan avvalki dovrds
plasental oksigenlogsmani real vaxt rejiminds 6l¢gmak
iiclin geyri-invaziv monitoring texnikasmin namize-
di kimi nazoarden kegirilmosini toklif edilib [24,25].

Beloslikls, transabdominal NIRS torafindon ciftin
oksigenlosmasini 0l¢mak {i¢lin yeni, geyri-invaziv
monitoring texnikasmnin inkisafi hazirlanmis ve bu
tadqgiqatda bu sistemdan istifads edarak TOI dayar-
lori giymatlondirilmisdir. Bu yeni monitoring texni-
kasmin, xiisusen da dogusdan ovvoelki idareetmadas
ham tahliikasiz, heam da tatbigi asan olan geyri-inva-
ziv 0lgma kimi istifads etmak {iclin boyiik potensiali
var. Lakin, hamilsliyin digar patoloj1 veziyyatlarin-
da, ekstragenital xastaliklorda ciftin oksigenlagmasi-
nin Oyrenilmasi istiqametinde kliniki tedgiqatlarin
aparilmasi shamiyyatli vo vacibdir.

PE3IOME

BaxxHOCTh MpUIMeHeHNsI COMaTUIeCKOM
OKCHMeTpUH BO BpeMs OepeMeHHOCTH

A.D. Amuposa
Hayuno-uccaedosamervcxuii Mncmumym
Axyuepcmen u I'unerorozuu, baxy, Asepbaiioxan

Karouesvie carosa: bepemeritiocmy, naaverma,
oKcuzenayusl, 3a0epxKa pocma naodd, CoMamuieckas
oKCUMEMPUS, NAMOA0ZUYECKAS DepemMeHHOCID,
undexc oxcuzerayuu miameti (TOI)

B SInmonnmn Oblaa paspaboTaHa HOBasl HEMHBA3UB-
Hasl MeToAVIKa MOHMTOPMHIA AJAs VI3MEpPeHMs I1Aa-
LIEHTapHOJ OKCUTEHAIINN C IIOMOIIIBIO TpaHCabAOMU-
naasHoro NIRS, 1 B saHHOM mMccae0BaHMUM 3HAYECHIST
TOI oreHnBaAMCH € UCIIOAB30BAHMIEM DTON CHCTEMBI.
DTOT HOBBLIVI METOJ MOHUTOPMHIA MMeeT OOABIION
MHOTEHIIAA AASl VICIIOAB30BaHISI B KauyeCTBEe HeMHBa-
3MBHOTO M3MEpEHII, KOTOPBIN sBASETCSI OAHOBpe-
MeHHO 0e30TIacHBIM U MIPOCTLIM B IIPUMEHEeHNH, OCO-
OeHHO B IIpeHaTaAbHOM HaOAI0AeHNN. OJHAKO Ba>XKHO
1 He0OXOAVIMO TIPOBOAUTDH KAMHIYECKIE VICCAeA0Ba-
HUA A4S M3YYeHMSI OKCUTeHallMM IIAalleHTH IIpU
APYTVIX TIaTOAOTMYECKUX COCTOSIHMSIX OepeMeHHOCTH,
a TakKe BKCTpareHNTaAbHBIX 3a00.1€BaHIsIX.
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BUOMAPKEPHI IIEPUITAPTAABHOM KAPAMOMUOIIATUU: POAD
KATEIICUHA D UIIPOAAKTHHA B AMATHOCTHKE U ITPOT'HO3E

Y BEPEMEHHBIX JKEHIITH
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cepdeunas HedocmamouHocmy

Bsegenmne. IlepunaprasbHas KapAMOMIONATUA
(IITIKM) — peaxas ¢popma cepaedHOlt Hej0CTaTod-
HOCTM, BO3HMKAIOIIasl y paHee 340POBLIX JKEHIIH B
KOHIle OepeMeHHOCTU VAN B IepBble MeCAIIbl II0CAe
poaos [1,3]. 3aboaeBaemocTs cocrasaser 1:1 000-1:4
000 poaos, AeTaabHOCTL AocTturaet 7-15 %, Boccra-
Hosaenne ¢yukiym /X B TeueHme roga Habalo-
daetcst y 60-70 % mamuentox [2,4]. Kananueckn
IIIKM mnposiBaseTcsl CMMIITOMaMM 3aCTOMHOM cep-
AEYHON HeJOCTaTOYHOCTM, CHIDKeHMeM (paKIInm
BpIOpoca (OB) u mpusHakamu 3acrost [5].

Pernctper (IPAC, EORP, ESC) nokassisaroT 60aee
BbICOKYIO uacToTy ITIIKM B cTpanax Asun u Appu-
K1 110 cpaBHeHmIO ¢ Espornoit u CIIA, gTo cBsI3aHO C
OTpaHIYEHHBIM AOCTYIIOM K AVIaTHOCTVIKE U TepaIriun
[6-8]. PanaoMusupoBaHHbIE MCCAEAOBAaHUS A€MOHC-
TpUpYIOT 9PPeKTUBHOCTh OPOMOKPUIITIHA, WHIU-
OuTopa cekpenmu MpoAakTuHa, B yaydineHuu OB
/K ut nucxoaos [9-11].

DTHoA0rMsI MHOTO(AKTOpHA:  OKMCAUTEABHBIN
cTpecc, BOCIIaJleHNe, DHAOTeAMaAbHas AVCQYHKIVL,
aItoITo3 KapAMOMUOIIUTOB U1 TeHeTIIecKas IIpeApac-
0A0eHHOCTh [12]. Ocobyio poab murpaer mnpoaax-
TUHOBBI ITyTh: KaTellcuH D pacimenaser mpoaakTuH
Ha 16-k/a {pparMeHT c aHTMOCTaTUYECKMM MU IIPO-
aronToTmdecknM s¢dexramu [13,14], koropslit Ha-
pylIaeT MUKPOIMPKYASIIINIO, YCUAUBaeT rubeab SH-
AOTeAMAABHBIX KAETOK U BOCITaAUTEeABHBIN OTBeT [15].

B AsepbOaitaxane IIIIKM HeaooleHeHa, Hec-
MOTpsI Ha BBICOKME IIOKa3aTeAu CepAedHO-COCYAVIC-
TBIX OCAOXKHEHUII y OepeMeHHHIX IO CpaBHEHUIO C
Espomnioit [16,17]. dake Haanune aHeMMUM U TUIIEP-
TeH3MM IIOBhIIIaeT PUCK CepAeYHO I1aTOA0TUM Ha 25
% u 40 % coorserctBeHHO [18]. Cutyanmio ycyryo-
ASIOT HU3Kasl 4acToOTa IperpasuapHOil IIOATOTOBKI
U BBICOKas 4051 AOMAIITHUX POAOB B CEABCKUX Peru-
oHax (a0 30 %) [19]. domoaHuTeAbHbIe (PAKTOPHI

pMCKa BKAIOYAIOT YacThle MHOTOIL10AHEIe OepeMeH-
HOCTM, HeAOCTaTOYHBIN KOHTPOAb A/l 1 HU3KYIO OC-
B€4OMAEHHOCTD Bpadell IepBIUYHOIO 3BeHa O CIIeL-
Juxke I'ITKM [20].

OrcyTcTBIIE A0KaABHBIX JaHHBIX O AMHaMMKe Ka-
TericrHa D 1 IIpoaKTHHa B pa3HbIe CpOKU OepeMeH-
HOCTU M TIOCAe POAOB ODOCHOBBIBAET aKTyaAbHOCTb
IIpOBeAEHHOTO VCCAeAOBaHNs, HalIpaBA€HHOTO Ha OIl-
TUMU3AIUIO paHHEN AMATHOCTUKY U MTPOPUAAKTUKA
TITTKM B ycA0BUsX OTpaHNYeHHBIX pecypcos[21].

IHeap mccaeaoBaHMsI — OILIGHUTh AMHaMUKY
YPOBHeI IpoAaKTuHa 1 KaTericuHa D y GepeMeHHBIX
SKEHIIVH B pa3ANYHbIe CPOKU TeCTalluy U B paHHEM
I10CAepOJOBOM IIepuoJde, a TaKKe OIpeseAUTh UX
B3aMIMOCB$I3b Y IaIJMEHTOK C BHICOKMM PMCKOM pas-
Butys TTTTKM.

Marepmnaanl 1 MeTOAbL ViccaesoBaHue BBLIIIOA-
HEHO B (popMaTe MPOCIEKTUBHOTO, KOHTPOAUpPYe-
MOTO, KOTOPTHOTO HabAI0AEHM: C DAeMeHTaMM CpaB-
HUTEABHOTO aHaAM3a. Pabora mposoguaacs Ha Oase
Hayuno-uccaegosateanckoro Mucruryra Kapano-
aoruyr MuHUCTepCcTBa 34paBooxpaHeHus Asepbaii-
A’KaHa B iepuog, ¢ stasapst 2020 r. o aexabps 2024 r.
Bce ygacTamIre moamicaan mHGOpMMUpOBaHHOE COT-
JAacue Ha yvyacTue B uccaegosanum [22]. Obcaeaye-
MEle OBLAM pa3aeAeHsl Ha Tpy rpynmsl: I rpymma (n =
20) — >xeHIIMHEL, 00cAejoBaHHBIE B I TpuMecTpe (8-
12 Heaeap OepeMeHHOCTM) U IIOBTOPHO 4epe3 6
Mecsaes 1ocae pogos; II rpymma (n = 20) —
SKeHIIIMHEL, obcaejoBaHHbIe BO I Tpumectpe (24-28
HeJeAb) U IOBTOPHO 4epes3 6 MecslleB I10c4e pOoAOB;
III rpymma (n = 20) — >KeHIINHBI, 00C1e40BaHHEIE B
III Tpumectpe (36 Hedeab) M IIOBTOPHO 4epe3 6
MecslleB IIocde PoAOB; KOHTpPOAbHas rpynmna (n =
15) — OepemeHHble >KeHIIMHB 0e3 IIPU3HAKOB
rnepurapTraabHON

KapauoMuonaTuy, HaXOAUB-

muecss 1o/ HabGamogenmem c I Tpumecrpa 40
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poAopaspeleHns ¥ COOTBETCTBYIOIIVE KPUTEPIIIM
BKAIOYEHNs.

Kpurepun BKaioueHMsI COOTBeTCTBOBaAl pe-
komeHaarmsiM ESC [23,24]: Bospact 18-40 aet; oa-
HOIIA04Hasi OepeMeHHOCTb; OTCYTCTBUE CTPYKTYp-
HBIX 3a004eBaHMII cepalia IO AaHHBIM ®XOKapAMO-
rpadun Ha MOMEHT BKAIOYEHNSI; OTCYTCTBYE XPOHU-
YeCcKOM ITOYeYHOM WMAM IIe4EHOYHOM Hea0CTaTOd-
HOCTH; COrJacue Ha IIpoBeJeHNe AVHaMMI4YecKoro
HabA104eHNs U IOBTOPHBIX 3a00POB KPOBIL.

Kpurepnn mckaodeHns:: MHOToIr104Has Hepe-
MEHHOCTb; BBIsIBA€HHbIe BPOKAEHHbIe 1AM IIpuodpe-
TEHHbIe IIOPOKM CepAlla; BhIpakeHHas apTepualb-
Has runeprensyst (2160/100 MM pT. CT.) HA MOMEHT
BKAIOUEHN; TsDKEAbIe COIYTCTBYIOIIMe 3aboesa-
HUs (OHKOIIATOAOIMS, ayTOMMMYHHBIE CHCT€MHbIe
001e3HH, TAXKEABIN caXxapHBI AnabeT); MHPEKITNOH-
Hble 3a001eBaHMsI B OCTPOIl ¢aze; OTKa3 OT yJacTus
MAY HeBO3MO>KHOCTD 3aBepIINTDL HaOAIOAeHNe.

Kavnangeckoe n aabopaTopHOe 00OcaeaoBa-
HII METOABI 00cae40BaHMsI

Bcem ygacTHHMIIaM IIPOBOAMAOCH IIOAHOE KAMHU-
KO-aHaMHecTMJdecKoe o0caeJ0BaHMe C OIIeHKOM aKy-
IIIePCKO-TMHEKOAOTMYECKOTO aHaMHe3a, coMaTnJec-
KOTO cTaryca u ¢pakTopos pucka [TTTKM.

/labopaTopHOe 1ccaeioBaHIe IIPOBOANAOCH CAe-
AYIOITUM 00pasoM - 3a00p BEHO3HOI KPOBM IIPOU3-
BOAMACS YTPOM HaTOIaK, B IIOAOXKEHMM CHUAs, C JC-
I10AB30BaHIEM BaKyyMHBIX IIPOOMPOK C aKTMBaTO-
poM ceépThiBaL [25,26]. OOpasiiel neHTpudyrupo-
Baauch 11pu 3000 06/mMuH B Teuenne 10 MuH pu Tem-
nepatype +4 °C. CriBopoTka xpaHnaacs mapu —80 °C
A0 MpOBeJeHNs aHaAM3a.

¢ Karericun D — onpegeasiacs MeToAoM UMMY-
HoepmenTHOro aHaansa (ELISA) ¢ ncoarso-
BaHIeM TecT-Habopa Human Cathepsin D, cath-
H Elisa Kit (Cusabio, CIIIA) [27];

e [IpoaakTMH — uU3MepsIACI MMMYHOXEMUAIO-
MIHeCIIeHTHBIM MeTOA0M Ha aHaamusatope Mic-
roplate reader RT 2100C [21,28].

¢ DKT' nccaeaosaHme IIpoOBOANAOCh Ha amIia-
pate Mindray BeneHeart R12 (China).

Cratuctuyaeckast 00paGoOTKa AaHHBIX

CraTucTUdecKnii aHaAn3 IPOBOAUACS C UCIIOAD-
soBaHMeM mnaketa IBM SPSS Statistics, sepcust 26.0
(IBM Corp., CIITA) [15]. HopmaasHOCTS pactipesee-
HIS IIpOBepsAach ¢ oMoInsio Kputepus llampo—
Yuaka. Aas1 cpaBHeHMs KOAMYECTBEHHBIX ITOKa3aTe-
el MeXAy TpyIIaMM UCIO/Ab30BaACs t-Kpurepmii
CTpI04€eHTa (IpU HOPMaJAbHOM paclpejeleHnN) U
U-kpurepnit Manna—YutHu (Ipu HeHOPMaAbHOM

pactipegeaenunu). CpaBHeHIe KayeCTBEHHBIX HPU3-
HAaKOB IIPOBOAMAOCEH C ITIOMOIIBIO X2-KpuTepust IInp-
coHa 1AM TouHoro Kpurtepusa ®uiepa. Koppeasin-
OHHBIE 3aBUCUMOCTU OIpPeAEASIANCh II0 METOoAY
Crnupmena mau Ilupcona. CraTucTudecku 3Haum-
MBIMM cUMTaAMUCh pasanaus npu p < 0,05 [29,30].

PesyabTaTh! nccaeaosanmsi. Ha MomeHT BKAaIO-
yeHus B uccaegosanue B I u Il rpynnax kanHmgeckas
CUMIITOMaTUKa CepAeIHO-COCYAVCTON HeA0CTaTOU-
HOCTU Obl1a MUHUMAaABHOI: € AMHUYHBIE 5Ka100bl Ha
IOBBLIIIIEHHYIO ~ YTOMASIEMOCTb,  DIMU30AUYECKYIO
OABIIIKY TpU PU3NIECKON HarpysKke U ydaIi€HHOe
cepaneduenue. B III rpymme y>xe Ha sTare 36 HegeAab
OepeMeHHOCT! BBISBASIAUCE 0Oo0Jee BhIpakeHHBbIe
MpOsIBAEHNMSI — OABIIIKA IIpM He3HAUYMTEeABHOI Har-
pPy3Ke, OTEKM HIDKHUX KOHEYHOCTel, yBeAldeHue
UCC 2094 + 7 ya./muH.

ITocae poaos B Teyenue nepspix 10 cyToxk oTme-
9a/0Ch 3HAYMTEAbHOE YXyAllleHne cocToaHms y 11
(55,0 %) maumenrox III rpymmsr n y 6 (30,0 %) ma-
uyeHToK Il TpyImsI, 4TO COMpPOBOXAaA0Ch CHILKE-
HIeM TO/AePaHTHOCTU K (PU3NIECKOI HarpysKe, yBe-
AVYeHUeM YaCTOThI CepAEUHBIX COKPAIIleHNIA I TTOSIB-
AeHyieM IIPU3HAKOB 3aCTOMHON CepAeYHON HeA0CTa-
TOYHOCTH.

AHaAM3 KAMHNYECKOTO TedeHUs IMepurapTalb-
HOIl KapAMOMMOIIAaTUI B MCCAE€AYyeMBIX TpyIIIax
IPOJEMOHCTPUPOBAA YETKYIO TeHAEHITUIO K IIPOT-
peccupoBaHMIO CUMIITOMATUKU IIO Mepe yBeaAnde-
HIISI CpOKa recTaliyiy, 4YTO HaX0AMAO OTpa’keHne, Kak
B CyOBEKTUBHBIX >Ka/100aX MaleHTOK, TaK U B 00b-
eKTUBHBIX JAAaHHBIX MHCTPyMEHTaABHBIX U Aabopa-
TOPHBIX MCCA€AOBaHMIL, a TakXXe IOATBEP>KAAA0ChH
CTaTUCTMYECKN 3HAYMMBIMU MEKIPYIIIOBBIMI pas-
AMYUAMH. Y>Ke Ha paHHMX CpoKax OepemenHoctn (I
rpyIiia) y 4actu odcaegosaHHbIX (12,5 %) perucrpu-
pOBaANCH IIPOSABAEHS CEPAETHON HeA0CTaTOUHOCTI
I ¢pyrkumonaasHoro kaacca mo NYHA, mpenmy-
IIIECTBEHHO B BUAE OABIIIKU IIPU YMepeHHO u3u-
4JecKoll Harpy3Ke, CMHYCOBOM TaXMKapAUHU, DIIU3040B
IaCTO3HOCTY I'OA€HEN U HEeYyCTOMYMBON apTepiaab-
HOII TUIIOTEH31, YTO, BEPOSITHO, OTPa’kal0 Havalb-
HbIe CTaAuy (POPMUPOBAHMS CUCTOANMIECKON AVIC-
$ysxMN MMoKapJa Ha oHe HapacTalOIINMX reMo-
AVHaMIIeCKIX HaTPy30K.

Bo II rpynre (cpox recranumu 24-28 Hedeab), IO
cpaBHeHMIO c | rpynmoit, HabA104a10Ch AOCTOBEPHOE
(p =0,038) yseanyeHne 4acTOThHI cepAeYHOI HeAOCTa-
touHoctu II-III ®K, uyto compoBokAaaoch 1OsBAe-
HIEM HOYHOM ITapOKCU3MAaAbHOW OABIIIKI, CHVKe-
HIEeM TO/AepPaHTHOCTM K (PU3NUECKOl Harpyske Ao
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200-300 MeTpoB HO AaHHBIM 6-MMHYTHOTO TecTa
XO0ABOBI, a TaK’Ke TeHAEHIIVeN K HapacTaHUIO BHIpa-
SKeHHOCTH TepudepuyecKux OTEKOB 1 TerlaToMera-
Aun. BeposTHO, AaHHDIe M3MeHeHUs OTpakaau Kak
IIpOTrpeccrupoBaHMe CHUCTOANIECKON AMCPYHKINI,
TaK U yCUAeHNe BAVSHIS COIYTCTBYIOIINIX ITaTOTeHe-
Ti4eckKux (HaKkTOpoOB, BKAIOYas DHAOTEANMAABHYIO
AUCPYHKIIMIO U aKTUBAIIMIO ITPOBOCIAAMTEABHBIX
KacKaJoB.

Hanbosee HeGaaronpusATHas KAMHIYECKasl Kap-
TnHa Oblia 3aduxcuposana B Il rpymme (cpox 36
HeJeAb), TAe IIpU3HaK! cepJedHOl HeJ0CTaTOYHOCTH
III ®K mo NYHA perucrpuposaances y 46,7 % mna-
nueHToK (p < 0,001 npu cpasnenun c I u II rpyn-
ITaM1), IpUIEM y 3HAUMUTEeABHOI YacTy 0b6caes0BaH-
HBIX OTMeYaach OABIIIIKA B IIOKOE, OPTOITHOD, BhIpa-
>KeHHbIe TlepudeprdecKrie OTéKN, HaOyXaHIe ApeM-
HBIX BeH I yBeAYeHye Ie4eHu Ha 3—4 cM HIDKe Kpasd

pé€beproit ayrm. Yacrora rocnmraamsanuii - IIo0
II0BOAY AeKOMIIeHcalluy CepAedHOl HeazOoCTaTOd-
HOCTY Bo3pacrada ¢ 16,7 % B 1 rpymte, 40 33,3 % Bo 11
u 53,3 % B III rpynme (p = 0,041 mexxay I u III rpymn-
IIaMM), 4TO HOAYEPKUBAET KAMHUYECKYIO 3Hauu-
MOCTB IIPOTpeccHpOBaHIsA 3a001eBaHNs Ha TIO3AHMX
CpoOKax recTaliuu.

B nocaepoaosom nepmoge, HeCMOTpsI Ha OTCYTCT-
BlIe AeTaAbHBIX MCXOJ0B, COXPaHAA0Ch CTOMIKOe CHI-
>KeHe PYHKIIMOHaALHOTO pe3epBa Muokapda: y 38,5
% marenToK Il rpymms! npu3HaKM CHCTOAMYIECKOIT
auchynkrun u Il ®K no NYHA onpegeasiaucs yxe
Ha 10-e cyTku mocae poaos, ay 15,4 % — cmycts 6
MecsileB HaOaoJeHusa. B KoHTpoapHOI TpyIe
ITOAOOHBIX M3MEHEHNI! He BBISIBA€HO, PYHKIIMOHAAD-
HBII Kaacc ocraBaacs crabuapabeM (I OK mo NYHA)
Ha Bcex dTariax oobcaesosanus (Taba.1).

TabGauma 1.
YacToTa BBISIBA€HHBIX COCTOSTHMIT y 00CAe40BaHHBIX KeHINH (n = 60)
B MICCAeAyeMBbIX OCHOBHBIX I'pyIIIIax

I
CocrosiHue 22’ 2r:)1)1a
IMoarsepxaénnas ITTIKM 0
Anemus 8 (40%)
T'ecranoHHas TUIIEPTEH3IS / 0
MIpedKAAMIICHS
Muoxapaur 0
Du3noaormyecKast peMoJeAsI s 5 (25%)
be3 maroaorun 7 (35%)

/labopaTopHoe 00caes0BaHIE TPOAEMOHCTPUPO-
BaJ0 YETKMe MEeXTIPYIIIOBLIe pa3ANdus II0 KAIOde-
BBIM OMOMapKepaM, OTpa’kaloIINM IaTOreHeTIdec-
Kle MeXaHU3MBI IepuIlapTaAbHON KapAMOMMOIIA-
tun (ITTIKM). KonnenTpanms katercuHa D cocra-
Buaa 17,8 + 3,4 ur/ma B I rpyne, 21,2 + 3,7 ur/ma Bo
II m 24,6 + 4,1 ur/ma B 11l rpymnire, 9T0 3HAYMTEABHO
IIPEeBBIIIal0 IIOKa3aTeAu KOHTPOABHOM
(12,1 £2,9 ar/ma; p <0,001).

AHaau3 KOpPeAsSIIMIOHHBIX CBS3ell MeXAy KaTell-

TPYIIIIbI

cuHOM D M IpoAakTMHOM BBIABUA OCODEHHOCTU
MEXTPUMECTPOBOI M BHYTPU-TPUMECTPOBOI AVHa-
Muku. B I rpyrie cBsas3bp MeXXAy ypoBHEM KaTeIlCHHa
D B I Tpumectpe n npoaaktunoMm B III Tpumecrtpe
Oblaa oueHb caaboii (r = 0,267), 9TO CBUAETEABCTBYET
O He3HauMTeABHOM BAVSHUU IIPOTEO0AUTUYIECKOI]

I (rlf;};‘;;m m (fz;‘)"a Bcero (n=60)
1(5%) 3 (15%) 4(6,7%)
6 (30%) 4 (20%) 18 (30%)
7 (35%) 5 (25%) 12 (20%)
0 2 (10%) 2 (3,3%)
3 (15%) 0 8 (13,3%)
3 (15%) 6 (30%) 16 (26,7%)

aKTMBHOCTY Ha MIO3HIe TOPMOHAaAbHbIEe I3MEHEeHN .
Ognaxko sHyTpu III TpuMecTpa Koppeadus ycuanu-
Baaacs (r =0,479; p <0,05). Bo Il rpymiie kak MeXTpu-
MecTposas1, Tak 1 BHyTpu III TpuMecTpa B3 ocra-
BaAuck caademu (r = 0,227 u r = 0,156 coorBeTCTBEH-
HO). B Il rpynimie koppeasnus MexXAy KaTericuHom D
u nnpoaakTuHoM B III TpuMecTpe gocTurasa cpeanei
cuasl (r = 0,631; p < 0,01), uto yka3biBaeT Ha Ooaee
BBIpa>KEHHOEe yJacTye STOTO MeXaHM3Ma B I1aTore-
Hese I IITKM npu nmo3gHux cpokax OepeMeHHOCTI.

B nocaepogosom nepuoge (10-e cyTkm) yposHHU
KaterncuHa D mexxay I n Il rpynnamMm cratuctimyeckn
He pasandaanck (W =129,5; p = 0,360), kax 1 MeXAy
I u III rpynmamu (W = 85,5; p = 0,466) u mexay Il u
III rpynnamu (W = 55,0; p = 0,062). Tem ne Menee,
abcoaotHele 3HaveHus B III rpymme ocraBaamchs
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BBIIIIE, YTO KAMHUYECKN KOPPEeANpPOBalo ¢ O0ABIIet
4acTOTOM CUMIITOMOB CepAEYHON HeA0CTaTOUHOCTI.

IIpoaakTuH B TOCA€POAOBOM IEPUOAE OCTaBAACS
TIOBBIIIIEHHBIM Y OOABIIMHCTBA MaIlIeHTOK, OCOOeH-
Ho B III rpynme, rae ero KoHIeHTpalusl A4oCTUTala
3470 + 512 MME/a. OTMeuasach oTpuijaTeAbHas KOp-
peasuns MeXAy YPOBHEM IIpOoAaKTHHa U ppaKijueit
BpIOpoca /LK (r=-0,61; p <0,01).

Mapxkepst Bocrrasennsa (C-peakTMBHBIN OeA0K 1
MHTepAEMKUH-6) AeMOHCTPUPOBAAN TEHAEHIIUIO K
yseanuyenmio B III rpyrime, 4To KOCBEHHO HOATBEpPK-
AaeT ydJacTue MMMYHOBOCIIAANTEABHOTO KOMIIO-
HenTa B naroreHese IIIIKM u ero BosmMoXXHy10 cu-
HEpPIUIO C TOPMOHAAbHO-OIIOCPEeJOBaHHBIMU MeXa-
HM3MaMI OBPEeXAeHM MIOKapAa.

Tabamniza 2.
/labopaTopHbie ntoKa3aTtean y nameHTOK ¢ IIIIKM m B KOHTpOABHOJ Irpyiie

Irpyrmma Il rpymimma Il rpyrma

c ~ _ Kontpoas p! p? P’ p4 (- p5 pé
Ilokasa-Teab (n=20) (n=20) (n=20) III (n=15) 1-K a-x (- K) m -1 ar- 1
I rpumectp Il rpumectp TPUMeCTp
NT;_E;;’EINP' 854 215 1130 £ 276 1468 + 324 320 + 88 <0,001 <0,001 <0,001 0,041 <0,001 0,022
Karencnu D,
Hr/va 17,8 +3,4 21,2+3,7 24,6 +4,1 12,1+29 <0,001 <0,001 <0,001 0,033 <0,001 0,018
IIpoaakTua
(10-e cyT. 2810 + 436 3125 +480 3470 £ 512 2150 + 395 <0,001 <0,001 <0,001 0,048 <0,001 0,029
I1/P), MME/a
CPB, mr/a 46+1,2 53+14 62+1,5 31+1,0 0,002 <0,001 <0,001 0,073 <0,001 0,042
MA-6, nr/ma 28+09 32+1,0 39+1,2 2,0+0,8 0,019 0,006 <0,001 0,081 <0,001 0,036
Hpumeuaﬂue: pl_pS — (pasHeHue ¢ KOHmPO./\bHOI:l zpynnoii; P4—P6 — MexXpynnosvle CpasHeHusl Me>l<(7y

navuermxamu ¢ IITTKM.

Kaxk BuaHO 13 Tabannpl 2, ypoBeHb KaTercuHa D
AEMOHCTPUPOBAA MOCTYIIaTeAbHBIN POCT OT IIEPBOTO
K TpeTbeMy TpuMecTpy. Yke B I TpumecTpe nokasa-
teau Obrau noBeienst (17,8 + 3,4 ur/ma), a makcu-
Ma/bHble 3HadeHN: 3adpuKcuposans! B III Tpumectpe
(24,6 + 4,1 ur/ma; p < 0,001), 9aTo MOXeT OTpaXkaTh
aKTHMBAIIUIO IIPOTEOAUTUIECKIX ITPOIIECCOB U PeMO-
AeauposaHue Muokapdaa. B III rpynme yposens ka-
TericuHa D 1oa0xuTeAbHO KOppeanpoBaa ¢ KOHIIeH-
Tpauuel npoaakrusa (r = 0,631; p < 0,01), uto coraa-
CyeTcs ¢ TMIIOTe3011 O poaAu (pparMeHTalny IIPOAaK-
TuHa B natorexese I TTTKM.

JAVHaMyKa IpoAaKTHHa BO MHOTOM IIOBTOp:siaa
TeHAEHIIMIO u3MeHeHu1 Katericuda D. Ha 10-e cytkn
Iocle poAOB KOHIIEHTpallus TOpMOHA OCTaBaJach
TIOBBIIIIEHHOI Yy Beex narneHTok c ITTTKM, ocoberno
B III rpymimre (3470 + 512 MME/a), rae perucrpuposa-
Jach HauOoAbIasA YacToTa KAMHMYECKUX IIpOsBAe-
HUII cepAedHoll HegocTaTouHocTu. OOpaTHast Kop-
peasAus mpoAakTuHa ¢ ppakumelt spiopoca /XK (r =
-0,61; p < 0,01) moarsepkAaeT ero IlaTOreHeTU-
3HAYIMOCTh

49eCKyIO u HO,ZL‘{épKI/IBaeT TeCHYIO

B3aJMIMOCBSI3b TOPMOHAABHBIX U CTPYKTYPHBIX M3Me-
HEHUI MMOKapJa.

Cx0XyI0 mOCTynaTeabHYIO0 AMHAMUKY ITpoJe-
MOHCTPUpPOBaA U BOCHAAUTEAbHBIE MapKephl.
Yposan C-peakTuBHOTO OeaKa U MHTepAelKIHa-6
yseanunsaauck ot I k IIl rpyniie, orpaxkas ycnaenue
CHICTEMHOTO BOCIIaAKuTeApHOro oTseTa. Hamboaee
BBICOKMe 3HaueHMs 3apukcuposansl B III rpyme
(CPB — 6,2 + 1,5 mr/a; I1-6 — 3,9 + 1,2 r/ma), uaro
yKasbIBaeT Ha BO3MOXKHBIN BKAaJ, MMMYHOBOCIIaAM-
TeABHBIX MeXaHM3MOB B IIpOTpeccupoBaHIie MIOKap-
AVaABHOM AVICPYHKOIMU U UX CUHEPTUIO C TOPMO-
HaAbHO-OIIOCPeAOBaHHBIMM HapYIIEHUSIMM.

Ha moment Bkatogenns B I u Il rpynmax cummnroma-
THKa ObL1a MUHUMAaABHOIL; B III Tpymime — BBIpakeH-
Holl. B mocaepoaosom niepmoge y 55 % marmenTox 111
Ipynmel  HabAI0AaA0Ch YXyAIIEHUE COCTOSHVA, B
KOHTpO/1€e TOAO0OHBIX M3MeHeHuI1 He Op1a0 [31, 32].

Yacrora ITITKM cocrasuaa 6,7 %, 4TO0 COOTBETC-
TByeT HVDKHel IpaHMlle MUpPOBOM cratucTuku [1,6].
Comnyrcrsytomue cocrostHus: anemus (30 %) u ru-
neprensus (20 %).
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Karenncun D 0Obla BbIIIE BO BCeX TpUMeCTpax
(p<0,001), makcumym — B III Tpumectpe. ITpoaaxTun
B [10CA€pOJ0BOM IIep1OJe OCTaBaACs IIOBHIIIIEHHBIM
u oTrpuiiareabHo koppeanposaa ¢ ®B /K. CPb n
MA-6 Bospacraau x III rpumectpy[33, 34].

OO6cyxaenmne. Cpean 60 >XKeHIIMH C IOA03pe-
HIEM Ha IIepuIlapTadbHyIO KapAMOMMUOIIaTUIO
(IIT'IKM) amarHos moaTrsepAmnAcsa Autb y 4 (6,7 %),
Bce cayday BosHuKAU B III TpuMecTpe nan B panHeM
I10CAePOAOBOM Ilepuoe. DTOT IIOKa3aTeAb COOT-
BETCTBYeT HIUKHEN TI'paHMIle MUPOBOI CTaTHCTUKU
(0,025-0,1 % Bcex Gepemennocreit) [1,6]. Bricokas
A0/51 HETIOTBEP>KAEHHBIX CAydaeB OTpa’kaeT IpoO-
AeMy TUIIepAMaTHOCTUKI, paHee OMICaHHYIO B MeX-
AYHapOJHBIX perucrpax [6,24].

Y 6oapmmHcTBa JKeHIuH, ocodenHo B [ u II rpym-
T1ax, M3MeHeHI HOCUAY TPaH3UTOPHEIN XapaKTep 1
COOTBETCTBOBaAM (PU3MOAOIMIECKON aJadTalluu
CepAe4YHO-COCYyAMCTONM CUCTeMBI (TecTaljIOHHOe pe-
MogeAnpOBaHNE MUOKapAa C YMepPeHHBIM CHIKe-
HueM ©B) [23]. E1ié ogHOI 9acToi IpUYMHON CUMII-
TOMOB CepAedHON HeA0CTaTOYHOCTU OBIAM TUIIep-
TeH3UBHBIE OCAOKHeHu:A OepemeHHoctu (20 % cay-
yaeB), KoTopsle MoryT umutuposath IITIKM [24].
Anemuns sprsaBaeHa y 30 % obcaesoBaHHBIX; e€ KOp-
peKIusl IpuBOAMAa K HOPMaAU3aIlUM DXOKapAuo-
rpadpuyecKux ImapamMeTpoB, UTO MOATBEPKJaeT BTO-
puuHbll Xapakrep u3MmeHeHui [30]. B 2 cayuasx
AMaTHOCTUPOBaH MMOKapAUT, UTO TakK’Ke OIMCaHO
Kak Bo3MO>xHast Macka ITTTKM [35-37].

Takum ob6paszoMm, TouHas auddepeHIaabHast
AMATHOCTUKA MMeeT pellalolee 3HadeHNe: AMarHo3
IIIIKM g04>XeH ycTaHaBAMBATLCSl TOABKO IIOCAe
MCKAIOUEHNA aHeMMM, TUIIePTEeH3MBHBIX OCAOXKHe-
HUI, MUOKapANUTa U PU3NOA0TNIECKUX M3MEHEeHUIT
Oepemennoctu [2,12]. IlpakTmaecku 9TO O3HadaeT,
gTOo crenuduyeckas Tepamnus (Hampumep, Opo-

XULASO

Peripartal Kardiomiyopatiya Biomarkerlari:
Hamils Qadinlarda Diaqnostika va Proqnozda
Katepsin D va Prolaktinin Rolu

N.M. Kamilova?, C.S. Ibrahimova?.3

1Azarbaycan Tibb Universiteti; Mamalig-ginekologiya
kafedrasi, 2Azarbaycan Tibb Universiteti,

Daxili Xastaliklor kafedras: 111, 31 sayli Sahar

Klinik Xastoxanasi, Baki, Azarbaycan

MOKPUIITH) OIlpaB/JaHa ANIIb TP AOCTOBEPHOI Be-
puduKanuy, Toraa Kak B OCTaAbHBIX CAyJasiX IIpHO-
PUTETOM OCTa€TCsA KOppeKIus (pOHOBBIX COCTOSHMUIA
— HOpMaAM3alus IeMOTr100MHa, KOHTPOAb JAaBe-
HISL M AedeHUe CONYTCTBYIOIIUX HapylleHuin [9-
11,16-18].

BuiBoabI

1. Yacrora noaTBep>KAEHHOI NepullapTalb-
Hot KapauomuonaTtuu (IITTKM) cpeau >xeHmuH
C II0A03peHNneM Ha 3aboaeBaHne cocrasnaa 6,7 %,
Opu 5TOM Bce caydayu MaHmu@ectuposaau B III
TpUMeCTpe UAM B paHHEM I10CAEPOAOBOM IIE€pHU-
0Je, 9YTO COOTBETCTBYeT HIKHel I'paHulle MIUpPO-
BOI CTaTUCTUKI.

2. YcraHOB/A€Ha KAIO4eBas poAb IIPOAaKTUH—
KaTeIcMHOBOro Kackaga B riatoretese [IITKM: ot-
MedeH ITOCTyIaTeAbHBINI POCT KarerncuHa D 1o
Mepe mporpeccuposaHns OepeMeHHOCTH (p <
0,001) 1 ero moAoXuTeAbHas KOPPeAsINA C IIPO-
aAaxtuHOM (r = 0,631; p < 0,01). JonoanuTteabHO
BBISIB/A€HO 3HAYMTeAbHOE IIOBBIIIIEHNE VPOBH:I
IIpoJaKTUHa B II0CA€pOJ0BOM IIepIOJe U Hapac-
TaHne Mapkepos BocrnaaeHus (CPb, V1/-6), uro
yKas3bIBaeT Ha B3alIMOAENICTBIe TOPMOHAABHBIX U
BOCITAAUTEABHBIX MEXaHU3MOB IIOBpPeXKAeHIUs
MIOKapJa.

3. Hauboaee yacThIMM COCTOSIHUSIMU, UMMU-
tupytomumu ITIKM, okasaanch rumnepreH3nB-
Hble OCAOXHEHMs, aHeMMs M MMUOKapAWUT, 4TO
IOAUEpKIUBaeT HeOOXOAMMOCTD CTporoit audde-
peHIMaAbHON AMarHOCTMKU. TOABKO TO4YHas
BepuduKalms AMarHo3a OIlpaBAblBaeT HasHade-
HIe crrennduryIecKoi Tepanun (Harpumep, 6po-
MOKPMIITHHA), B TO BpeM: KaK B OOABIINMHCTBE
cAy4daeB TpebyeTcsa KoppeKuysa PpOHOBBIX COCTOS-
HUT.

SUMMARY

Biomarkers of Peripartum Cardiomyopathy: The
Role of Cathepsin D and Prolactin in Diagnosis
and Prognosis Among Pregnant Women

N.M. Kamilova?, ].S. Ibrahimova?3
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University, Department of Internal Medicine I11
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Acar sézlar: peripartal kardiomiyopatiya,
katepsin D, prolaktin, hamilalik, biomarkerlar,
iirak catismazlig, patogenez

Peripartum kardiomiyopatiya (PPKM) hamilsli-
yin nadir, lakin agir fosadlarindan biri olaraq qalir,
onun patogenezi prolaktin yolunun aktivlesmasi vo
katepsin D-nin proteolitik faaliyyati ilo alagalendiri-
lir. Azarbaycanda aparilmis prospektiv kohort todqi-
qatinda klinik {irak ¢atismazli1 slamatlori olan qa-
dinlarda, xiisusile III trimestrds va erken dogus son-
ras1 dovrde katepsin D vo prolaktin seviyyelarinin
ohamiyyaetli artimi gostorilmisdir. Alinmis naticelor
prolaktin—katepsin kaskadinin patogenetik rolunu
tosdiqlayir ve hiperdiagnostikanin qarsisini almaq va
vaxtinda miidaxileni tomin etmak ti¢iin erkon labo-
rator monitoringin zaruriliyini vurgulayar.

ANTEPATYPA

Keywords: peripartum cardiomyopathy,
cathepsin D, prolactin, pregnancy, biomarkers,
heart failure, pathogenesis

Peripartum cardiomyopathy (PPCM) remains a
rare but severe complication of pregnancy, with its
pathogenesis linked to activation of the prolactin
pathway and the proteolytic activity of cathepsin D.
In a prospective cohort
Azerbaijan, a significant increase in cathepsin D and

study conducted in

prolactin levels was demonstrated in women with
clinical manifestations of heart failure, particularly in
the third trimester and early postpartum period.
These findings confirm the pathogenic role of the
prolactin—cathepsin cascade and highlight the
necessity of early laboratory monitoring to prevent
overdiagnosis and ensure timely intervention.
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AHAAW3 PACITPOCTPAHEHHOCTHU ITATOAOTUU IEMKU MATKH

JK.O. Bysymogsa', A.B. Ar06p1x’, J.5. Hypmanaaunesa?, I'.A. UsTait'
'HAO Kaxaxckuit Hanmosaabubiit MeAMIUHCKHI Yuausepcurer umenn C.A. Acpenansaposa, Kazaxcran, r. Aamarst

2FopoACKaﬂ moaukanHuKa N2 36, Kasaxcran, r. AamMarsl

Katouesvie caosa: aposus wietixu mamiu, OUCNAA3US WETIKYU MAMKY, AEKONAGKUS, PAK Weliku MAMKY, KOAVNOCKONUS,

supyc nanurromot yerosexa (BI19)

BBeaenme: Pax meiikn matku (PIIM) siBasieTcs
YeTBEpPThIM II0 pacHpPOCTPaHEHHOCTU BUAOM paka y
JKeHIIMH BO BceM Mupe; mHo oneHkam, B 2020 T.
npomnsortao 604 000 HOBBIX caydaes 3a001eBaHUS U
342 000 cayuaes cmeptu oT Hero. Camble BBICOKME
IIOKa3aTeAn 3a001€BaeMOCTH ¥ CMEPTHOCTH OT paka
IIeNIKY MaTKM HabAI0AaIOTCS B CTpaHaX C HU3KUM
AU CPpeJHUM YPOBHEM A0xoJa. DToT (axT cBuAe-
TeABCTBYeT O 3HAaUMTeAbHOM HepaBeHCTBe, 00yCAOB-
J€HHOM OTCYTCTBUEM JOCTyIa K HaIlMOHAaAbHBIM
nporpamMMam BakijuHanumu nportus BITY, ycayram
110 IIepBUKAaAbHOMY CKPUMHMHIY U JA€4eHUIO paka
IIIeVIKY MaTKY, a TaK>Ke COLMaAbHBIMU U DKOHOMU-
JecKUMU JeTepMUHaHTaMHU. DPEPeKTUBHBIM U
BeCbMa DKOHOMMYECK!U I1e1eCOO00pasHBIM MEeTOAO0M
NpoPUAAKTUKN paKa IIeNKM MaTKI SBASETCA IIpo-
¢uaakxrnaeckas saxkuHanyst mporus BITY B cogera-
HUM CO CKPMHIHIOM U JedeHleM IIpepaKoBhIX ITO-
pacxenmit [1]. ITpu ckpuHMHIe TpUMeHSAeTCS LIUTO-
aormyeckoe mnccaegosanue (ITAIl-tect), mossoas-
IoIIfee U3yInuTh MOP(OA0TMIO KAeTOK Ma3Ka U3 Liep-
BUKaAbHOTO KaHaJa. /OII0AHUTEABHO IIPOBOAMUTCA
AHK-TecTuposaHns Ha BUPYC I1allAA0OMBI YeA0BeKa
(BITY). B coBOKyIIHOCTM ®TU ABa MeTOAa HOBBIIIAIOT
9¢PeKTUBHOCTh AMATHOCTUKU 3a001€BaHMII IIeTIKI
MaTKy, BKAIodas pak. IIpu Haamumm msMeHeHMI B
MasKe VCIO0Ab3YyeTCsI KOABIIOCKOIMSI, TTO3BOASIONTas
MIPOM3BECTV OCMOTP IHIENKM MaTKU II0J, CIelyalb-
HBIM MUKpOcKoIloM. Kpome sTOTO, B X04€ KOABIOC-
KOIMIU U3 MOAO3PUTEABHBIX y4aCTKOB ITPOBOAMTCS
HpuieAbHas OMOICKUSA AAS TMCTOAOTMYECKOIO aHa-
AM3a AAsI OLIEHKU CTeIIeH! TSIKeCTU U TUIIa Iopaske-
HUS TKaHU [2].

B crpykrype oHKOAOTMYecKUX 3aboAeBaHMII
SKEHIVH pakK IIeVKN MaTKU cocTaBAseT 15% cpean
OHKOAOTMYECKMX IIOpa’keHUil OpraHOB penpoAyK-
TUBHOM cucTeMbl. Tak>ke B IocaeaH1e roOAbI IIpoce-
>KUMBaeTCsd TeHAEHIMSI K POCTy 3a00.1eBaeMOCTU Y
>KeHIIIMH pelIpoAyKTUBHOIO Bo3pacTa [3]. Dnnaemu-
0JA0TUYecKNe MCCAeAOBaHMsS IOKa3aAl, 9TO OKOAO

95% cay4aes paka IIEV KN MaTKM AQIOT IIOAOXKUTEAb-
HbII pesyabtat Ha BITY [4].

B 6opsoe c pacripocrpanennoctsio PIIIM nipusus-
kn oT BITY mcnioassytorest ¢ 2006 roaa 8 CIIA, T'ep-
MaHny, Beaukobputanuy, Illotaanaum, Ppaninmy,
WNraaum u ap. B Illotaanany, mposeamn peTpocIiek-
TUBHBIN aHaAU3 9acTOThl Bcrpedaemoctu LIVIH 2 n 3
cpeau ABYX KOTOPT >K€HIIMH, POXAEHHBIX B 1988 n
1995-96 roaax. Kenmuuer 1995-96 roaos poxaenns
6s1a1 TipuBuUTH OoT BITY B Bo3pacte 12-13 zeT, >keH-
myHbeI 1988 rosa mpuBMBOK He 11oaydaan. B Bozpacre
20 aer y o0emx KOTopT OBIAM B3SATHl Ma3KM C IIOC-
e AyIOITUM IIUTOAOTMYECKNIM JcCAeAOBaHIeM. Borsc-
HILA0Ch, 4TO 4acTtoTa Bcrpedaemoctu HIVIH 2 1 3 y
HIPUBUTHIX >KeHITMH ObL1a Ha 89% Hioke [6]. Haanane
BITY-accoummposanHbix 3ab0aeBaHUII B aHaMHe3e
(rernTaabpHBIe OOPOAABKY, TOAOKUTEABHBIN Pe3yAb-
tat Tecra Ha BITY) ykasnpiBaer Ha ntepcucrennmio BITU
B OpTaHN3Me, HO OHI MOTYT OBITh CBSI3aHBI C TUIIAMI
BUpYCa, KOTOpbIe He BKAIOYEHbI B BaKITMHY.

B 2013 roay B Kasaxcrane 6pl1a HauaTa BaKIIMHa-
nusa or BITY aesouek 9-13 aer. Bakumuarnusa Oblaa
IIPUOCTAaHOB/AEHa W3-3a TOTO, YTO OBl1a B®MOINO-
HaAbHas peakms y gesodek. 17 ceHTsa0ps 2024 roza
rAaBHBIN CaHUTapHEI Bpad Peciybankn Kasaxcran
IIOCTaHOBJ/ O TIOBTOPHOM ITpOBeAeHNN Ipoduiak-
Tnyeckux npusuBok ot BITY gesoukam 11-13 et
OpU HaAWMYMM IIMCbMEHHOTO MHQOPMUPOBAHHOTO
coraacus poauTeaen YeThlpexBaleHTHON BaKIIVHON
«Gardasil» (Merck & Co, CIIIA).

C okts0ps1 2024 rosa B Kazaxcrane Hagazach Bak-
OMHaIMs AeBodyek B BospacTe 9-15 aeT m aesyiiek
penpoayKTuBHOTO Bo3pacta. OHa nMeeT peKoOMeHJa-
TeAbHBIN XapaKTep U IPOBOAUTCS TOABKO IPU HaAU-
gy MHPOPMMPOBAaHHOTO coraacus. /s BaKUMHA-
MU UCIOAB3yeTCs YeThblpexBaJeHTHas BaKIlMHa
«Gardasil» (mpomssoactso CIIA), obGecreunsaro-
mlas 3almuTy OT yeTelpex Tunos BITY (6,11, 16, 18).
Aaa samuTtsl or BITY Heobxoanmo noaydyenue AByx
A03 BaKIIMHBI C MHTEpBaAoM B 6 Mecses [10].
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Ileap mccaeaoBaHMsI — OLIEHUTL pacIpoOCTpa-
HEHHOCTb IIaTOAOTUH IIEeNKU MaTKU CpeAr KeHITUH
PerpoAyKTUBHOIO BO3pacTa Ha Oase >KeHCKOI KOH-
CyAbTallU TOAUKANHUKY Ne36 1. AaMaTsl.

Marepuaanl 1 MeTOABL IIpoBesen perpocriek-
TUBHBI aHaAU3 Pe3yAbTaTOB TIMCTOAOTMYECKOTO
MCCAeAO0BaHI IIPULIeAbHON OuMoIICUM MIeTIKIM MaTKU
y 185 marmenTtok. buorncus 6s11a IpoBedeHa ¢ UH-
¢popMMpoOBaHHOTO NMCEMEHHOTO COTAACKsl, Ha OCHO-
BaHMUM 3aKAIOYEHUs Ppe3yAbTaTOB HUTOAOTMYECKOTO
nccaegosanusa (ITAIl-tect) u nposegeHus paciu-
PEeHHOI KOABIIOCKOIIMM B IHOAMKAMHNKe No36 T.
Aamartsl 3a 12 mecsries 2024-2025r.

Kpumepuu sicarouenus: soapacr ot 25 40 75 aet, Ha-
AuMgne TOATBEP>KAEHHBIX pe3yAbTaToB AabopaTop-
HBIX WMCCA€AOBaHMUII Ha OHKouurToaormio u BITY
nHpeKIUN.

Kpumepuu ucxarouernus: 6epeMeHHOCTb Ha MO-
MEHT 1CCAeA0BaHs, HaAN4dle TSKEABIX coMaTmdec-
KIX 3a001eBaHUIT (ayTOMMMYHHEBIE 3a004eBaHMs U
Ap.), a TakKe HeJ0CTaTOYHOCTL KAMHMYECKON WH-
Popmanum.

ITocae mpuMeHeHMsI KpuUTepUeB BKAIOUEHUS WU
MCKAIOUEHNs B MTOTOBHIN aHaAU3 OBLAY BKAIOYEHHI N
=185 manmeHToK.

PesyapraTter: 3a 12 mecaues 2024-2025r B ro-
poackoit moaukauxuke No36 1. AamaTsl 65110 00C-
AeaoBaHO 185 malMeHTOK IO caMOODpaIleHnIo AN
B paMKaXx 00:3aTeAbHOTO CKpMHIHTA.

BospacrtHble rpynmsl nanyeHrok: 25-35 aet — 78
xeHIuH (42,2%), 36-45 aet — 57 sxenruust (30,7%),
46-55 aet — 25 xenruH (13,8%), 56-65 aet — 14 xeH-
muu (7,5%) n 66-75 aer — 11 >xenmuu (5,8%)
(Tabauma 1).

TabGauma 1.
IIporienTHOE COOTHONIIEHNeE NAaJMEeHTOK II0 TpyIaM B 3aBMCMMOCTH OT BO3pacTa

BospacTHas rpynma
I rpyrma (25-35aeT)

Il rpynma (36-45 aeT)
III rpyrmina (46-55 aet)
IV rpynma (56-65 aet)
V rpymma (66-75 aeT)

Bcero

¥ Bcex manMeHTOoK OBLAY B3THI Ma3KM AASL IIUTO-
Aormdeckoro mccaeaosanmst meroaom ITAIT-recr.

IToayyennsle pesyabTaThl uccaejosanus: LSIL-

KoandgecTBo narnmeHTOK (n)

78
57
25
14
11

185

Aoast ot ob1rero uncaa (%)
42,2%
30,7%
13,8%
7,5%
5,8%
100%

47(25,4%); ASCUS-27(14,6%), HSIL-83(44,9%), ASC-
H-12(6,5%), NILM-16(8,6%). (Puc.1)

Pe3ynbraTtbl

W LSIL - 47 naymeHTOoK - 25,4%

m ASCUS - 27 naumeHToK - 14,6%

M HSIL - 83 nauneHTOK - 44,9%
ASC-H - 12 nauuneHToK - 6,5%

B NILM - 16 naymeHTOK - 8,6%

Pucynox 1. Pesyrvmanmut 4umor0zu4eckoz0 UcCA006aHUs MA3KOG,
635MoIX Y yuacmuuy, uccaedosarus (n=185)
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ASCUS —amunuymvie KAMKU NAOCK020 INUmMeAus HescHoz0 3HaveHus; LSIL —Hu3kas cmeneHb NAOCKOKACMOUHOZ0
unmpanumeruarviozo nopaxenus; ASC-H — amunuunvie Kiemxku HAOCK020 INUMEAUS, He HO360ALI0ULUE
uckaroyumov HSIL; HSIL —6vicokas cmenervp HAOCKOKALIMOUHO20 UHMPAINUMEAUAADHOZ0 NOPAXKEHUS

Taxxe OblA HpOBedeH aHAAM3 IIOAydeHHBIX pesyabraToB [IAIl-maska B 3aBUCMMOCTH OT BO3pacTa
MalueHToK cpe rpym. (Puc.2)

40
35
30
25 B NILM
M ASCUS
20
mASC-H
15 LSIL
mHSIL
10
5 -
0 N
25-35 Bospact 36-45 Bo3pact 46-55 Bo3pact 56-65 Bo3pact 66-75 Bo3pact
Pucynox 2. PacnpocmporenHocmo namoA0Zuu weuku Mamxu no
ITATI-mecmy yuumoiéas 603pacmtvle Zpynnol.
YuuTpiBas 3aKAIOYEHIUsT OHKOIIUMTOAOIMIN, aHO- PesyabTaThl 3aKA10U€HMsT OMOIICHMN 1 KOHM3a-
Ma/bHYIO KOABIIOCKOIINYECKYIO KapTHHY, Obl1a IPO-  IIMM IIeIKY MaTKI:
BeJeHa BCeM >KEHIIMHaM IpUIleAbHas OMoIcus u IMoaum - 6 marmentox (3,2%); CIN 1- 81 narmen-
KOHM3aIMs IIeKM MaTKM C IMCTOAOTMYEeCKM 3aK- ToK (43,8%); CIN 2-54 manuentox (29,2%); CIN 3-
ATOYeHIeM. 5(2,7%); Aevikoniaakusa — 29 manmeHTok(15,7%);

PIIIM - 10 nanmentox (5,4%). (Puc.3)

Pe3ynbraTbl 6Uoncum

H Monun - 6 naumeHToK 3,2%

m CIN 1-81 nayMeHTOKK - 43,8%

m CIN 2 - 54 naymeHTOK - 29,2%

® CIN 3 - 5 nauneHToK - 2,7%

W Jlefikonnakus - 29 naumeHToK - 15,7%

M PLWIM - 10 naumeHTOK -5,4%

Pucynox 3. IIpoyenmtoe coommouierue pesyrbmanos 2Ucmor0zuteckoz0 uccAedoanus
MaAmepuad, 634mozo y yuacmuuy, uccaedosarus (n=185)
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Taxske Obla IIpoBeA€H aHaAln3 pe3yAbTaTOB I'ICTOAOIMYECKOTO NCCAeA0BaHNs B 3aBUCUMOCTIL OT BO3pacTa

nanyeHTok. (Puc. 4)

40
35
30
M nonun
25 M /leiikonnakua
20 mCIN1
CIN 2
15 -
ECIN3
10 - B KapuyoHama in citu
5 .
0 |
25-35 net 36-45 net 46-55 net 56-65 net 66-75 net

Pucynox 4. PacnpocmpanerHocb namoA02uy ey Mamxu cpedu yuacmHuy,
uccaedosanus (n=185) no eospacmioim zpynnam

ITo aanHBIM AmarpaMMBbl 3 IaTOAOIMS IIENIKU
MaTKM IIO BO3PacCTHBIM IpyIlllaM IIOKa3blBaeT pac-
MPOCTPaHHEHHOCTh CpeAM >KeHIMH ¢ 25 A0 45 aer,
4TO MOATBEpKAaeT 1leAb AaHHOTO JCcCAeOBaHus.

B xauecTBe 2eyeHuUs1 IpU yMepeHHOM AVICIIAa3UN
IpUMeHsAAaCh Ja3epHas KoaryAsiliuisl OdaroB, B
TsSDKEABIX CAydasX IIpOBOAMAACh KOHMU3AL IIeMKN
MaTKH, IoCcJAe OCMOTpa OHKOIMHEKO0ra.

Aucniaasus tskeaonr cremenu u PIIM  6pram
HaIlpaB/AeHbl K OHKOTMHEKOAOTaM A4 AaAbHeNIIero
AedeHusl.

O6cyxaenmne: Hacrosmee nccaeaosanue 65110
HaIIpaBJeHO Ha OII€HKY BO3PaCTHBIX OCOOEHHOCTEN! I
BbIsIBAEHMeE IIpe]paKoBOr0 COCTOSIHUS M KapIMTHOMBI
y SKeHIIMH pellpoAyKTMBHOTO Bo3dpacTa. Iloayuen-
Hble pe3yAbTaTbhl IpOgeMOHCTpuposaan, uro ITATII-
TECT U OMOIICUH ITOKA3bIBAIOT OMOAOKEHNE IaTOA0-
TUU IIeMKU MaTKIU.

Cpean Bcex 0OcAel0BaHHBIX ManeHTOK (n=185),
AabopaTopHO TOoATBep>KeHHbIe ITAIl-TecTsl mOKa-
3aAu 0OoAbIllee PacIpOCTPOHEHHOCTh I1aTOAOTUN
IIeMKM MaTKM CpeAM >KeHIIVH PernpoAyKTUBHOTO
BO3pacTa caMoOe BBICOKOe KoAmudecTBO y 83 manu-
enTok HSIL, uto cocrasmnao 55,7%.

ITaToaormus mreiky MaTKy BKAIOYaeT B ceOs pas-
AVM9IHBIe 3a001€BaHMs U COCTOSIHMS, KOTOPBIE MOTYT
MOBAVAITh Ha 3A0poOBbe >KeHIIMH. Hambozee gacro
BCTpeJaloasicsl MaTOAOTUM IIeMKM MaTKU cpeAu

JKEeHIIVMH CO cHenu@mMIecKUMM BOCTaANTeAbHBIN
nporeccoM (crrenm@puaecknii BATMHUT U [EPBULIUT)
BBI3BAHHBIMM MHQEKUVSIMI IIepeAaBaeMbIX I1040-
BBIM IIyTEM, a TakKKe DPO3UM, AeMKOILIaK1Y, ITOAN-
IIbI, KOHAMAOMBEI UM AOOpOKauecTBeHHbIe U 310Ka-
JyecTBeHHbIe HOBOOOpa3OBaHIA.

B Kaszaxcrane gerictsyer HanmonaabHas ckpu-
HIHTOBas IIporpaMMa I10 paHHEeMY BBIABAEHUIO pakKa
IIeMKM MaTKM, B paMKaX KOTOPOII JKEHIIIVHEL B BO3-
pacre 30-70 aeT A40A>KHBI TPOXOAUTL CKPMHMHT pa3 B
4 roga. CKpMHMHTI IIPOBOAUTCS IIyTeM B3ATM MasKa
C IIeMKM MaTKM Ha OUTOAOTMYECKOe MccAelOBaHMe
(TTATIT-Tecr).

CxpuHyHT OGecIiAaTHBIN ¥ IIPOBOAUTCS B ITIOANKAN-
HIIKaX II0 MeCTy >KUTeAbCTBAa CpeAy >KeHIIUH B BO3-
pacre 30, 34, 38, 42, 46, 50, 54, 58, 62, 66, 70 aeT, He coc-
TOSIIIVE Ha AVIHAMITIeCKOM HabAIOAeHNM CO 3A0Kadec-
TBEHHBIMM HOBOOOPA3OBaHIAMM  IIEVKM  MaTKu
(ITyskt 2 cratsu 87 Kogekca Pecrrybamkn Kasaxcran
"O 320poOBBE HapOAa U CrCTeMe 34 paBooXpaHeHys) [3].

3akarodenne: Ha ocHoBaHMM AaHHBIX TMCTOJA0-
I'MYeCKOTo MCCAeA0BaHNs B IOAUKAMHIKe No36, uac-
TOTa paclpoCTpaHeHNe I1aTOAOTUM IMEeNKM MaTKA
Jalle BCTpedYaeTcs CpeAu >KeHIIUH PelpoAyKTMB-
HOTO Bo3pacTta. CBOeBpeMeHHOe BBIsIBAeHMe Oaaro-
Aapsl CKpUMHUHTaAM U JedeHNne IaTOAOTUM IIeVKN
MaTKM TapaHTUPyeT IIOAHOe BBI3AOPOBAEHNE W

IIOBbIMIAE€T Ka4eCTBO U IIPOAOAKUTEAbHOCTD KMU3HN
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JKEHIMH. DTO B CBOIO O4epeab COXpaHseT pell-
POAYKTUBHBI TIOTEHIIMAaA MOAOABIX JKEHIIWH U
MO>KeT IIPUBECTM K IOBBIIIEHUIO POXAAeMOCTH U

XULASO

Usaqliq boynu xastaliklarin
yayilmasinin tohlili

Z.0. Buzumova®, A.V. Lyubix?,

E.B. Nurmanaliyeva? G.A. Iztay!

1S.D. Asfendiyarov adina Kaxax Milli Tibb
Universiteti, Qazaxistan, Almati,

236 No-1i Sahar Poliklinikasi, Qazaxistan, Almati

Acgar sozlar: usaqlig boynu eroziyasi, usaqlq boynu
displaziyasi, leykoplakiya, usaqliq boynu xarcangi,
kolposkopiya, insan papillomavirusu (IPV)

Umumi malumat: Usaqliq boynu xarcangi (UBX)
Qazaxistanda sohiyyenin aktual problemi olaraq
qalir vo qadinlarda dos xar¢enginden sonra badxas-
soli sislor arasinda ikinci yeri tutur. Son 20 ildes xaste-
lik tezliyi 26% artib, har il toaxminan 1700 yeni xastalik
diagqnozu qoyulur va toxminan 600 gqadin 6liir. 2022-
ci ilda xastaloanma nisbati har 100 000 shaliys 16,5 tos-
kil edib ve 2023-cii ilde usaqliq boynu xar¢angi 6lke-
da an ¢ox yayilmis onkoloji xastaliklarin ilk besliyina
daxil olub.

Davam eden skrininq tadbirlarine baxmayaraq,
bu gostaricilar inkisaf etmis 6lkalordaki orta gostari-
cidan (100.000 nafars 11,3) xeyli yiiksokdir va alava
effektiv profilaktika strategiyalarmin tapilmasimin
zaruriliyini vurgulanir. Tedqiqatin maqgsadi repro-
duktiv yasda olan qadinlar arasinda servikal patolo-
giyanin yayilmasini gqiymatlondirmak idi. Metodlar:
185 xastode maqsadyonlii servikal biopsiyalarin his-
toloji naticelarinin retrospektiv tahlili aparilmisdir.
Almat1 sohari 36 sayli Poliklinikada, 2024-cii ilden
2025-ci iladak (12 ay) arzinde sitoloji miiayinenin
(PAP test) vo genis kolposkopiyanin naticelarine asa-
son pasientlorin moelumatlandirilmis yazili raziliq
asasinda biopsiya aparilib.

Naticalar: Askar edilmis usaqliq boynu patologi-
yalarinin paylanmasi asagidaki kimi olmusdur:
usaqliq boynu poliplari - 9 xaste (5%), leykoplakiya -
36 xasto (20%), ylingiil displaziya (CIN I) - 96 xosts
(53,3%), orta daracali displaziya (CIN II) - 19 xosts
(10,6%), agxr displaziya (CIN III) - 9 xasta (5%), inva-
ziv usaqliq boynu xargengi - 11 xasta (6,1%).

yBEeAMIEHUIO IIPOAOAKUTEAPHOCTN JKVM3HU B

Kazaxcrane.

SUMMARY

Analysis of The Prevalance of
Cervical Pathology

Zh.O. Buzumova, A.V. Lyubykh?,

E.B. Nurmanalieva? G.A. Iztail

INAO Asfendiyarov KazNMU, Kazakhstan, Almaty,
2City Polyclinic N 36, Kazakhstan, Almaty

Keywords: cervical erosion, cervical dysplasia,
leukoplakia, cervical cancer, colposcopy,
human papillomavirus (HPV)

Background: Cervical cancer (CC) remains a pres-
sing healthcare issue in Kazakhstan, ranking second
among malignant tumors in women after breast can-
cer. Over the past 20 years, the incidence has increa-
sed by 26%, with approximately 1,700 new cases
diagnosed annually and approximately 600 women
dying. In 2022, the incidence rate was 16.5 per 100,000
population, and in 2023, CC was among the top five
most common cancers in the country. These rates
significantly exceed the average in developed coun-
tries (11.3 per 100,000), despite ongoing screening
measures, highlighting the need to find additional
effective prevention strategies. Study Objective: To
assess the prevalence of cervical pathology among
women of reproductive age.

Methods: A retrospective analysis of histological
examination results from targeted cervical biopsies
was conducted in 185 patients. Biopsies were perfor-
med with informed written consent, based on the
results of cytological examination (PAP test) and
extended colposcopy at Almaty City Polyclinic No.
36 over a 12-month period from 2024 to 2025.

Results: The distribution of detected cervical
pathologies was as follows: cervical polyps - 9
patients (5%), leukoplakia - 36 patients (20%), mild
dysplasia (CIN I) - 96 patients (53.3%), moderate dys-
plasia (CIN II) - 19 patients (10.6%), severe dysplasia
(CIN III) - 9 patients (5%), and invasive cervical can-
cer - 11 patients (6.1%).
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Notica: Almati gahari 36 sayl poliklinikasinda
aparilan histoloji miiayinenin mslumatlarina asasen,
usaqliq boynu patologiyasi ilo tez-tez reproduktiv
yasda olan qadinlarda rast galinir. Skrininq vasitesile
usaqliq boynu patologiyasinin erken askarlanmasi
va miialicasi qadinlarin tam sagalmasini temin edir,
hayat keyfiyyatini vo miiddatini yaxsilagdirir. Bu, 6z
novbasinds, gonc gadinlarin reproduktiv potensia-
lin1 qoruyur ve Qazaxistanda dogum seviyyesinin vo
gozlonilon émiir uzunlugunun artmasina sebab ola
bilar.

ANTEPATYPA

Conclusion: Based on histological examination
data from Outpatient Clinic No. 36 in Almaty, the
incidence of cervical pathology is higher among
women of reproductive age. Timely detection and
treatment of cervical pathology through screening
guarantees a full recovery and improves the quality
and length of life for women. This, in turn, preserves
the reproductive potential of young women and may
lead to increased fertility and life expectancy in
Kazakhstan.
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BOAHO-9AEKTPOAUTHBIN TOMEOCTA3 U BA3OIIPECCUHEPTUYECKAS
AKTUBHOCTH ITPY OCAOXKHEHHOY BEPEMEHHOCTM:
KAMHUKO-ITATOTEHETUYECKHWE ACIIEKTbI

H.I'.I'acanasi, A.M. P3akyaneBa

A3ep6a171,A,>Kch1a/H71 T'ocyaapcrsennsiit MHCTHTYT YCcOBepIeHCTBOBAaHIS Bpader HM. A. AAresa,

Kadeapa Axyurepcrsa u I'unexoaoruu, baky, Asepbaiipxan

Karouesvie cao8a: bepemenrocmy, 2unepHampuemus, KOnenmuH, npesKAaGmMncus, 800H0-IAEKMPOAUMHbLLL 6AAAHC

Bsegenme. bepemeHHOCTD IIpeacTaBaAseT coOOI
CAOKHBIN (PUBMOAOTMIECKUIT IIPOIECC, COMPOBOXK-
JAIOIINIICA BBIPa’K€HHON IIePEeCTPONVIKON BOAHO-
9AeKTPOAUTHOTO OOMeHa ¥ TOPMOHAaABHON peryAas-
nun. AKTHBalMSl peHUH-aHTMOTEeH3UH-aAbl0CTepo-
HOBOII I Ba30IIPEeCCHHEPTIYECKOI CrcTeM obecrieun-
BaeT ajalTallMI0 OpraHu3Ma K BO3pOCIIeil IToTped-
HOCTU B JKMAKOCTH U DAEKTPOANUTAX, CO3JaBas yCcao-
BUsA AA51 HOPMaAbHOTO TeueHus recranuu. Hapyrme-
HMe DTUX MeXaHU3MOB A€KUT B OCHOBe IIpedKAaMII-
MM — OJHOTO M3 HamboJee OIACHBIX OCA0>KHEHUI]
OepeMeHHOCTH, OIlpeAeAsIOIero BBICOKUIT yPOBEHbD
MaTepMHCKOI I IeprHaTaAbHOM 3a001eBaemMocT [1].

B mocaeanme roabl BHMMaHUE MccaeloBaTeaeit
IpuUBAeKaeT POAb IMIIepHaTpUeMNI 1 KOIIeNTIHa —
CTabMABHOTO MapKepa CeKpellU apIUHUH-Ba30-
IpeccuHa, OTpa’kalollero aKTMBHOCTh Ba3OIIpeccu-
HepruJyeckon cucremsl. IToBbimenue ypoBHs HaTpus
U KOIIeIITMHA paccMaTpUBaeTCs Kak OTpaskeHue AJc-
pyHKIMM OCMOperyAsaInuy, yCUAEHNSI COCYyAUCTOTO
TOHyca U BDHAOTEAMAAbHBIX PacCTPONICTB, CIIO-
COOCTBYIOIITMIX Pa3BUTUIO IMIIEPTEH3MBHBIX OCAOXK-
HeHHni1 OepemeHHocTy. HecMoTpsi Ha mMerommecs
MccAeA0BaHMs, KOMILAEKCHasl OlleHKa B3auMoJelic-
TBUs HaTPUEBOIO rOMeocTa3a M Ba3oIlpecCHHepTH-
9JecKol aKTMBHOCTM IIPU OCAOKHEHHOI OepeMeH-
HOCTH OCTaeTcsl He40CTaTOYHO M3Y4eHHOI [2].

Ileap mccaeaoBaHMsI — OILIGHUTb COCTOsHME
BOAHO-DAEeKTPOANTHOTrO HalaHCa M Ba3OIpecCHHep-
TM9ecKO} aKTUBHOCTY Y OepeMeHHBIX C IIpedKAaMII-
cuel 1 onpeAeAnTh IPOTHOCTMYECKOe 3HaYeHIe I1-
IepHaTpUEMMI 1 YPOBHS KOIICIITHHA.

Matrepnaant u Metoabl IIposeseHo mpocmek-
THUBHOe 1ccAesoBaHne 115 GepeMeHHBIX JKeHIIIH, U3
koTopsix 70 (60,8%) nMmean mpesKAaMIICUIO (OCHOB-
Has rpynna) u 45 (39,1%) — ¢pusnoaorudecku mpo-
TeKaloIylo OepeMeHHOCTh (KOHTPOAbHAsl IPYIIIA).
Bospact obcaegosannbix Bapbeuposaa ot 18 g0 43
AeT, cpeanuii Boapact cocrasua 27,4 + 0,6 aet. I'lo co-
11aAbHO-AeMorpadUIecKkum XapaKTepUCTUKaM
TPYHIIBI OBLAM COIIOCTAaBMMBI, OAHAKO Y >KUTEABHUILI
PerMOHOB PUCK Pa3BUTHUA IPEedKAaMIICUM OKa3aAcs
aocrosepHo Brire (RR = 3,06 + 0,44; 95 % CI: 1,27-
7,34; p <0,05).

IIporpammMa mccaesoBaHUs BKAIO49ada: oIlpeje-
AeHe KoHIleHTpanuy HaTtpus (Na*) B maa3me KpoBu
CTaHZQPTHBIM OMOXMMMYECKUM MeTOAOM; M3Mepe-
HIMe yPOBHsI KOIIENITUHA C MCII0Ab30BaHNEM IMMYHO-
depmentHoro anaamsa (VIQA); olleHKy KAMHUKO-
aKyIIepCcKMX OCAOKHEHMNI, BKAIOYas YIPO3y IIpepHl-
BaHISI OepeMeHHOCTH, OTeUHBINI CUHAPOM, IIpeXJe-
BpeMEeHHbIe POAbl U I10CAEPOJOBbIE OCAOKHEHU.
Cratuctmyeckylo o0pabOTKy JaHHBIX IIPOBOAUAN C
McIioAbp3oBaHmeM raketos SPSS 24 u Statistica 6.0.
ITpumensaaucey U-tect Manna—YurtHu, x2-tecrt Ilup-
coHa, ROC-anaamus, aorucruyeckast perpeccus, a
takke pacdeT RR, AUC, p-3nauenuit u 95% Aosepu-
TeapHBIX MHTepBaaos (Cl). Pazamums cunrtaam cra-
TUCTUYeCKU AocToBepHbIMU Ipu p <0,05.

Pe3yabTaThl nccaeaosanms. B rpynme Gepemen-
HBIX C IIpedKAaMIICMeli OTMeYeHO JOCTOBEepHOe
MIOBBIIIIeHN e KOHIIeHTPAIIUI HaTPYs U YPOBH:I KOTIle-
OTUHA II0 CPaBHEHMIO C KOHTPOABHOM TIPYIIION
(Tabauma 1).
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TabGauma 1.
DAeKTPOAUTHLIN 0aaaHC ¥ YPOBEeHb KONeNTIHA y OepeMeHHbIX KeHIIUH

K
ITokasaTean OHTpoAbHaX Ocroprias /lOCTOBEPHOCTS, P AUC
rpymmna (n=45) rpynmna (n=70)
Na*, mmol/l 149,7+3,1 158,7+3,0 =0,034 0,617 + 0,053
Konentus, ng/mL 85,3+3,9 108,7+4,5 =0,001 0,680 + 0,049

Cpeanssn koHneHTpanusa Na* y ITaIlMeHTOK C
IpedKAaMIIcHeri cocrasuaa 158,7 + 3,0 mmol/l, Toraa
KakK B KOHTPOABHOII rpytie - 149,7 + 3,1 mmol/l (p =
0,034). YpoBeHb KOIleNTHHA TaK>Ke ObL1 AOCTOBEPHO
Boitie— 108,7 + 4,5 ng/mL nporus 85,3 + 3,9 ng/mL
(p = 0,001). IloBrimeHne HaTpuUs COMPOBOKAAAOCH
aKTMBaIlMell Ba3OIPeCCHHEPIMIECKOI CUCTEMBI, O
JeM CBUAETEABCTBYET IOAOXKUTEAbHAS KOPPEeASIIS
MeXXAy KOHIIeHTpalMsMy HaTpuUs U KOIeNTHHa (I =
0,62; p <0,01).

PesyabTaThl A0rMCTUYECKOTO aHaAM3a MOKa3aal,
4TO I'MIIepHAaTPMEMUs YBeAUIMBaeT PUCK PasBUTHUA
npeskaammcnun B 1,33 pasa (RR=1,33 + 0,06; 95 % CI:
0,91-1,56), a BpICOKMIT ypOBeHDb KollenTHa — B 1,34
paza (RR =1,34 + 0,06; 95 % CI: 0,99-1,29). Ilo aas-
HeIM ROC-aHaamsa mmoka3ateau Nat U KoHemnTuHa
o0aaaaioT YAOBAETBOPUTEALHONM IIPOTHOCTUYECKON
sHaunmocteio: AUC = 0,617 + 0,053 (p = 0,034) aaa
Na*n AUC=0,680 £ 0,049 (p=0,001) a5 KOTIeITUHA.

B ocHOBHOII TpyIIie Tak’Ke BBISBJA€Ha BBICOKas
JacToTa aKyIIepCKIX OCAOXKHeHM 1 (Tabanma 2).

TabGauma 2.
Ocao>xHeHNs1 6epeMeHHOCTU Y POAOB Y >KeHIIVH C IIpedKaaMIIcuen

OcHOBHasI rpyIimna
OcaoxxHeHme Py

Konrpoarnas

X2 /lOCTOBEPHOCTS, P

(n=70), % rpyrma (n=45), %

yIpo3a IpephiBaHs 84,3 2,2 73,926 =0,000

OTeKU 19,7 0,0 9,773 =0,002

KecapeBo cedeHue 81,4 60,0 6,388 =0,011

peXAeBpeMeHHbIe 15,7 44 3,470 0,063
poast

frocaepoaonpie 14,8 0,0 7,100 0,008

OCAO>KHEHU ST

Hanbozee gacto HabAI0OAaAUCH yTpo3a MpephIBa-
HUsl OepeMeHHOCTM, OTEYHBIN CMHAPOM U HeoOXOAU-
MOCTB OITepaTUBHOTO pogopaspertenyst. Kak BuaHo 13
TaOAMITBL, yTpO3a IIpepbhIBaHNsI OepeMeHHOCTY OTMe-
Jaaach y 84,3% maljueHToK ¢ IIpedKAaMIICHel IIPOTHUB
2,2% B XoHTpoABHOM Tpymme (x? = 73,926; p =0,000).
Orexn BcTpevaancs y 19,7% >KEeHIIMH OCHOBHOI
TPYIIIIBL ¥ OTCYTCTBOBAAN Y 340POBBIX OepeMeHHBIX (>
= 9,773; p = 0,002). YacroTa KecapeBa cedeHms1 Oblaa
BBHIIIIe Y MalMeHTOK C IrpeskaamIicueii (81,4% mportus
60,0%; x2 = 6,388; p = 0,011). [IpexxaeBpeMeHHBIE POADI
perncrpupoBaancs B 15,7% caydaes riporus 4,4% (x? =
3,470; p = 0,063), a mocaepoAOBble OCAOKHEHUS — Yy
14,8% mrporus 0,0% (x2="7,100; p = 0,008).

/JOTIOAHUTEABHO yCTaHOBAEHA AOCTOBEpPHAs IIO-
AOXUTEAbHAsl CBSI3b MEXAY TUIlepHaTpueMuei u
IIpe>KAeBpeMeHHBIM U3AUTVIEM OKOAOILAOAHBIX BOA
(0=0,268; p =0,025), uTo NOAYEepKMBaeT HaTOTeHETU-
YeCKyI0 3HAYMMOCTh HApyIIEeHUII BOAHO-DAEKTPO-
AUTHOTO TOMeOCTa3a IIPU OCAOKHEHHOI OepeMeH-
HOCTIL.

O06cyxaenne. IloaydeHHble pe3yAbTaThl IIOA-
TBEpP>KAAIOT, 4TO IMIIEpHATpUEMMUs ¥ IIOBBIIIEHNE
YPOBHsL KOIIEIITUHA SIBASIOTCS Ba>KHBIMM IIaTOT€He-
TUYECKUMU 3BEHbSIMU (POPMUPOBAHUSI IIPEeDKAAMII-
cun. VIsOpITouHOE cogepsKaHMe HAaTpUs B Ilda3Me
YCHAMBAae€T OCMOTHYECKYIO HAarpys3Ky, aKTUBUPYeT

CeKpellMIO  BasoIpeccMHa M CHMIIaTMYecKyIo
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HEPBHYIO CHCTeMY, 4TO IIPUBOAUT K TeHepaA30BaH-
HOMY CIIa3My apTep1oA, CHIUKEHUIO IepPy3un I11a-
LIEHTHI U Pa3BUTHUIO DHAOTeANAABHON AMCPYHKIIUMN.
OTu M3MeHeHNs CIOCOOCTBYIOT HapyILIeHMIO MUKPO-
OMPKyASIOuN ¥ pOPMUPOBAHUIO TUIINIHBIX KAVHU-
JeCKIMX IpOosIBAeHNT 3a604eBaHNsI — apTepuaAbHON
TUNePTeH3UY, IPOTeUMHYPUM U OTEKOB.

AKTUBaIMsI Ba3OIPeCCHHEPIMYecKOM CUCTeMBI
IIPOsIBASIETCS TIOBBIIIIEHNEM YpOBHs KOIIeNTHHa,
SABASIIONIErocs: CTabMABHBIM MapKepoM ceKpelun
apriMHUH-BasonpeccHa. [loBbIieHHbIe KOHIIEHTpa-
LMY KOTIeNTHHA OTPakaloT IMIIePOCMOASIpHOe COC-
TOsIHHE U KOMIIeHCaTOpHOe yCIAeHMe aHTUANYPeTH-
9JecKoll aKTMBHOCTY, HallpaBAeHHOe Ha COXpaHeHle
obbema IIMPKyANPYIOIIeil KPOBI.

Hammn aanHble coraacyroTcs C pesyabTaTaMM
uccaeaosanmii Ives u coast. (2020) m Ajong A. B.,
(2023), moxasaBINX, 4YTO IIOBBIIIEHNE YPOBHEN Ba3o-
IpeccMHa U €ro MapKepoB acCOMUPOBAaHO C
TSXKECTBIO IPeDKAaMIICUY U PUCKOM He0AaronpusT-
HBIX IIepMHATaAbHBIX UCX040B [3, 4]. AHaaorMuYHbIe
BBIBOABI ITPNBOAAT Brown 1 Magee (2018), ykassiBas
Ha poAb HapylLIeHU BOAHO-DAEKTPOAUTHOIO ToMe-
ocTasa B ITaTOTeHe3e I'MIIepTEeH3MBHBIX PacCTPONCTB
GepemenHoctn [5].

BrisiBAeHHBIE B HaCTOSIIEM McCAeJO0BaHMM 3aKO-
coyeTaHHas

HOMEpPHOCTU  IIOATBEP>KAalOT, 4TO

XULASO

Miirakkab hamilalikda su-elektrolit homeostazi
va vazopressinerqik aktivlik: klinik va
patogenetik aspektlar

N.Q. Hasanli, L.M. Rzaquliyeva

©.0liyev adina Azarbaycan Dévlat Hokimlori
Tokmillosdirma Institutu Mamaliq va ginekologiya
kafedrasi, Baki, Azarbaycan

Acgar sézlar: hamilalik, hipernatremiya, kopeptin,
preeklampsiya, su va elektrolit balans:

Bu tadgiqatin magqgsadi preeklampsiyali hamile
gadinlarda su-elektrolit balansini ve vazopressinerjik
aktivliyi giymetlondirmak idi. 115 gadin {iizarinda
prospektiv tadqiqat aparilmisdir ki, onlardan 70-ds
preeklampsiya, 45-do iss normal hamilslik olmusdur.
qgrupu ils
miiqayiseda natrium (158.7 + 3.0 mmol/L; p =0.034) va
kopeptin (108.7 +4.5 ng/ml; p =0.001) saviyyalarinda

Preeklampsiyali  xastelorde nazarat

OIleHKa HaTpMUs U KOIEIITMHA MOXeT CAY>KUTh A0C-
TYIHBIM ¥ MHQPOPMATUBHLIM MHCTPYMEHTOM paH-
Hell AMaTHOCTUKIU I IIPOTHO3MPOBAHMUA OCAO>KHEH-
HOTO TeueHUs1 OepemenHocTu. [Ipu coBmecTHOM HUC-
IT0AB30BaHMUM DTUX ITOKa3aTeAell YyBCTBUTEABHOCTD
IIPOTHOCTMYECKON MOJeAN AOCTUTaeT IMpaKTUIeCKN
68%, 4TO 103BOASET BBIAEAATH TPYIIIBI IIOBLIIIEH-
HOTO PUCKa Ha AOKAMHIYECKOM DTarle ¥ IIPOBOJUTh
CBOeBpeMeHHbIe TPOPUAAKTIUIECKIIE MEPOTTPUITHS.

3akaodenne. Takum o6paszom, y OepeMeHHBIX ¢
IIpedKAaMIICHell BBLISABAEHBI AOCTOBEpPHBIE VI3MEHe-
HISI BOAHO-A€KTPOAUTHOTO TOMeOCTa3a, BEIpakalo-
Iyecs B IOBBIIIEHN! YPOBHS HAaTPUs ¥ KOIENITHHA,
9TO OTpakaeT aKTMBAIIMIO Ba3OIIpeCcCHePTUIeCKOI]
crucTeMBl ¥ HapylleHne ocMmoperyasanun. CrereHsb
BBIPa’K€HHOCTM TUIIEpHATPUEMNI KOppeAupyeT C
TSOKECTBIO 3a00/1€BaHMsI M JacTOTOM aKyIIepCKUX
ocaoxuenuit. ITokazatean Na* u xomerntuHa obaa-
AAIOT CTATUCTUYECKM 3HA4YMMOI IIPOTHOCTUYECKOI]
1eHHOCTHIO (AUC > 0,6) 1 MOTYT MCIIOAB30BaThCs Kak
AOCTYIIHBIE 1a00paTOpPHBIe MapKephl paHHEro pucKa
npeskaamiicun. KomnaexcHast orjeHKa 9A€KTPOANUT-
HBIX I TOPMOHA/ABHBIX ITOKa3aTeAell IOBhIIIaeT TOU-
HOCTh IIPOTHO3MPOBAHMS PUCKAa IIPedKAAMIICUI,
CII0COOCTBYeT MHAMBUAyaAU3anuu BedeHus Oepe-
MEHHOCTU ¥ CHVY>K€HUIO YaCTOTHI He0AarOIPUATHBIX
IepUHaTaAbHBIX ICXOA0B.

SUMMARY

Water-electrolyte homeostasis and
vasopressinergic activity in complicated
pregnancy: clinical and pathogenetic aspects

N.G. Hasanli, L.M. Rzaguliyeva

Azerbaijan State Advanced Training Institute for
Doctors named after A.Aliyev, Department of
Obstetrics and Gynecology, Baku, Azerbaijan

Keywords: pregnancy, hypernatremia, copeptin,
preeclampsia, water and electrolyte balance

The aim of this study was to assess water-
electrolyte balance and vasopressinergic activity in
pregnant women with preeclampsia. A prospective
study was conducted on 115 women, 70 of whom had
preeclampsia and 45 had normal pregnancies. In
patients with preeclampsia, a significant increase in
sodium (158.7 + 3.0 mmol/L; p =0.034) and copeptin
(108.7 £ 4.5 ng/ml; p=0.001) levels was observed
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ohamiyyetli artim miisahide edilmisdir. Na* vo
kopeptin saviyyslari prognostik shamiyyst goster-
misdir (AUC = miivafiq olaraq 0.617 va 0.680). Bu
moalumatlar gostorir ki, natrium ve kopeptinin saviy-
yosinin artmasi vazopressinergik sistemin aktivles-
moasini aks etdirir vo preeklampsiya riskinin erken
laboratoriya markerlori hesab edils biler.

ANTEPATYPA

compared to the control group. Na* and copeptin
levels showed prognostic significance (AUC = 0.617
and 0.680, respectively). These data suggest that in-
creased sodium and copeptin levels reflect activation
of the vasopressinergic system and may be conside-
red early laboratory markers of preeclampsia risk.

1. NieS. Analysis of risk factors of preeclampsia in pregnant women with chronic hypertension and its
impact on pregnancy outcomes // BMC Pregnancy Childbirth. 2024; 24: 307.

2. Bellos I, Pergialiotis V., Daskalakis G. Association between serum copeptin levels and pre-
eclampsia: a meta-analysis // Eur ] Obstet Gynecol Reprod Biol. 2020; 250:66-73.

3. Ives C.W.,, Sinkey R., Rajapreyar I, Tita A.T., Oparil S. Preeclampsia-pathophysiology and clinical
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4. Ajong A. B., Yakum M.N, Aljerf L., Ali LM. Association of hypertension in pregnancy with serum
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5. BrownM.A., Magee L.A., Kenny L.C. The hypertensive disorders of pregnancy: ISSHP classification,
diagnosis, and management recommendations for international practice // Pregnancy Hypertens.
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ANADANGOLMO ANOMALIYASI OLAN SUDOMOR USAQLARDA KRITiK
VIZIYYITIN PROQNOZLASDIRILMASINDA PRISM III SKALA SISTEMININ

DIAQNOSTIK INFORMATIVLIYI

9zizova Normin Akif qizi*
'K.Y.Faracova adina Elmi-Tadqiqat Pediatriya Institutu,

*Azarbaycan Tibb Universiteti, | Usaq Xastoliklori, Baki, Azarbaycan

Acar sozlar: PRISM 111 skalas, intensiv terapiya, pediatriya, anadangalma anomaliyalar, prognoz

Qiymatlondirms skalalar1 reanimasiya gobasina
kritik veziyyetda gebul edilon xastelorin miisyyen
edilmasi, klinik miisahide ve malumatlarin geyd
edilmasi, 6liim va agirlasma ehtimallarinin miisyyen
edilmasi, reanimasiya s6balari arasinda miiqayisele-
rin aparilmasi ve totbiglerin keyfiyystinin monitorin-
qi magsadils yaradilmisdir. Qiymatlondirma skalala-
r1 9sasan xastonin fizioloji vaziyystini, agirligin, to-
naffiis desteyine ehtiyaci ve xastexanaya yerlagdirma
sobabini nazars alaraq xoastelonms ve Oliim riskini
giymatlandirerak proqnoz vermaye imkan verir [1].
Xastoalorin reanimasiyaya qabulu ve miialicesinin is-
tigamatlondirilmasi kimi son daracs kritik qoararlarin
gebulunda istifads olunacaq bu giymsatlondirms sis-
temlari obyektiv olmali ve her bir klinik halda
miimkiin daracada an etibarli skala sistemindan isti-
fade edilmalidir.

Kritik veziyyatda olan usaqlarin xastaliyinin sid-
datini, agirliq deracesini giymsatlondirmek ve 6liim
riskini prognozlasdirmaq ii¢iin miixtslif skala sis-
temlori (NTISS (Neonatal Therapeutic Intervention
Scoring System), PELOD (Pediatric Logistic Organ
Dysfunction), PIM (Pediatric Index of Mortality)) is-
tifads olunur. Stidemar usaq qrupunda pediatrik in-
tensiv terapiya sobalorinds bu maqsadle PRISM III -
Pediatrik Oliim Risk (Pediatric Risk of Mortality sco-
re) skalas1 genis toatbiq olunur ve klinik gorarlarin
diizgtinliiylinii artirir. PRISM 1II skalas: biitiin pedi-
atrik xastolori ahats edib, 4 yas qrupuna: 0-1 ay (ye-
nidogulan), 1-12 ay (stidemar), 12-144 ay (usaq), >144
ay (yeniyetmsa) ayrilaraq istifada edils bilar, lakin bu
giymatlondirms sisteminin stidemar usaq dévriinda
daha ¢ox informativ oldugu bildirilmisdir [2].

Alinan naticoelora asasan, xastalar reanimasiyada
yatma miiddatine gors, agirlasma ve 6liim gostarici-
lori baximindan miiqayise edilir, naticalar obyektiv
giymatlandirile bilar va klinik todqgiqatlar {i¢iin mo-
lumat bazasi yaradilir. Reanimasiyada yatan xastals-
rin vaziyystini ve proqnozlarini obyektiv olaraq

giymatlandirmek magsadilo ¢ox sayda klinik qiy-
matlondirma {isulu istifads olunsa da anadangslms
anomaliya diaqnozlu xastaler asas giymatlondirma
sistemlari, o climladen PRISM III skalasinin tatbiqi
zamani istisna kriteriyasi olaraq qeyd edilmisdir. Bi-
zim tadgiqatimizda maqgsadimiz reanimasiya sobasi-
no kritik veziyystde anadangslme anomaliya diaq-
nozu ile gabul edilon 29 giin- 12 ay araliginda olan
xastalarin PRISM III skalast ilo giymatlandirarak alda
olunan gostoricilorin prognostik meyar kimi istifads
edils bilme imkanlarini arasdirmaqdr.

Tadqiqat isinin material vo metodu:

2019-2022-ci illor arzinda Elmi-Toadqiqat Pediatri-
ya Institutunun Reanimasiya vo Intensiv Terapiya
sObasine kritik veziyyetds gabul edilmis, anadangal-
mo anomaliya diagnozu qoyulmus 29 giinlitkden 12
ayliga godar olan 335 xaste retrospektiv sokilda tohlil
edilmisdir. Xastalorin vaziyyati PRISM III (Pediatric
Risk of Mortality) skalas: tizre giymetlondirilmis, ne-
ticelar hestasiyanin miiddatine gors (vaxtindan av-
val dogulanlar — <37 hafts; vaxtinda dogulanlar — =37
hafte) ve anomaliyanin zadsladiyi orqan—sistemlara
asason tosniflosdirilmisdir. Sag qalan ve 6lan xastele-
rin gostaricilori miiqayiseli sokilde arasdirilmisdir.
Cins olaraq 205 (61,2%) oglan ve 130 (38,8%) qi1z qeyd
edilmisdir. Anadangslms anomaliya noéviine gore
struktur 275 (82,1%), funksional 49 (14,6%) va struk-
tur+funksional 11 (3,3%) xasto miisahids edilmisdir.

Statistik analiz variasiya (U-Mann-Whitney),
diskriminant (Chi-square Pearson), dispersiya (F-Fis-
her) totbiqi ilo MS EXCEL-2019 ve IBM Statistics
SPSS-26 proqramlarinda aparilmisdir [3].

Toadgiqatin aparilmast Azarbaycan Tibb Universite-
tinin Etika Komitesinde miizakire olunmus ve “Kritik
vaziyyatda olan 1 yasina godar usaglarda anadangalmae
anomaliyalarin diagnostikasi ve prognostik qiymatlon-
dirilmoesi” adh ¢oxmarkazli arasdirma aparilmasinin
biotibbi etika toloblorine uygunlugu miivafiq qaydada
tosdiq edilmisdir (Tarix: 18.10.2024, Ne 36).
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Tadqiqatin naticalari:

Kritik veziyyetde anadangelme anomaliya diaq-
nozlu 29 giin-12 ay arasinda gebul edilon 335 xasta-
nin PRISM III skalasi ortalama bal 4.3+ 0.2 giymatlen-
dirilmisdir (Pr=0,035). Bu xastalarden 104 (31%) vax-
tindan avval vo 231 (69%) vaxtinda dogulmusdur
(Px2=0,015). PRISM III skalas1 anadangalme anoma-
liya diagnozlu kritik veziyyatde olan 29 giin-12 ayliq
xastolorde vaxtindan avval dogulan (< 37 hafto)
(n=104) Me= 4.0 (2.5-6) vo vaxtinda dogulan xastalor
(= 37 hofta)(n=231) iso Me= 3.0 (2-5) geyd edilmisdir
(Pu= 0.326). Bu xastalorin ortalama bali vaxtindan
avval dogulan xastalorda 4.8 +0.4, vaxtinda dogulan-
larda ise 4.1+0.2 dayarlondirilmisdir (P#=0,035). 29
giin-12 ayhq xastaleri yas aralifina gors boldiikde
iso, 29 giin-6 ay arasi 266 xostonin ortalama bali
4.1£0.2, 7-12 ay aras1 69 xastods iso ortalama bal
5.2+0.4 geyd edilmisdir (Pr= 0,006; Pu= 0,064). Bu xas-
tolordon 205 (61.2%) naferi oglan ve 130 noferi iss
(38.8%) qiz cinsi kimi geyd edilmisdir. Xostalorin
PRISM 111 skalast iizra 8 bal meyar olaraq gotiiralorak
kritik veziyyetin agirhigini deyarlendirdikds <8 bal-
dan asag1 303 (90.4%) vo >8 bal 32 (9.6%) xostada
geyd edilmisdir (Px2=0,015).

Anomaliyalarin zodelonmis sistemlar {izrs 29 giin
-12 ay dovrds kritik veziyyetds AUQ diagnozlu
(n=120) PRISM 1III skalas: asasinda dayarlendirilmis
ortalama bal1 4.0 0.2 miisahide edilmisdir. Subqrup-
lar olaraq 29 giin - 6 ay aras1 (n=107) ortalama 3.9+0.2
va 7 - 12 ay (n=13) ortalama bal 4.5+0.7 qeyd edilmis-
dir (Pr= 0.441). Anadangalms iirok qiisurlu kritik ve-
ziyyatdas 29 giin - 12 ay arasinda xastalor PRISM-IIT
skalasinda sag qalan qrupda (n=108) Me= 3.0 (2-5) vo
letal qrupda (n=12) Me= 5.0 (3-8.5) miisahide olun-
musdur (Pv=0,005; Pr= 0,001).

29 giin-12 ay kritik veziyyatds sinir sistemi ano-
maliya diaqnozlu (n = 80) xastelorin vaziyyetin
PRISM III skalast ilo doyarlondirilmasinds ortalama
bal 5.5 +0.4 miisahids edilmisdir. Subqruplara goére
29 glin-6 ay arasi 53 xostads ortalama bal 5,0+0,4 vo
7-12 ay 27 xasta ortalama bal 6,5 +0,8 gqiymatlondiril-
misdir (Pr= 0,024). Sag qalan (n=74) xastodo Me=4.5
(3-7) va letal qrupda (n=6) Me= 5.0 (5-9) miisahida
edilmisdir (Pu=0,167; Pr=0,122). Letal noatico olan
qrupda PRISM TII skalas1 anadangalma sinir sistemi
anomaliya diaqnozlu xastalorde <8 baldan asag: 4

(66.7%) xastoda vo >8 baldan yuxari 2 (33.3%) xastoda
olmusdur (Px2=0,289).

29 giin-12 ay yas araliginda olan kritik vaziyyeatda
hazm sistemi anomaliya diaqnozlu (n=58) xastalarin
vaziyyetinin PRISM III skalasi doyarlondirilmesinda
ortalama bal 3.5+0.3 olmusdur. Subqruplara baxdig-
da 29 giin-6 ay (n=48) ortalama 3.5+0.3 vo 7 ay - 12 ay
arasi (n=10) 3.8+0.8 geyd edilmisdir (Pr=0.488). Xosto-
lorin naticalarine asasan sag qalan (n=54) Me=4.5 (3-
7) vo letal qrupda (n=4) Me=5.0 (5-9) goriilmiisdiir
(Pu=0,007;Pr= 0,005). Xastalor yas araligmna gors 29
glin - 6 ay va 7 - 12 ay arasi olaraq boliinarak giymat-
londirilmisdir.

Total naticealor kritik veziyyatds olan anadangsl-
mo anomaliya diaqnozlu 29 giin- 12 ay araliginda
olan xastalorin PRISM III skala gostoricilorini miiqa-
yiso etdikda sag qalan qrupda (n=302) Me=3.0 (2-5)
va 6lon qrupda (n=33) Me=5.0 (4-8) geyd edilmisdir
(Pu<0.001; Pr<0.001). Letal notica qeyd edilmis qrup-
da 25 (75.8%) xastada <8 bal vo 8 (24.2%) xestads iso
>8 bal oldugu miisyyen edilmisdir (Px2= 0.002).

Noaticalarin miizakirasi: PRISM-III usaq reanima-
siya sObasinda istifads olunan asas giymatlondirms
sistemlarinden biridir. PRISM skalas1 ilk dafo 1988-ci
ildo AB$-da xastoliyin siddatinin gostericisi olaraq
gebul edilan Fizioloji Sabitlik Indeksinden (Physiolo-
gic Stability Index -PSI) inkisaf etdirilorak 1990-c1 il-
lorda Dr. Richard M. Pollack terafinden hazirlanmig-
dir. O, 1996-c1 ilde ¢oxmorkazli perspektivli kohort
tadqgiqat: terafinden PRISM III bal kimi yenilonmis-
dir. PRISM III bal1 17 miixtslif parametr asasinda qiy-
motlandirilir: kardiovaskulyar ve nevroloji sistemlo-
ro aid sistolik qan tazyiqj, tirok ddyiintiisii, badan he-
rarati, mental status, bobak refleksi; biokimyovi test-
lors aid qanda soker, qanda kalium, kreatin, sidik
covhari; hematoloji testlorda: leykositlar, trombosit-
lor, protrombin miiddati; tursu- qelovi miivazinati-
asidoz, pH, paCO2, total CO2 (HCO3+(0.0307 x
pCO2), paO2-ls qiymotlondirilir [4]. Belaki, para-
metrler 6z hesabinda daraceslars gore miixtslif bal-
larla giymatlandirilir. Total PRISM III skala= (kardio-
vaskular va nevrolojik status)+ (tursu-goalovi)+ (bio-
kimyovi)+ (hematolojik skala) olub, 25 baldan yuxar1
olduqda oliim riskinin yiiksak oldugu proqnozlas-
durilir [5].
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Cadval.

Pediatrik Oliim Riski ITI Bali - PRISM III

Parametrlar Yenidogulan dévr Siidemar dovr Ballar
Kardiovaskulyar va nevroloji gostaricilar (0-30)

Sistemik (sistolik) qan > 55 > 65 0
tozyiqi (mmHg) 40-55 45-65 3
<40 <45 7

Urok ddyiintiilori <215 <215 0
215-225 215-225 3

>225 >225 4

Temperatur Biitiin yaslarda 33-40 C 0
<33vaya>40C 3

Mental status Biitiin yaslarda Glaskov koma skalas1 >8 0
Glaskov koma gkalas1 < 8 5

Bobak refleksi Biitiin yaslarda Hor iki ciit reaksiyasiz 0
Bir babayin genislonmasi >3 mm 7

Hor iki babayin genislonmasi > 3mm 11

Biokimyovi test (0-10 bal)

Qanda qlukoza Biitiin yaslarda <200 0
(mq%) >200 2
Potasyum (mmol/l) Biitiin yaslarda <69 0
>6.9 3

Kreatinin (mq%) <0.85 <09 0
>0.85 >0.9 2

BUN (mq%) <11.9 <149 0
>11.9 >14.9 3

Hematoloji testlar (0-12)

Leykositlar Biitiin yaslarda > 3000 hiiceyra/mm3 0
<3000 hiiceyra/mm3 4

Trombositlar Biitiin yaslarda >200.000 0
100.000-200.000 2

50.000-99.999 4

< 50.000 5

PT (s) vo ya PTT (s) PT<22voyaPTT <85 PT<22voya PTT <57 0
PT >22 vaya PTT > 85 PT >22 vo ya PTT >57 3

Tursu- qalavi

Asidoz (mEq/1) pH >7.28 va total CO2>17 0
pH7.2-7.28 va tCo2 5- 16.9 2

pH <7.0 ve total CO2<5 6

pH <748 0
7.48-7.55 2

>7.55 3

pCO2 (mmHg) <50 0
50-75 1

>75 3

Total CO2 (mEq/1) <34 0
>34 4

PaO2 (mmHg) >50 0
42.0-49.9 3

<42.0 6
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Costa va basqalar: torafinden aparilmis tadgiqat-
da 1 ay-18 yas araliginda Usaq Reanimasiya vo Inten-
siv terapiya sobasinds PRISM III skalasinin pediatrik
xastalar {i¢lin prognostik giymsatlondirms tigiin fay-
dali oldugu geyd edilmisdir. Homginin ¢oxsayli or-
gan disfunksiya sindromu, siini tonaffiis dastayi, va-
zoaktiv dermanlarin istifadasi, xestexanada qazaril-
mis infeksiya, parenteral qidalanma, xostexanada
galma miiddatini 6liim risk faktoru kimi shamiyyatli
oldugu gostorilmisdir [6].

2023-cii ilde aparilmis tedqiqatda pediatrik kas-
kin respirator distress sindromlu usaqglarda PRISM
III skalasmin 28 giinliik prognozu giymatlondirmek
ticlin etibarli bir gostarici oldugu qeyd edilmisdir. Bu
skala ham goruyucu CMV (Continuous mandatory
ventilation), hoam da erkon HFOV (High-frequency
oscillatory ventilation) tatbiq edilon xastalards prog-
nozlasdiric1 doeyare malik olsa da, 6liim riski baxi-
mindan ventilyasiya metodlar1 arasinda statistik ola-
raq ohamiyyatli forq miisahide olunmamusdir [7].

Anjali vo torafdaslarinin apardig todqiqatda re-
surslar1 mahdud olan Hindistan kimi olkslards
ticlincii daracali tibb markezlarinin usaq reanimasi-
yalarindaki PRISM III skalas: yoxlanilmis va bu ska-
lanin xastalarin hom 6liimiinii, hem de xastsliyin sid-
datini prognozlasdirmaq iigiin faydali ola bilacayi
gostarilmisdir. Beloki, PRISM III bali artdigca hom
xostaliyin agirliq deracasi, hom da oliim riski artir.
Siini ventilyasiya dasteyi, goz babaklarinin genislen-
masi, sistolik gan tazyiqi asag1 enmosi, ketoasidoz,
yiiksok gan sokeri vo serum kreatinin yiiksak saviy-
yasi kimi faktorlar prognostik cohatdan informativ-
dir. Bu tedqiqata asasen, tigiincii daracali pediatrik
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intensiv terapiya sobalorine qobul edilon usaqlarin
prognozunu miisyysn etmakds PRISM III skalas:
adekvat ayri-seckilik gabiliyyetini niimayis etdirmis-
dir. Natico olaraq, PRISM III gkalasi, bu xastelorin
prognozunun qgiymotlendirilmasi tiglin etibarli ve te-
sirli bir vasite olaraq qiymatlondirilmisdir [8].

Bizim tedqiqatimizda kritik vaziyyatds olan ana-
dangalme anomaliya diaqnozlu 29 giin- 1 yas xasto-
lor arasinda PRISM III gkalasi ilo dayarlendirildikda
sag qalan qrupla letal qrup gostericilorinds askar edi-
lon farqin nazers ¢arpan oldugu miisahide edilmis-
dir (Pr<0.001; Pu<0.001). Zadoalonmis sistemlor tizra
baxdiqda anadangslma iirek qiisuru (Pe<0.001; Pu=
0,005) va qastrointestinal anomaliya (Pr=0.005; Pu=
0,007 ) diagnozlu xastslerds sag qalan qrupla letal
qrup miiqayisesinde shamiyyatli forq nazars carp-
musdir. Belaki, meyar olaraq 8 baldan yuxar1 olaraq
giymaotlondiran letal qrup xastalorde statistik olaraq
shamiyyoetli forq askar oldugu gqeyd edilmisdir.

Notica: Apardigimiz todqiqata asasen kritik ve-
ziyyastds olan anadangslmas anomaliya diaqnozlu 29
giin -1 yas arasi infant xasts usaq qrupunda PRISM
[T skalasinin zadslanmis sistemlar {izra naticalarinin
informativ olmadig1 teyin edilmisdir. Lakin, xiisusen
anadangolms iirok qiisuru ve qastrointestinal ano-
maliyalarda sag qalan qrup ilo letal qrup arasinda
miiqayisada statistik shamiyyatli forq agkar edilmis-
dir. Bu naticays asasan PRISM III skalastnun kritik va-
ziyystds anadangslms anomaliya diaqnozlu xaste-
lorde 6lim ehtimalinin prognozlasdirilmas1 baxi-
mindan faydali oldugunu anomaliyanin zadsladiyi
organ va sistemlara gora spesifik olmadig miisahids
edilmisdir.
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Bpo>xaeHHBIe aHOMAaAUM ABASIOTCS Ba>KHOI IIPpU-
IIHOI 3a0601€BaeMOCTI ¥ CMEPTHOCTU Y HOBOPOK-
AEHHBIX B OTA€/AeHIsIX MHTeHCUBHO Tepannu. Lleas
MCCAeA0BaHNMS — OLIEHUTh IIPOTHOCTUYECKYIO IIeH-
HocTh mKkaabl PRISM Il y aeteit 29 aneit — 12 mecs-
1IeB C BpOXKAEHHBIMI aHOMaAuAMu. B nccaesosanne
BkatoueHo 335 manmenrtos (2019-2022 r1r.), Kaaccu-
pUITMPOBaHHBIX 10 TeCTAllIOHHOMY BO3PacTy, IIOAY,
TUIIy aHOMaAUY U HOPakéHHBIM cucTeMaM. Cpea-
Huit 6aaa PRISM 1II cocrasma 4,3 + 0,2; y HeA0HO-
IIeHHBIX — BbIIe (4,8 +0,4), yeM y goHOIIEeHHBIX (4,1
+ 0,2, p=0,035). JeraabHOCTh 3HAYUTEABHO BO3-
pacrasa mpu mokasateae PRISM III >8 (p=0,015).
Hamnb6oapmass mHPOPMATMBHOCTh BBIABAEHA IIPU
BPOXXAEHHBIX IIOpOKax cepAlia U >KeAyJO0uyHO-KU-
IIEUHBIX aHOMAaAUIX. aKkaroueHue: mkaaa PRISM 111
sipAsteTcst ®PPEeKTUBHBIM MHCTPYMEHTOM IIPOTHO3U-
poOBaHUsI pUICKa A€TaAbHOTO MCX0Ja Y HOBOPOXKAEH-
HBIX C BPO>KAEHHBIMY aHOMAaAVSIMY, HaXOASIIVIXCS B
KPUTUIECKOM COCTOSTHUI.

ODOBIYYAT

Congenital anomalies are a major cause of morbi-
dity and mortality in neonates admitted to intensive
care units. This study aimed to assess the prognostic
value of the PRISM III score in infants aged 29 days
to 12 months with congenital anomalies. A total of
335 patients (2019-2022) were analyzed by gestatio-
nal age, gender, anomaly type, and affected systems.
The mean PRISM III score was 4.3 + 0.2, higher in
preterm (4.8 = 0.4) than term infants (4.1 + 0.2;
p=0.035). Mortality risk increased significantly with
scores 28 (p=0.015). The highest predictive value was
observed in congenital heart defects and gastroin-
testinal anomalies. Conclusion: PRISM III is an
effective tool for predicting mortality risk in critically
ill neonates with congenital anomalies, especially in
cardiac and gastrointestinal malformations.
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