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(ADABIYOTLAR TAHLILI)

CaMBIM 4YacTBIM OCJIOKHEHHEM IIEpBOrO M Hadana BTOPOTO
TpuUMecTpa OEpPEMEHHOCTH SIBISIETCS TOIIHOTA M PBOTa OCPEeMEHHBIX
[30]. OT 50 mo 80% OepeMeHHBIX JKaIyIoTCs Ha TOMTHOTY 1 50% U3 HuX
HMMEIOT MHOTOKpaTHyio pBOTY [4; 31]. OdyeHs 4acTo 3TO COCTOSHHE
TpeOyeT rocnuranu3anuy, T.K. B 3% cioydaeB BiedeT 3a cobOoi
JeTHapaTanuio U keto3 [15]. Bmecte ¢ 3TuM ciegyer OTMETHTH TOT
¢daxt, uto B 90% cmydaeB pBOoTa NpeACTaBIsieT coOOM OmHO U3
(U3HOIOrMIECKUX MPOSIBICHNH OepeMeHHOCTH U TOIbKO B 10% - 310
TsDKeNloe ocliokHeHue OepemeHHocTd [5; 34]. [IpuHImMNImansHEIME
OTJIMYMSAMM 3THX JABYX COCTOSIHHH SBJISCTCS TO, YTO HPHU PBOTE
OepeMEHHbIX, KaK MaTOJIOTHYECKOr0 MPOSBICHHS Mpoliecca IecTaluH,
OTMEYAIOTCSl 3HAUYUTEIbHBIC MTOCTCACTBYSA I COCTOSHHS OepeMEHHON
JKCHIMHBI ~ —  THIIOBOJIEMHs,  OHJIOTCHHAas  HHTOKCHKAIWs,
THIONPOTEHHEMHUS, THUIIEPKOAryJSsIys, TKAHEBBIH aIMa03 — 4TO
NPUBOJMT K TOJIHOPraHHOM HenocraroyHocTH. HecMoTps Ha 910, IO

CHUX TOp IPUYMHA Pa3BUTHS 3TOTO OCJIOKHEHUSI OEPEMEHHOCTH 0 CHX
MOp OKOHYATENbHO HE BbIsICHEHA. [IpeyiokeH0 MHOKECTBO TEOPHIL: OT
MICUXOJOTMUECKON  MPEeIpacloioKEHHOCTH 10  SBOJIOLMOHHOM
aJanTalvy 3aIlUThl MaTE€PH M IUIOJA OT HEKOTOPHIX MOTEHIHAIBHO
OMACHBIX MPOAYKTOB, a TaK >XK€ HApyLIEHHH INPOLECCOB aJaNnTaIuu
opraHmsMa Marepu K uyxkepomHoro Oenxy [3; 21;11]. Ommaxo,
WCCIIC/IOBAaHMS BBIACIII HECKONBKO (DaKTOPOB pPHCKA Pa3BHTHS
TOLIHOTBHI ¥ PBOTHI OCPEMEHHBIX: HapyleHHe (QYHKIUH IUTOBUAHOM
sxkenessl  [19]; Beicokmit MMT wu  mpemmmaber, ymorpeOieHue
TpaHCKHUPOB 10 6epeMeHHOCTH [12; 13; 23 ], cTpece, my3bIpHBIii 3aHOC,
Helicobacter pylori [3; 9; 22; 28]. K ¢akTopam prcka Tak »e OTHOCST
BbICOKUi ypoBeHb XI'Y u actpanmomna [16; 31; 36].

[TpuanMas Bo BHUMaHHE Pa3HOOOpa3ne KIMHUYECKHUX MIPOSBICHHH,
cremyer MIPOBOJIUTH BHUMATENIBHYIO rddepeHnnaIbHy 0
JIMAarHOCTHKY C TAKMMH 3a00JICBAHUSAMH, KaK 3a00JI€BaHUS JKEITy JOUHO-
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KHILEYHOTO TPAKTA, BKIIFOYAs TACTPUTBI, SHTEPUTHI, I3BEHHYIO 00JIE3Hb
Kedynka M 12-TH NMepcTHOM KHIIKH, BUPYCHBIE TeNaTHThI M JPYTrue
3a00JIeBaHys NIEYCHH, MUTPCHB, MUETOHE(PUT, HEJOCTATOK BUTAMUHA
J[3; 115 18; 30].

Knaccuguxarms pBotsr 6epemeHHbIX Ha ocHoBaHHU MKB-10:

021 — upe3mepHas pBOTa OEPEMEHHBIX

0.21.0 pBoTa OCpeMEHHBIX JIeTKas WIH HEYTOYHCHHAs,
HAYMHAIOMIASICS B CPOKH /10 22 HeJeab OepeMEHHOCTH

0.21.1 — wupe3MmepHas WM TsDKEeNas pPBOTa OCPEeMEHHBIX C
HapylmieHueM oOMeHa BemIeCTB  (Upe3MepHas/Tsxenas  pBOTa
OepeMEHHBIX, HAUMHAIOLIASICSI B CPOKH 10 22 HeJeab OepeMEHHOCTH, C
TaKMMH HapylIeHWSIMH OOMEHa BEIIECTB, KaK: HCTOLICHUE 3araca
YIJICBOJIOB, ACTHpATALHsl, HAPYIICHUE BOHO-COJICBOIO PABHOBECH )

0.21.2 — mo3mHsiAa pBOoTa OEpeMEHHBIX (Ype3MepHash pPBOTA,
HAYaBIIAsCS B CPOKH 1ocie 22 Henenb OepeMEHHOCTH)

0.21.8 — gpyrue ¢GOpMBI PBOTHI, OCIIOKHSAIONMIEH OepeMEeHHOCTH
(ocnoKHSIOImAs OepeMeHHOCTh pBoTa, 00ycroBIeHHAS
3a00J1eBaHMSIMH, KJIACCH(UIIMPOBAHHBIMU B IPyTUX PyOpHKax)

0.29.9 - pBoTa GepeMeHHBIX HEYTOUHCHHAS

B namue#t crpane uMeeTcst HAlIMOHATBHBIN KIIMHUYECKUH TPOTOKOJI
«TommHoTa u pBOTa OepeMeHHBIX», yTBepKAeHHBIH M3 B 2024 romy
[HampoHanbHBI ~ KIMHWYECKUH TMpoToKon «TomHoTa ®  pBOTa
OepemeHHBIX», Tamkent, 2024]. B nmaHHOM IOKyMEHTE PBOTY
OepeMEHHBIX TpeyiaraeTcs KJIACCU(UITMPOBATH o
moauduimposanHoii mkane PUQE (Pregnancy -Unique Quantification
of Emesis/Nausea), Ha OCHOBaHHH KOTOPO# OKa3bIBACTCS MMOMOIIb U
OIICHUBAETCS COCTOSIHUE OepeMeHHOI B mporiecce JieueHus (1ad. 1)

Taoanua 1

Moaudpunuposannblii unaexe PUQE (3anmcTBoBaHo 3 HannonaabHbli KIMHNYecknii npoTokoJ « TomHoTa 1 pBoTa
OepeMeHHBIX», TamkeHt, 2024)

1-ii Bompoc: Kak JI0JIr0 4yBCTBOBAJIM BbI TOIIHOTY, HEMPUATHBIE OLIYLICHHS WIN OO B JKEIyIKE B TEYCHHUE MOCICIHHX
24 gacoB?

He 65110 1 yac u MeHblIIe 2-3 qaca 4-6 gacoB Bornee 6 sacos

1 Gamn 2 Gamna 3 bamna 4 Gamna 5 6amnoB

2-ii Bonpoc: Oputa J1i y Bac pBoTa M CKOJIBKO pa3 B TCUCHHUE MOCHEAHUX 24 4acoB?

He 6p1110 1-2 paza 3-4 paza 5-6 pa3 7 u 6onee pa3

1 Gamn 2 Gamna 3 bamna 4 Gamna 5 6amnoB

3-ii Bompoc: cKoibKO pa3 y Bac ObuIn MO3BIBBI, KOTOPHIE HE MPHUBEIU K PBOTE?

He 6p110 1-2 paza 3-4 paza 5-6 pa3 7 u 6onee pa3

1 Gamn 2 Gamna 3 6amna 4 Gamna 5 6amnoB

Wnrepnperanys MoIydeHHBIX JaHHBIX IPOBOIUTCS MOCIIE MOCUeTa OaNIoB:

6 6awIoB U MEHee — JIerkasi TOLIHOTa/PBoTa
7-12 GamwioB — yMepeHHas pBOTa
13 6annoB u 6onee — BEIpaKEHHAsT PBOTA

*Cxema ABcTpanuiickoro obuiectsaAul 2019

Jlerkoe TeyeHune

o il

CpepHee unu TsXKenoe TeyeHue

[ HemepguKameHTo3HOE ]
e

PBoTanepcucTupyemnu octaerca

| HeyKpoTUMOit

[ MepuKameHTO3HOe leyeHne ]

-

[Ouera:
06unbHoe nuTbe
Ectb mano 1 yacro
PasmenbyeHHan nuwia
M3beraTb X upHOM,
OCTPOA, CUBHO
naxHy e eapl

06pas }KU3HK:
* YacTbii OTABIX N
COH
* YKOpoTuTb
pabounii feHb,
€C/IM MOXHO

.

[ononHuUTeNbHO:
* Nmbupb 250 Mr
¢ AkynpeccypaP6

MupnaoKcuH
* 25 Mr Ha Houb
* 12.5 mr paHo yTpom

* (12.5 mr B obes, ecm HyHo)

B/B uHpyznn
(NaCl 0,9%-400-1200mn, Kcunar
400-800mn)
+
MapeHTepanbHoe NuTaHNe

PBOTanepcucTUpyeTUam ocTaerca
HEeYKPOTUMOW U eCTb Aemapartauns

PBoTanepcucTupyetunu
0OCTaeTcA HeyKPOTUMOW

+[106aBUTb aHTUrMCTaMUHbI

+
OHpaHceTpoH4-8 mr B/Buan n/o

PeoTanepcucTupyerunm
OCTaeTcA HeyKpOTUMOM

MeTunnpeaHusonoH 48 mr s/s
MOHO €O CcpoKa oT 10Heq,

( * [umespon 2550 mr n/o
L * w1050 mr 8/B, Kaxaple 4 4
PBoTanepcucTupyeTunu

OCTaeTCA HeYKPOTUMOH,
Aemaparaunm Het

+AHTaroHUCTblAONaMUHA
* [poxnopnepa3snH5-10 Mr Kaxapleé 4
* MertokaonpamualOmr n/o unu 8/
Kaxkaple8u

Puc.1. Jleuenue pBoTbl 6epemennbix (Managing nausea and vomiting in pregnancy in a primary care setting. The Royal Australian College

of General Practitioner, 2019)
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Crnenyer OTMETHTh, YTO OKOHYATENIbHOE PEIICHHE BOIpOCa O
CTETICHN BBIPAKCHHOCTH PBOTHI OEPEeMEHHBIX IIPOM3BOIUTCS Ha
OCHOBAaHMM COYETAaHMSI BCEX KIMHHYECKHX U J1IaOOpaTOpHBIX
CHUMIITOMOB, BKJIOYas COCTOSHHE TE€MOAMHAMEKH, IIOTEPIO Beca,
CyXOCTh KOXKH, MOBBIIICHHE Temneparypsl u ap. [10;18]. B cBsa3u ¢
OTCYTCTBHEM €JMHOH KJIACCU()HUKAINK CTETICHH BBIPAXKEHHOCTU PBOTHI
OEpEeMEHHBIX, OTCYTCTBYIOT CTAaHIapTHBIC MEXaHU3MbBI BEACHUS
MAIUEHTOK ¥ OKa3aHMS OMOIIY IPH 3TOM OCIIOXKHEHUH OEpEMEHHOCTH
[26;32;35]. XoT4 BhIICONICaHHBIN HAITMOHATBHBIN poTOoKOI M3 PY3
MpeAaraeT pa3ndHble MEIUKAMEHTO3HbIE M HEMEJUKaMEHTO3HBIE
METO/BI JICYCHUS, BKJIFOUAOIIHI (hapmakoIorudeckKre
MPOTUBOPBOTHBIE MpPEnaparsl NEPBOM, BTOPOM, TPEThEH JIMHUY, a TaK
xe umerorcs pexomeHmammu ACOG ot 2018 roma [1; 11;13] mo
(hapMaKoIOTHIECKOM KOPPEKIMH PBOTHI OEPEMEHHBIX, TEM HE MEHeEe
MPOrHO3 3 GEKTUBHOCTH Pa3INIHBIX METOJIOB TE€PAIMU OTCYTCTBYET.
[Ipemnaratorca npenaparsl ButamuHa Be , mokcmmamun [11; 28; 35],
MIPOMETA3MH, METAKJIONPaMH, KOPTUKOCTEPOHMIHBIE MpEnaparsl,
WHTMOUTOPBl ~ MPOTOHHOI  mommbl,  WHGY3MOHHAS  Tepamus
[HammoHanbHbI ~ KIMHWYECKUH mpoTokon «TomHoTa ®  pBOTa
OepeMeHHBIX», TamkenT, 2024].

BONBIIMHCTBO  COBPEMEHHBIX JaHHBIX CBHIETENBCTBYIOT O
HEOOXOAMMOCTH BMEIIATENILCTB MPH Pa3BUTHH PBOTHI OEPEMEHHBIX.
VYCTaHOBIEHO, YTO paHEe BMEIIATENBECTBO MPEJOTBPATUT IEPEXO]
CHMITTOMOB JIETKOH CTETIEHH BBIPAXKEHHOCTH B  CPEIHE-TSIKENYI0 U
TOKENYyI0 (GOpMy, CHHM3UT CTOMMOCTH JI€UEHMS, BBIAAYY JIMCTKOB
HETPYAOCHOCOOHOCTH, caMoO€ TJIaBHOE — TIPU 3TOM CHH3UTCS
MaTepuHCKasi 3a00/1€Ba€éMOCTh U CMEPTHOCTh OT TaKHX OCJIOKHEHHH,
Kak TpoMOoaMOonus serounoit aprepun [7;8; 21; 30]. Ha puc. 1.3
MpeACTaBlICHA CXeMa JIEYeOHBIX MEPONPHUITUH ABCTPATHHACKOTO
KOJUIE[KA ~ aKyIIEPOB-TMHEKOJIOTOB MPH  PAa3JIMYHBIX  CTEHEHIX
BBIPAXXEHHOCTH PBOTHI OCPEMEHHBI.

HeobxomuMocTs M3ydeHHsI METOAOB AMATHOCTHKU U YTOYHEHHE

TaKTHUKH JIEYCHUS PBOTHI  OCPEMEHHBIX  ONPEIENACTCS  TeMH
OCJIO)KHEHHSMH, KOTOpPBIE CIIEAYIOT 3a pBOTOI OepemeHHbIX. [lomumo
JETKOYCTPAaHUMBIX ~ OCIOXKHEHHMH,  TaKMX, Kak  HapylleHHe

IEKTPOIUTHOTO OanaHca U KUCIOTHO-IIEIOYHOTO PaBHOBECHS, PBOTA
OepeMEHHBIX MPUBOIUT K OOJiee CEphEe3HBIM OCIOKHEHHSAM. B sTOM
psny sHuedanonarus BepHuke, HapyieHue GYHKIHN IEYCHU U TTOYCK,
Pa3pbIB MUILEBO/A, THEBMOTOPAKC, KPOBOUIIMSHHE B CETUATKY [2; 6; 7;
24]. Hekotopsie HCCIeIOBaHUS TOATBEPKAAIOT TEOPHIO O B3AUMHOM
OTATOIICHUH PBOTHI OSPEMEHHBIX, T.€. COCTOSHHS MAaTE€PH, U COCTOSTHUS
mwioga [20], momuepkuBas, UYTO [ETH, POKICHHBIE OT MAaTepew,
CTPaJAIONINX YPE3MEPHON PBOTON OEpeMEHHBIX, Yallle UMEIOT HU3KUH

Hcnoabs3oBaHHas auTepaTypa:

Ul JAHHOTO  TECTAallMOHHOTO  BO3pacTa  BEC,  POXKIAIOTCA
HEJIOHOIIEHHBIMH, a MaTepu BO BTOPOM — TPETHEM TPHUMECTpe
OEpeMEHHOCTH ~ CTPajaloT Ipe-3KIaMICHed Wy HUX dalle
IUAaTHOCTHPYETCd  MNPEKACBPEMEHHass  OTCIOHKAa  HOPMAaJbHO

pacnonoxxennoi tanentsl [15; 18; 21]. He cnemyer mpeneGperatsb
CBEICHUSIMH 00 YBEJIIMUYCHUN aHTEHATAIbHON rubenu mionoB a0 90%
Ha (OHE IUIALCHTapHOH AUCHYHKIMH, THIIOKCHH ¥ alli03a IJI0/a IIpu
pBOTE OEpPEeMEHHBIX, a TaK K€ POXKACHUHM NETeH CO CHIKEHHBIMH
HHTEIUICKTYaIbHBIMU cTIOCOOHOCTSIMH [2; 7; 11]. B To e Bpems apyrue
aBTOpPBI CUHMTAIOT, YTO HET yOEOWTENBbHBIX AAHHBIX O Pa3IHUMsIX B
COCTOSIHUM JIETEH, PO’KACHHBIX OT MaTepeil ¢ PBOTOH OEpPEMEHHBIX U
POXIEHHBIX OT 3mM0poBbix Marepeit [29; 30]. ML.F. Arshad u coaBr
(2017) cuwuraro, 4T0 pBOTa y OEPEMEHHBIX MOXET CTaTh (HaKTOPOM
pHucKa pa3BUTHS IuabeTa BTOPOro THIA M CEPIEYHO-COCYAUCTBIX
3aboneBanuii y gereit [12].

PBota  OepemeHHBIX  ocTaeTcss  OmHUM W3  Haumboiee
pacIpOCTpaHEHHBIX M CIOXHBIX OCIOXKHEHHH paHHHX CPOKOB
6epemenHocTu. HecMOTpst Ha 3HAUUTENBHBIM IPOrpecc B IOHUMAHUU
JTHOMATOTEHEe3a 3TOr0 COCTOSHUS, TOYHBIE IPUYIMHBI A0 CHX IIOp
OCTAlOTCSI TPEAMETOM OOCYXKICHUH, M pa3IudHble TEOPUH O €ro
MIPOUCXOXKICHUH, BKJIIOUAst TOPMOHAJIBHBIE HN3MEHEHUS,
UMMYHOJIOTHYECKHE ¥ IICHXOJOIMYecKHe (akTopbl, He JaioT
OJIHO3HAYHOI'O OTBETA. BaXXHO OTMETHUTH, YTO B OOIBIIMHCTBE CIIy4aeB
pBOTa OEPEMEHHBIX SBISAETCS (PU3HUONIOTMUECKUM sBIEHHEM, HO B 10%
CITy4aeB OHA MOXET IIPUBECTH K CEPHE3HBIM OCJIOKHEHUSIM, TAKUM KaK
JeTUpaTalysl, KeTo3, IOJHOpPraHHash HEJOCTAaTOYHOCTh U JApYTHUe
TSDKENBIE COCTOSIHUS, TPEOYyIOIMe rocIuTanu3auy. s ycremHoro
JICUYCHUSI PBOTHI OCPEMEHHBIX HEOOXOIUMa paHHSS JHATHOCTHKA M
rpamMoTHasg  aupdepeHnuanbHas — JUAarHOCTUKA ¢ APYTUMH
3a00JIeBaHUSAMH, YTO TIO3BOJUT M30€KaTh HEHYXKHBIX OCIIOKHEHHIA.
CoBpeMeHHBIE MOAXOABI K JIEYEHWIO BKIIOYAIOT HE TOJBKO
MEIMKaMEHTO3HBIC CPEACTBA, HO M HEMEIUKAMEHTO3HBIE METOJpI, a
TaK)K€ MOHHUTOPHHT COCTOSIHUSI JKCHIIUHBI, C Y9€TOM KIMHHYIECKUX U
nabopaTopHBIX  JaHHBIX. Kiaccudukamus W MCHOJIB30BaHHE
Mogu¢punuposannoi mkanel PUQE cmocobcrByer Gonee ToWHOM
OLIEHKE COCTOSTHMS MAICHTOK U BBIOOPY aIeKBaTHON TEparum.

Pannee BMemaTensCTBO M MEPCOHAIM3MPOBAHHBIM MOIXOA K
JICUCHUIO MOTYT IIPEAOTBPATUTh PA3BUTUE TSDKENMBIX ()OPM PBOTHI H
CHHM3UTh PHUCK MAaTE€pUHCKOH 3aboieBaeMocTd M cMepTHOCTH. OmHAaKO
JUIS YIydIIeHUs] UCXOROB TpeOyeTcss AaibHEHIIee HCCICNOBaHHE B
o0acT IUAarHOCTMKM M JIeUYEHMs, a Takxke OoJee TIIaTeTbHOe
H3y4YEeHHUE JOJITOCPOYHBIX MTOCIEACTBHI JUIS 310POBBS KaK MAaTEePH, TaK
U II0fa.
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ULTRASOUND DENSITOMETRIC RESEARCH METHODS FOR PROXIMAL END HIP BONE FRACTURES IN
PERIMENOPAUSAL WOMEN (LITERATURE REVIEW)

[Ipu momomu JleHcuTOMETpUM ONpeaenseTcss o0mas MIOTHOCTh
KOCTeH, CTpyKTypa H TOJIIMHA  IIOBEPXHOCTHOTO  CIOSL.
VYipTpa3ByKoBOe 00CIEI0BAHKE - YCTPOUCTBO TSI OCMOTPA HUCITyCKaeT
YIBTPa3BYKOBbIC BOJHBI dYacTtotod Oonmee 3 MIm. B mpomecce
oOcnenoBaHKsT OONBHBIX CKOPOCTh IPOXOXKAEHHS BOJHBI CKBO3b
KOCTHYIO TKaHb BappHPYeTCSl B 3aBUCHMOCTH OT €€ IUIOTHOCTH,
o01afaeT BBICOKOH TOYHOCTBIO, a Takxke OaéT BO3MOXKHOCTH
BU3yalIHM3alui KOCTHON CTPYKTypbl. OHO MO3BOMNSET BBIIBUTH IIOTEPIO
KOCTHOM Macchl Ha paHHEW CTaAuU. Y IbTPa3ByKOBbIE BOJIHBI BHI3BIBAIOT
MUKPOBHOpALIMIO KOCTHOW TKaHHW, KOTOphIE 3aBHCAT OT €&
MEXaHWYECKHX M CTPYKTYPHBIX CBOMCTB. M3Mmepss mapamerpsl 3THX
BHOpAIHiA, MOXKHO OIICHUTH COCTOSTHUE TOBEPXHOCTHBIX M BHYTPEHHUX
CTPYKTYp KOCTeH M cycTraBoB. B ycrTpolicTBe wucnonb3yercs
crenuangbHas MporpamMma, KOTopas CpPaBHUBAET IOIydIEHHBIC TAaHHBIE
CO CTaHAAPTHBIMH [TOKA3aTEJISIMH AT PA3HBIX BO3PACTHBIX KATETOPHIA.
VYI1pTpa3ByKOBBIC HCCIEIOBAaHMS O€3BPEIHbI, OHU MOTYT HPUMEHSATHCS
0e3 orpanuueHud T-0arut OLEHUBAET IIOTHOCTD KOCTEH € TIOKa3aTeneM
HOpMBI — | Oamn wnm Gombine. Ecnu oHO MeHbIE yKa3aHHOTO, TO:
uudpa ot -1 10 -2,5 — cHIWKEeHNEe MUHEPAIbHOM TIoTHOCTH. Himke -2,5
— OCTEOmNopo3 HpH OONBIIONH BEPOATHOCTH HEPEIOMOB-Oa. Z-0art
ONpeaeNsieT CPaBHEHUE KOCTHOM MAacChl C YCPEIHEHHONM HOPMOW Ui
JTAaHHOTO BO3pacTa naruenTta. OTpHuuarensHoe 3HaYeHHEe — 3TO HU3Kas
IUIOTHOCTh KOCTEH, KOTOpasi OMpEAeisieT OCTEONECHUIO U OCTEONopo3
kocreit. Hanbonee THMUYHBIMU (paKTOpaMK Pa3BUTHS OCTEOMOpO3a Ha
CeTONHAIIHUNA OEHb SBIIIOTCS: NPOOJIEMBI JKEITyA0YHO-KHIIEYHOTO
TPaKTa, YTO CONPOBOXKHAIOTCS HAPYIICHHEM BCACHIBAHUS KaJbIWS;
neuiurT BUTaMuHA JI; SHAOKpPHHHBIE 3a007€BaHMS; HH3KUH
KO3 HUIUECHT MacCHI TeNa; 0KUPEHIE; MAJIOTIOIBIKHBIN 00pa3 KU3HU;
paHHMI KiIuMMakc; Hamuuue aedopMmaruii MO3BOHOYHHKA U JPYTHX
KOCTHBIX  JJI€MEHTOB; HEHOCTAaTOYHOE  KONMYECTBO  KabIHI
COJEPIKAIMX MPOIYKTOB B MUILEBOM PAIHIOHE YEIOBEKA; JITUTESIIBHBIN
MIpUEM CTEPOHJOB; AOITHH MEPHOJ BOCCTAHOBIECHHUS IOCIIE TPABMBI
KOCTEH.

Marepuansl M METOAbI  MCCIENOBAHMA.  YJIBTPa3BYKOBbBIE
JICHCUTOMETPUIECKUE HCCIEIOBAaHUS IIPOBEICHBI C TIOMOIIBIO
arnmapara cononeHcutomerpa MSLBDO1 (Kutaif) myTem npruMeHeHUst
YJIBTPa3BYKOBOTO JIMHEHHOTO AaTunka. lccrnenoBaHus MpoBEICHBI HA
YPOBHE IMCTANBHOTO OTJ]ena JydeBod kocTu llomydeHHbIe TaHHBIE
HMHTEPIPETHPOBAHHI coriaacHo kinaccupuxanun BO3 mo T-kpurepuio u
cKkopocTu npoBeneHust yapTpasByka (SOS). CoriacHO peKOMEHJaLHsIM
rpymmsl 3kcneproB BO3 no ocreonoposy (WHO, 1994) onpenemsinu

BEJIMYUHY CTaHAAPTHBIX OTKIOHeHHH T- u Z-score Boimie -1.0 SD kax
HopMa, Hmke -1,0 SD kak cHmxenue MIIK. Z-score - konm4ecTBo
CTaHAAPTHBIX OTKJIOHEHUH B Pa3HUILE MEXIy CPETHUM IIOKa3aTeIeM y
JUI COOTBETCTBYIONIETO TOJa M packl; T-score — cTaHgapTHas
JIEBHAIMS, PACCUMTHIBAIOMIAS HACKOIBKO IOTYYCHHBIH pe3yibTar
OTIIMYACTCS OT CPEJTHEr0 Pe3yibTara 310poBoro 30-JIeTHETo YeoBeKa.
UccnenoBanuss mpoBeneHsl y 54 OONBHBIX C  TIEpETIOMaMH
MIPOKCUMAJILHOTO KOHIa OenpeHHO# KocTH . M3 HUX XeHmMH- 38 u
MY>K4HH - 26. B 0cHOBHOIA rpymme 0110 26 OOJIBHBIX U B KOHTPOJIBHOH
rpynne 28. [Ipu oOcnenoBanuy OOJIBHBIX BBISBICHO MEPEIOM MICHKH
Oenpa — y 34, MexBeprenbHble mepeloMbl — y 20 OONBHBIX, a TaKkKe
MOYTH y Bcex Habmromanack aedopmanus u octeonopos. CHIbKeHne
MIIK KOHEYHOCTH Ha TIOPa)KEHHOH CTOPOHE BBISIBICHO B BO3PACTE OT
35-59 ner (T- score u Z-score B cpenaeM = -1,9) B 54,5% cnydaes, a B
Bo3pacte 0t60-70 net (T- score u Z-score B cpenneM = -1,2) B 80%
ciyqaeB. [lokaszaremu (T- score m Z-score B cpemneM = -1,9) mo
neuenwust, B Bozpacte 60-70 mer B 80% ciryuaeB pe3KO CHIDKCHO.
Pesynprartel Hamero oOCIEIOBaHUS M JICUCHUS IOKA3bIBAIOT
noBeIteHue (T- score u Z-score B cpeaneM = ot 1,2 1o 1,8 ocHOBHOH,
KOHTpOJBbHOH Tpymme ot 1,0 1o 1,2
BonpHbIe ObUIN pacnpeieNieHbl Ha 2 TPYIITBI OCHOBHASI KOTOPHIE
OTEPUPOBAINCH IO Pa3pabOTaHHOW HalIeld METOAMKE (BCTaBJICHHE
OMOCTEp)KHS) W  KOHTPOJbHAas TIpymma ONEPHUPOBaHHAS IO
TpaauMOHHOW Meroauke (bumomsipHoe SHIOMPOTE3UPOBAHHE).
[omyuenHsle naHHBIE HHTEPIPETHPOBAHBI COTTIACHO KIIACCH(HUKAIUN
BO3 nmo T-xpurepmsaM u ckopocTd npoBeneHust ynbTpassyka (SOS).
HccnenoBanus mpoBeeHb! HA YPOBHE AMCTAIBHOTO OTHENA JIydeBOH
koctu  [lomydeHHble  JaHHBIE  WHTEPIPETHPOBAHBI  COTJIACHO
knaccupukanmn BO3 mo T-kpurepmio M CKOPOCTH IPOBEACHUS
yineTpa3Byka (SOS). CormacHO pekOMEHJaIUsM TPYIIBI 3KCIEPTOB
BO3 mo ocreonmopody (WHO, 1994) BennumHa CTaHZapTHBIX
oTkyioneHuit T- u Z-score Beime -1.0 SD kak HOpma, Hmxke -1,0 SD
kak cHmwkerne MIIK.
Z-score - KOJMYECTBO CTaHIAPTHBIX OTKJIOHEHWH B Pa3HUILE
MEXXIy CPEAHIM II0KA3aTeNIeM Y JIUI] COOTBETCTBYIOIIETO II0JIa U PACHL.
T-score — craHmaprHas JEBHALUS, PACCUUTHIBAIOIIAS
HACKOJIBKO MONYYEHHBIH pe3ylpTaT OTIHYACTCS OT CPEeAHEro
pe3ynbrara 310poBoro 30-1eTHEro 4enoBeKa.
Pesynprater  Y3W pmeHcuroMeTpuM IO M TOCIE JICUYCHHS B
KOHTPOJILHOM M OCHOBHOM TpyIIIe moka3ansl B Tadmuie Nel

Ta6umuua 1
Pacnpenesienne 60,1bHBIX B 3aBucuMocT 0T MIIK B 0CHOBHO# M KOHTPOJILHOI ITPynnax /io ¥ nocJje je4eHust
Kpurepun BO3 I ocHoBHas rpynna II koHTpOIBHAS TpymIa
Jlo neuenus Ilocne Jlo nedenus Ilocne

JICUCHUSI JICUCHUSI
Hopma 6 (23%) 10 (38%) 4 (14%) 6 (21%)

(0):1 7 (27%) 11 (43%) 13 (46%) 14 (50%)

OIL 13 (50%) 5 (19%) 11 (40%) 8(29%)

Bcero 26 (100,0%) 28 (100,0%)

W3 Tabauiel BUAHO, YTO [0 JICUCHHUS U3 26 OOIBHBIX B OCHOBHOM
rpynne Obuta HOpMa y- 6(23%) 6onbHbIX, O y- 7(27%) GOnbHBIX 1
OIl y 13 (50%) O6o0ybHBIX. [locne nedyenust cramo HOopMma y
10(38%)60mbHb1X, OS5y 11(43%) Gompubx 1 OIly 5 (19%) G0IBHBIX.
B xoHTpOnsHO# rpymme A0 jedeHus u3 28 OOJbHBIX OBLUIO HOpMA Y-
4(14%) 6ombHBIX, O y- 13(46%) 60npHbIX 11 OIly 11 (43%) 607BHBIX.
IMocne newenus cramo HopMma y 6(21%)6omerbix, OS y 14(50%)
6ompHbIX 1 OIl y 8(29%) OGonbHBIX. 13 BBIMIE yKa3aHHBIX MOXEM
CKa3aTh, 4TO y OOJIBHBIX B OCHOBHO U KOHTPOJILHOM I'PYIIE CPAaBHEHHS
o nedenus OS u OII 6sw10 B ocHOBHOH rpymme y 20 (80%) u B
KOoHTponbHOW rpynmne 23 (87%), mocie JIeYeHUsl CTalo OCHOBHOM
rpymne 16 (64%) u B koHTpONbHOI rpyme 22 (83%).0Tu nokazarenu
yKasbiBaeT 00 3peKTHBHOCTH JIeUeHHsI B OCHOBHOM TpyTIIIe.

[Ipu xoppemsumoHHOM aHanm3e naHHBIX Mexay MIIK B
3aBUCHMOCTH OT BO3pacTa  OONBHBIX U JaBHOCTH 3a00IeBaHUS
Habmromaercss nuHamuaHoe cHkeHue MIIK ¢ yBenmdyenuem Bo3pacra
OONBHBIX W JNaBHOCTH 3aboneBanus. llpm uccnemoBaHMM OOJBHBIX
0OHapysKeHO, YeM OO0ITbIIe BO3PACT MAIMEHTa U JABHOCTH 3a00JIEBaHUS,
tem Hmmke MIIK. Tlo mokasarensM yibTpa3ByKOBOW JCHCHTOMETPHHU
OTMEUAeTCs AHAJIOTHYHAsT KOPPE/SIIUsl B BO3PACTHOM aCIHEKTe U
JTaBHOCTH 3a00J€BaHMSI B OTHOILICHHM PHCKA NEPENIoMa, OMpereneHa
MOJIOXKUTENIbHAS  KOPPEJSIIIMOHHAS B3aMMOCBSA3b MEXKAY BO3PACTOM,
JTAaBHOCTH 3a00JIEBAHUSI M JICHCUTOMETPUYECKHM DPUCKOM IIE€perioMa.
Taxum 06pa3oM, Mo yBETHUYEHHIO BO3pacTa OOJBHBIX M JABHOCTH
3a00JIeBaHUs OTMEUYECHO YXYHAIICHHWE COCTOSHUS KOCTHBIX TKaHEH
mydeBo koctu u passurtue O u OIl, uro moaTBep)KmaeT
CPaBHUTENBHBIA U KOPPEISLMOHHBIM aHaIN3 JaHHBIX MCCIEIOBAaHUM.
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[Ipu mepenomax NPOKCHMATBHOTO KOHIA Oexpa TIPOBEICHHBIN
KOPPEISIIIMOHHBIA ¥ CpaBHUTENBHBIN aHanu3 3aBucumocti MIIK mo T-

KPHUTEPUIO OT BO3PACcTa ¥ JABHOCTH HOBPEXKICHHUS OTMEYaeTcs Ipsamast
KOPPEISIIMOHHYIO B3aUMOCBsI3b (Tabmuma 2).
Tabauua 2.

Bospacraas qrunamuka MIIK no SOS B 3aBHCHMOCTH 0T BO3pacTa.

I'pynner u IMokazaresu SOS B Bo3pacTHoM acnekre distal forearm
MIIK 35- 45 aer 46-55 net 56-65 Jet 66 s1er u crapue
OcHOBHas Tpymmna OcHOBHas Tpymnmna OcHOBHas Tpymnmna OcHOBHas Tpymmna
T-score, SD -1,5 -1,9 -2,5 -2.9
SOS 3926 3803 3772 3605

B Bo3pacTHOM acnekTe y OOJIBHBIX € MEPEeIOMaMHU IIPOKCUMAIEHOTO
KoHIa 6enpa otMeueHa quHaMuka cHikeHmst MIIK B 3aBucuMocTn ot
yBenu4ueHus Bo3pacra 6oabHbIX. ITK onpenensn ypoBeHb MUHEpAIBHOM
IJIOTHOCTU AMCTAIIBHOTO OT/ENa Jy4eBOW KOCTHOM TKaHU. Z-SCOre -
KOJINYECTBO CTAHJAPTHBIX OTKJIOHEHWH B PAa3HUNE MEXIY CPEIHHM
MOKa3aTelNeM y JIMI[ COOTBETCTBYIOIIETO MOJa M Pachl. AHAmU3
MOTYyYeHHBIX JaHHBIX IIOJBEPrHYTHl AaHAIM3Y, 3aTeM HPOBOIWIN
ompefielIeHHe CPEeJHMX 3HAYCHHH U CTaHAAPTHBIX OTKJIOHEHHI
METO/IOM BapHAlMOHHOW CTaTUCTHKH. [Ipyn aHamms3e pe3ynbTaToB
JICHCUTOMETPUH OTMEYeHO, uTo ypoBeHb MIIK cHmxancs B
3aBHCUMOCTH OT BO3pacTa OOJNBHBIX U AaBHOCTH 3aboneBanus. MIIK y
OONBHBIX HCCIEOYyeMOH Tpymmel B Bo3pacTe oT 60-66 m crapme
OKa3aJ1ach JOCTOBEpHO HIKe. Y 00mbHBIX 35-59 ner MIIK oTknonenne
OT HOPMBI OTMEYATIOCh PEIKE.

[IpuBomgum crnenyrommii mpumep: OompHas K, 1958 r.p., ¢
JIMarHO30M: 3aKPBITHIH IepesioM Ieiiku Oefpa crpaBa CO CMEIICHHEM
KOCTHBIX OTJIOMKOB. [Ipy mocTyrieHun 60IbHON MpeIbsBISIT KaT00BI
Ha Oomu u orpanmdeHue IBwkeHus B obmactu TBC cmpasa. Ilpu
OCMOTpE OTMEYACTCsI Hapy KHasl POTAIHs, IPH UCCIICAOBAHUU CHMIITOM
NPWIKIIIEH  MATKU  [OJOXKUTEeNbHBIH. B penrrenorpamme
Ta300eJPCHHBIX CyCTaBOB B IIPSIMOM MPOSKIMN OTMEYAETCs — MEPEIoM
meliku Oefpa crpasa.

Hencuromerpus mnposenena 20.09.20 23r. mo craHmapTHOM
mporpamme. Ilpu mccnenoBanmu BeisiBneHo cHmkenne MIIK - 1, 3
mokasarenei, T- score — -2,5 u Z-score - -2,3 B 00;1aCTH AUCTAIBHOTO
KOHIIA JTy4eBOHM KOCTH CHIDKEHBI, UTO YKa3bIBaeT Ha 0oJiee BBIPAXKEHBIN
OCTEOIOpPO3. bonpHoi MPOBEJIEHO SHAOINPOTE3UPOBAHUE
Ta300eJpEeHHOr0 CycTaBa pa3paboTaHHOI HamMu MeToauKe. [lanuenTka
ocMmotpena uepes roa nokazarenun MIIK cranu 6mmke k Hopme 1,2. T-
score -1,3 u Z-score -1,2. JIpmxenune u orBenenne TEC He orpanmueHo
, Obomm M Xpomara OTCYTCTBYET, UyBCTBHTEIBHOCTh HE HapyIlIeHa,
KPOBOCHA0XXECHHE COXPAHEHO, KAadeCTBO JKH3HU YIy4IIHIOCh. OTH
MOKa3aTeNn yKaspiBaeT 00 3 peKTHBHOCTH HAIlero MeToaa JeUCHUs.

Taxum 06pa3om, pe3ynbTaThl JEHCUTOMETPHUECKUX HCCIIEJOBAHUH
MO3BOJIMIN CHETIaTh CIIAYIOIINE 3aKJIIOUCHUS: MPH HCCIIEAO0BAHUU
OOJIBHBIX C MEpelIoMaMy MPOKCHUMAIBHOIO KOHIa OEJpEeHHOI KOCTH B
3aBUCHMOCTH OT BO3pacTa HAOMIOMAeTCsl OCTEOmopo3 , JAehopMarus
TOJIOBKH OEAPEHHOH KOCTM M Haluuue CyOXOHAPAIbHOH KHCTHI, a
Takke oTMedaeTcss cHmkeHne MIIK KoHEYHOCTH Ha MOpa)KeHHOU
cropone (T- score u Z-score B cpeaneM = -2,0) B 68,6% ciydaeB , 4To
yare Habmoaanock B Bozpacte 60-66 ner u Boimie (T- score u Z-score
B cpegaeM = -1,2) B 88% cmyuaeB. AHamM3 pe3ysbTaTOB
JICHCUTOMETPHUH TTOKa3all, 4To ypoBeHb cHikeHuss MIIK mo neuenus
OTMEUAJIOCh PE3KOE CHIDKEHHE B 3aBHCHMOCTH OT BO3pacTa GOIBHOTO
u gaBHoctu 3aboneBanus. MIIK y 20 u3 26 G0onbHBIX B OCHOBHOM
rpymnne u 24 u3 28 KOHTPOJBHOW Tpymiie HAaOMIONANOCh CHIDKCHUE
MIIK T- score m Z-score Hmxke -1,5. Takum oOpazom, mpu
CTaTUCTHYECKOM aHAIN3E IOMYYEHHBIX JICHCUTOMETPUYECKHUX JaHHBIX
MEXITy OCHOBHOHM M KOHTPOJIBHOW TPYMIIBI BEISIBIICHO cHIKeHHe MITK
COOTBETCTBEHHO C YBEIMYEHHEM BO3PACTa, NABHOCTU 3a00JICBAHMS.
OTo yKaspiBaeT, 4To 0e3 Harpy3ku Ha HIDKHIOIO KOHEYHOCTH
oTMevaeTcs ycmieHHoe cHikerne MITK

B Bo3pactHOM acmekTe y  OONBHBIX Cc IeperoMaMu
MIPOKCUMAJBHOTO KOHIA O€IpeHHOW KOCTH  OTMEYEHO AWHAMHKA
camxenns MIIK B 3aBHCHMOCTH OT yBEITHUYEHHUS BO3PAcTa OOIBHBIX.
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[IK onpepensinu ypoBeHs MHUHEPATBHON IUIOTHOCTH AWUCTAIBHOTO
OT/ieN1a JIy4eBOM KOCTHBIX TKaHEH. Z-Score - KOIMYECTBO CTaHIAPTHBIX
OTKJIOHGHHH B pa3HUIE MEXIy CpEeIHMM IIOKa3zaTeleM Yy JIHI]
COOTBETCTBYIOIIETO 110JA M PACHL.

AHanu3 TONYYeHHBIX [aHHBIX MOABEPTHYTHl aHAIN3Y, 3aTeM
MPOBOAMIIM  ONpPEZENICHHE CPEAHUX 3HAYEHWH M CTaHJapTHBIX
OTKJIOHEHUI METOJO0M BapHallMOHHON craructuku. llpu anamuze
pEe3yNbTaToB ICHCUTOMETPHUH OTMEUEHO, 4To ypoBeHb MIIK cHmkacs
B 3aBHCHUMOCTH OT BO3pacTa OOJIbHBIX U JaBHOCTH 3aboneBanust. MITK
y OOJNBHBIX HCCIIeoyeMOol Tpymibsl B Bo3pacte oT 60 -66 u crapime
OKa3aJ1ach JOCTOBEPHO HIke. Y 00ibHBIX 3546 ner MIIK oTknonenne
OT HOPMBI OTMEYATIOCh PEIKE.

Takum o00pa3oM, aHanmM3 pe3yabTaToOB ACHCUTOMETPHH
mmokasail, 4ro ypoBeHs cHmkeHust MIIK no nedenus ormedanock peskoe
CHIDKGHHE B 3aBHCHMOCTH OT BO3pacTa OONBHOTO U HAJM4He
0CTEOIOpo3a KOCTEH, IOCIe JICUSHHs MOBBIIIACTCS B 3aBUCUMOCTH OT
aKTUBHOCTH OONBHOTO, T.€. mocTeneHHoi pa3padborku THC u xoap0bt
60JIBHOTO. Ilpm  cratucTuUeckoM  aHaH3e MOy YeHHBIX
JICHCUTOMETPUIECKUX JAHHBIX MEXIy OONBHBIMH  OCHOBHOH H
KOHTPOJIBHOM Tpymiibl oTMedaercst cHmkenue MIIK cooTBeTcTBeHHO ©
YBEIHMUYEHHEM BO3pacTa, HAJIMYHE OCTEOIopo3a KOCTeH B 00macTu
MIPOKCUMATBHOTO KOHIIA OEOPEHHOM KOCTH, a TakKe OT JaBHOCTH
3a0oJeBaHus. JTO yKa3bIBAET, 4To U Oe3 Harpy3ku Ha HK, ormeuaercs
ycuneHnoe cHmkenue 10 JiedeHnst OS5 u Ol Opu10 B OCHOBHOM TpyTIIe
y 20(80%) u B xoHTponmbHOM rpymme 23(87%). Ilocne nmedenus B
ocHOBHO# rpymme 16( 64%)u xouTpomsHON Tpymme 22(83%).0tu
MMOKa3aTelnu YKas3blBalOT 00 3(P(eKTUBHOCTH Jie4eHHS B OCHOBHOM
rpyImme.

MIIK nocie ieueHus MOBBIMANICS B 3aBUCHMOCTU OT aKTUBHOCTH
00BHOTO, T.€ mocTeneHHoH pazpadorku THC u xonp0s1 60mpHOTO. [TpH
HCCIIEIOBAaHUM OONBHBIX C MEPEeIoMaMH HPOKCHUMAIBHOIO KOHIA
OelpeHHOH KOCTH Habmromaercs, AedopMalys TOJOBKH OeIpeHHOMH
KOCTM M HAIMYHE OCTCONEHHM M OCTEOIOpO3a, a TAKXKE BBIIBICHO
camwkenne MIIK koHeuHocTn Ha mopaskenHoi ctopore (T- score u Z-
score B cpenaeM = -1,9) B 54,5% ciy4aeB , 4To Jame HaOIIOKaIO0Ch B
Bo3pacte 60-70 ner (T- score m Z-score B cpemnem = -1,5) B 80%
ciIydaeB , Toclie JieueHue ormedaercs nosermenue (T- score u Z-score
B cpenneM = oT 1,0 mo 1,2) ocHOBHO# rpynme . DTO yKa3bIBaeT, 4YTo
06e3 Harpy3Kd Ha HIDKHIOIO KOHEYHOCTh OTMEYAaeTCsl YCHICHHOE
camxenne MIIK. IloBsimenne nmokasareneit T- score u Z-score mocie
JICYCHHE  3aBUCUT OT AaKTUBHOCTH OOJIHOTO, T.€. IMOCTEIEHHOU
paspadotku ThC 1 xoap061 6OTBEHOTO.

BobiBoabI:

1. INokazarenu MIIK mo e4eHust 0TMEYaIOCh Pe3KO CHIDKCHHE B
3aBUCHMOCTH OT BO3pacTa OOJBHOTO M HAJMYMS OCTEONOpO3a KOCTEH,
TIOCJIE JICYCHUS TTOBBIMIACTCS B 3aBUCUMOCTH OT aKTHBHOCTH OOJIBHOTO,
T.¢ mocteneHHo pa3zpabotku THC 1 xoap061 OOTBEHOTO.

2. Ilokazarenu (T- score u Z-score B cpenHeM = -1,9) no nedenus,
B BozpacTte 60-70 ner B 80% ciaydaeB pe3KO CHIDKEHO, IOCIIE JIEUEeHHE
oTMmevaeTcs nosbiieHne (T- score u Z-score B cpeaneM = ot 1,2 1o 1,8
OCHOBHOHM , KOHTponpHOH Tpymme oT 1,0 mo 1,2).0tu mokaszarenu
YKa3bIBatOT 00 3 (peKTUBHOCTH JICUCHHUSI B OCHOBHOM TPYTITIE.
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2019-yil oxirida Xitoyning Xubey provinsiyasidagi Uxan shahrida JSST va CDC (Centers for Disease Control and Prevention)
yangi turdagi koronavirus aniqlanib, u pnevmoniya holatlarining jadal =~ ma’lumotlariga ko‘ra, COVID-19 bilan kasallangan bemorlar quyidagi
sur’atlarda yuzaga kelishiga sabab bo‘ldi [13]. Virus tez tarqalib, belgilarga ega bo‘lishi mumkin [25]:

dastlab Xitoyda, so‘ngra butun dunyo bo‘ylab epidemiya avj olishiga - Yengil shakl: 81% holatlarda yengil pnevmoniya yoki umuman

olib keldi. 2020-yil fevral oyida Jahon sog‘ligni saqlash tashkiloti  pnevmoniyasiz kechadi.

(JSST) bu kasallikni COVID-19 deb atadi. COVID-19 yoki og’ir - Og‘ir shakl: 14% bemorlarda nafas qisilishi, gipoksiya va o‘pka

darajali o’tkir respirator sindromga sabab bo‘luvchi virus SARS-CoV-  to’qimasining 50% dan ortiq qismining zararlanish kuzatiladi.

2 nomi bilan yuritiladi [15, 29]. - Kritik shakl: 5% holatda nafas yetishmovchiligi, shok, poliorgan
Ushbu virus bilan kasallanish natijasida homilador ayollarda og‘ir  yetishmovchiligi kuzatiladi.

pnevmoniya rivojlanish ehtimoli yuqori bo‘lib, ularning 22-30% - O‘lim darajasi: o‘rtacha 2,3% ni tashkil qildi, ammo kritik holatda

reanimatsiya va intensiv terapiya bo‘limlariga yotqiziladi. 15-26%  bo’lmagan bemorlarda o‘lim kuzatilmagan.

holatlarda  respirator distress sindromi rivojlanishi mumkin. Klinik kechishi. Umumpopulyatsiyada COVID-19 ning eng ko’p

Kasalxonaga yotqizilgan homilador ayollar orasida o‘lim holati 4-15%  uchraydigan jiddiy klinik belgilardan biri bu pnevmoniya hisoblanadi,
ni tashkil etishi mumkin. Olingan ma’lumotlarga qaraganda o’lim  va bu birinchi o’rinda tana haroratining ko’tarilishi, yo’tal, nafas qisishi
holatining umumiy koeffisienti 1% ni tashkil etdi [19]. hamda o’pkalarda bilateral infiltratlar bilan namoyon bo’ladi. COVID-

Bu kasallikning inkubatsiya davri 2 kundan 14 kungacha bo’lib, 19 ning boshqa virusli respirator infeksiyalardan farqli spetsifik klinik
o‘rtacha 57 kunni tashkil etadi [22]. Umumpopulyatsiya orasida klinik  belgilari aniglanmadi.

belgilar yengil shakldan tortib og‘ir kritik holatlargacha o‘zgarishi COVID-19 bilan kasallangan homilador ayollarda odatda quyidagi
mumkin. Ammo aksariyat holatlarda kasallik og‘ir shaklda kechmaydi  simptomlar kuzatiladi: isitma (99% holatlarda), holsizlik (70%), quruq
[31, 34]. yo‘tal (59%), ishtaha yo*qolishi (40%), mushak og‘rig‘i (35%), balg’am
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ajralishi (27%), kam uchraydigan belgilarga bosh og‘rig‘i, tomoq
og‘rig‘i, burun bitishi va rinoreya kiradi. Ayrim bemorlar nafas olish
tizimi tomonidan namoyon bo’ladigan simptomlardan tashqari
oshqozon-ichak traktining buzilishlari bilan bog’liq shikoyatlarni
bildirishi mumkin (masalan, ko’ngil aynishi va diareya) [8]. Ba’zi
holatlarda esa yuqoridagi klinik simptomatikaga es-xushining karaxtligi
(9%), bosh og’rig’i (8%), qon aralash qayt qilish (5%) va yurak urib
ketishi (11%) belgilar qo’shilishi mumkin [11].

Kasallikning simptomlarsiz kechadigan turi hagida ham
ma’lumotlar mavjud, ammo kasallikning bu turning uchrash chastotasi
aniq bo’lmagancha qolmoqda [9].

Umumpopulyatsiyadagi boshqa bemorlar singari homilador ayollar
ham yengil yoki o’rta darajadagi gripp yoki o‘tkir respirator
kasalliklarga o‘xshash simptomlar bilan shifokorga murojaat qilishadi.
Ular, aynigsa, og‘ir pnevmoniya va gipoksiya rivojlanish xavfi yuqori
bo‘lganligi sababli sinchkovlik bilan nazorat qilinishi lozim.

Pnevmoniyaning bu turi qariyalarda, qandli diabed, onkologik
kasalliklar, o’pka kasalliklari bilan kasallangan immunodefitsit
holatidagi bemorlarda ko’proq uchraydi, shuningdek homiladorlarda
ham ehtiyotkorlikni talab etadi. Homiladorlar uchun absolyut xavf
darajasi sezilarli bo’lmasa ham kasallikning og’ir darajasini 0’z vaqtida
tashxislash va talab etiladigan tibbiy yordam va davolash muolajalarini
kechiktirmasdan o’z vaqtida amalga oshirish lozim [5, 21].

COVID-19 tashxisi klinik simptomlar va laboratoriya natijalariga
asoslangan holda qo‘yiladi. Asosiy diagnostik belgilar: isitma, tana
haroratining ko’tarilishi, umumiy holsizlik, mushak og‘rig‘i, quruq
yo‘tal, nafas qisishi. Ba’zan burun bitishi, rinit, tomoq og‘rig‘i, qon
tupurish, diareya kabi simptomlar ham kuzatilishi mumkin. Qon
tahlilida kasallikning boshlang’ich bosqichlarida leykotsitlar soni
normada yoki biroz kamayishi mumkin, limfopeniya kuzatilishi ham
mumkin. C-reaktiv ogsil (CRP) ning yuqoriligini ko’rishimiz mumkin.
Ayrim bemorlarda trombotsitopeniya, jigar fermentlari va kreatin
fosfokinaza migdorining oshishi kuzatiladi [23].

Virusli pnevmoniya tashxisini tasdiqlash yoki inkor gilish uchun
eng qimmatli instrumental tekshirish usullaridan biri ko’krak qafasining
kontrastsiz kompyuter tomografiyasi (KT) hisoblanadi. Bu tekshirish
usulini barcha shubhali holatlarda amalga oshirish lozim, chunki bunda
homila uchun xavf darajasi minimal hisoblanadi. COVID-19
pnevmoniyasini tashxislashda KT tekshiruvining sezuvchanligi ya’ni
informativligi polimeraz zanjirli reaksiya (PZR) usulidan ham yuqori
(98% ga nisbatan 71%) ekanligi tasdigqlangan [18]. Homiladorlarda
COVID-19 bo’lgan holatlarning ko’pchiligida virusli pnevmoniyaning
radiologik belgilari aniglanadi. Virusli pnevmoniyaning asosiy belgisi
“muzli oyna” ko’rinishidagi infiltratning bo’lishi hisoblanadi.

COVID-19 ning laborator tashxislanishi uchun PZR wusuli
qo’llaniladi. Laborator tekshirish usullarini o’tkazish uchun asosiy
materiallar bu burun-halqum va/yoki og’iz-halqumdan olingan surtma
xizmat qiladi [10, 14]. A. D. Sutton et al., (2020) tomonidan Nyu-
Yorkda o’tkazilgan tadgiqot davomida 33 nafar homiladorlikning oxirgi
muddatlarida  bo’lgan  ayollar SARS-CoV-2  virusi  bilan
infitsirlanganligi aniqlandi, asosan ularning 29 nafarida kasallikning
yaqqol klinik simptomatikasi kuzatilmadi [17, 30].

Shunday qilib, homiladorlik davrida SARS-CoV-2 virusi bilan
infitsirlangan homiladorlarda COVID-19 ning klinik kechishi
homilador bo’lmagan ayollardan deyarli farq qilmaydi va tana
haroratining ko’tarilishi, giyin ajraluvchi balg’am bilan yo’tal, ko’krak
qafasida og’riq, ba’zida esa diareya belgilari bilan namoyon bo’ladi.
Qonning umumiy taxlilida limfopeniya, S reaktiv ogsil (SRO), aspartate
aminotransferaza ~ (AST), alanine  aminotransferaza  (ALT)
ko’rsatkichlarining ortishi kuzatiladi. Nurli diagnostika usullaridan
foydalanilganda bir tomonlama yoki ikki tomonlama “muzli oyna”
tipidagi infiltrate o’choqlari aniglanishi mumkin, bu ham homilador
bo’lmaganlardan farq gilmaydi.

COVID-19 bo’lgan homiladorlarda gemostaz tizimi. COVID-19
ning og’ir turlarida koagulyatsiyaning o’zgarishi asosan D-dimer va
fibrinogen darajasining ortishi bilan xaraktarlanadi, bu esa tromboz va
aynigsa o’pka arteriyalarining tromboemboliyasi xavfini oshirishi
mumkin. “COVID-19 kasalligining kechishi qonning tomir ichida ivish
jarayoniga bevosita bog’liq” — deb gemostaziologiya yo’nalishida
yetakchi akusher-ginekolog A.D. Makatsariya o0’z intervyusida
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ta’kidlaydi [11]. COVID-19 birinchi o’rinda pastki nafas yo’llarining
infitsirlanishini chaqirib, yo’tal, isitma, nafas yetishmasligi va letargiya
bilan namoyon bo’lishiga gqaramasdan, yurak-qon tomir va immune
tizimi tomonidan ham bir yoki bir nechta organlarning
yetishmovchiligi, disseminirlangan tomir ichi qon ivishi sindromi
(DVS) kabi asoratlar ham kuzatilishi mumkin [4]. Homilador
ayollarning koagulyatsion tizimiga virusning ta’siri haqidagi
ma’lumotlar yetarli emas, shu qatorda koronavirusning boshga
shtammlari — og’ir o’tkir respirator sindrom (SARS) va yaqin sharq
respirator sindromi (MERS) bilan infitsirlangan ayollarda ham qon ivish
tizimining o’zgarishlari kuzatiladi [6, 20, 32]. COVID-19 sababli
Virxov uchligining buzilishi hamda homiladorlik davridagi normal
fiziologik o’zgarishlar ayol organizmida arterial, venoz va platsentar
tromblar hosil bo’lish xavfini oshiradi, bu holatni antitrombotik
farmakologik dori vositalari, shuningdek virusga qarshi, yallig’lanishga
qarshi dori vositalar yordamida nazorat qilib borish mumkin.

Homiladorlik davridagi tabiiy fiziologik o’zgarishlarning 0’zi ham
homilador ayollar qonida giperkoagulyatsiya holatini keltirib chigaradi.
Bu esa 0’z navbatida qon ivish tizimi omillari ko’rsatkichlarining (VII,
VIII va X omil, Villebrand omili (vWF), D-dimer, C-reaktiv ogsil va
fibrinogen) ortishiga olib keladi. Shu bilan birga fibrinoliz jarayoni
ingibitorlarining miqdori ham ortadi. Shuningdek, Protrombin
vaqtining (PV) uzayishi va/yoki faollashgan qisman tromboplastin
vaqtining (AChTV) uzayishi, hamda C ogsili darajasining va
faollashgan C ogsiliga nisbatan turg’unlikning pasayishi kuzatiladi, bu
holat aynigsa homiladorlikning ikkinchi va uchinchi trimestrlarida
kuchayadi, natijada omillar koagulyatsiyani ingibirlay olmaydi.
Homilador ayollar organizmida yuz beradigan anatomic o’zgarishlar
ham muhim ahamiyatga ega, masalan, homiladorlik hisobiga
kattalashgan bachadonning chanoq venalarini bosishi hisobiga
oyoqlarda qon aylanishining buzilishi sodir bo’lishi mumkin. Buesa 0’z
navbatida venoz qon dimlanishi natijasida qon laxtalarining —
tromblarning hosil bo’lishiga olib keladi [6, 27]. Shuning uchun,
COVID-19 tashxisi bilan gospitalizatsiya qilingan bemorlarda
trombotsitlar sonini, prothrombin vaqtini va/yoki faollashgan gisman
tromboplastin vaqtini, D-dimer va fibrinogen miqdorini qat’iy nazorat
qilib borish tavsiya qilinadi.

O’tkir respirator viruslarning endothelial hujayralarga invaziyasi
endothelial hujayralarning zararlanishiga, fibrinolitik funksiyasining
buzilishiga hamda tromblar hosil bo’lishiga sabab bo’ladi, buning
natijasida esa VWF omilining ko’p miqdorda ajralishi kuzatiladi [3, 17].
Endoteliy qavatining himoya funksiyasining yo’qotilishi qon laxtalarini
eritish tizimining suayishiga sabab bo’ladi, bunda giperkoagulyatsiya
holati yanada kuchayishi yuz beradi. Shu bilan birga, COVID-19
kasalligida tomir ichida fibrin yig'ilishi ham kuchayadi, buning
natijasida qonning yopishqoqligi ortadi va qon aylanishining
sekinlashishi yuzaga keladi. Keltirilgan ma’lumotlarning barchasi shuni
tasdiglaydiki, COVID-19 tromblar hosil bo’lishi va tromboemboliya
rivojlanishi uchun xavf omili sifatida xizmat qilishi mumkin [4, 7].

COVID-19 bilan kasallangan bemorlar qonida neytrofiliya,
leykositoz, prothrombin vaqtining uzayishi hamda interleykinlar: IL-6
va IL-8 miqdorining ortishi, D-dimer darajasining oshishi kuzatiladi.
Neytrofillarning limfotsitlarga nisbati (NLR) kasallikning kelajakda
qanday kechishi haqidagi prognostic omil sifatida xizmat qilishi
mumkin (NLR <3,13 bo’lsa xavf darajasi past, >3,13 bo’lsa xavf
darajasi yuqori hisoblanadi) [12, 24]. Koronavirus infeksiyasi bilan
bog’liq koagulopatiya kasallikning boshlang’ich bosqichlarida DVS-
sindrom  belgilarisiz ~ giperkoagulyatsiya  rivojlanishi  bilan
xarakterlanadi. D-dimer ko’rsatkichining ortishi, trombotsitlar
miqdorining biroz kamayishi (trombotsitlar sonining <150*10%/1
bo’lishi 70-95% bemorlarda kuzatiladi), PV ning biroz uzayishi,
fibrinogen (“yallig’lanishning o’tkir fazasi ogsili”’) miqdorining ortishi
sodir bo’lishi mumkin. Shu bilan birga antitrombin III konsentratsiyasi
80% gacha pasayishi mumkin, C ogsilining konsetratsiyasida esa
deyarli 0’zgarish kuzatilmasligi mumkin [5, 26].

Koronavirus infeksiyasi tomonidan chagirilgan pnevmoniyalarda
koagulopatiya kuzatilganida fibrin va trombotsitlar parchalanishining
odatiy belgilari kuzatilmaydi. Shuningdek, mikroangiopatoya belgilari
ham bo’lmaydi [12, 14].
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Agarda infeksion jarayonning og’ir turdagi kechishi kuzatilsa, qon
ivish  tizimining ikkilamchi faollashuvi sodir bo’ladi va
antikoagulyatsion tizimi endogen mexanizmining bu jarayon bilan
kurashishga kuchi yetmaydi, generalizatsiyalashgan o’tkir yallig’lanish
reaksiyasi esa qon tomirlar endoteliysining shikastlanishiga olib keladi,
buning natijasida esa o’tkir DVS-sindrom, gipoksiya, to’qimalar
ishemiyasi, hayotiy muhim organlar funksiyasining buzilishlari,
oqibatda poliorgan yetishmovchilik rivojlanishiga olib keladi [1, 24].
Yangi turdagi koronavirus infeksiyasi bilan kasallanib, so’ngra
tuzalganlar orasida disseminirlangan tomir ichi qon ivish sindromi
faqatgina 0,6% holatlarda aniglangan, bu kasallik natijasida o’gan
bemorlar orasida esa bu sindrom 71,4% holatlarda kuzatilgan [18]. V.
Bitsadze va hammualliflar (2020) koronavirus infeksiyasi bilan
kasallanish jarayonida rivojlangan DVS-sindromning patogenezini
o'rgandi [2, 5, 28]. Bu bir-biri bilan uzviy bog’liq bo’lgan 3 ta
jarayondan iborat: virusning qon tomirlar endoteliysiga sitopatik
shikastlovchi ta’siri, “sitokinli shtorm” — Villebrand omillarining ajralib
chiqishi, natijada qon ivish tizimining ichki hamda tashqi
yo’nalishlarining faollashuvini stimullanishi, hamda mayda qon

Foydalanilgan adabiyotlar:

tomirlarning shikastlanishi bilan tizimli vaskulitning yuzaga kelishi
[23].

Xulosa. Yuqorida keltirilgan ma’lumotlardan kelib chigqan holda
xulosa tarigasida shuni ta’kidlash mumkinki, koronavirus infeksiyasi
sababli gospitalizatsiya gqilingan bemorlarda D-dimer, fibrinogen,
trombotsitlar soni va prothrombin vaqtini nazorat qilib borish ushbu
bemorlar uchun prognostic kriteriy sifatida xizmat qilishi mumkin.
Gemostaz tizimidagi buzilishlarni va trombotik asoratlar (koronavirus
infeksiyasi bilan infitsirlangan bemorlar orasida tromboembolik
asoratlar 27% dan 69% gacha holatlarda kuzatilishi mumkin) yoki
gemorragik  asoratlar  xavfini aniqlash  uchun, shuningdek,
mikrosirkulyator qon aylanish tizimida trombofiliya yoki poliorgan
yetishmovchiligi rivojlanishi xavfini oldindan aniqlash magsadida D-
dimer, fibrinogen, trombotsitlar soni, PV, EChT, C-reaktiv ogsil,
laktatdegidrogenaza, triglitseridlar, ferritin kabi ko’rsatkichlarni nazorat
qilib borish muhim ahamiyatga ega hisoblanadi. Ushbu holatlarning
asosiy va mavjud davosi hamda asoratlarning oldini olish uchun xizmat
qiluvchi asosiy vosita bo’lib, past molekulali geparinlar hisoblanadi.
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Dolzarblik:  Olimlarning  izlanishlari  shuni  ko’rsatadiki
qarindoshlik nikohining bo’lishi genlarning dominant yoki monogen
holatda o’tishiga olib keladi, mezonefral va paramezonefral
kanallarning  rivojlanishdagi  buzilishlari  hisobiga reproduktiv
organlarning turli xil nugsonlari uchramoqda [1; C. 352-357, 2; C. 48-
69, 3; C. 47-50].

Reproduktiv organlarning tug’ma nugsonlari rivojlanishida yaqin
qarindoshlik nikohi asosiy omillardan biri hisoblanadi [4; C. 465-471,
5; C. 138-148, 6; C. 1-14]. Bachadon nugsonlari har 1000 tadan 1ta
o’smir qiz00da aniqlanib, bu holat reproduktiv yoshdagi 3,2% ayollarda
ham uchramoqda [7; C. 8-14, 8; C. 62-65]. Olimlarning tahlillariga
ko’ra bachadon nugsonlari 30-35% reproduktiv yoshdagi bepushtligi
bo'lgan ayollarda aniqlangan. Bundan tashqari ushbu holat patalogik
tug'ruq o'tkazgan 17% ayollarda ham aniglangan [9; C. 9-10, 10; C. 21-
25]. Tadqiqotchilarning aniqlashicha 55% bepushtlik va homilador
ayollarning 44-90% I-II tremestridagi reproduktiv yo’qotishlar ikki
shoxli bachadoni bo’lgan ayollarda kuzatilgan [11; C. 1-7, 12; C. 52-
53]. Olimlarning ta’kidlashiga ko’ra ayollarning 11-32% dagi
bepushtlik bachadon nugsonlari sababli yuzaga kelgan va ushbu
ayollarda patalogik homiladorlik 23dan 86% gacha o’zgarib turishini
aniqlagan [13; C. 10-15, 14; C. 63-67]. Hozirgi kunda reproduktiv
tizimida nugsoni bo’lgan ayollar akusher ginekologlar uchun katta
muammo bo’lib kelmoqda va buning oqibatida bepushtlik, I-1I
tremestrlarda reproduktiv yugqotishlar,muddatdan oldin va patologik
tug’ruglarning yuqori chastotasi rivojlanmoqda. Shunday qilib buning
yuqori dolzarbligi muammolar va wularni hal etish zaruriyati
tadqiqotimizning magsadini belgilab berdi.

Qarindoshlik nikohi epidimiologiyasi

Oilalar umumiy ajdoddan kelib chiqqan shaxslar o'rtasidagi nikoh
qarindoshlik nikoh deb ataladi. Qarindoshlik nikoh ikki darajada
o'rganiladi: Birinchi darajali qarindoshlik nikohlar (amakivachchalar
orasidagi nikohlar) — bu ota-onalari aka-uka yoki opa-singil bo'lgan
juftlar o'rtasidagi nikohlar, va ikkinchi darajali qarindoshlik nikohlar —
bu buva-buvilari aka-uka yoki opa-singili bo'lgan juftlar o'rtasidagi
nikohlar deb ataladi [15; C. 122-130, 16; C. 2].

Dunyoning eng yuqori qarindoshlik nikohlar darajasiga ega bo'lgan
mamlakatlar Yaqin Sharq mintagasida joylashganligi ma'lum [17; C.
185-192]. Bizning mamlakatimiz ham ushbu mintagada joylashgan
bo'lib, bu yerda qarindoshlik nikohlar darajasi 24% deb aniglangan va
mamlakatimizda qarindoshlik nikohlar darajasi tadqiqotlarda juda
yugqori ekanligi qayd etilgan [18; C. 36-41, 19; C. 23-28, 20; C. 58-74].
Mamlakatimizdagi mintaqalarga qarab, qarindoshlik nikohlar darajasi
Janubi-Sharqiy Anatoliya mintaqasida 43%, O'rta yer dengizi
mintaqasida 32% va Markaziy Anatoliya mintaqasida esa 25% ni tashkil
etadi. Bundan tashqari, mamlakatimizda yoshligida turmush quradigan
va past ta'lim darajasiga ega bo'lgan odamlarda qarindoshlik nikohlar
keng targalganligi qayd etilgan [21; C. 64-68, 22; C. 25-35, 23; C. 253,
24; C. 846-855].

Dunyo aholisining 20% qismi qarindoshlik nikohini qo’llab
quvvatlaydilar [25; C. 431-437, 26; C. 249-258]. Ayrim mamlakatlarda
yoshlarning turmush qurishini ota-onalari qaror qabul gilishgan. Lekin
hozirgi vaqtga kelib ayollarning ta’lim olish darajasining oshishi va ota-
onalarining farzandlariga bergan erkin tanlovlari hisobiga turmush
o’rtog’ini o’zlari tanlay olish imkoniyati oshgan [ 27; C. 171-180, 26;
C. 249-258].

100 dan ortiq ilmiy tadqiqotlarning natijalarini o'rganish va jamlash
hisobiga qarindoshlik nikohi an’anaviyligi aniqlangan [28; C. 321-329,
29; C. 2]. Shunga ko’ra ushbu holat quyidagicha tasniflangan:
qarindoshlik nikohi 1% dan kam aholi; 1% dan 10% gacha bo’lganlar;
20% dan yuqorilar va qarindoshlik darajasi no’malum aholi sinflariga
bo’lishgan. Ushbu sinflarga ko’ra dunyo aholisi bo’linishi quyidagicha
bo’ladi: 1% dan kam garindoshlik nikohi mavjudlar 1,061 milliardni;
1% dan 10% gacha - 2,814 milliard; 20% dan yugqori - 991 million va
qarindoshlik darajasi no’malum aholi 1,064 milliardni tashkil gilgan.

Hozirgi kunda qarindoshlik nikohini baholash shuni ko’rsatadiki
gon-qarindoshlik nikohi din, madaniyat, etnik guruhlar va yashash
hududiga qarab o’zgaradi. Shunga ko’ra, g’arb mamlakatlarida ushbu
holatning juda pastligi aniqlangan, masalan, G’arbiy Avstraliyada bu
ko’rsatkich 0,23%, inbreedlik koeffitsienti esa 0,00009 ni tashkil gilgan
[29; C. 616-630], AQShda esa 0,1-0,2% va 0,0001; Buyuk Britaniyada
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0,2-0,4% va 0,0001-0,0003[ 28; C. 321-329]. Ushbu holat Shimoliy
Afrika, Yaqin Sharq va G’arbiy Osiyo mamlakatlarida ham aniqlangan,
aynigsa, Islom dini hukmron bo’lgan jamiyatlarda qarindoshlik nikohi
yugqori darajadalarda uchraydi. Shu davlatlarda qarindoshlik nikohi 20%
dan 50% gacha kuzatilgan [30; C. 31-39, 31; C. 16-25]. Ayrim arab
mamlakatlarida qarindoshlik nikohi barcha nikohlarning yarmini tashkil
qiladi , masalan, Sudanda 65% ayollar qarindoshlari bilan nikoh
qurganlar, Saudiy Arabistonda 57,7%, Birlashgan Arab Amirliklarida
esa 50,5% [29; C. 2]. Yevropa, Shimoliy Amerika va Avstraliyada esa
bunday turdagi nikohlar asosan Pokiston, Turkiya, Shimoliy Afrika va
Livandan kelgan muhojirlar o'rtasida uchraydi [32; C. 73-81, 33; C.
314-321, 34; C. 359-363]. Hindistonning janubiy shtatlarida olib
borilgan tadqiqotlar ham qarindoshlik nikohlarining nisbatan yuqori
tarqalishini ko'rsatadi [35; C. 313-319].

Qarindoshlik nikohi keng tarqalgan bo’lsa ham oxirgi o’n yillikda
ushbu ko’rsatkich dinamikasi pasayganligiga guvoh bo’lamiz. So‘nggi
40 yil ichidagi qarindoshlar o‘rtasidagi nikohlarni o‘rganish natijalari
shuni ko‘rsatdiki, Eron misolida yaqgin qarindoshlar o‘rtasidagi
nikohlarning tez-tez uchrashi 1980-yillarning boshidagi 40,5% dan
2000-2005 yillarda 31,3% gacha kamaygan. Bahraynda bu ko‘rsatkich
1990 yilda 39,4% bo‘lgan, 1998 yilda 24% ga, 2009 yilda esa 6,8%
gacha kamaygan [26; C. 249-258]. Iordaniyada esa bu ko‘rsatkich 1990
yildan 2007 yilgacha 56,8% dan 39,5% gacha va 2012 yilga kelib 34,6%
gacha qisqargan [36; C. 911-933]. Falastin hududlarida (Iordan
daryosining g‘arbiy qirg‘og‘i va G‘azo sektori) yaqin qarindoshlar
o‘rtasidagi nikohlar soni biroz kamaydi: 1983 yilda 54,1% bo‘lgan
ko‘rsatkich 1993-1996 yillarda 42,1% gacha, 2004 yilda esa 36,4%
gacha pasaydi . Omandagi holat ham o‘xshash bo‘lib, 1995 yilda
qarindoshlar o‘rtasidagi nikohlar ulushi 54,3% ni tashkil etgan bo‘lsa,
2000 yilda 51,6% ga, 2008 yilda esa 49,3% gacha (95% ishonch oraliq
(I0):  46,0-56,2%) kamaydi. Bunda nikohlarning  43,0%
amakivachchalar o‘rtasida tuzilgan

Ayni paytda, Qatarda qarindoshlar o‘rtasidagi nikohlar soni oshgan:
2004 yilda bu ko‘rsatkich 41,8% dan 54,0% gacha o°sdi, inbriding
koeffitsienti esa 0,01913 dan 0,02706 gacha ko‘tarildi. Hozirgi kunda
qarindoshlik nikohining eng keng targalgan shakli amakivachchalar
o’rtasidagi nikoh hisoblanib kelinmoqda. Ushbu nikohda er-xotin
o’zlarining 1/8 genini umumiy ajdoddan olishi aniqlangan. Shu sababli,
amakivachchalar o‘rtasidagi nikohlarda inbriding koeffitsienti 1/16 ga
teng bo’ladi. Masalan, Yaman misolida, qarindoshlar o‘rtasidagi
nikohlarning umumiy ulushi 44,7% ni (95% 10: 41,7-47,7%) tashkil
qilib, inbriding koeffitsienti 0,02442 ga teng bo‘lgan, bunday
nikohlarning 71,6% amakivachchalar o‘rtasida nikoh tashqil qgiladi [37;
C. 23-24]

Qarindoshlik o’rtasidagi nikohning nisbiy xavfi shuni ko’rsatadiki,
agar er yoki xotinning ota onasi qarindoshlik nikohida bo’lsa ushbu xavf
1,56 ni, agar har ikkala ota ona qarindoshlik nikohida bo’lsa bu xavf
1,96 bo’lishi aniqlandi..

Birog, yaqin qarindoshlar o'rtasidagi nikohlarning tarqalishini
baholashda, bu ko'pincha yomon iqtisodiy holat, ta'limning
yetishmasligi va ijtimoiy ta'minotning past darajasi bilan izohlanadi.
[26; C. 249-258].

Qarindoshlik nikohidan tug’ilgan qizlarning reproduktiv
tizimidagi o’zgarishlar

Qarindoshlik nikohi jamiyatda resessiv meros bo'ladigan kasalliklar
va tug'ma nugsonlarning yuzaga kelishida katta rol o'ynaydi.
Shuningdek, u bepushtlik, o'lik tug'ilishlar, tabiiy tushishlar, bolalar
o'limi, chaqaloqlar o'limi va tug'ma deformatsiyalar kabi holatlarning
yuzaga kelishidagi eng katta omil hisoblanadi. Qarindoshlik nikohi
jamiyatda resessiv meros bo'ladigan kasalliklar va tug'ma nugsonlarning
yuzaga kelishida katta rol o'ynaydi. Shuningdek, u bepushtlik, o'lik
tug'ilishlar, tabiiy tushishlar, bolalar o'limi, chagaloglar o'limi va tug'ma
deformatsiyalar kabi holatlarning yuzaga kelishidagi eng katta omil
hisoblanadi [15; C. 122-130].

J.A.Xojamurodova va hamkasblari olib brogan tadqiqotga ko’ra
qarindoshlar o'rtasidagi nikohlarda reproduktiv organlarining tug'ma
nugsonlari uchrash tezligi aniqlangan va bu ko'rsatkich 39,0% ni tashkil
qilgan. Yagqin qarindoshlar o'rtasidagi nikohlarda tug'ma nuqsonlarining
uchrash nisbati yuqori (70,4%) ekanligi aniglangan. Tug'ma
nugsonlarning tezligi tug'ish soni va akusherlik anamnezidan qat'iy
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nazar farq qilmaydi. Tug’ilish navbatida bog’liqlik mavjud bo’lib u
quyidagicha: birinchi bola tug’ilganda nugsonlar uchrash darajasi
42,3% ni tashkil gilgan, ikkinchi bola tug’ilganda bu ko’rsatkich 30,2%
ga, uchinchi bola tug’ilganda 15,4% ga, to’rtinchi bola tug’ilganda esa
7,1% ga kamaygan.

Ushbu tadqiqot ishtirokchilari jinsiy organlar va siydik chiqarish
tizimining rivojlanish nugsonlariga ko’ra 5 ta klinik guruhga bo’lingan.
Bemorlar soni 182 tani tashkil gilgan. Vaginal tug‘ma nugsonlar, I
guruh 29 (15,9%). Hayz faoliyatining buzilishi faol bo‘lgan bachadon
bilan: 13 (7,1%). Qizlik pardasining to‘liq atreziyasi 8 (4,4%). Qizlik
pardasining noto’liq atreziyasi 5 (2,7%). Qindagi ko’ndalang to’siq 16
(8,8%). Qinning pastki uchligida 8 (4,4%). Qinning o‘rta uchligida 5
(2,7%). Qinning yuqori uchligida 3 (1,6%). Bachadon va bachadon
bo‘yni tug‘ma anomaliyalari. II guruh - 86 (47,3%) bemorlar.
Egarsimon bachadon 43 (23,6%). Ikki shoxli bachadon 23 (12,6%),
bitta shoxli bachadon 8 (4,4%). Ikkita bachadon 4 (2,2%). Rudimental
faol bachadon 5 (2,7%). Ikkita bachadon bo‘yni 3 (1,6%). Mayer-
Rokitansky-Kuster-Hauzer sindromi. III guruh 22 (12,1%). Jinsni
shakllanishining buzilishi. IV guruh (4,9%). Ayolning soxta
germofroditizmi 5 (2,7%). Erkakning soxta germofroditizmi 4 (2,2%).
Ayirish tizimi va jinsiy organlarining birlashgan tug‘ma anomaliyalari.
V guruh 36 (19,8%). Ayirish tizimi va jinsiy organlarining birlashgan
anomaliyalari 22 (12,1%). Jinsiy organlarning birlashgan anomaliyalari
14 (7,7%).

Mayer-Rokitansky-Kuster-Hauser sindromining uchrash chastotasi
yaqin qarindoshlar orasidagi nikohda uzoq qarindoshlar orasidagi
nikohga nisbatan 5 baravar yuqori ekanligi e'tiborni tortadi: yaqin

Adabiyotlar ro’yxati:

qarindoshlar orasida 22,7%, uzoq qarindoshlar orasida esa 4,5%
(p<0,05); bachadon va bachadon bo'yni anomaliyalarining uchrash
chastotasi yaqin qarindoshlar nikohida uzoq garindoshlar nikohiga
nisbatan 2,4 baravar yuqori: 23,6% va 9,8%, mos ravishda (p<0,01);
siydik va tanosil tizimning birgalikda tug‘ma anomaliyalari yaqin
qarindosh nikohida uzoq qarindosh nikohiga nisbatan 3 baravar yugqori:
25,0% va 8,3% holatlar, mos ravishda (p>0,05).

Reproduktiv organlar tug‘ma nugsonlarining yuqori uchrash
chastotasi qarindoshlar orasidagi nikohda 39,0% ni tashkil qgiladi. Yaqin
qarindoshlar orasidagi nikohlarda reproduktiv organlarning tug‘ma
nugsonlarning ulushi 70,4% ga tengligi aniqlangan. Tug‘ilish navbatiga
bog‘liglik ham aniglangan [10; C. 21-25]

Shunga ko’ra, Sog'ligni saqlash tizimlariga bo'lgan yukni
kamaytirish va mavjud diagnostika, maslahat berish hamda davolash
imkoniyatlarini to'ldirish uchun keng ko'lamli jamoat ta'limi dasturlari
zarur. Hukumat nikohdan oldin tekshiruvlarni o'tkazish uchun gat'iy
qonunlar joriy etishi kerak. Qon gardoshlik nikohlarini nazorat qilish
ehtimoli yuqori bo'lganligi sababli, tadqiqot oldini olish bo'yicha aniq
ko'rsatmalar beradi. Sog'ligni saqlash organlari, tibbiyot xodimlari,
genetik  maslahatchilar va akademiklar, jamiyatni kengroq
tarbiyalashda, qon qardoshlik nikohlarining ijtimoiy, madaniy va
iqtisodiy foydalari bilan solishtirganda, avlodlarga genetik xavflarning
oshishi nuqtai nazaridan uning salbiy ta'sirini hisobga olishlari kerak.
Juda ko'p qon qardoshlik nikohlari mavjud bo'lgan jamoalarda, birinchi
tibbiy yordam ko'rsatuvchi mutaxassislar, qon qardoshlik nikohidagi
juftliklarga ta'sirlangan avlodlar tug'ish xavfini kamaytirish uchun aniq,
ilmiy asoslangan ko'rsatmalarga ega bo'lishi muhimdir [38; C. 2]
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Dolzarblik: Buyrak usti bezining tug’ma disfunskiyasi (BUBTD) —
bu irsiy kasallik bo'lib, 95% hollarda CYP 21 geni mutatsiyalari bilan
bog'liq bo’lib, steroid gormonlarining biosintezi uchun zarur bo'lgan
fermentlar defitsiti glukokortikoidlar ishlab chiqarilishini kamaytiradi,
bu esa gipofizning AKTG sekretsiyasini kompensator tarzda oshiradi va
natijada buyrak usti bezining po’stlog’ining gipertrofiya qilishiga olib
kelib, autossomal-retsessiv tipda irsiylanadigan kasalliklar guruhi
bo‘lib, ular kortizol va/yoki aldosteron sintezida ishtirok etadigan
fermentlar yoki transport ogsillaridan birining defekti natijasida yuzaga
keladi. To'liq fermentativ faoliyatning yo'qolishi koritizol va aldosteron
defitsiti bilan bog'liq bo'lgan tuz o'zgaruvchi kasallikni keltirib chiqarib,
ferment faoliyatining gisman kamayishi virilizatsiya shaklini, asosan
koritizol defitsiti bilan shakllantiradi. Tug'ma buyrak usti bezlarining
gipoplaziyasi — buyrak usti bezlarining kam rivojlanganligining kam
uchraydigan shakli bo'lib, u sporadik, autosomal-retsessiv va X bilan
bog'liq bo'lib, yangi tug'ilganlarda tuz yo'qotish sindromi sifatida
namoyon bo'ladi. Ushbu patologiya asosan 0'g'il bolalarda uchraydi va
DAXI1 geni (XX 21 xromosomada) mutatsiyasi bilan bog'liq bo'lib, u
gipotalamus va gipofizda yadroviy gormonal retseptorlarni sintez
qilishda ishtirok etadi. X bilan bog'liq tug'ma buyrak usti bezlarining
gipoplaziyasi ko'pincha Dyushen mushak distrofiyasi va gliserinkinaza
yetishmovchiligi bilan birga keladi. Bu kam uchraydigan sindrom
bo'lib, ichki rivojlanish kechikishi, metafizik displaziya, buyrak usti
bezlarining tug'ma gipoplaziyasi va siydik jinsiy tizimining rivojlanish
anomaliyalarini (0'g'il bolalarda) o'z ichiga oladi. Kasallikning klinik
tasviri homilador ayollarni skrining tekshiruvi orqali aniqlanadi. Bu
turli skelet anomaliyalarini (odatda suyaklarning gipoplaziyasi,
metafizik va epifizik displaziya turli darajadagi og'irlikda), o'sishning
kechikishini o'z ichiga oladi [11].

Ko'plab bolalar tug'ilgandan keyin ham o'z tengdoshlari bilan
solishtirganda sezilarli darajada pastroq o'sishda davom etadilar. Ba'zi
bemorlarda patologik umurtqa pog'onasining egilishi yoki jiddiy
osteoporoz kuzatiladi. Tug'ma buyrak usti bezlarining yetishmovchiligi
odatda chaqgalogning birinchi oyida Addison krizisidan namoyon
bo'ladi, ammo ba'zida simptomlarsiz o'zgaradi va keyinchalik bolaning
yoshida namoyon bo'ladi. Ko'pincha qon glyukozasining pastligi,
zaiflik, terlash, pallor, jiddiy gipotenziya bilan birga kuzatiladi. Genital
anomaliyalar fagat o'g'il bolalarda uchraydi (kriptorkizim, jinsiy
a'zoning rivojlanmaganligi (mikropenis) va gipospadiya). Ikkinchi va
uchinchi darajali buyrak usti yetishmovchiligi - bu markaziy buyrak usti
yetishmovchiligi shakllari bo‘lib, ular gipofiz tomonidan AKTG ishlab
chiqarishning kamayishi natijasida rivojlanadi va klinikada
aniqlashning qiyinligi sababli birgalikda ko‘rib chiqiladi [6]. Endokrin
bezlarining funktsiyasining yo‘qolishi gipotalamo-gipofiz tizimi
hududining  tug‘ma  anomaliyalari, gipofiz adenomalari,
kraniofaringioma, meningioma, glioma, autoimmun limfositli gipofizit,
infiltratsion zararlanishlar (gemoxromatoz, gistiotsitoz X), yatrogenik
omillar (gipofizni nurlantirish, jarrohlik amaliyotlari), ichki uyali
arteriya rivojlanishining buzilishi, tizimli vaskulitlar, travmalar va qon
ketishlar, “bo‘sh” turk egarchasining sindromi kabi bir xil faktorlar
tufayli yuzaga kelishi mumkin. Izolyatsiyalangan AKTG defitsiti kam
uchraydi. Odatda u somatotrop gormonining (STG) yetishmovchiligi
bilan birga bo‘ladi, kamroq hollarda luteinlashtiruvchi (LG), follikul
stimulyatsiya qiluvchi (FSG) va tirotropik (TTG) gormonlar bilan birga
bo‘ladi [7].

21-gidrokshilaza yetishmovchiligi, BUBTN ning eng keng
tarqalgan sababi bo'lib, bu CYP21 (CYP21A2, CYP21B) genidagi
mutatsiya tufayli yuzaga keladi. Ushbu gen HLA kompleksida 6-
xromosomaning qisqa tarmog'ida joylashgan (6p21.3). Klassik
shakllarning tarqalishi butun dunyo bo'ylab yangi tug'ilgan bolalarda
1:10,000 dan 1:20,000 da uchraydi. Rossiyada neonatal skrining
ma'lumotlariga ko'ra, tarqalish 1:9500 aniqlanadi. BUBTN ning 21-
gidrokshilaza yetishmovchiligi tufayli fenotip va genotip o'rtasida
korrelyatsiya aniqlangan. Deletsiyalar va katta gen konversiyalar tuz
saglovchi shaklni rivojlantiradi. Kasallik autosomal-retsessiv holda
o'tadi. Geterozigota tashuvchi va o'chirilgan noklassik shakllar ba'zi
aholi  guruhlarida 1:30 bo'lishi mumkin. 21-gidroksilaza
yetishmovchiligi kortizol ishlab chiqarilishini pasaytiradi, AKTG
darajasining  oshishiga, buyrak usti bezlarilar kortikasining
gipertrofiyasiga va buyrak usti bezlari androgenerining sekretsiyasining
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kuchayishiga olib keladi, bu gormonlarning biosintezi ushbu
fermentning yetishmovchiligidan mustaqil [2]. Progesterondan 11-
dezoksikortikosteron sintezining buzilishi aldosteron
yetishmovchiligiga olib keladi. Mineralkortikoid yetishmovchiligi turli
darajada bo'lib, yangi tug'ilgan bolalarning 75% da uchraydi. Ferment
faolligi 1% dan kam bo'lsa, klassik tuz saglovchi shakli rivojlanadi, bu
shaklda mineralkortikoid va glukokortikoid yetishmovchiligi hamda
androgenga ortiqchalik mavjud. Kasallik odatda o'pkada buyrak usti
bezlari yetishmovchiligining o'rtacha holatlarini rivojlanish bilan birga
o'zgaradi, bu yangi tug'ilgan bolalarda tez-tez kuzatiladi, ammo
kechikib ham yuzaga kelishi mumkin.

Steroid ishlab chiqaruvchi bezlar, jumladan jinsiy bezlar va buyrak
usti bezlari, umumiy embrional kelib chigishga ega bo‘lib, urogenital
yelka qismlaridan shakllanadi. Murakkab differentsiatsiya jarayoni
natijasida  har  bir bez  androgenlar, estrogenlar  yoki
kortikosteroidlarning ustun sinteziga ixtisoslashadi. Steroidogenezning
xususiyati ular ichida turli fermentlar to‘plami tomonidan belgilangan
bo’lib, biosintezning aniglovchi bosgichi - gidroksillash reaksiyasining
qat'iy tartibi bilan amalga oshadi. Dominant bo'lmagan folikullarda
androgenlar kontsentratsiyasining oshishi ularni kuchliroq 5Sa-
reduktlangan androgenlarga aylanishiga olib keladi, bu esa ularni
estrogenga aylantirishni imkonsiz qiladi. Androgenlarning mahalliy
kontsentratsiyasining ortishi kritik darajadan yuqori bo'lsa, bu
folikulaning atretiziyasiga olib keladi. Normal siklda bu fenomen
yagona folikulning rivojlanishi va ovulyatsiyasiga muhim, ammo
androgenlarning ortiqcha kontsentratsiyasi normal siklik jarayonni
buzishi va surunkali anovulyatsiyani keltirib chiqarishi mumkin.
Giperaandrogeniya surunkali anovulyatsiyaning eng keng tarqalgan
sababi (35%) hisoblanadi [9]. Bu nodir autosomal-retsessiv patologiya
bo'lib, kortikosteronning aldosteronga aylanishi buziladi, chunki bu
ferment aldosteron sintesining uchta asosiy reaksiyasini katalizlaydi:
11-deoksikortikosteron — kortikosteron — 18-gidroksikortikosteron.
Ko'plab hollarda CYP11B2 genidagi mutatsiyalar aniqlanadi, bu gen
aldosteron sintezining asosiy fermenti bo'lgan 18-gidroksilazani
kodlaydi. Bu ferment 18-gidroksikortikosteronning 18-gidroksil
guruhini qo'shadi. Ushbu gen CYP11B1 geniga yuqori darajada
o'xshash bo'lib, u kortizol sintezida ishtirok etadigan 11B-gidroksilazani
kodlaydi. Aldosteronsintetaza jinsiy steroidlar sinteziga ta'sir qilmaydi
[1].

Pubertat davrida jinsiy rivojlanishning sekinlashishi aniglanadi.
Septo-optik displaziya (HESX1 genining mutatsiyasi, Morsier
sindromi) — HESXI1 genidagi mutatsiya sababli yuzaga keladigan
genetik kasallik bo‘lib, ushbu gen miya rivojlanishining dastlabki
bosgichlarida muhim rol o‘ynaydigan ogsilni kodlaydi. Ushbu genning
to‘rt mutatsiyasi tasvirlangan. Kasallik yangi tug‘ilganlarda 1:10000
hollarda uchraydi [10]. Ushbu sindromning belgilari va simptomlari
o‘zgarib turadi, ammo uchta xos belgi mavjud: optik nervning
gipoplaziyasi, miya o‘rtasidagi tuzilmalar rivojlanishidagi buzilishlar va
gipofizning gipoplaziyasi. Gipofizning yetishmovchiligi tropik
gormonlar ishlab chigarilmasligiga olib keladi, bu esa normal o‘sish,
jinsiy rivojlanish va boshga muhim funksiyalar uchun zarur. Yoshi
ulg‘aygan sari fizikal rivojlanishda sekinlashish va past bo‘lish
boshlanadi. Pubertat davrida gipogonadizm rivojlanadi. Og‘ir
holatlarda, gipofiz hech qanday gormon ishlab chiqarishni to‘xtatgan
panguipopituitarizmda doimiy gipoglikemiya qon shaxsida saqlanadi.

Optik nervning gipoplaziyasi ko‘rishning yomonlashishiga olib
keladi, bir yoki ikkala ko‘zda ham bo‘lishi mumkin. Klinik belgilar
sifatida ko‘zning harakatining buzilishi, nistagm, ko‘rish keskinligini
kamayishi va optik nervning atrofiyasi ko‘z tarmog‘ini tekshirishda
birinchi yil ichida aniglanadi. Yangi tug‘ilgan chaqaloqlarda vizual
rivojlanish kechikishi sababli, ular ko‘rmayapti deb oylanishi mumkin,
ammo ko‘rish bir necha oy davomida yaxshilanadi. Bir tomonlama yoki
notekis ikkita optik nerv gipoplaziyasi bo‘lgan bolalarda ko‘rish
kamayishi doimiy va gaytarib bo‘lmaydi [3].

Embriogenezning 10-haftasidan boshlab, katta oksidatsion
endokrinotsitlardan  definitiv = (doimiy) po’stloq  shakllanadi.
Po’stlogning to‘liq rivojlanishi jinsiy rivojlanishdan keyin bo‘ladi.
Buyrak usti bezi po’stlogning rivojlanish manbai gonalarning
boshlanishiga yaqin joylashgan bo‘lib, shuning uchun po’stlogning
tarmoq zonasi androgen gormonlarini ishlab chigarishga qodir, bu
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testosteron bilan o‘xshash. Buyrak usti bezi po’stloqi uchta konsentrik
joylashgan zonadan iborat bo‘lib, har bir qatlam o°zining gormonlarini
ishlab chiqaradi. Kapsula ostida eng nozik qatlam joylashgan —
koptokchali zona (5%), mineralkortikoidlarni, xususan aldosteronni
sekretsiyalaydi. Koptokchali zonaga qo‘shni bo‘lgan zona (75%)
glukokortikoid gormonlarini ishlab chigaradi. Tarmoq zonasi, miyaga
yaqin bo‘lgan, androgendan ishlab chiqaradi. Koptokchali zonaning
hujayralari doimiy ravishda to’rsimon zonadan tarmoq zonaga ko‘chadi
[5].

Buyrak usti bezining miyali moddalari 6—7-haftalarda
embriogenezda simpatoblasta orqali shakllanadi. Bu hujayralar
simpatik asab tarmog‘idan chiqib, interrenal tanaga kiradi. Miyali
modda tomonidan ishlab chiqariladigan gormonlar katexolaminlar.
Fiziologik aldosteron xolesterindan boshlab olti bosgichda sintezlanadi.
Birinchi to‘rt bosqichlar aldosteron va kortizol sintezi uchun
umumiydir, faqat oxirgi ikki bosqich koptokchali zonaga xos bo‘lib,
aldosteron ishlab chiqaradi. Xolesterol ketma-ketlik bilan 21-
gidroksilaza, 11-gidroksilaza va 18-gidroksilaza fermentlari orqali
oksidlanadi.  Xolesterol-dismolaza (CYP11Al), 21-gidroksilaza
(CYP21A2) va aldosteron-sintaza (CYP11B2) 450 sitoxromlari (CYP)
bo'lib, ular elektronlarni NADPH-oksidazasi orqali yordamchi oggsillar
orqali gabul qiluvchi genni o'z ichiga olgan membranaga bog'langan
fermentlardir. Ular gidroksillash yoki boshqa oksidlanish jarayonlarini
amalga oshirish uchun molekulyar kisloroddan foydalanadilar.
Giperaandrogenik holatlar quyidagi sabablarga ko'ra yuzaga keladi: *
Polikistoz tuxumdonlari sindromi. Boshqa shakllari farqlanadi: birinchi
(Shtein-Leventhal sindromi) va ikkinchi (gipotolamik sindromning
neyroendokrin shakli, gipermilkemiya sindromi yoki boshlang'ich
gipotiroidizm fonida). ¢ Idio-patik girsutizm. * Tug'ma buyrak usti
bezlari po’stlog’ining disfunksiyasi. ¢ Teka-gistologik va stromal
gipertrofiya tuxumdonlari. * Buyrak usti bezlarining virilizatsiyalovchi
o‘smalari. * Androgenlarni ishlab chigaruvchi tuxumdon o‘smalari.
GnRG sekretsiyasining ortishi ikkilamchi bo'lishi mumkin, ya'ni
androgenlarning giperproduksiyasiga va tuxumdonlarda estradiol
sintezining kamayishiga javoban ishlab chiqariladi. Steroidlarning
biogenezining birinchi darajali buzilishi primordial folikulalarning
o'sish va rivojlanishining auto-para-krin tartibga solinishi va 17a-
gidroksilaza (CYP450c17) enzimi disregulyatsiyasi natijasida yuzaga
keladi, va estradiol darajasining pasayishi GnRH sekretsiyasini
stimulyatsiya qgiladi. Giperaandrogeniyani shakllanishida yog'li to'qima
muhim rol o'ynaydi, chunki unda steroid gormonlari ishlab chiqariladi
va bu GnTG stimulyatsiyasidan mustaqildir [8].

75% hollarda buyrak usti bezlari bezining tuz o'zgartiruvchi shakli
mineralokortikoidlar yetishmovchiligi tufayli rivojlanadi, bu esa
progesteronning buyrak usti bezlari korasining klubochkali zonasi
orqali deoksikortikosteron ga aylanishini qiyinlashtiradi. Bunday
holatlarda BUBTN ning tuz o'zgartiruvchi shakli tashxislanadi. Ushbu
shaklda asosiy klinik ifodalar mineralokortikoidlar yetishmovchiligi
bilan bog'liq bo'lgan kasallik belgilari bo'ladi. Kasallikning
manifestatsiyasi postnatal davrda sodir bo'ladi, bu bilan birga qizlar
uchun menstruatsiya siklini buzilishi, arterial gipertenziya, ba'zi
hollarda — bepushtlik kuzatilishi mumkin. Har ikki jinsdagi bolalarda
tezlashgan jismoniy rivojlanish, skeletning erta differensiasiyasi
kuzatiladi. Diagnostika uchun bazaviy va stimulyatsiyalangan AKTG,
11-dezoksikortizol, 11-DOK va androgollar darajasini o‘lchash
ishlatiladi. 11-DOK darajasi 10-40 marta oshgan, bazaviy 11-DOK
darajasi esa 10—15 marta oshgan. Diagnostikani tasdiglash uchun 11-
DOK ning asosiy metabolitlari darajasini aniglash kerak. Aldosteron va
ARP darajalari tez-tez pasaygan, gipokaliyemiya kuzatilishi mumkin.
Kompyuter tomografiyasi (KT), magnit-rezonans tomografiyasi (MRT)
buyrak usti bezlarining gipoplaziyasini aniglaydi. Kasallik og'ir arterial
gipertenziya, tez charchash, taxikardiya, mushak gipotoniyasi,
poliyuriya, ruhiy va jismoniy rivojlanishning orqada qolishi bilan
namoyon bo'ladi. Tashxisni tasdiglash gipokaliemiya, metabolik
alkaloz, ARP faolligi va plazmadagi aldosteron darajalarining past
bo'lishi bilan amalga oshiriladi. Ba'zi BUBTN shakllarida (lipidli
giperplaziya buyrak usti bezlariov, 1la-gidrokshilaza deffitsiti, 3p-
gidroksteroiddegidrogenaza deffitsiti, 21-gidrokshilaza deffitsiti)
mineralkortikoidlarning deffitsiti kuzatiladi, bu esa tuzni saqlash
sindromiga olib keladi. Buyrak usti bezlarilar steroidlar ishlab
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chiqaradi, ularning barchasi uchun bir xil substrat — xolesterin. 11a-
gidroksilaza ta'sirida xolesterindan barcha kortikosteroidlarning
prekursorlari hosil bo'ladi. Ushbu fermentning defekti natijasida buyrak
usti bezlari kortikosteroidlarning barcha guruhlarini, shu jumladan
glukokortikoidlar, mineralkortikoidlar va androgenlarning sintezini
buzadi. Kortizol defitsiti, salbiy fikriy orqaga aloqa prinsipi orqali
AKTG sekretsiyasini rag'batlantiradi, bu esa buyrak usti bezlari
kortikasining  gipertrofiyasiga olib keladi. AKTG ortigchalik
steroidogenezni kuchaytiradi. Ko'plab BUBTN shakllarida buyrak usti
bezlari androgenlarining sekretsiyasi kuchayadi, bu esa ayol bemorlarda
virilizatsiyaga olib keladi [9].

Kasallik STAR ogsili defekti bilan bog'liq bo'lib, bu ogsil
xolesterinni  buyrak usti bezlari va gonadlar hujayralarining
mitoxondriyasiga olib borishni ta'minlaydigan transport ogsilidir.
STAR geni 8-xromosomaning gqisqa tarmog'ida, 8p11.23 lokusida
joylashgan. Ushbu ogsil steroid gormonlarining biogenetik sintezining
birinchi bosqichini amalga oshiradi. Buyrak usti bezlarilarda u steroid
gormonlarini sintez qilishning birinchi bosqichini amalga oshiradi.
Ushbu genning mutatsiyasi oddiy bo'lmagan tug’ma giperplaziya
buyrak usti bezlari, lipidli giperplaziya shaklini keltirib chiqaradi.
Ushbu  fermentning  yetishmovchiligi ~ aldosteron,  kortizol,
androgenlarning sintezini bloklaydi. AKTG darajasi va renin faolligi
oshadi. Kasallik, yangi tug'ilgan chagaloglarda tuz saqlash krizining
simptomlari bilan, hayotning birinchi ikki haftasida namoyon bo'ladi.
Deyarli barcha bemorlar tug'ilganidan keyin birinchi kunlarda o'lishadi
[5].

Qon bosimining doimiy oshishi bilan, bemorlarda gipertenziya
kasalligi bilan bog'liq bo'lgan magsadli organlarning shikastlanishiga
xos Dbelgilari rivojlanadi: yurak chegaralarining kengayishi, ko'z
tarmog'i tomirlarining o'zgarishi, buyraklarning zararlanishi. Qon
bosimining oshishi 11-DOK darajasining oshishiga to'liq mos
kelmasligi mumkin. Ba'zi hollarda, arterial gipertenziya bu bemorlarda
kattalar yoki o'smirlik davrida aniglanadi (notipik shakl). Bunday
hollarda CYP11B1 genidagi nugson noaniq bo'lishi mumkin.

11B-gidroksilaza yetishmovchiligi homilalik davrda ham aniq
bo'lgan ancha kuchli giperaandrogeniya bilan bog'lig. Tug'ilish vaqtida
qizlarning tashqi jinsiy organlari biseksual shaklga ega bo'ladi: klitor
gipertrofiyalashgan, labiyalar skrotumga o'xshash bo'lishi mumkin.
O'g'il bolalarda tug'ilishda tashqi jinsiy organlar bolaning jinsiga mos
keladi, lekin jinsiy a'zo o'rtacha kattalashgan bo'lishi mumkin.
Tug'ilgandan so'ng tezda erta jinsiy va jismoniy rivojlanish boshlanadi.

Tashxisni bazal va stimulatsiya qilingan AKTG darajalarini, 11-
dezoksikortizol, 11-dezoksikortikosteron va androgenlarni o'lchash
orqali qo'yish mumkin. Ushbu patologiyada 11-dezoksikortizol darajasi
10-40 marta, bazal 11-dezoksikortikosteron darajasi esa 10-15 marta
oshgan bo'ladi [12].

Diagnostika uchun bazaviy va stimulyatsiyalangan AKTG, 11-
dezoksikortizol, 11-DOK va androgenlar darajasini o‘lchash ishlatiladi.
11-DOK darajasi 1040 marta oshgan, bazaviy 11-DOK darajasi esa
10-15 marta oshgan. Diagnostikani tasdiglash uchun 11-DOK ning
asosiy metabolitlari darajasini aniglash kerak. Aldosteron va ARP
darajalari tez-tez pasaygan, gipokaliyemiya kuzatilishi mumkin.
Kompyuter tomografiyasi (KT), magnit-rezonans tomografiyasi (MRT)
buyrak usti bezlarining gipoplaziyasini aniglaydi. Kasallik og'ir arterial
gipertenziya, tez charchash, taxikardiya, mushak gipotoniyasi,
poliyuriya, ruhiy va jismoniy rivojlanishning orqada qolishi bilan
namoyon bo'ladi. Tashxisni tasdiglash gipokaliemiya, metabolik
alkaloz, ARP faolligi va plazmadagi aldosteron darajalarining past
bo'lishi bilan amalga oshiriladi. Ba'zi BUBTN shakllarida (lipidli
giperplaziya buyrak usti bezlariov, 1la-gidroksilaza deffitsiti, 3p-
gidroksteroiddegidrogenaza  deffitsiti, 21-gidroksilaza  deffitsiti)
mineralkortikoidlarning deffitsiti kuzatiladi, bu esa tuzni saqlash
sindromiga olib keladi. Buyrak usti bezlarilar steroidlar ishlab
chiqaradi, ularning barchasi uchun bir xil substrat — xolesterin. 11a-
gidroksilaza ta'sirida xolesterindan barcha kortikosteroidlarning
prekursorlari hosil bo'ladi. Ushbu fermentning defekti natijasida buyrak
usti bezlari kortikosteroidlarning barcha guruhlarini, shu jumladan
glukokortikoidlar, mineralkortikoidlar va androgenlarning sintezini
buzadi. Kortizol defitsiti AKTG sekretsiyasini rag'batlantiradi, bu esa
buyrak usti bezlari po’stlog’ining gipertrofiyasiga olib keladi. AKTG
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ortiqchalik steroidogenezni kuchaytiradi. Ko'plab BUBTN shakllarida
buyrak usti bezlari androgenlarining sekretsiyasi kuchayadi, bu esa ayol
bemorlarda virilizatsiyaga olib keladi [20].

Kasallik STAR ogsili defekti bilan bog'liq bo'lib, bu ogsil
xolesterinni  buyrak usti bezlari va gonadlar hujayralarining
mitoxondriyasiga olib borishni ta'minlaydigan transport ogsilidir.
STAR geni 8-xromosomaning gqisqa tarmog'ida, 8p11.23 lokusida
joylashgan. Ushbu ogsil steroid gormonlarining biogenetik sintezining
birinchi bosqichini amalga oshiradi. Buyrak usti bezlarilarda u steroid
gormonlarini sintez qilishning birinchi bosqichini amalga oshiradi.
Ushbu genning mutatsiyasi oddiy bo'lmagan tug’ma giperplaziya
buyrak usti bezlari, lipidli giperplaziya shaklini keltirib chiqaradi.
Ushbu  fermentning  yetishmovchiligi ~ aldosteron,  kortizol,
androgenlarning sintezini bloklaydi. AKTG darajasi va renin faolligi
oshadi. Kasallik, yangi tug'ilgan chagaloglarda tuz saqlash krizining
simptomlari bilan, hayotning birinchi ikki haftasida namoyon bo'ladi.
Deyarli barcha bemorlar tug'ilganidan keyin birinchi kunlarda o'lishadi
[12].

Qon bosimining doimiy oshishi bilan, bemorlarda gipertenziya
kasalligi bilan bog'liq bo'lgan magsadli organlarning shikastlanishiga
xos Dbelgilari rivojlanadi: yurak chegaralarining kengayishi, ko'z
tarmog'i tomirlarining o'zgarishi, buyraklarning zararlanishi. Qon
bosimining oshishi 11-DOK darajasining oshishiga to'liq mos
kelmasligi mumkin. Ba'zi hollarda, arterial gipertenziya bu bemorlarda
kattalar yoki o'smirlik davrida aniqlanadi (nontipik shakl). Bunday
hollarda CYP11B1 genidagi nugson noaniq bo'lishi mumkin.

11B-gidrokshilaza yetishmovchiligi homilalik davrda ham aniq
bo'lgan ancha kuchli giperaandrogeniya bilan bog'lig. Tug'ilish vaqtida
qizlarning tashqi jinsiy organlari biseksual shaklga ega bo'ladi: klitor
gipertrofiyalashgan, labiyalar skrotumga o'xshash bo'lishi mumkin.
O'g'il bolalarda tug'ilishda tashqi jinsiy organlar bolaning jinsiga mos
keladi, lekin jinsiy a'zo o'rtacha kattalashgan bo'lishi mumkin.
Tug'ilgandan so'ng tezda erta jinsiy va jismoniy rivojlanish boshlanadi.

Tashxisni bazal va stimulatsiya qilingan AKTG darajalarini, 11-
dezoksikortizol, 11-dezoksikortikosteron va androgenlarni o'lchash
orqali qo'yish mumkin. Ushbu patologiyada 11-dezoksikortizol darajasi
10-40 marta, bazal 11-dezoksikortikosteron darajasi esa 10-15 marta
oshgan bo'ladi [4]. Qizlarda tug‘ma buyrak usti bezi po‘stlog‘i
disfunksiyasini reabilitatsiya qilish murakkab multidisiplinar muammo
hisoblanadi. 46XX ayol kariotipi va ichki ayol jinsiy a’zolarining to‘g‘ri
shakllanganligini inobatga olgan holda, ularning ayol jinsiga
moslashuvi zarurati shubha tug‘dirmaydi. Virilizatsiyalangan tashqi
jinsiy a’zolarni jarrohlik yo‘li bilan feminizatsiya qilish,
mineralokortikosteroidlar  va  glyukokortikosteroidlar  darajasini
normallashtirishga qaratilgan to‘g‘ri tanlangan o‘rinbosar gormonal
terapiya bilan birga, bu kasallik bilan tug‘ilgan gizlarni davolashda
muhim rol o‘ynaydi.

Tashqi jinsiy a’zolarning bir martalik feminizatsion plastikasi
chagaloglik yoshida o‘tkazilishi xalqaro tavsiyalarga muvofiqdir.
Bunday operatsiyaga ustunlik berilishining sababi faqat tashqi jinsiy
a’zolarning yaxshi plastik imkoniyatlari emas, balki ayol
gipospadiyasini bartaraf etish zarurati bilan ham bog‘liq. Gipospadiya
siydik-tanosil tizimi tomonidan asoratlar rivojlanish xavfini tug‘diradi.

Chaqaloqlik yoshida bir martalik feminizatsion operatsiyani
o‘tkazish sharti — mini-pubertetning yuzaga kelishidir. Bu davrda
gipotalamo-gipofizar-tuxumdon tizimining vaqtinchalik faollashuvi
kuzatiladi, natijada tashqi jinsiy a’zolar shilliq qavatining
estrogenizatsiyasi, qon ta’minotining kuchayishi, elastiklik va
regeneratsiya qobiliyatining oshishi sodir bo‘ladi. Shu tufayli,
shakllanayotgan chandiq o‘zgarishlari minimal bo‘ladi. Aynigsa,
glyukokortikoid yetishmovchiligi to‘g‘ri kompensatsiya gilinganda,
androgenlarning nishon to‘qimalarga ta’siri bartaraf etiladi. Bolalik
yoshida buyuriladigan glyukokortikosteroid dozalari odatda yuqoriroq
bo‘ladi (15-17 mg/m?), 1 yoshdan keyin esa odatda 10-12 mg/m? dan
oshmaydi. Bu esa androgenlarning nishon to‘qimalarga nisbatan
kuchliroq ta’sir ko‘rsatishiga olib kelishi mumkin. Bir martalik
feminizatsion plastikasi uzoq muddatli natijalari fagat bemorlar balog‘at
yoshiga yetgandan keyin, ya’ni taxminan 15 yildan so‘ng to‘g‘ri
baholanishi mumkin. Ilmiy adabiyotda introittoplastika bajarishning 10
dan ortiq usuli va gipertrofiyalangan klitor plastikasi uchun 5 dan ortiq
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usul tasvirlangan bo‘lib, ularning fagat oz qismi vaqt sinovidan o‘tgan.
Eng yuqori asoratlar chastotasi (qin stenozlari) perineal teri bo‘lagi
bilan plastikada qayd etilgan. Passerini-Glazel tomonidan taklif gilingan
umumiy siydik-tanosil kanali shilliq qavatidan fartuksimon bo‘lak
yordamida qin plastikasi esa kamroq asoratlar bilan o‘zini yaxshi
ko‘rsatgan. Ushbu operatsion usul qinning issiqlik va vibratsion
sezgirligini saqlab qolishga imkon beradi.

Bir martalik feminizatsion operatsiyalarning yaxshi kosmetik va
funktsional uzoq muddatli natijalariga qaramay, ularning kamchiliklari
haqgida munozaralar tinmagan. Haqiqatan ham, chaqaloqlik yoshida
gormonal terapiyaning o‘ziga xos jihatlari va uzoq muddatda sun’iy qin
kirishi stenozlari yuqori (32% gacha) bo‘lishi mumkinligi ma’lum.
Mazkur masalaga mabhalliy ilmiy adabiyotda yetarlicha e’tibor
qaratilmaganligi sababli, chaqaloqlik yoshida bajarilgan bir martalik
feminizatsion plastikalar seriyasini namoyish etish bolalar urologlari,
ginekologlari va endokrinologlari uchun foydali bo‘lishi mumkin.
Tug‘ma buyrak usti bezi po‘stlog‘i disfunksiyasi) bo‘lgan qizlarning
41,6% birinchi jinsiy belgilarining erta paydo bo‘lishi, adrenarxe, suyak
yoshining tezlashishi bilan namoyon bo‘lib, asosiy kasallikning
dekompensatsiyasi bilan bog‘liq. Jinsning shakllanishida buzilishlarga
olib keladigan kasalliklardan biri — bu tug‘ma buyrak usti bezi po‘stlog‘i
disfunksiyasidir. Ayol jinsiga mansub bolalarda bu holat odatda
virilizatsiya bilan yoki virilizatsiyasiz urogenital sinus shakllanishi va
kloaka anomaliyalar bilan kechadi, ko‘pchilik hollarda esa jarrohlik
to’g’irlashni talab qiladi. Ushbu patologiyani jarrohlik yo‘li bilan
davolashning yangi yo‘nalishi — klitor sezgirligini saqglab qolish
hisoblanadi. Bu bemor ayollarning orgazmga erishish imkoniyatini
oshiradi, natijada nafaqat biologik jarayonlarga, balki psixologik va
ijtimoiy moslashuvga ham ijobiy ta’sir ko‘rsatadi.

BUBTD bo’lgan qizning tashqi ko‘rinishi quyidagicha:

— Tana tuzilishi erkak tipida, keng yelkalari, gisqa qo‘l-oyoqlari,
mushak va suyak to‘qimalarining giperplaziyasi, viril gipertrixozi
belgilari.

— Kichik jinsiy lablar yetarlicha rivojlanmagan mushak shaklida.

— Klitor uzunligi 4 sm.

Urogenital sinus shakli va o‘lchamlarini aniglash uchun operatsiya
vaqtida siydik-tanosil tizimining endoskopik tekshiruvi o‘tkazildi,
shundan so‘ng jarrohlik aralashuvi sxemasi belgilandi.

Birinchi bosqichda kavernoz jismlar rezeksiyasi amalga oshirildi,
bunda klitor boshchasi, dorsal tomir-nerv to‘plami, siydik yo‘li
plastinkasi va kichik jinsiy lablar plastikasini saqlab qolish
ta’minlanadi.

Ikkinchi bosqichda uretroplastika va vaginoplastika bajariladi.

— Klitorning taktil sezgirligi saqlanib qolgan.

— Siydik chiqarish erkin, to‘sqinliksiz.

— Qinning diametri yoshga mos me’yorlarda edi.

Bir martalik feminizatsion plastikalarni chagaloqlik va erta yoshda
o‘tkazish ko‘rsatkichlari cheklangan. Jarrohlik aralashuvi faqat siydik
yo‘llarining gaytalanuvchi infeksiyalari va disfunktsional siydik
chigarish holatlarida magsadga muvofiq bo‘lishi mumkin. BUBTD
bilan kasallangan bemorlarda uzoq muddatli glyukokortikoid va
mineralokortikoid terapiya jarrohlik davolashning muvaffaqiyatli
o‘tishiga ijobiy ta’sir ko‘rsatadi. Chaqaloqlik yoshidagi bemorlarda
kichik tos tuzilishining o°ziga xos xususiyatlarini hisobga olgan holda,
yengil va of‘rtacha darajadagi gipospadiyada shilliq gavatning
fartugsimon bo‘lagi yordamida yaxshi natijaga erishish mumkin. Og‘ir
darajadagi gipospadiyada esa urogenital mobilizatsiyani amalga
oshirish magsadga muvofiqdir.

Tug‘ma buyrak usti bezi po‘stlog‘i disfunksiyasi (TBBPD) bo‘lgan
qizlarda tashqi jinsiy a’zolarning virilizatsiyasi quyidagicha namoyon
bo‘ladi:

— Klitorning kattalashishi (hatto penis shaklida bo‘lishi mumkin),

— Katta jinsiy lablarning birlashishi,

— Urogenital sinusning perzistentligi, ya’ni qinning pastki ikki
uchdan bir gismi va siydik yo‘lining birlashishi va kattalashgan klitor
ostida ochilishi.

Tashxisdagi qiyinchiliklar:

Tug‘ilganda jinsni aniglashda xatoliklar tez-tez uchraydi.
Virilizatsiyalangan qiz bola ko‘pincha gipospadiyasi va ikki tomonlama
kryptorxizmi bo‘lgan o‘g‘il bola sifatida qabul qilinadi. Shunga
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qaramay, hatto yuqori darajadagi virilizatsiyada ham qizlarning
tuxumdonlari va bachadoni normal rivojlangan bo‘ladi, ularning
xromosomalari esa XX (ayol jinsiga mansub) bo‘lib qoladi. Buning
sababi shundaki, homiladorlik davrida ortigcha androgen ishlab
chiqarilishi tashqi jinsiy a’zolar hali to‘liq jinsiy differensiallanmagan
vaqtda boshlanadi.

Birinchi o‘n yil ichida ular geteroseksual turdagi erta jinsiy yetilish
belgilari bilan rivojlanadilar. Prader tasnifiga ko‘ra, tashqi jinsiy
a’zolarning virilizatsiyasi besh darajaga bo‘linadi:

1-daraja — Klitorning biroz kattalashishi, qin kirishi normal.

2-daraja — Klitor giperplaziyasi, katta jinsiy lablarning gisman
birlashishi (orqa birlashma yugqori).

3-daraja — Katta klitor, uning aniq shakllangan boshchasi, katta
jinsiy lablarning birlashishi va urogenital sinus mavjud.

4-daraja — Klitor normal penis shaklini oladi va unda siydik yo‘li
(penil uretra) mavjud.

5-daraja — Klitor to‘liq o‘g‘il bolalardagi penisga o‘xshaydi.

Jarrohlik muolajalar va ularning o‘rni:

Tashqi jinsiy a’zolarning rivojlanish nugsonlari diagnostika,
davolash va reabilitatsiya nuqtayi nazaridan murakkab masala
hisoblanadi. Erta jarrohlik tuzatish to‘g‘ri tarbiya, psixologik
barqarorlik va optimal jinsiy hamda ijtimoiy moslashuvni ta’minlash
uchun juda muhim.

Birinchi bosqich (2 yoshgacha amalga oshirilishi tavsiya etiladi):

Adabiyotlar ro’yxati:

Gipertrofiyalangan klitor hajmini kamaytirish,

Urogenital sinusi ajratish.

Bu yoshda bolaning jinsiy identifikatsiyasi hali shakllanmaganligi
sababli, operatsiya psixologik jihatdan kamroq ta’sir qiladi.

Ikkinchi bosqich — introitusni (qin kirishini) shakllantirish:

Turli tashqi jinsiy a’zolar nugsonlari bo‘lgan gizlarda feminizatsiya
plastikasi doirasida eng qiyin va yetarlicha ishlab chiqilmagan soha
hisoblanadi.

Bu sohaning kam o‘rganilganligi patologiyaning nisbatan kam
uchrashishi bilan bog‘liq.

Jarrohlik usullari:

— Ko‘p bosqichli yoki bir bosgichli yondashuv: bu jarrohlik
texnikasi, vaqt va taktik jihatdan farglanadi.

— Introitoplastika usullari:

Uretravaginal fistulani yopish bilan qo‘shilgan plastika,

Klitor terisidan kichik jinsiy lablarni shakllantirish,

Mushak gomoslogidan katta jinsiy lablarni shakllantirish.

Ko‘pgina klinikalarda hozirgi kunda siydik va jinsiy yo‘llarni
ajratmagan holda introitoplastika o‘tkazish qabul qilingan. Biroq, bu
usulning kamchiligi shundaki, jinsiy hayot boshlangandan keyin siydik
va jinsiy yo‘llarning takroriy infeksiyalari rivojlanishi mumkin. Ushbu
asoratlar tufayli, jinsiy va siydik yo‘llarini ajratib introitoplastika
bajarish afzaldir [4].
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Erta tug'ilish zamonaviy akusherlikning dolzarb muammolaridan  qo'shimcha diagnostik mezonlarini aniqlashga qaratilgan ko'p markazli
biri bo'lib qolmoqda, chunki ular neonatal va bolalar o'limi, bolalar  ilmiy tadqiqotlar davom etmoqda [3].
kasalligi va nogironlikning asosiy sababidir. Erta tug'ilish darajasi, xavf Muddatdan oldingi tug'ruq — bu ona — platsenta-homila tizimida
omillari, patogenetik shakllanish mexanizmlari va zamonaviy amalga oshiriladigan, uzoq vaqt subklinik ravishda davom etadigan va
diagnostika imkoniyatlari haqidagi bilimlarga qaramay, pasayish  perinatal, shuningdek uzoq muddatli asoratlarni keltirib chiqaradigan
tendentsiyasiga ega emas, dunyoda 5 dan 18% gacha, respublikamizda  katta akusherlik sindromi.
umumiy mehnatning 5% dan 10% gacha. [10,14]. Xomilalik fibronektin erta tug'ilish xavfini aniqlashning zamonaviy
Bugungi kunga kelib, erta tug'ilishning patogenezi to'liq  biologik belgilariga kiradi. Bu onaning desidual membranasi va homila
tushunilmagan ularning rivojlanishiga moyillik turli omillar bilan  amnioxorial membranasi o'rtasidagi chegarada joylashgan glikoprotein.
bog'liq bo'lishi mumkin. Shunga asoslanib, jahon amaliyotida va  Bu homila membranalarining bachadonning asosiy to'qimalari bilan
mamlakatimizda ushbu muammoning turli jihatlarini ochib berishga va  yaqin alogasini ta'minlaydigan" elim " bo'lib xizmat giladi. FFN
yangi patogenetik sabablarni va erta tug'ilish rivojlanishining  bachadon bo'yni shilliq qavatida 20 haftagacha mavjud, ammo 22-dan
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37-haftagacha bo'lmasligi kerak, tug'ilish arafasida yana paydo bo'ladi.
FFN darajasining oshishi (>50 ng/ml) membranalarning desidual
membranadan ajralishi bilan bog'liq bo'lgan umumiy xomilalik qovuq
bilan erta tug'ilishning belgisi bo'lib xizmat giladi. Bundan tashqari,
fibronektin yuqori molekulyar og'irlikdagi glikoprotein sifatida
eruvchan (plazma FN) va erimaydigan shaklda ham topilgan [14].

Onalik va perinatal natijalarni yaxshilash istagi erta tug'ilishga
tahdid soladigan erta informatsion biomarkerlarni o'rganish, ushbu
muammoning dolzarbligini belgilaydigan erta prognoz tamoyillarini
ishlab chiqish uchun sabab bo'ldi.

JSST tasnifi mavjud bo‘lib, unga ko‘ra, muddatidan oldingi
tug‘ruglarni homiladorlik muddati bo‘yicha quyidagilarga bo‘lish qabul
qilingan:

+ 28 haftagacha (27 hafta 6 kunni ham qo‘shib hisoblaganda) - juda
erta tug‘ruqdan keyingi homiladorlik, bunda yangi tug‘ilgan
chagaloglar juda erta tug‘ilgan, tana vazni juda past (1000 g gacha);

* 28-30 hafta 6 kun - erta tug‘rug, yangi tug‘ilgan chaqaloglar uchun
(og‘ir chala tug‘ilish) tana vaznining juda pastligi (1500 g gacha);

* 31-33 hafta 6 kun - muddatidan oldingi tug‘rug;

* 34-36 hafta 6 kun - kech muddatdan oldin tug‘rugq.

Shuningdek, muddatidan oldingi tug‘ruqlarning rivojlanish
mexanizmiga qarab tasnifi mavjud bo‘lib, unda muddatidan oldingi
tug‘ruglar o‘z-o‘zidan yoki induksiyalangan tug‘ruglar sifatida
belgilanadi. O‘z navbatida, butun homila pufagida muntazam tug‘ruq
faoliyatining rivojlanishi va muntazam tug‘ruq faoliyatining yo‘qligi
bilan homila pardalarining oqishi yoki erta yorilishi (HQPYO) bilan
o‘z-o‘zidan yuzaga keladigan tug‘ruglarni ajratish gabul qilingan.
Shubhasiz, homila qobiglarining muddatidan oldin yorilishi
(HQMTYO) va spontan muddatidan oldin tug‘ruq (MSTYO) bilan
og‘rigan bemorlarni bashorat gilish va keyingi olib borish taktikasi
muhim akusherlik muammosi hisoblanadi. Adabiyot ma’lumotlariga
ko‘ra, muddatida tug‘ilgan homiladorlikda asoratlangan tug‘ruqlar
ulushi homila qobiqlarining muddatidan oldin yorilishi bilan bog‘liq
kasalliklar 8% dan 20% gacha, muddatidan oldin tug‘ruqlarda esa 5 dan
35% gacha kuzatiladi [20]. J. Polettini et al. [188] ishida homila
qobiqlarining muddatidan oldin yorilishi keyingi tug‘ruqlarda 20-32%
gacha chastota bilan gayta rivojlanish tendensiyasiga ega ekanligi qayd
etilgan [8]. Amerika akusher-ginekologlar hamjamiyatining (ACOG)
nashrlariga ko‘ra, 37 haftagacha bo‘lgan homila qobig‘ining yorilishi
bir homilali homiladorlikda 2-4% va ko‘p homilali homiladorlikda
taxminan 7-20% hollarda uchraydi [1].

Erta tug‘rugning ko‘plab xavf omillari mavjud bo‘lib, ularni bir
necha toifalarga bo‘lish mumkin: yuqumli-yallig‘lanish kasalliklari,
molekulyar-genetik, immunologik, mexanik buzilishlar. Ekstragenital
kasalliklar tarkibida muddatidan oldin tug‘rugni amalga oshirishda xavf
omili sifatida ayolda yurak-qon tomir tizimi kasalliklari (arterial
gipertenziya), bronxial astma, endokrin buzilishlar (gipertireoz, yog*
almashinuvining buzilishi), qon tizimi kasalliklari mavjudligi yetakchi
ahamiyatga ega [16, 17, 22, 24, 25, 29, 33]. Irsiy omil ham muhim rol
o‘ynaydi. Bir gqator mualliflarning fikriga ko‘ra [5, 12, 26],
ekstrakorporal urug‘lantirish usullarini qo‘llash muddatidan oldingi
tug‘ruq xavfini o‘z-o‘zidan yuzaga kelgan homiladorlikka qaraganda 2
baravar oshiradi, garchi bugungi kunda bunday ma’lumotlarning
qarama-qarshiligini ko‘rsatadigan tadgiqotlar mavjud [36, 40]. Bundan
tashqari, homiladorlikdan oldin va homiladorlik paytida qorin bo‘shlig‘i
a’zolarida o‘tkazilgan jarrohlik aralashuvlari erta tug‘ilish xavfiga
sezilarli ta’sir ko‘rsatadi, deb hisoblanadi [22, 24, 25, 30, 33]. (ACOG)
ga ko‘ra, erta tug‘ilish xavfi omillariga quyidagilar kiradi: anamnezda
homila gobiglarining erta yorilishi bilan erta tug‘ilish, istmik-servikal
yetishmovchilik (ITSN), xorionamnionit, kichik tos a’zolarining
yuqumli va yallig‘lanish kasalliklari, past ijtimoiy mavqe,
bachadondagi jarohatlar va instrumental tibbiy aralashuvlar, kichik tos
a’zolarining rivojlanish anomaliyalari va ko‘p homilali homiladorlik
[1].

Homila qobig‘ining muddatidan oldin yorilish xavfi omillariga
kelsak, ularni ona va bachadon-yo‘ldoshga tasniflash qabul qilingan.
Onaning xavf omillariga quyidagilar kiradi: biriktiruvchi to‘qima
kasalliklarining mavjudligi, glyukokortikoid dori vositalarini uzoq vaqt
davomida qo‘llash, anamnezda homila qobiglarining erta yorilishi
(ushbu asoratning paydo bo‘lish xavfi 30% ga yetadi). Bachadon-
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yo‘ldosh omillari vorsinkalararo bo‘shliqqa qon kelishi va/yoki oqib
ketishining  buzilishi, shuningdek, ona qonining reologik
xususiyatlarining o‘zgarishi bilan bog‘lig. Bu holatlar ko‘p
homiladorlik, bachadon rivojlanishining anomaliyalari va yo‘ldosh
patologiyasi (normal joylashgan yo‘ldoshning muddatidan oldin
ko‘chishi (NJYMAK), xorionamnioit (XA)) da yuzaga keladi [18, 20,
27].

Homila qobiglarining muddatidan oldin yorilishi yangi tug‘ilgan
chagaloglar uchun og‘irroq ogibatlar bilan bog‘liq, chunki bu holat
neonatal infeksion asoratlarning katta foizi bilan bog‘liq. Nafas olish,
yurak-gon tomir, ovqgat hazm qilish, asab tizimlarining buzilishlari bilan
bir qatorda, homila qobiqlarining erta yorilishida sepsis, homila ichi va
intraamnial  infeksiyalar, respirator distress-sindrom, nekrotik
enterokolit kabi holatlar ustunlik qiladi, bu esa yangi tug‘ilgan
chagaloglarning o‘limini 3-4 baravar oshiradi. Ayollar uchun homila
qobig‘ining vaqtidan ilgari yorilish hodisasi tug‘ruqda ham, chilla
davrida ham infeksion asoratlar paydo bo‘lishi bilan ham xavflidir.
Bundan tashqari, homila qobiglarining muddatidan oldin yorilishi
normal joylashgan yo‘ldoshning muddatidan oldin ko‘chishiga va
tug‘ruqdan keyingi qon ketishlarga sabab bo‘lishi mumkin [27, 28, 39].
V.N. Serov va hammual. [41] xavf guruhidagi ayollarni aniqlash 50%
hollarda erta tug‘ruq rivojlanishini oldindan belgilab berishi mumkin,
shuning uchun erta homiladorlik muammolarini hal qilishga yordam
beradigan dolzarb yo‘nalish xavf omillarini o‘z vaqtida aniqlash va
homilador ayollarni sinchkovlik bilan kuzatishdir. Turli xil gestatsion
asoratlarning  oldini  olishda pregravidar va pre-konsepsion
tayyorgarlikni o‘tkazishga katta e’tibor qaratilmoqda, bu esa o‘z
navbatida  homiladorlikning  patologik  kechishini  tuzatish,
homiladorlikning turli muddatlarida asoratlar xavfini kamaytirish
imkonini beradi. Xavf guruhlarini aniglash, o‘z vaqtida tashxis qo‘yish,
patologik holatni tuzatish va erta tug‘ruqni erta prognozlash uchun
klinik-anamnestik ma’lumotlarning muhimligi va ahamiyatiga
qaramay, ushbu patologiyaning o‘ziga xos belgilarini izlash dolzarb
hisoblanadi [1, 17, 37]. Yuqoridagilardan kelib chigqan holda, erta
tug‘ruq rivojlanishining patogenetik mexanizmlarini o‘rganishga
ko‘plab ilmiy tadgiqotlar bag‘ishlangan.

Muddatidan oldingi tug‘ruq xavfi oshishining ishonchli diagnostik
belgisi bachadon bo‘ynining muddatidan oldin gisqarishi hisoblanadi:
ikkinchi skrining tekshiruvida aniglangan uning uzunligi < 25 mm
muddatidan oldingi tug‘ruq xavfining 20% gacha (xavf 6 barobar
oshadi), < 15 mm esa 50% gacha oshishi bilan bog‘liq [4, 15]. 34
haftadan kam bo‘lgan homiladorlikda bachadon bo‘yni uzunligini
alohida aniglash sezgirligi 76% ni, o‘ziga xosligi 68% ni, ijobiy
natijaning prognostik ahamiyati 20% ni va salbiy natijaning prognostik
ahamiyati 96% ni tashkil etadi, bu esa bashoratlashning diagnostik
aniqligini oshirish uchun ushbu markerni boshqa prediktorlar bilan
birgalikda qo‘llash zarurligini taqozo etadi. "qisqa" bachadon
bo‘ynining sladj bilan kombinatsiyasi erta tug‘rugning tez
rivojlanishiga nisbatan ikki baravar noqulay [2]. Uzoq vaqt davomida
muddatdan oldingi tug‘ruglarni bashorat qilish uchun bachadon bo‘yni
sekretsiyasida fetal fibronektin (FFN) - homila pardalari tomonidan
sintezlanadigan va bachadon bo‘yni suyuqligida, asosan, muddatdan
oldingi bachadon qisqarishlarida, detsidual pardadan mexanik
ko‘chishda uchraydigan yuqori molekulyar ogsilni aniqlashdan
foydalanilgan. Eng optimistik natijalar bo‘yicha testning sezgirligi 81%,
o‘ziga xosligi - 84%, ijobiy natijaning prognostik ahamiyati - 79%,
salbiy - 85% dan oshmadi. Espin M. S. va boshqalarning tadqiqotida bir
homilali homiladorlik bilan tug‘magan ayollarda fetal fibronektinning
sifatli ta’rifi past aniqlikka ega ekanligi va muntazam amaliyotda
qo‘llash uchun tavsiya etilmasligi aniglangan [6]. Homila qobig‘ining
erta yorilishini tashxislashning zamonaviy yuqori sezgir va o‘ziga xos
immunoxromatografik usullariga insulinga o‘xshash o‘sish omilini
(IGFBP-I) bog‘laydigan protein-1 ning fosforillangan shaklini aniqlash
kiradi - detsidulyar hujayralar tomonidan ishlab chiqariladigan ogsil
(homila qobig‘i detsidulyar qobiqdan ajralganda bachadon bo‘yni
sekretsiyasida paydo bo‘ladi) va platsenta alfa-mikroglobulin-1
(PAMG-1) - asosan amniotik suyuqlikda joylashgan ogsil (bachadon
bo‘yni shillig‘ida homila qobig‘i shikastlanganda aniglanadi) [9].
IGFBP-I (Actim Partus) ni aniqlashga asoslangan test tizimining
sezgirligi 92,1% ni, o‘ziga xosligi esa 90,5% ni tashkil etadi, PAMG-1
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(AmniSure ROM Test, PartoSure) ni aniqlovchi ekspress test uchun  gestatsiyaning 34 haftasigacha muddatdan oldingi tug‘ruq xavfi yuqori
mos ravishda 96,8% va 98,3% ni tashkil etadi. [jobiy natijaning  bo‘lgan bemorlarga, aynigsa, anamnezida muddatdan oldingi tug‘ruqlar
prognostik giymati birinchisi uchun - 87,9%, salbiy - 93,9%, ikkinchisi ~ bo‘lgan ayollarga zarur. Bunday yondashuv takroriy erta tug‘ruq xavfini
uchun - 98,4% va 96,7%, bu PAMG-1 ni aniqlaydigan test tizimining ~ 35% ga kamaytiradi.
ko‘proq diagnostik qiymatini ko‘rsatadi. 2015-yilda avstraliyalik Xulosa. Erta tug‘ruq yetakchi tibbiy-ijtimoiy muammo bo‘lib,
olimlar kogort retrospektiv tadqiqot natijalari hagida xabar berishdi,  bolalarning yuqori kasallanishi, nogironligi, o‘limiga olib keladi,
unda muddatidan oldingi tug‘ruqlarda bachadon bo‘yni suyuqligining  nafaqat alohida olingan oilaning, balki millatning genofondiga ham
ogsil spektri aniqlangan. Tadqiqot natijalariga ko‘ra, bachadon bo‘ynini ~ psixoemotsional salomatligiga salbiy ta’sir ko‘rsatadi. Infeksion
patologik qayta modellashtirishda ikkita o‘ziga xos ogsil - albumin va  omilning yetakchi rolini hisobga olgan holda, anamnezni sinchkovlik
vitamin-D bog‘lovchi ogsilning roli aniglandi. "Avstraliya ogsili" -  bilan yig‘ish va bemorning muddatidan oldin tug‘ish xavfi bo‘yicha
qo‘sh biomarkerni aniqlashning ahamiyati shundaki, u 77%  stratifikatsiyasiga asoslangan adekvat pregravidar tayyorgarlik,
sezuvchanlik bilan erta tug‘ruqni bashorat qgilish uchun 100% o‘ziga  bakterial vaginoz, vulvovaginal kandidoz, jinsiy yo‘l bilan yugadigan
xoslikka ega, ijobiy natijaning prognostik qiymati 100%, salbiy natija  infeksiyalarni erta tashxislash va davolash, asimptomatik bakteriuriya,
esa 96,7% ni tashkil etadi [7]. O‘ta erta muddatdan oldingi tug‘ruqlarda  amniotik suyuqlik holatini baholash bilan servikometriya, zamonaviy
o‘tkir xorioamnionitning yuqori chastotasi (94,4%) sababli, serklyaj  diagnostika testlaridan foydalanish, yuqori xavf guruhidagi homilador
o‘tkazishning magsadga muvofigligini asoslash uchun ultratovush  ayollarda o‘z vaqtida jarrohlik korreksiyasi va mikronizatsiyalangan
nazorati ostida (shifokorlar konsiliumi qaroriga ko‘ra) diagnostik  progesteron preparatlarini profilaktik intravaginal qo‘llash zarur.
transabdominal amniotsentez o‘tkazish tavsiya etilgan [23]. Hatto salbiy =~ Homiladorlikni olib borishga zamonaviy yondashuv, klinik tavsiyalarni
bakteriologik ekish holatida ham, glyukozaning past konsentratsiyasida  aniq bajarish va xavf soluvchi va boshlangan muddatidan oldingi
amniotik suyuqlikda leykotsitlar va IL-6 miqdorining ko‘payishi  tug‘ruqlarda yo‘nalishga rioya qilish bilan dalillarga asoslangan tibbiyot
prognostik jihatdan salbiy belgilardir [38]. Amniosentez homila  bugungi kunda tibbiy yordamning asosi bo‘lib, pregravidar tayyorgarlik
o‘pkasining yetuklik darajasini aniqlashda ham ma’lumot beradi. bosqichida va birinchi trimestrda boshqariladigan xavf omillarining
Mikronizatsiyalangan progesteronni profilaktika va davolash  ta’sirini istisno qilish, o‘z vagtida tashxis qo‘yish va davolash chora-
magsadida qo‘llashning ijobiy roli bir qator nufuzli adabiyotlarda  tadbirlarini  amalga  oshirish, salbiy  perinatal natijalarni
tasdiglangan, uning tokolitik terapiyaga nisbatan kuchaytiruvchi ta’siri ~ minimallashtirish imkonini beradi.
tasvirlangan [11, 13]. Progesteron preparatlarini tayinlash
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REHABILITATION OF WOMEN WHO HAVE EXPERIENCED MOLAR PREGNANCY (LITERATURE REVIEW)

Trofoblatik o‘sma kasalliklar - platsenta elementlaridan  to‘g‘ri keladi. Lekin 1 yilgi trofoblastik kasalliklar bilan ro‘yxatga
rivojlanuvchi yomon sifatli va yaxshi sifatli o‘smalar hisoblanadi.  olinganlar soni 150 000 taga yetgan. Trofoblastik o‘sma kasalliklari 20
Hozirgi kunda trofoblastik kasalliklar reproduktiv yoshdagi ayollarda  yoshgacha va 40 yoshdan keyin ham wuchrashi ~mumkin,
ko‘p uchraganligi, ayollarda ruhiy zo‘riqish, bir umrlik bepushtlikka, = xorionkarsinoma, asosan, postmenapauzadan keyin uchrashi e’tirof
nogironlikka, kasallikning bir qancha organlarga asorat berishi tufayli  etiladi. Dunyoda trofoblastik kasalliklar 2006-yil ma’lumotlariga ko‘ra,
o‘limga sabab bo‘lmoqda. Aynan reproduktiv yoshda uchraganligi  onkoginekologik kasalliklarning 3.6 % ni tashkil etadi. Trofoblastik
sababli oila mustahkamligi, jamiyat rivoji va iqtisodiyotiga zarar  kasalliklarning 80 % ini oddiy yelbo‘g‘oz, 15 % ini invaziv yelbo‘g‘oz,
keltirmoqda. 5 % ini xorionkarsinoma tashkil etadi. Xorionkarsinoma aniglangan

Statistik ma’lumotlarga ko‘ra, trofoblastik kasalliklar uchrash  ayollar anamnezida 50 % yelbo‘g‘oz, 25 % abort, 20 % tug‘ruq, 5%
chastotasi yildan-yilga oshib bormoqgda. Butunjahon Sog‘ligni Saqlash ~ bachadondan tashqari homiladorlik kuzatilgan.

Tashkilotining 2012-yilgi ma’lumotiga qaraganda, ushbu kasalliklar Trofoblastik o‘sma kasalliklarining o‘rtacha uchrash yoshi 26-37
tufayli ro‘yxatga olinganlar soni 46 000 dan ortig, kimyoterapiya  yosh (2009 y.) bo‘lib, 2012-yildagi statistik ma’lumotlariga ko‘ra, 21-
davosini olgan bemorlar soni 40 000 dan ortiq bo‘lib, shu kungacha bu 30 yoshlarda uchrashi 68.4 % ni tashkil gilgan. Ichizuka ma’lumotlariga
ko‘rsatkich ortib bormoqda. Jeneva shahridagi 2011-yilda o‘tkazilgan  ko‘ra (2011y), 10 yillik natijalar kuzatilganda 5 mln. ayollardan 1.52
yig‘ilishda har 1000 ta tug‘rugning 1 tasi yelbo‘g‘oz kasalligiga to‘g‘ri  mln. homilador ayollar aniqlangan bo‘lib, ulardan 2903 tasida
keladi. Butun dunyo bo‘yicha 1 yilda 126 millionta tug‘ruq bo‘lsa, yelbo‘g‘oz kuzatilgan va keyinchalik ularning 13.6 % da
shulardan 126 000 tasi yelbo‘g‘oz kasalligi yoki xoriokarsionomaga  xorionkarsinoma, 41.2 % da invaziv yelbo‘g‘oz, 45.2 % da morfologik
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verifikatsiyasiz trofoblastik o‘sma kasalliklari aniqlangan. Trofoblastik
o‘sma kasalliklarning uchrash darajasi geografik joylashuvga ham
bog‘ligligi o‘rganilgan va aniqlangan. Osiyo davlatlarida boshqa
geografik mintaqada joylashgan davlatlarga nisbatan 30-40 marta kam
uchraydi. Hindistonda 2003-yildan =~ 2009-yilgacha 228 ta
homiladorlikka 1 ta yelbo‘g‘oz kasalligi, 606 ta homiladorlikka 1 ta
invaziv yelbo‘g‘oz kasalligi, 953-995 ta homiladorlikka 1 ta
xorionkarsinoma uchrashi aniqlangan. Yevropa davlatlarida Janubiy
Sharqiy Osiyo va Tinch okeani orollariga nisbatan kam uchrashligi
o‘rganilgan. Yelbo‘g‘oz trofoblastik o‘sma kasalliklari ichida eng ko‘p
uchraydigan shakli bo‘lib, Janubiy-Sharqiy Osiyoda Yevropa va
Shimoliy Amerikadagiga nisbatan 6-7 marta ko‘p kuzatiladi.
Yelbo‘g‘oz AQShda 1:1000-1:2000 homiladorlikka, Fransiyada
1:2000-1:3000 homiladorlikka to‘g‘ri keladi. Janubiy- Sharqiy Osiyo
davlatlarida bu nisbat 1:100-1:173 ni tashkil etadi [1,2,3,4,5].

Trofoblastik o‘sma kasalliklari ichida xorionkarsinoma kam
uchrasada, lekin Sharq davlatlarida ko‘p uchraydi. A.V.Bremond
ma’lumotiga asosan (2009 y.) Fransiyada xoriokansinoma 1:15000
homiladorlikka to‘g‘ri keladi, Tayvanda esa, 1:82 ta homiladorlikka
to‘g‘ri keladi. Oxirgi ma’lumotlariga ko‘ra, Fillipin orollarida 1:5730
tug‘ruqqa, yoki 1:6392 homiladorlikka to‘g‘ri keladi. Osiyo davlatlarida
trofoblastik o‘sma kasalliklarning uchrash darajasi turlicha bo‘lib,
yelbo‘g oz 33 % ni, xoriokarsinoma 42 % ni tashkil etadi. Bir gancha
olimlarning ta’kidlashicha, trofoblastik o‘smalarning rivojlanishi etnik
omillarga ham bog‘liq. Xitoyliklar Malayziya hindulariga nisbatan 3
marta ko‘p kasallanadi [12,13,14,16].

Demografik aspekti o‘rganilganda, trofoblastik o‘smalarning bir
millat ichida uchrashining turli darajadaligi endogen omillarga: genetik
apparatga, endokrin sistemaga, immun holatiga, hamda ekzogen
omillarga: mubhit, ijtimoiy-etnik yashashi, madaniy omillariga, ularning
iqtisodiy holatiga va turmush tarziga bog‘liq. O‘zbekistonda sog‘ligni
saglash boshqarmasining ma’lumotlariga ko‘ra, keyingi yillarda
trofoblastik o‘sma kasalliklari uchrash darajasi oshib borayotganligi
aniqlangan. Bunga mintaqamiz iqlim sharoiti, erta tug‘ruq, tez tug‘ruq
(tug‘ruq soni oraligi yaqinligi), qalqonsimon bezi kasalliklari ko‘p
uchraganligi (endemik buqoq, ya’ni tireotoksikoz), katta yoshda ham
homiladorlik ko‘p uchrashi sabab bo‘lmoqda. Trofoblastik o‘sma
kasalliklarning asosiy xususiyati homiladorlik bilan bog‘liq bo‘lib,
normal tug‘ruq yoki yelbo‘g‘oz bilan tugashi mumkin. Torofblastik
o‘sma kasalliklari, asosan, reproduktiv yoshdagi ayollarda uchraydi,
xoriokarsinoma esa kata yoshli ayollarda uchraydi. So‘nggi
ma’lumotlarga ko‘ra, O‘zbekistonda yelbo‘g‘oz bilan kasallanish
cho‘qqisi 20-30 yosh bo‘lsa, xarionkarsinoma bilan kasallanish
cho‘qqisi 31-40 yoshni tashkil etadi.

Trofoblastik o‘sma kasalliklari aholi joylashuvi, rivojlanish
darajasi, yashash sharoiti, xalq ma’naviyati va madaniyati, ekologik
holatlari bir qancha omilar bilan kasallanish regionlarda keng farq
qiladi. Bunda AQShda kasallanish 1000 ta homiladorlikka 0.6-1.1 ta
to‘g‘ri kelsa, Janubiy Amerika va Osiyoning ba’zi viloyatlarida 120 ta
homiladorlikka 1ta to‘g‘ri keladi. Shuni alohida ko‘rsatish kerakki,
bemorning yoshi 20 dan past yoki 40 dan yuqori bo‘lsa, trofoblastik
o°‘sma kasalliklarining rivojlanish xavfi 5 marta oshar ekan. O‘tkazilgan
homiladorlikning yelbo‘g‘oz bilan, abort yoki tug‘ruq bilan tugashi,
ovgat mahsulotlarida vitamin A,C ning yetishmovchiligi, past
darajadagi sotsial-iqtisodiy holat kabilar trofoblastik o‘sma kasalliklari
rivojlanishga xavf tug‘diruvchi omillar hisoblanadi. Ba’zi olimlarning
ilmiy tadqiqoti natijasi shuni ko‘rsatadiki, qon guruhi II (A) bo‘lgan
ayol, gqon guruhi I (O) bo‘lgan erkakka turmushga chigsa, trofoblastik
kasalliklar xavfi yanada ortar ekan [15,17,18,19].

5000 dan ortiq ayollar ishtirok etgan 12 ta tadqiqotda takroriy
yelbo‘g oz xavfi haqida xabar berilgan. Eng katta tadqiqot N. Sebire va
boshqalar tomonidan o‘tkazilgan [20]. Mualliflarning ma'lumotlariga
ko‘ra, 2578 ayolning 48 tasida (1,9%) yelbo‘g‘ozning retsidivi
kuzatilgan, ulardan 81% to‘liq yelbo‘g‘ozni va 19% qisman
yelbo‘g ozni tashkil etgan [14].

Rossiyalik olimlarning fikriga ko‘ra, takroriy yelbo‘g‘oz xavfi 7,5%
ni tashkil giladi va ba'zi hollarda bu trofoblastik o‘smaning rivojlanishi
fenomeni  bilan bog‘ligligi  ko‘rsatilgan.  Odatda, vakuum
aspiratsiyasidan so‘ng, qoldiq trofoblast to‘qimalari va uning doimiy
hujayralari mustaqil ravishda qisqarishga uchraydi. Biroq, ayrim
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hollarda, trofoblast elementlarining proliferativ faolligi saqlanib qoladi.
Jahon adabiyoti ma’lumotlariga ko‘ra, doimiy trofoblastik o‘smalar 4-
10% hollarda gisman yelbo‘g‘oz evakuatsiya qgilinganidan keyin va 15-
20% da to‘liq yelbo‘g‘ondan keyin rivojlanadi [12, 17].

Butunjahon Sog‘ligni Saqlash ekspertlari shuni ta’kidlaydilarki,
trofoblastik o‘smalarning epidemiologiyasi yaxshi o‘rganilmagan. Buni
3 ta holat bilan bog‘lash mumkin:

1. Kasallikni aniqlashda terminologiyaning aniq va to‘liq emasligi.

2. Tashxis qo‘yishda xatolar — asoratli o‘tkazilgan homiladorliklar
uchrash foizlarining aniq keltirilmasligi, ko‘payishi yoki kamayishi.

3. Xavfli guruhlarning aniq keltirilmasligi natijasida adabiyotlarda
trofoblastik o‘sma kasalliklarining uchrashi haqgidagi ma’lumotlarni
keltirish qiyin kechishi.

Shunday qilib, epidemiologik tekshiruv nazoratini boshqarib
bo‘Imasligini hisobga olsak, shuni aniq ishonch bilan aytish mumkinki,
trofoblastik o‘smalar bilan kasallanishning yillik hajmi 150 000 gacha
yetishi mumkin. Shuning uchun bu kasalliklarni kam uchraydigan
kasallik emasligini ta’kidlab o‘tsak xato bo‘lmaydi. Lekin tug‘ruq
yoshidagi ayollarda kasallanish yuqori ekanligini hisobga olsak, bu
tibbiy, iqtisodiy, jiddiy muammo bo‘lib, onalikni, oilaviy muhitni
himoya qilish, tibbiy reabilitatsiya va bemorlarning mehnat qobiliyatini
tiklash masalalarini hal etishda davlat muassasalarini ishtirokini talab
etadi [22,24,28].

"Trofoblastik kasallik" tushunchasi trofoblastning patologik
holatining bir nechta o°zaro bog‘liq shakllarini umumlashtiradi va to‘liq
va qisman yelbo‘g‘oz, invaziv yelbo‘g‘oz va invazivlanish va
metastazlanish xuxsiyatiga ega bo‘lgan trofoblastik o‘simtani o‘z ichiga
oladi. Trofoblastik kasallikning paydo bo‘lishi har qganday homiladorlik
paytida kuzatilishi mumkin, ammo uning yomon sifatli o‘smalarga
malignizatsiyalanishi ko‘pincha yelbo‘g‘ozdan keyin kuzatiladi.

Yelbo‘g‘oz kasalligining kelib chiqishida asosiy nazariyalar.
Trofoblatik o‘smalardan yelbo‘g‘oz kasalligining etiopatogenezida
kasallikning rivojlanish sabablarini bir necha guruh olimlar o‘rganib
chiqib, nazariyalar ishlab chiqilgan:

1. Virusli nazariya;

2. Immunologik nazariya;

3. Fermentativ nazariya;

4. Ona organizmida ogsil yetishmovchiligi;

Janubiy - Sharqiy Osiyodagi izlanuvchilarning fikrlariga ko‘ra,
trofoblastik kasalliklarning rivojlanishini trofoblastlarning virusli
transformatsiyasi bilan bog‘lIQ. Osiyodagi epidemiya vaqtida
kuzatishlar buni tasdiqlaydi. Gen mutatsiyalariga sitomegaloviruslar
sabab bo‘lishi mumkin.

So‘nggi izlanishlar shuni ko‘rsatadiki, trofoblastik o°‘smalar
patogenezida immunologik omillar muhim ahamiyatga egaligi
aniglandi. Urug‘langan tuxum hujayra ona organizmiga transplantat
hisoblanib, ona organizmida immun reaktsiya kuzatiladi. Ona va homila
antigenlarining nomutanosibligidan, homiladorlik trofoblast elementlari
proliferatsiyasi jarayoni ustun tursa, immunologik reaktsiya kuzatilib,
bola tushishi ro‘y beradi. Agar bu reaksiyani homila antigeni chaqirsa,
trofoblastlarning proliferativ o‘zgarishiga nisbatan jarayon sust
rivojlanadi, rivojlanmayotgan homilaning immunologik uzilishi
kuzatilmaydi va aktiv funksiyaga ega bo‘lgan vorsinkalar stromasida
suyuqlik to‘planib, yelbo‘g‘oz rivojlanadi. F.A.llliyae (2010) va
boshqalarning ma’lumotlariga asosan, er va xotinning immunologik
xususiyatlari o‘xshash bo‘lsa, ya’ni qarindosh-urug‘lar o‘rtasidagi
nikohda xorionkarsinoma uchrash darajasi ko‘p bo‘ladi. S.D. Lawler
(2008) va izdoshlari shuni ta’kidlashadiki, har bir homiladorlikda va
qayta-qayta abortlar natijasida bachadon sensibilizatsiyasi kuchayib
boradi va invaziv yelbo‘g‘oz, xorionkarsinoma rivojlanish xavfi ham
oshadi.

Yana boshga guruh olimlar gialuronidaza fermenti hujayralararo
bog‘lanishini susaytirib, atrof-to‘qimalar o‘tkazuvchanligini oshirishini
aytib o‘tishgan. Shu sababli trofoblast elementlari qon oqimiga tushadi
va metastazlanish kuzatiladi. Shu yo‘nalishda ilmiy izlanish olib borgan
olimlarning aniqlashicha, sog‘lom, homilador bo‘lmagan ayol
organizmidagiga nisbatan, sog‘lom, homilador ayolda gialuronidaza
fermenti miqdori 2 marta, yelbo‘g‘ozda 7.2 marta, xorionkarsinomada
15.6 marta oshar ekan. Bundan ko‘rinib turibdiki, xorionkarsinomada
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gialuronidaza fermenti qon-tomirlarni yemirishi va ba’zi bir organlarga
metastaz berishi mumkin ekan.

Bir guruh olimlar tuxum hujayra urug‘lanishi bilan eng avvalo
yelbo‘g‘oz, kam holatlarda xorionkarsinoma rivojlana boshlashini
ta’kidlashadi va bu xususiyat tuxum hujayraning o‘zida bo‘lishini
aytishadi. Tuxum hujayra tuxumdonda vaqtida yomon sifatli
elementlarni o‘zida to‘plab, follikuladan patologik tuxum hujayra
ajralib chiqadi. Homila o‘lganidan keyin kislorod va oziq moddalar
hisobiga Langhans hujayralar va plazmatik hujayralar o‘lchami
kattalashib, sekretor funktsiyasi oshadi [20,21,27,29].

Boshga guruh olimlar trofoblastik o‘smalarning rivojlanishiga ona
organizmidagi patologik jarayonlar sabab bo‘lishini ta’kidlab o‘tadilar.
Detsidual endometriyda ikkilamchi vorsinkalar rivojlanishi natijasida
trofoblastik o‘smalar kelib chigishi mumkin [6,7,8,15,16,19]. Baltazar
oziq-ovqatdagi ogsil defitsiti ahamiyatini muhim hisoblab, bu
xromosom genlarida defektga olib kelishini va mutatsiya hisobiga
o‘sma transplantatsiyasi yuzaga keladi degan fikrni ilgari surgan.

Ko‘pgina olimlar AVO sistemasi bo‘yicha qon antigenlari bilan
bog‘liglikni ko‘rsatishadi va bunga organizmdagi immunologik
himoyaning kuchsizligi sabab bo‘ladi deb hisoblashadi.. Agar ayolning
qon guruhi IT (A) bo‘lib, I(0) gqon guruhli erkakka turmushga chigsa,
xorionkarsinoma rivojlanish xavfi oshadi.

Yelbo‘g oz kasalligining rivojlanishida xavf tug‘diruvchi omillar:
1. Qizlarda menstruatsiya tsiklining kech boshlanishi;

2. Homiladorlik sonining ko‘p bo‘lishi;

3. Oldingi homiladorlikning yelbo‘g‘oz bilan tugaganligi;

4. Anamnezida erta bola tushish va abort kuzatilsa;

5. Ovqat mahsulotlarida vitamin A, C ning yetishmasligi;

6. Kichik chanoq a’zolarining yallig‘lanish kasalliklari va b. [30].

Bir guruh olimlar hozirgacha bahs olib borishmoqda, lekin
trofoblastik o‘smalarning etiologiyasini va patogenezini tushuntirib
bera oladigan nazariya ishlab chigilmagan. Shu sababli torofblastik
o‘smalar diagnostikasida, davolashda va profilaktikasida o‘z yechimini
kutayotgan muammolar hanuz ko‘pligicha qolmoqda. Muammolarni
yechimini topish uchun trofoblastik o‘smalar rivojlanish sabablari va
mexanizmlari ustida chuqur ilmiy izlanishlar olib borilishi zaruriyati
dolzarbligicha gqolmoqda.

Yelbo‘g‘oz — urug‘langan tuxum hujayraningning patologiyasi
bo‘lib xarakterlanadi tashqi embrion membrananing (xorion) vorsinka
kistalarga aylanishi, ya’ni suyuqlikni o‘z ichiga olgan pufakchalar,
vorsinka epiteliyasining ko‘payishi va homilaning o‘limi bilan
kechadigan patologik jarayon. Yelbo‘g oz erta toksikoz, qon ketish va
homiladorlik davriga nisbatan bachadon hajmining kattalashishi bilan
namoyon bo‘ladi. Yelbo‘g‘oz vaginal tekshiruv, ultratovush tekshiruvi,
b-XGCH ni aniqlash orqali aniglanadi. Davolash vakuum aspiratsiyasi,
bachadon bo‘shlig‘ini kuretaj qilish va ba'zida gisterektomiya qilish
orqali yelbo‘g‘ozni olib tashlashni o‘z ichiga oladi [17].

Yelbo‘g oz trofoblastik deb ataladigan kasalliklar guruhiga kiradi.
"Trofoblastik kasallik" atamasi ostida ginekologiya trofoblast
patologiyasining turli shakllarini birlashtiradi: oddiy va invaziv
yelbo‘g‘oz, xoriokarsinoma, platsenta yotog‘i o‘simtasi va epiteloid
trofoblastik o‘sma. Xatarli trofoblastik o‘smalar homiladorlik paytida,
abortdan keyin, ektopik homiladorlik, tug‘rugdan keyin rivojlanishi
mumkin, lekin ko‘pincha yelbo‘g‘ozning natijasidir.

Yelbo‘g oz platsenta to‘qimalarining genetik jihatdan aniglangan
neoplaziyasi bo‘lgan trofoblastik kasalliklar deb ataladigan guruhga
kiradi. Yelbo‘g‘oz kasalligi Gippokrat tomonidan tasvirlanganiga
qaramay, ushbu patologiyaning rivojlanish sabablari yaqin vaqtgacha
noaniq bo‘lib qoldi. Bugungi kunda yelbo‘g‘ozning paydo bo‘lishi
genomik izlanish bilan bog‘liqligi ma'lum. Uning hosil bo‘lish usuliga
qarab, yelbo‘g‘ozning karyotipi farq qilishi mumkin. Sitogenetik
jihatdan triploid variantlarning 90% dan ortig‘i (69XXX, 69XXY,
69XYY) gisman yelbo‘g‘ozga to‘g‘ri keladi [2]. To‘liq yelbo‘g‘ozda
odatda ota genomining dublikatsiyasi natijasida hosil bo‘lgan 46XX
xromosoma to‘plami mavjud [3]. Imprintlangan genlarning faoliyatini
tartibga solishda asosiy rol epigenetik mexanizmlarga tegishli ekanligi
isbotlangan. Bir qator xorijiy va mahalliy nashrlar platsentaning
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buzilishiga olib keladigan genomik imprintingning shakllanishida
ekzogen omillarning rolini ko‘rsatdi [4,5].

Ushbu patologiya ko‘pincha trofoblast o‘smalari orasida uchraydi
va onkoginekologik kasalliklar tarkibida 0,01% dan 3,6% gacha
o‘zgarib turadi [16, 17]. Xitoy olimlari [18] tomonidan olib borilgan
epidemiologik tadqiqot yelbo‘g‘ozning diagnostikasi 2,1 baravar
ortishini ko‘rsatadi; Bugungi kunda bu homiladorlikning 4,9 foizida
uchraydi [18]. Ushbu tashxisga ega bo‘lgan ko‘pchilik ayollarning
yoshi 20-32 yoshni tashkil etadi, ya'ni ular faol reproduktiv davrda
ushbu patologiya bilan kasallanish ehtimolligi yuqori bo‘ladi. [13, 19].

Yelbo‘g‘oz barcha homiladorlikning 0,02-0,8% da rivojlanadi.
Ushbu patologiya stromaning keskin shishishi va klasterlarga o‘xshash
pufakchali kengayishlarning shakllanishi bilan xorion vorsinkalari
proliferatsiyasi bilan tavsiflanadi. Pufakchalar (kistalar) hajmi 25 mm
ga etadi va tarkibida aminokislotalar, globulinlar, albuminlar va inson
xorionik gonadotropini o‘z ichiga olgan sarg‘ish suyuglik mavjud.
Odatda, kistlarda qon tomirlar mavjud bo‘ladi; ba'zan ularda individual
shakllangan  kapillyarlar ~ aniqlanadi. = Mikroskopik  jihatdan
yelbo‘g‘ozning elementlari stromaning kistli va shishli degeneratsiyasi,
vaskulyarizatsiya belgilarining yo‘qligi va trofoblast epiteliysining
(sinsitium, Langergans qatlami) gipertrofiyasi bilan tavsiflanadi.

Yelbo‘g oz homiladorlikning xromosoma anomaliyalari natijasida
rivojlanadi. Yelbo‘g‘ozning to‘liq varianti (uniparental disomiya) ona
genlari yo‘qolganda va ota genlarining gaploid to‘plami ko‘payganda
yoki nugsonli, anukleat tuxum bir vaqtning o‘zida ikkita spermatozoid
bilan urug‘lantirilganda paydo bo‘ladi. Qisman yelbo‘g‘oz triploidiya
bilan tavsiflanadi, bu disspermiya yoki tuxumning diploid
xromosomalar to‘plamiga ega sperma tomonidan urug‘lantirilishining
natijasidir. Qisman yelbo‘g‘ozda homila ko‘pincha bir nechta
rivojlanish ~ nuqsonlariga  ega.  To‘liq  yelbo‘g‘oz  odatda
homiladorlikning 11-25 xaftaligida aniqlanadi va ko‘pincha 46XX dan
iborat diploid xromosomalar to‘plamini o‘z ichiga oladi, ikkala X
xromosoma ham otalikdir. Kuzatishlarning 3-13% da barcha ota
xromosomalari bilan 46XY birikmasi uchraydi. To‘liq yelbo‘g‘oz
bo‘lsa, embrion va homila rivojlanishining belgilari mavjud bo‘lmaydi
va xorion vorsinkalari shishishi kuzatiladi. Klinik jihatdan to‘liq
yelbo‘g oz homiladorlik davriga nisbatan bachadon hajmining oshishi
bilan namoyon bo‘ladi.

Hozirgi vaqtda patogenezning genetik nazariyasi dolzarbdir.
Birinchidan, yelbo‘g‘ozning rivojlanishi xromosoma aberatsiyasi
tufayli urug‘langan tuxum hujayraningning rivojlanishining buzilishi
natijasida yuzaga keladi. Ikkinchidan, kelib chiqishi embrion
karyotipida ota xromosomalarining ustunligi bilan bog‘liq. Buning
sababi bitta tuxum hujayraning bir nechta sperma yoki diploid
xromosomalar to‘plamiga ega bo‘lgan bitta sperma tomonidan
urug‘lantirilishi bo‘lishi mumkin. Rivojlanish anomaliyalari va
homilalik deformatsiyalar kuzatiladi. Yelbo‘g‘ozning har qanday
shaklining klinik ko‘rinishi bachadondan qon ketishi, odam xorionik
gonadotropinining (XGCH) yuqori darajasi homiladorlikning normal
darajasidan oshib ketishi va bachadonning kattaligi va homiladorlik
yoshi o‘rtasidagi nomuvofiglik bilan bog‘lig. Qon bilan birga xarakterli
oq pufakchalar chiqariladi. Yelbo‘g*ozni tashxislashning asosiy usullari
quyidagicha: XGCH ni aniqlash, ultratovush tekshiruvi va ginekologik
tekshiruv. Yelbo‘g‘ozni vakuum bilan evakuatsiya qilishdan 8 hafta
o‘tgach, XGCH darajasining oshishi xorionepitelioma rivojlanishini
ko‘rsatishi mumkin. Yelbo‘g‘oz olib tashlanganidan keyin davolanish
80% hollarda 20% hollarda sodir bo‘ladi, yomon sifatli trofoblastik
kasalliklar rivojlanishi mumkin; yelbo‘g‘oz uchun maxsus profilaktika
yo‘q, ammo bu patologiya xavfini kamaytirishi mumkin.

Qisman  yelbo‘g‘ozning  rivojlanish  vaqti  o‘zgaruvchan:
patologiyani homiladorlikning 9-34 xaftaligida aniglash mumkin.
Qisman yelbo‘g‘ozda triploid xromasomalar to‘plami kuzatiladi
(69XXX, 69XXY, 69XYY), ularda bitta ona xromosomasi,
o‘zgarmagan embrion va yo‘ldoshning makroskopik bo‘laklari,
shishgan xorion vorsinkalari topiladi. Klinik jihatdan bachadonning
kattaligi homiladorlik muddatiga to‘g‘ri keladi yoki undan kichikroq
bo‘ladi. Yomon sifatli o‘smalarga transformatsiyalanish ehtimoli 5%
gacha.

Yelbo‘g‘oz kasalligining klassifikatsiyasi va morfologiyasi.
Butunjahon Sog‘ligni Saglash tashkilotining gistologlari tomonidan
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2011-yilda Jeneva shahrida o‘tkazilgan Kongressda trofoblastik
kasalliklarning klassifikatsiyasi gabul gilindi.

Yelbo‘g oz kasalligi ikki turga ajratiladi:

1) To‘liq yelbo‘g‘oz;

2) Qisman yelbo‘g‘oz.

To‘liq yelbo‘g‘oz kasalligi homila yo‘qligi bilan xarakterlanadi.
Bunda vorsinkalar kattalashib, shishib, trofoblast ichki qavati
giperplaziyalashadi. Shishli vorsinka markaziy bo‘shliq paydo
bo‘lishiga olib keladi. Qisman yelbo‘g‘oz homila borligi bilan ajralib
turadi va homilaning erta o‘limiga olib keladi. Trofoblastning qisman
giperplaziyasi kuzatiladi. Odatda faqat sintsitiotrofoblastni o‘ziga
qamrab oladi. Shikastlanmagan vorsinkalar mo‘tadil ko‘rinishga ega
bo‘ladi. Homila nobud bo‘lgandan so‘ng tomirlar vaskulirizatsiyasi
yo‘qoladi.

Invaziv yelbo‘g‘oz - o‘sma yoki o‘smaga o‘xshash jarayon
bo‘lib, mushak qavatiga o‘sib kirishi bilan xarakterlanadi. Trofoblast
giperplaziyasi va platsenta vorsinkalarining shakli sagqlangan bo‘ladi,
to‘liq yoki gisman (chala) yelbo‘g‘oz asosida kelib chiqadi. Invaziv
yelbo‘g‘oz xorionkarsinomaga o‘tmaydi. Invaziv yelbo‘g‘oz metastaz
berishi mumkin, lekin o‘smaga xos emas, u orqaga qaytar jarayondir.
Hozirgi zamonda "Yomon sifatli yelbo‘g‘oz yoki yemiruvchi
yelbo‘g‘oz " termini ishlatilmaydi.

Yelbo‘g oz-xorion vorsinkalarining patologik o‘zgarishi bo‘lib, ichi
tiniq suyuqlik bilan to‘lgan, turli xil o‘lchamdagi, ko‘plab pufakchalar
uzum shingiliga o‘xshab joylashadi, platsenta to‘qimasini to‘liq yoki
gisman egallaydi. Yelbo‘g‘oz elementlari bachadon ichida erkin yoki
bir-biriga yopishib turishi mumkin. To‘liq yelbo‘g oz homiladorlikning
I-trimestrida kuzatilib, homila nobud bo‘ladi. Qisman yelbo‘g‘ozda
homiladorlik muddatli tug‘ruq bilan tugashi mumkin, ko‘pincha homila
14-16 haftalikda nobud bo‘ladi, antenatal yoki intranatal davrda o‘lik
homilaning muddatidan oldin tug‘ilishi bilan yakun topadi. Vorsinka
pufakchalari fragmentlari alohida o‘zi, yoki yelbo‘g‘oz evakuatsiya
qilinganda qon tomirlar oqimiga va o‘pka tomirlariga tushib, o‘tkir
o‘pka gipertenziyasini chaqirib, homilador ayolda o‘pka shishiga,
ba’zan o‘limga olib kelishi mumkin. Ko‘pincha yelbo‘g‘ozning
goldiglaridan xorionkarsinoma rivojlanishi mumkin.

Homiladorlikda ona organizmida gormonal metabolitik
o‘zgarishlar ro‘y beradi. Homiladorlikda sekretsiya bo‘ladigan
gormonlar 3 guruhga bo‘linadi:

1) Platsenta ishlab chiqaradigan gormonlar;

2) Homila- platsenta sistemasi ishlab chiqaradigan gormonlar;

3) Homila ishlab chiqaradigan gormonlar.

Platsenta ishlab chiqaradigan gormonlar:

1) Xoriogen gonadotropin;

2) Xoriogen somatomammatropin;

3) Progesteron;

4) Xoriogen tireotropin;

5) Kortikosteroidlar (qisman ishlab chiqaradi).

Homila-platsenta sistemasi ishlab chiqaradigan gormonlar:

1) Estriol:

2) Kortikosteroidlar (qisman ishlab chiqaradi).

Homila mustagqil ishlab chiqaradigan gormonlar:

1) Estriol (qisman ishlab chigaradi);

2) Kortikosteroidlar (qisman ishlab chiqaradi).

3) Insulin.

Gormonlaring turli joylarda ishlab chiqarilishi normal
homiladorlik bilan trofoblastik o‘smalar differentsial diagnostikada
muhim ahamiyatga ega. Xorionik gonodotropin va xorionik
somatomammatropin sekretsiyasi platsenta funktsianal holatidan,
estriol sekretsiyasi platsenta-homila sistemasi holatidan, insulin miqdori
esa ona organizmidagi metabolik jarayonlardan ma’lumot beradi
[5,33,38,44,49,59,64]. Normal trofoblast bilan xorionkarsinoma
to‘qimasi bir-biriga qo‘yidagi morfologik va biologik hususiyatlari
bilan o‘xshash: xoriokarsinoma to‘qimasining xususiy qon-tomirlari
yo‘q, ona organizmi hisobiga qon bilan ta’minlanadi. Normal
homiladorlikdagidek trofoblast o‘smalarda ham, bachadonda detsidual
to‘qima rivojlanib, tuxumdonlarda lyutein hujayralari o°sadi, gipofizda
esa ‘“homiladorlik hujayralari” kuzatiladi. Qon va siydikda xoriogen
ganodotropinning miqdori sezilarli oshishi kuzatiladi [24,25,26,27].
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Yelbo‘g‘ozning gistologik klassifikatsiyasi. L.A.Misheryakova
(2006) tasnifiga ko‘ra,

1) Yelbo‘g 0z(9100/0);

2) To‘liq yelbo‘g‘oz;

3) Qisman yelbo‘g‘oz( 9103/0);

4) Invaziv yelbo‘g‘0z(9100/1);

5) Xorionkartsinoma ( 9100/3);

6) Platsenta joyi trofoblastik o‘smasi (9104/1);
7) Epitelioid trofoblastik o‘sma (9105/0);

Yelbo‘g‘ozning xorionkarsinomaga o‘tishida bir necha omillar
ahamiyatli:

1. Bemorning yoshi 40 dan oshganligi;

2. Bachadonning o‘lchami homiladorlik muddati bilan mos
kelmasligi;

3. Tuxumdonlar lyutein kistasi bo‘lishi;

4. Xoriogen gonadotropin darajasining yelbo‘g‘oz evakuatsiyasidan
keyin ham

pasaymasligi;

5. Oldingi homiladorlikning yelbo‘g‘oz bilan tugaganligi.

Trofoblastik o‘sma kasalliklarining yoshga bog‘ligligi ham
aniqlangan, yelbo‘g‘oz kasalligi yosh ayollarda 20-30 yoshda uchrasa,
xorionkarsinoma kata yoshli ayollarda (31-40 yosh) ayollarda uchraydi.
Ba’zi adabiyotlarda keltirilishicha, menopauzadagi ayollarda ham
xorionkarsinoma rivojlanishi mumkin.

Yelbo‘g‘oz kasalligining klinikasi, diagnostikasi. Bemorlar
quyidagi klinik simptomlarga shikoyat qiladilar: hayz siklining
to‘xtashi, jinsiy yo‘llardan qonli ajralma kelishi, qorin pastida va belda
og‘riq, toksikoz belgilari - ko‘ngil aynish, gayt qilish, darmonsizlik,
kamqonlik; Yelbo‘g‘oz evakuatsiyasidan keyin qon ketish to‘xtamasa,
bu xorionkarsinomadan darak beradi. Patologik qon ketish erta va
to‘g‘ri tashxis qo‘yish uchun “kalit” hisoblanadi. Qorin pastidagi va
beldagi og‘riq o‘sma massasining qorin bo‘shlig‘idagi qon-tomirlarni
va nervlarni bosishi sababli kelib chiqadi. Xurujsimon kuchli og‘riq
bachadon yorilishi xavfidan yoki yorilishidan, tuxumdon lyutein kistasi
oyoqchasining buralishi yoki kistaning yorilishidan darak beradi. Uzoq
vaqt ko‘p miqdorda qon ketishidan og‘ir va turg‘un anemiya rivojlanadi.
Odatda bunday bemorlarda kaxeksiya va o‘sma to‘qimasi yemirilishi
mahsulotlari hisobiga intoksikatsiya belgilari rivojlanadi. Bu
simptomlar tug‘ruqdan keyingi rivojlangan xoriokarsinoma uchun
xarakterli.

Qon ketish xarakteriga ko‘ra 4 ga bo‘linadi:

1. Bir xil intensivlikda uzoq vaqt davomida;

2. Qon ketish boshida kam miqdorda, keyin asta-sekin ko‘payib
boradi;

3. Bir vaqtning o‘zida kuchli qon ketish;

4. Qon ketishning butunlay to‘xtashi.

Morfologik progress oddiy yelbo‘g‘ozdan invaziv yelbo‘g‘ozgacha
11 haftani, abortdan keyin xorionkarsinomagacha esa 9 haftani tashkil
etadi. Boshga ko‘p uchraydigan klinik belgilardan biri kattalashgan
bachadonda o‘Ichami bilan homiladorlik muddatining bir-biriga to‘g‘ri
kelmasligidir. Bunda bachadon o‘lchami homiladorlik muddatidagi
bachadon o‘lchamidan 4 haftalik katta bo‘ladi, 30-40 % holatda to‘g‘ri
kelishi mumkin, 15-20 % holatda kichik bo‘lishi mumkin. Ko‘p
uchraydigan yana bir simptom qayt qilish, 12-27 % hollarda uchraydi
[18,19].

Asosiy klinik alomatlar quyidagilar bo‘lishi mumkin:

Jinsiy yo‘llardan qonli ajralmalar: Bu alomat deyarli barcha
ayollarda kuzatiladi va odatda homiladorlikning erta bosqichlarida yoki
ikkinchi trimestrda paydo bo‘ladi. Bu holat platsentaning detsidual
qobiglardan ajralishi bilan bog‘liq.

Bimanual tekshiruvda bachadonning kattalashganligi aniqlanadi, bu
homiladorlikning taxminiy muddatidan oldinda bo‘lishi mumkin.

Arteriya bosimining oshishi: Bu patologiyaga ega bo‘lgan
ayollarning taxminan 30% da kuzatiladi.

Homiladorlikning birinchi trimestrida to‘xtovsiz qusish.

Yurak urishining tezlashishi va barmogqlar uchlarining titrashi: Bu
holat ikkinchi darajali tireotoksikoz bilan bog‘liq, chunki XGCh
tireotropin gormoniga o‘xshash bo‘lib, qalqonsimon bez faoliyatini
kuchaytirishi mumkin.
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Teka-lyutein kistalari: Ular katta o‘lchamlarga yetishi mumkin va

ularning rivojlanishi xorion gonadotropinining yuqori
kontsentratsiyalari bilan gonad to‘qimalarining doimiy stimulyatsiyasi
tufayli yuzaga keladi.

Yelbo‘g‘ozni evakuatsiya qilish jarayonida o‘pka arteriyasining
emboliyasi xavfi oshadi. Bunda xorion tugunagi parchalari
kapillyarlarga tushib, keyinchalik o‘pka tomirlariga kira oladi. Bu holat
o‘pkaning bir qismini gaz almashinuvdan chiqarib tashlaydi va natijada
nafas yetishmovchiligi kelib chigadi, birinchi navbatda nafas gisilishi
ko‘rinishida namoyon bo‘ladi. Bu asoratning xavfi 2% ni tashkil qiladi.

Yelbo‘g oz kasalligining diagnostikasi. Kasallikning tez
rivojlanishi va bemorlarning kech murojaat etishi ayollarda ikkilamchi
bepushtlik rivojlanishiga va o‘lim ko‘rsatkichining yuqori bo‘lishiga
sabab bo‘lmoqda. Trofoblastik o‘sma kasalliklariga shubha tug‘ilganda
quyidagilar aniqlanishi kerak:

1. Oldingi homiladorlikning yakunlangan vaqti va xarakteri;

2. XGCH gormonining miqdori;

3. O‘smaning gistologik tuzilishi;

4. O‘smaning tarqalish darajasi.

Bularni aniglash uchun qo‘yidagi tekshirish usullari qo‘llaniladi:

1) Klinik:

2) Immunologik:

3) Gistologik;

4) Rentgenologik.

Homiladorlikning 12-haftasidan so‘ng XGCH ning darajasi
pasaymasligi mumkin. Bunda homiladorlik boshqa gormoni — alfa-
fetoproteinning (AFP) dinamikasini tekshirib ko‘rish kerak, normada
homiladorlikning 11-haftasidan boshlab tezlik bilan uning miqdori
oshib boradi. Agar XGCHning darajasi homiladorlikning 11-haftasidan
tezlik bilan oshsa, AFP miqdori esa kamayib borsa, bu trofoblastik
o‘sma rivojlanayotganligidan darak beradi. Bunda XGCHning darajasi
normaga nisbatan bir necha barobar oshgan bo‘ladi.

Trofoblastik o‘smalarning ichida trofoblast oraliq elementlaridan
rivojlanuvchi platsenta yotog‘i o‘smasi va epitelioid trofoblast o‘smasi
kam uchraydi. Platsenta yotog‘i trofoblast o‘smasida jarayon keng
tarqalgan bo‘lsa ham, XGCHning darajasi pastligi, platsentar laktogen
miqdori sezilarli darajada oshishi kuzatiladi. Bu nisbat differentsial
diagnostikada ahamiyatli. Xozirgi vaqtda zamonoviy tekshirish usullari
keng qo‘llanilmokda. Bular:

. Ultratovushli kompyuter tomografiya (UTKT);
Rentgenli kompyuter tomografiya (RKT);
Magnit- rezonansli tomografiya (MRT);
Immunogistoximik tekshiruv usullari.

Homiladorlik tugagandan yoki yelbo‘g‘oz evakuatsiya gilingandan
keyin tezlik bilan UTKT va XGCHning miqdorini aniqlash bachadonda
yomon sifatli o‘sma rivojlanishi mumkinligi, qayta bachadon ichini
qirish zaruriyatini, asoratlanish xavfini va metastazlanish, oqibatini
aniglashda katta ahamiyatga ega. Zamonoviy UTKT tekshiruvi
yordamida o‘lchami 0.4 sm atrofidagi bachadondagi o‘smani aniqlash
mumkin [14,15,16,17,18,19,20].

Yelbo‘g‘ozning zamonaviy diagnostik kriteriyalari (2011-yilgi
FIGO ma’lumotlari).

-Yelbo‘g‘oz evakuatsiyasidan keyin 2 hafta mobaynida ketma-ket 3
marta ( 1,7,14 kunlar) qon zardobida XGCH ning miqdori
o‘lchanganda, o‘zgarmasligi yoki oshishi kuzatilsa;

-Yelbo‘g‘oz evakuatsiya gilingandan so‘ng 6 oy va undan ko‘p vaqt
mobaynida XGCH darajasi yuqori bo‘lishi;

-Gistologik verifikatsiya (xorionkarsinoma).

Qo‘shimcha kriteriyalari:

-Yelbo‘goz olingandan keyin ham, UTKTda bachadonda o‘sma
aniqlansa (shu bilan birga XGCH ning darajasi yuqori bo‘lsa);

-Anamnezida ko‘p marta homiladorlik yoki yelbo‘g‘oz o‘tkazgan
bemorda metastaz aniqlansa;

Yelbo‘g‘oz bilan kasallangan bemorlarni birlamchi tekshirish
quyidagilarni o‘z ichiga oladi: qon zardobdagi XGCH miqdorini
aniglash, ginekologik ko‘rik, kichik chanoq organlari UTKTsi, o‘pkani
rentgenologik tekshirish [7,8,9,10]. Laborator tekshiruvlar: qon
guruhini aniqlash, rezus faktorni aniglash, Vasserman reaktsiyasi, OIV
antitelalariga tekshirish, Avstraliya antigeniga qonni tekshirish.
Umumiy qon tahlili (3 marta: 1- operatsiyagacha, 2- operatsiyadan 2
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kun keyin, 3- javob berishdan 2 kun oldin) o‘tkaziladi. Umumiy qon
tahlili kimyoterapiya kursi gabul gilayotganda kurs davomida haftasiga
1 marta o‘tkaziladi. Umumiy siydik tahlili (3 marta: 1- operatsiyagacha,
2- operatsiyadan 2 kun keyin, 3- javob berishdan 2 kun oldin)
o‘tkaziladi. Umumiy siydik tahlili ximioterapiya kursi qabul
qilayotganda kurs davomida haftasiga 1 marta o‘tkaziladi [11,13,15].

Diagnoz. Yelbo‘g‘ozni aniqlash quyidagi tekshiruv usullariga
asoslanadi:

Shikoyatlar va obyektiv ma'lumotlarni batafsil baholash;

Vaginal tekshiruv natijalari;

Xos ultratovush manzarasi;

Qonda xorionik gonadotropin darajasining bir necha marta oshishi.

Muhim ultratovush  belgisi yelbo‘g‘ozning “qor bo‘roni”
manzarasidir. Bu, bachadon bo‘shlig‘ida diametri 4-6 mm bo‘lgan
ko‘plab gipo- va anexogen hujayrali tuzilmalar bilan xarakterlanadi.
Holatlarning 14-50% ida yelbo‘g‘oz teka-lyutein kistalari bilan birga
kuzatiladi. Qisman yelbo‘g‘ozda ultratovush diagnostikasi qiyin
bo‘lishi mumkin. Odatda, xorion orqasida kichik hujayrali tuzilma
sohasi aniglanadi. Shubhali holatlarda rangli xaritalash va
dopplerometriyadan foydalanish yordam beradi. Bu usullar yordamida
homila tuxumining chegaralari yaqinida arteriyalarning kengayishi
bilan bog‘liq bo‘lgan yuqori vaskulyarizatsiya sohalari aniqlanadi. Agar
UZI paytida bachadon konturi buzilgan bo‘lsa va bu holat mahalliy qon
oqimi kuchayishi bilan birga kuzatilsa, ehtimoliy tashxis invaziv
(destruktiv) yelbo‘g‘ozdir. U miometriya to‘qimasining shikastlanishi
va hatto bachadon devorining teshilishigacha bo‘lgan holatlar bilan
xarakterlanadi. Oddiy yelbo‘g‘ozning invaziv shaklga o‘tish tezligi 15%
ni tashkil giladi.

Homilador ayollarni homiladorlikning erta bosqichlarida akusher-
ginekologlar tomonidan o‘tkaziladigan muntazam, rejali ultratovush
tekshiruvi  40,0-60,0% hollarda yelbo‘g‘oz tashxisini qo‘yish va
davolanishni o°‘z vaqtida rejalashtirish va bemorlarni keyingi kuzatish
imkonini beradi [16]. Biroq, ushbu patologiyani tashxislashda
ultratovush tekshiruvining ahamiyatini ortiqcha baholamaslik kerak,
chunki tibbiy yoki spontan abortdan keyin ba'zi ayollarda bunday
holatlar mavjud, ya’ni noto‘g‘ri o‘tkazilgan tekshiruvlar ogqibatida
yelbo‘goz tashxisi juda kech qo‘yilgan.

Davolash usullari. Yelbo‘g‘ozni davolash.

Asosiy davolash usuli — bu bachadon bo‘shlig‘idagi mazmunni
evakuatsiya qilish. Agar bu holatning asoratlari rivojlansa, ular bilan
birgalikda tuzatish ishlari olib boriladi. Og‘ir holatlarda davolash
homilador ayolning holatini barqarorlashtirishdan boshlanadi, so‘ngra
bachadon bo‘shlig‘ini bo‘shatish amalga oshiriladi.

Konservativ davolash. Konservativ terapiya gemoglobin darajasi
me’yordan past bo‘lsa, anemiyani davolashga qaratiladi. Bachadon
bo‘shatilgandan keyin uning yaxshi gisqarishi uchun qisqarish vositalari
buyuriladi.

Jarrohlik davolash. Bachadon bo‘shlig‘ini bo‘shatishning asosiy
usuli — vakuum-aspiratsiya bo‘lib, u vena ichiga og‘rigsizlantirish
ostida o‘tkaziladi. Shifokor ehtiyotkorlik bilan bachadon bo‘yin
kanalini kengaytiradi, so‘ngra bachadon bo‘shlig‘iga vakuum-
aspiratorning uchi kiritiladi. Bo‘shatish uterotoniklar yordamida amalga
oshiriladi — bachadon qisqarishiga olib keluvchi vositalar, shu bilan
katta qon ketishining oldini olishga yordam beradi.

Yelbo‘g‘oz kasalligida davolash rejasi bemorning yoshiga,
reproduktiv holatiga, kasallik klinikasiga ko‘ra tanlanadi. Davolash
turlari: monokimyoterapiya; polikimyoterapiya; operativ davo.
Yelbo‘g oz kasalligida kimyoterapiya reproduktiv funktsiyani saqlab
qolishning asosiy davo usuli hisoblanadi.

Operativ davo-bachadondan qon ketganda, bachadon yorilganda
yoki yorilish xavfi bo‘lgan bemorning hayotiga xavf soluvchi holatlarda
o‘tkaziladi. Rejali operativ davo kimyoterapiya effekt bermaganda va
bachadon o‘lchami katta bo‘lganda o‘tkaziladi.

Reproduktiv funksiyani amalga oshirgan ya’ni boshga farzand
ko‘rishni  rejalashtirmagan 40 yoshdan oshgan bemorlarga
gisterektomiya operatsiyasini o‘tkazish tavsiya etiladi. Ushbu
protsedura trofoblastik neoplaziya rivojlanish ehtimolini sezilarli
darajada kamaytiradi. To‘liq yelbo‘g oz bilan og‘rigan 40 yoshdan 49
yoshgacha bo‘lgan 82 bemorni o‘z ichiga olgan tadqiqotda gestatsion
trofoblastik neoplaziya ayollarning 54 foizida bachadon kuretajidan



JVPHAN PETIPOIYKTUBHOTD 3[10POBbA 11 YPO-HE®POIOTINYECKWX UCCAECLOBAHWIA | JOURNAL OF REPRODUCTIVE HEALTH AND URD-NEPHROLOGY RESEARCH

keyin rivojlangan va gisterektomiyadan keyin gestatsion trofoblastik
neoplaziyalar kuzatilmagan [23].

Ximiyaterapiyadan keyin effektni nazorat qilish uchun qon
zardobidagi XGCH ning miqdori tekshiriladi. Davodan keyin yaxshi
natija olish uchun kimyoterapiyani erta boshlash va qisqa interval (14-
21 kunda) bilan XGCH ning miqdori normaga tushguncha o‘tkazish
shart. Davo qon zardobidagi XGCH ning miqdori 3 hafta davomida
normal holatda turgandan keyin yana 2-3 kurs o‘tkaziladi. Bir yil
davomida XGCH ning miqdori tekshirib turiladi. Kimyoterapiya gabul
qiladigan bemorlarga oqibati yaxshi bo‘lsa - monoximiyaterapiya bilan
boshlanadi, yomon oqibat bilan kombinirlashgan ximiyaterapiyadan
boshlab qabul qiladi. Faqat ximiyaterapiya bilan davolangan
ayollardagina hayz sikli tiklanib, reproduktiv funksiyasi saqlanishi
mumkin. Ular 100 % holatda homilador bo‘ladi va sog‘lom bola
dunyoga keltirishlari mumkin.

Trofoblastik kasalliklar bilan kasallangan bemorlar zamonaviy
qulayliklarga ega bo‘lgan  yuqori tajribali maxsus klinikalarda
davolanishi kerak. Davolash hamma vaqt birinchi qator preparatlaridan
boshlanishi kerak, FIGO shkalasi bo‘yicha o‘sma rezistentligi xavfi
darajasi aniqlanguncha davom ettirilishi kerak. Kasallar oldin
nostandart reja bo‘yicha, xavf darajasi aniglangandan so‘ng esa albatta
standart reja bo‘yicha davolanadi. O‘smadan qon ketishi ximiyaterapiya
o‘tkazish uchun qarshi ko‘rsatma hisoblanmaydi, parallel ravishda
intensiv gemostatik terapiya o‘tkazish kerak [27,28,29,30].

O‘sma jarayonida XGCH ning darajasi va qon umumiy tahlili har
haftada, qon bioximiyasi va umumiy siydik tahlili har 2 haftada
o‘tkazilishi kerak. XGCH ning darajasi tezlik bilan pasayishi
davolanishning effektivligini bildiradi. XGCH ning darajasi normaga
tushgandan keyin ham 3 kurs ximiyaterapiya profilaktik magsadda
o‘tkazilishi kerak. I qator standart sxemaga o‘smaning rezistentligi 11-
24 % hollarda kuzatilib, bunda tuzalgan bemorlar 50-75 % ni tashkil
etadi. Bu ko‘rsatkich Bloxin N.N. nomidagi Rossiya Tibbiyot Fanlar
Akademiyasi Rossiya Onkologiya Ilmiy Markazida 12 % va 80 % ni
tashkil etadi [30].

Profilaktika. Maxsus profilaktika choralari ishlab chigilmagan.
Homiladorlik rivojlanishi uchun optimal sharoit yaratish magsadida,
homiladorlikdan oldin pregravitar tayyorgarlik tavsiya etiladi. Bu
yashirin kechadigan kasalliklarni aniqlash va ularni tuzatish,
organizmning vitamin-mineral va ozuqa holatini to‘ldirish imkonini

Adabiyotlar ro‘yxati:

beradi. Shu orqali embrion uchun normal rivojlanish muhiti
ta'minlanadi. Natijada, akusherlik asoratlari, jumladan, yelbo‘g‘oz xavfi
kamayadi [7].

Reabilitatsiya.

Yelbo‘g‘oz evakuatsiyasidan so‘ng dinamik ravishda xorionik
gonadotropinning B-subyedinitsiyasi darajasini aniglash tavsiya etiladi.
Ushbu gormonning konsentratsiyasi odatda jarrohlik aralashuvdan
keyin 6-8 hafta ichida normallashadi (ba’zan bu jarayon 16 haftagacha
davom etishi mumkin). Agar XGCH konsentratsiyasi kamaymasa yoki
aksincha oshsa, kichik chanoq a’zolarining ultratovush tekshiruvi va
o‘pka rentgenografiyasi o‘tkaziladi (patologik xorion tugunaklari o‘pka
to‘qimasiga metastaz qilishi mumkin). Ushbu usullar xorionkartsinoma
rivojlanishini istisno qilishga yordam beradi. Ba’zi hollarda
kimyoterapiya o‘tkazish masalasi hal qilinadi.

XGCH darajasini tez-tez dinamik aniglash uning normallashguniga
qadar amalga oshiriladi. Shundan keyin tekshiruvlar soni kamaytiriladi.
Bemor kuzatuvi odatda 3-4 yil davom etadi. Ushbu davrda
homiladorlikdan saqlanish tavsiya etiladi, biroq bachadonga
joylashtiriladigan kontratseptiv vositalarni qo‘llash magsadga muvofiq
emas [18].

Yelbo‘g‘ozdan keyingi perinatal natijalar. Yelbo‘g‘ozdan so‘ng
bemorlarning perinatal natijalarini baholashga bag‘ishlangan bir qator
tadqiqotlar farzand ko‘rish qobiliyatining saqlanib qolganligini va
g‘ayritabiiy homiladorlik chastotasining o‘sishi yo‘qligini qayd etgan.
Biroq, Braziliyada E. Uberti tomonidan o‘tkazilgan tadqiqot shuni
ko‘rsatdiki, ayol anamnezida avvalgi o‘tkazilgan yelbo‘g‘oz fagat 20
yoshgacha bo‘lgan bemorlarda keyingi homiladorlikning natijasiga
ta'sir qilmaydi. Charing-Cross (London) kasalxonasida o‘tkazilgan 9
yillik tadgiqot yelbo‘g‘oz bilan og‘rigan 5793 ayolni o‘z ichiga olgan,
tadqiqot natijalari shuni ko‘rsatishicha, ona yoshining yelbo‘g‘ozdan
keyingi perinatal natijalarga salbiy ta'sirini ko‘rsatadi. Ushbu ayollarda
perinatal natijalarga statistik jihatdan ahamiyatli ta'sir ko‘rsatadigan
omillardan biri yelbo‘g‘ozning o‘zi emas, balki abortlar keyin
o‘tkaziladigan takroriy vakuum aspiratsiyasidir. Bundan tashgari,
olingan natijalar bitta vakuum aspiratsiyasining reproduktiv funksiyaga
sezilarli ta'sir etmasligini ko‘rsatdi. Bemorlarning ushbu toifasida salbiy
perinatal oqibatlarning rivojlanishida kimyoterapiya muhim rol
o‘ynaydi [17,18]
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REHABILITATION OF WOMEN AFTER UNILATERAL SALPINGECTOMY (LITERATURE REVIEW)

XX asmning ikkinchi yarmida bachadondan tashqari homiladorlik ~ bachadon bo‘shlig‘iga kirishi va bachadon shilliq pardasiga kirishi
chastotasining barqaror o‘sish tendensiyasi butun dunyoda, ayniqsa  kerak. Bachadondan tashqari homiladorlikda urug’langan tuxum
o‘smirlar va fertil yoshdagi ayollar o’rtasida keng tarqalgan. hujayra bachadon bo’shlig’ida bo’lmayd, bachadon bo‘shlig‘iga tushib,
Ma’lumotlarga  ko‘ra  epidemiologik  tadqiqotlar  rivojlangan  boshqa joyda (bachadon naylarida, tuxumdonlarda, bachadon bo‘yni,
mamlakatlarda bachadondan tashqari homiladorligi 1,2 - 1,4% ni tashkil ~ qorin bo‘shlig‘ida) birikadi va rivojlana boshlaydi. Bachadondan
etadi. Homiladorlikning umumiy soniga nisbatan 0,8 - 2,4%[10].  tashqari homiladorlik juda xavfli holat va homilador ayollarning
AQShda bachadondan tashqari homiladorlik chastotasi 1:100 dan 1:400  homiladorlikning birinchi trimestrida o‘limining asosiy sabablaridan
gacha o‘zgarib turadi. Onalik ektopik homiladorlikda o‘lim dunyoda  biri hisoblanadi.[15;2]
ikkinchi o‘rinda turadi va tez rivojlanayotgan qon ketishi va shok [1]. Urug‘langan tuxum hujayra bachadondan tashqarida ham birikib,
Chastotasi esa nay homiladorlik barcha bachadondan tashqari  rivojlanishi mumkin. Bunday homiladorlik bachadondan tashqari yoki
homiladorliklarning 99,5% ni tashkil qiladi. Ektopik homiladorlik  ektopik homiladorlik deb ataladi. Bachadondan tashqari homiladorlik
chastotasining ortishi bir gator omillar aniqlanadi, ular orasida zarur ~ 99,5% hollarda nayda (nay homiladorligi) yuzaga keladi, kamroq
bo‘lgan quyidagilarni ajratib ko‘rsating: hollarda (0,1-0,2%) - tuxumdonda (tuxumdon homiladorligi) yoki qorin

a) chastotaning wuzluksiz o‘sishi ichki jinsiy a’zolarning bo‘shlig‘i a’zolarida kuzatiladi. Bundan tashqari, homiladorlik
yallig‘lanish kasalliklari, ko‘pincha o°ziga xos etiologiyaga ega. Buning ~ bachadonning rivojlanish nuqgsonlarida bachadonning rudimentar
sababi bor jinsiy faollikning ortishi abortlar sonining ko‘payishi; shoxida va bachadon bo‘ynida (bo‘yin homiladorligi) joylashishi

b) operativ usullarning keng tarqalishi bepushtlikning naysimon va ~ mumkin. Naycha va bachadon homiladorligining birga uchrashi ham
naysimon-peritoneal shakllarini davolash va/yoki ekstrakorporal  kuzatiladi. Bachadondan tashqari homiladorlik ayol hayoti uchun jiddiy

urug‘lantirish usullari; xavftug‘diradi, chunki uning to‘xtashi ko‘pincha qorin bo‘shlig‘iga qon
d) ayollarda bachadon ichi kontratsepsiya vositalari sonini  ketishi bilan kechadi, bu esa gemorragik shokka olib kelishi mumkin.
ko‘paytirish [2]. Agar qon ketishi o‘z vaqtida to‘xtatilmasa, o‘lim xavfi mavjud. Har

Homiladorlik normal va ona organizmi uchun xavfsiz rivojlanishi ~ qanday = mutaxassislikdagi ~ shifokor =~ bachadondan  tashqari
uchun urug‘langan tuxum hujayra (murtak) bachadon naylari orqali
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homiladorlikni tashxislay olishi va bemorni kasalxonaga yotqizishni
ta’minlashi lozim.[21]

NAYDAGI HOMILADORLIK. Etiologiyasi urug‘langan tuxum
hujayraning nay bo‘ylab sekin harakatlanishidan va trofoblastning
yuqori faolligidan iborat bo‘lib, bu morulaning nay devoriga
yopishishiga yordam beradi.Urug‘langan tuxum hujayra harakatining
sekinlashishiga quyidagilar sabab bo‘ladi:

* jinsiy a’zolarning yallig‘lanish kasalliklari; Urug‘langan tuxum
hujayra harakatini sekinlashtiradi;

« infantilizm;

* bachadon naylarida rekonstruktiv-plastik operatsiyalar;

* sun’iy urug‘lantirish (EKO);

» gormonal kontratsepsiya;

* EKO;

» gormonal kontratsepsiya;

* bachadon va uning ortiglarining o‘smalari va o‘smasimon
hosilalari;

 endometrioz;

* jinsiy a’zolarning rivojlanish anomaliyalari.[15]

Yallig‘lanish kasalliklarining roli quyidagilardan iborat: bitishmalar
hosil bo‘lishi tufayli tuxum hujayra harakatining buzilishi; epiteliy
kiprikchalari harakatining bachadon tanasi tomon to‘xtamasligi yoki
sekinlashishi; nay peristaltikasining pasayishi. Jinsiy organlar
infantilizmi ko‘pincha uzun va egri-bugri naylar bilan kechadi, bu esa
ularda homila tuxumining joylashishiga olib keladi. Naylardagi
rekonstruktiv plastik operatsiyalar ko‘pincha ularning anatomiyasi va
funksiyasini buzadi. EKU va gormonal kontratsepsiya bachadon
naylariga progesteronning ortiqcha ta’siri bilan bog‘liq bo‘lib, bu
to‘g‘ridan-to‘g‘ri yoki Dbilvosita tarzda ularning peristaltikasini
sekinlashtiradi.[10] Bachadon va uning ortiglarining o‘smalari va
o‘smasimon hosilalari, shuningdek endometrioz va jinsiy a’zolar
rivojlanishining anomaliyalari ham naylarning anatomik o°zgarishlariga
olib keladi. Quvurlardagi rekonstruktiv plastik operatsiyalar ko‘pincha
buziladi anatomiyasi va nayning funksiyasi. EK-U, gormonal
kontratsepsiya bevosita yoki bilvosita ta’sir bilan bog‘liq bachadon
naylari peristaltikasini sekinlashtiradigan progesteronning ortiqcha
bo‘lishi. Bachadon va bachadon ortiglarining o‘smalari va o‘smasimon
hosilalari va endometrioz, jinsiy a’zolar rivojlanishining anomaliyalari
quvurlarning o‘zgarishi. Tuxum hujayraning tashqi migratsiyasida
urg‘ochi gameta tuxumdon bachadon nayiga qarama-qarshi tomondan
tushadil. Operatsiya vaqtida sariq tanani topilishi buning isbotidir.
Tuxumdondagi tanalar naysimon homiladorlikka qarama-qarshi
tomondan. Ba’zi tadqiqotchilar ektopik homiladorlikning yuzaga
kelishini trofoblastning proteolitik faolligining barvaqt namoyon
bo‘lishi homila tuxumining nay devoriga kirishiga olib keladi.[13;18]

Patogenezi. Naydagi homiladorlik organizmda ham xuddi shunday
o‘zgarishlarga sabab bo‘ladi bachadon: tuxumdonda hagqiqiy sariq tana
rivojlanadi FSG ajralishini bloklab, progesteron miqdorini oshiradi.
Lyuttenlovchi  garmon  ajralishi  ortadi  (gipofizning bazofil
hujayralarida). Urug‘lanishning 8-kunida trofoblast OXG ajratadi.
Endometriy proliferatsiyalanadi va sezilarli darajada reaksiyalar
detsidual bo‘ladi. Urug‘langan homila tuxumi naychada uzoq muddat
saglanishi uchun sharoit bo‘lmaydi, nayning shilliq qavatining yetarli
darajada qalin bo‘lmasligi tufayli rivojlanadi. Trofoblast muskul
qavatiga kiradi. Naydagi homiladorlik, odatda, 6-8 haftagacha bo‘lgan
muddatda to‘xtatiladi. Homiladorlik ko‘pincha nayning ampulyar
gismida bo‘ladi, lekin istmik va interstitsial qismlarida ham uchrash
ehtimoli mavjud. Homila tuxumi trubaning rudimentar shoxida
ko‘chishgacha joylashgan bo‘lsa homila tuxumi bir oz ko‘proq vaqt (8-
9 hafta) o‘tishi mumkin, homila tuxumi istmik bo‘limida - kamroq (5
haftagacha). [11]

Xorion vorsinkalari bachadon naylari devoriga kirib, ishlab
chiqariladi ~ proteolitik =~ fermentlar,  uning  suyuglanishiga,
yupqalashishiga, keyin esa qon tomirlar devorini ochib buzish (nayni
yorib yuborish). Yorilib ketganda homila tuxumi burchakka fimbriya
gismiga gancha yaqin bo‘lsa, qorin bo‘shlig‘iga shuncha ko‘p qon
oqadi. Bachadon nayida homila tuxumining rivojlanishi homiladorlik
ko‘pincha bachadon nayidagi abort turida to‘xtatiladi. bunda homila
tuxumi avval nay devoridan, so‘ngra uning elementlari ajralib chigadi,
qorin bo‘shlig‘iga suruladi.[14] Homila tuxumi butunlay qorin
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tuxumiga chiqib ketadigan naydagi to‘liq abortda odatda, u nobud
bo‘ladi, keyin esa ohaklanadi va mumiyalanadi. ba’zi hollarda homila
tuxumining naychadan haydalishi to‘xtaydi qon laxtalari to‘planib,
ba’zan visseral va pariyetal qorin pardasi ("eski" bachadondan tashqari
homiladorlik). Nay homiladorligining uchta asosiy variantini ajratib
olish patogenetik jihatdan o‘zini oglaydi homiladorlik: zo‘rayib
boruvchi homiladorlik, naydagi abort, nay yorilishi [30].

Zo‘rayib boruvchi naysimon homiladorlikning klinikasi va
diagnostikasi. O‘z vaqtida zo‘rayib boruvchi naysimon homiladorlikni
tashxislash juda muhimdir, ammo tashxislashda jiddiy qiyinchiliklar
mavjud. Taraqqiy etayotgan nay homiladorligi normal homiladorlik
bilan bir xil alomatlarga ega: shubhali, ya’ni subyektiv (hayz
ko‘rishning kechikishi, ko‘ngil aynishi, qusish ta’m va hid bilish
buzulishi) va ehtimoliy (sut bezlarining dag‘allashishi, ko‘krak
uchlarini bosilishi - bu faqat tug‘maganlarda bo‘lishi mumkin deb
hisoblanadi). Ginekologik ko‘rikda kichik jinsiy lablar, qin va bachadon
bo’yni normal homiladorlik bilan bir xil. Ikki tomonlama ginekologik
tekshiruv ba’zi bir holatlarni ko‘rsatishi mumkin, bachadonning
kattalashishi va bo‘yin qismining yumshashi. Biroq normal
homiladorlikda bo‘lganidan kichikroq, hayz ko‘rish muddatining
kechikishiga muvofiq. Qachonki homiladorlikning shubhali va
ehtimoliy belgilari, qorinning pastki gismida og‘riglar paydo bo‘ladi,
jinsiy yo‘llardan qon ajralmalari bachadon shilliq qavatining o‘zgaradi
[16;23] Ba’zida hayz kechikmaydi, lekin uning kunlarida odatdagi hayz
ko‘rish uchun xos bo‘lmagan surtma qon ajralmalari paydo bo‘ladi to‘q
rangda. Qorinning pastki qismidagi og‘riqlar haydovchi ya’ni nayning
qisqarishi bilan belgilanadi. Ajralgan yoki ajralmagan homila tuxumi,
shuningdek qonning qorin bo’shlig’iga tushishiga bo‘shlig. Qon
miqdori va qon ketish tezligiga qarab klinika namoyon bo‘lishi har xil.
Qorin bo‘shlig‘iga ozgina qon kirsa, bemorning umumiy ahvoli
buzilmagan, og‘riglar sezilarsiz bo‘lishi mumkin. Ba’zan simptomlar
shu qadar kamki, bachadondan tashqaridagi homiladorlikni aniqlash
mumkin emas va naydagi abort turi bo‘yicha abortni to‘xtatish qiyin.
Qorin bo‘shligiga 500 ml va undan ortiq qon kiritilganda o’ng
qovurg’alar ostida kuchli og’riq paydo bo‘ladi, kuraklararo soha va
o‘mrov suyagiga irradiatsiyali qorindagi og‘riglar o‘ng tomonda
(frenikus simptomi bilan). Ko‘pincha holsizlik, bosh aylanishi, qusish
holati, hushdan ketish kuzatiladi [14]. Obyektiv tekshirish teri
qoplamlarining oqarib ketganligini va shilliq pardalar ba’zan sarg‘ish
tusli, taxikardiya kuzatiladi. Pulsning noto’laqonligi, arterial bosim
pasaygan. Qorin pardasining ta’sirlanish belgilari paydo bo‘ladi: tili
quruq, qorni biroz ko‘tarilib turadi, pastki bo‘limlarda paypaslaganda
og‘riydi, bu yerda Shyotkin simptomi odatda ijobiy. Qon ancha ko‘p
ketganida qorinning giya joylaridagi tovush o‘tmaslashib qoladi [3;9].
Ginekologik tekshirishda tashqi jinsiy a’zolarda sianoz aniglanadi, qin
va bachadon bo‘yni shilliq qavati, servikal kanaldan ozgina qon
ajralmalari. Ikki qo‘l bilan tekshirishda bachadon bo‘yni yumshab
qolgan, tashqi bo’giz yopiq, bachadon bo‘yni orqasidagi harakatlar
og‘rigli. Bachadon tanasi yumshagan va muddatga muvofiq bo‘lishi
kerak bo‘lganidan kamroq kattalashadi, hayz kechikadi. Bachadon
ortiglarining og‘rigliligi aniqlanadi. Peritubar gematoma yoki
yo‘g‘onlashgan nay quyidagicha paypaslanadi tuxumsimon shaklli,
aniq chegaralarsiz va bachadonning yon tomonida yoki orqasida
cheklangan harakatchan konturlar. Qon to‘planib qolganda bachadon-
to‘g‘ri ichak bo‘shlig‘ida orqa ichakning tekislanganligi yoki
bo‘rtganligi qayd etiladi palpatsiya paytida qattiq og‘riydigan qin
gumbazi kuzatiladi [7,16]. Qon tahlilida gemoglobin darajasining
pasayishi kuzatilishi mumkin gipoxrom anemiya, leykotsitar
formulaning chapga siljishi, ECHT oshishi kuzatiladi. Bachadon ichi
qon ketishining klinik manzarasi uzilgan naysimon homiladorlikni
tashhislash, jarrohlik aralashuvini talab etadi. Kichik qon yo‘qotish va
diagnoz noaniq bo‘lgan hollarda qo‘shimcha tekshiruv usullari:
ultratovush tekshiruvi qonning b-subbirligi, bachadon shilliq qavatini
qirib ko’rish bajariladi. UTTda endometriy qalinlashgan (desidual
reaksiya), bachadon orti bo‘shlig‘ida qon aniqlanadi ortiglar sohasi -
aniq konturlarsiz geterogen hosila aniqlanadi. Mutloq mezon homila
tuxumining bachadondan tashqarida aniqlanishi hisoblanadi. [5;17].
Ilgari naysimon homiladorlik tashxisini aniqlash uchun punksiya
o‘tkazilgan, orqa gumbaz orgali qorin bo‘shlig‘ida punksiya o’tkaziladi.
Ignalarda qon ivimasligi tashxisni tasdiglaydi. Agar qorin bo‘shlig‘idan
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olingan modda joylashtirilsa qon suvli stakanga solinsa, xorionning
suzib yurgan vorsinkalarini ko‘rish mumkin. Agar laparoskopiya
o‘tkazish imkoniyati bo’lsa, qorin bo‘shlig‘ini orqa gumbaz tomondan
punksiya qilishdan voz kechish maqgsadga muvofiqdir, chunki
punksiyada qon bo‘lmasligi bachadondan tashqari homiladorlikni aniq
tashxislay olmaydi. Bundan tashqari, qorin bo‘shlig‘ini punksiya qilish
natijasi agar igna bo’shlig’ga tushsa, orqa gumbaz soxta musbat bo‘lishi
mumkin [18;27]. Bachadondan tashqari homiladorlik va to‘liq
bo‘lmagan homiladorlikni differensial tashxislash maqsadida bachadon
abortida bachadon shilliq pardasi qirib tashlanadi. Aniqlanishi
gistologik  tekshirish vaqtida detsidual vorsinkalar  xoriona
bo‘lmaganda, odatda, ektopik homiladorlikdan dalolat beradi. Biroq
shilliq pardaning detsidual transformatsiyasi sariqlik persistensiyasida
bo‘lishi mumkin. Shuningdek, tuxumdonning tekalyutein kistalarida.
Naydagi homiladorlikni, shu jumladan "eski" abortni tashxislashning
eng aniq usuli laparoskopiya hisoblanadi. Endoskopiya har doim
vizualizatsiya qiladi trubadagi o‘zgarishlar (homila tuxumi o‘rnida
ko‘k-qizg‘ish bo‘rtish qorin bo‘shlig‘iga qora qon to‘planib boradi
dimatoma orqasidagi chuqurlikda) ko’riladi. "Eski" bachadondan
tashqari homiladorlikda qoramtir qon laxtalaridan tashkil topgan hosila
topiladi, ba’zan shishga o‘xshaydigan bitishmalar bilan o‘ralgan. [21].

Bachadon nayi yorilishining klinik ko‘rinishi va diagnostikasi.
Bachadon nayi yorilishi diagnostikasi qorin bo‘shlig‘idan sezilarli
darajada qon ketganida nay homiladorligini tashxislash qiyinchilik
tug‘dirmaydi. Shikoyatlar qorin bo‘shlig‘ida to‘satdan kuchli og‘riglar
paydo bo‘lishidan iborat. To‘g‘ri ichakka (defekatsiyaga soxta
da’vatlar) va o‘ng o‘mrov suyagi ostiga irradiatsiyalanadi (frenikus
simptom), behushlikkacha bo‘lgan keskin holsizlik kuzatiladi. Ko‘p qon
ketganda gemorragik shok: apatiya, tormozlanish, teri qoplamlari va
ko‘rinadigan narsalarning oqarib ketishi shilliq pardalar, sovuq ter,
hansirash. Puls tez-tez, kuchsiz to‘ldirish va zo‘riqish, arterial bosim
pasayadi. Qorni ko‘tariladi, pastki gismlarida zo‘riqish, palpatsiyada
keskin og‘riq va qorin pardasining ta’sirlanish belgilari aniqlanadi,
qorinning qiya joylarida perkutor tovushning o‘tmaslashuvi tana holati
o°zgarishi bilan harakatlanadi. Ginekologik tekshiruv qin shilliq pardasi
sianozini aniglanadi. Bachadon bo‘yni kanalida qon ajralmalari
bo‘lmasligi ham mumkin. Bimanual tekshirishda haddan tashqari
kattalashgan, yumshagan bachadonning harakatchanligi ("'suzuvchi"
bachadon simptomi) kuzatiladi, keskin bachadon bo‘yni siljishida
og‘rig, osilib qolish va sezilarli og‘riq qinning orqa gumbazida ("Duglas
qichqirig‘i"). O‘ziga xos klinik manzarasi tufayli bachadon nayini
yorilishida odatda qo‘shimcha tekshirish usullari talab qilinmaydi [25]

Bachadondan tashqari homiladorlik differensial diagnostikasi.
Ektopik homiladorlikni bachadonning erta muddatlarida o‘z-o‘zidan
bo‘lgan abortdan; tuxumdon apopleksiyasidan; bachadon ortiglarining
o‘tkir  yallig‘lanishidan;  appenditsitdan;  tuxumdon  hosilasi
oyoqchalarining  buralishidan farq qilmoq zarur. Bachadon
homiladorligida, xuddi naydagi homiladorlikdagidek, qorinning pastki
gismidagi tutqanogsimon og‘riqlar va homiladorlik belgilari, o‘z-
o‘zidan abort xavfi hayz kechikishidan keyin qon ajralishi bilan birga
keladi. Biroq bachadon homiladorligi to‘xtatilganda qorin bo‘shlig‘idan
qon ketish alomatlari bo’lmaydi, jinsiy yo‘llardan qon ajralmalari
(yorqin, qizg‘ish, kamdan kam bo‘ladiganlaridan laxtalari ko‘p va xorial
bo‘ladi suvli idishga solinganda qalqib chiqadigan) og‘riq paydo
bo‘lgunga qadar paydo bo‘ladi.Qorin yumshoq, og‘rigsiz, qorin
pardasining ta’sirlanish belgilari yo‘q. Ginekologik tadqiqotda
bachadon bo‘yni kanali barmoqni o‘tkazib turadi, bachadon muddatga
mos ravishda kattalashadi, hayz kechikadi. Bachadon sohasi va
ortig‘ining palpatsiyasi og‘rigsiz. UTT bachadon bo‘shlig‘ida homila
tuxumini topishga imkon beradi. Bachadondan detsidual o°‘zgarish va
xorion vorsinkalari bo‘lgan endometriy qirib olinadi. Tuxumdon
apopleksiyasi (sariq tananing yirtilishi) xuddi bachadon apopleksiyasi
buzilishidagi kabi homiladorlik qorin bo‘shlig‘ida, ko‘pincha o‘rtasida
hayz sikli. Bunda homiladorlikning hech ganday belgilari yo‘q.
Bachadon ortiglarining o‘tkir yallig‘lanishi, o‘tkir appenditsit,
oyoqlarning buralishi tuxumdonlar hosil bo‘lishida qorin pardasining
ta’sirlanish simptomlari ("o‘tkir qorin" homiladorlik va qorin
bo‘shlig‘iga qon ketishi ko‘rsatilmagan holda). Tashxisni aniqlashtirish
ultratovush va laparoskopiya yordam beradi.
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Tubektomiya amaliyoti. Naydagi homiladorlikni davolash
faqat statsionarda amalga oshiriladi va quyidagi tartibda amalga
oshiriladi:

e jarrohlik yo‘li bilan qon ketishini to‘xtatish;
e buzilgan qon ketishini tiklashda gemodinamika;
o reproduktiv funksiyani reabilitatsiya qilish;
e bola tug‘ish.

Bachadondan tashqari homiladorlik yoki uning kattaligi tashxisi
qo‘yilganda ehtimolliklar laparotomiya yoki laparoskopiya bilan
amalga oshiriladi. Gemorragik shokda shuningdek, agar aniq bitishma
jarayoni taxmin gilinayotgan bo‘lsa laparotomiya o’tkaziladi. Qolgan
barcha hollarda tanlov wusuli bilan laparoskopiya hisoblanadi.
Laparoskopiya afzalliklari:

-kichik kesma;

-operatsiyaning qisqa davomiyligi;

-ahamiyatsiz asoratlar chastotasikamligi;

-a’zolarni saqlab qoluvchi manipulyatsiyalar imkoniyati;

-muddatlarning qisqarishi bemorning shifoxonada bo‘lishi, erta
jismoniy va ijtimoiy reabilitatsiya [19].

Bachadondan tashqari homiladorlikda jarrohlik aralashuvida, kirish
turidan qat’iy nazar, birinchi navbatda gemostazni amalga oshiradilar:
qisqgichlar  laparoskopiyada nayning bachadon uchiga va
mezosalpinksga qo‘yiladi. Keyin bunda so‘rg‘ich yordamida qonni
qorin bo‘shlig‘idan olib tashlanadi va nay olib tashlashga kirishadi.
Homila tuxumi nayning interstitsial gismida joylashganida qon
to‘xtatuvchi gisqich mezosalpinksga shunday qo‘yiladiki, bachadon
arteriyasining yuqoriga ko‘tariluvchi tarmoqlari bog’g’lanadi, shundan
so‘ng bachadon nayi kesiladi. Bachadon kesmasi uchun alohida ikki
qatorli choklar qo‘yiladi. Nay homiladorligi zo‘rayib borayotganida
yoki kam qon yo‘qotishlar bilan trubada abort gilish organlarni saglab
qoluvchi operatsiyalar olib borilishi mumkin. Og‘rigsizlantirish turi
jarrohlik aralashuviga bog‘liq: laparotomiya va qorin bo‘shlig‘idan ko‘p
gon ketmasa, mahalliy og’rigsizlantirish qo‘llash mumkin (epidural
yoki spinal), gemorragik shokda yoki laparoskopiyada umumiy
og‘rigsizlantirish amalga oshiradi [23]. Qorin old devorining kesimi
Pfannenshtil bo‘yicha ko‘ndalang bo‘lishi mumkin. Yugqori ifodalangan
holatda pastki o‘rta kesim afzalroqdir. Qorin bo‘shlig‘idan qon
ketganda, semirishda, keyin chandiqda pastki o‘rta kesmasi o’tkaziladi.
Bachadondan tashqari homiladorlikda bachadon kesish texnikasi har bir
operatsiya qiluvchi shifokorning mahoratiga bog’liq. Qorin devori
qavatma-qavat ochiladi; qorin pardasi yorilganida ba’zan anchagina qon
quyiladi. Shunga ko‘ra darhol qo‘Ini qorin bo‘shlig‘iga kiritib uni kesim
chetiga ko‘tarish kerak. Imkon qadar tezroq qon to‘xtatuvchi
(gemostatik) qo‘yiladi. Nayning bir gismi bachadon burchagiga,
ikkinchi burchagi mezosalpinksga qisiladi. Qon ketishi to‘xtatildi [18].
Qon o‘rnini bosuvchi vositalarni vena ichiga quyishga quyidagi tartibda
kirishish mumkin: donor eritrotsitlarining ko‘rsatmalariga binoan. Qon
yo‘qotishlarni  to‘ldirish magsadida foydalaniladi: Ringer-Lokk
eritmasi, 5% 1i glyukoza eritmasi, qon plazmasi, donor eritrotsitlari (
transfuzion asoratlar ehtimoli sababli kamdan-kam hollarda
qo‘llaniladi). Qon ketishi to‘xtashidan oldin arterial qon bosimini
oshiruvchi preparatlarni yuborish bosim, qorin bo‘shlig‘idan qon
ketishining kuchayishi xavfi tufayli maqsadga muvofiq emas.
Operatsiya vaqtida qorin bo‘shlig‘iga oqib tushgan o‘z qonini qayta
quyish mumkin agar u buzulmagan bo‘lsa, Reinfuziya maqgsadida faqat
kasallik davomiyligi 5 soatdan oshmagan, infeksiyalanmagan,
gemolizlanmagan qon bo’lishi kerak. Qon kichik chanoqdan sitrat yoki
geparin solingan idishga tortib olinadi va suziladi 8 qavat steril dokadan
keyin qon oqimiga kiritiladi. Quyish o‘z qoni gemotransfuzion asoratlar
bilan bog‘liq emas. Hozirgi vaqtda eritrotsitlarni gayta quyish uchun
autokondan foydalanish mumkin maxsus apparatlar (Cell saver,
Haemolite). Ularning yordami bilan to‘kilgan qon so‘riladi, yig‘iladi,
antikoagulyatsiya qilinadi va laxta va bo‘laklardan tozalanadi.
Rezervuardan qon aylanuvchi tizimga keladi markazdan qochma
kuchlar ta’sirida eritrotsitlar konsentratsiyasi erkin gemoglobin, ivish
omillari, trombotsitlardan tozalash sodir bo‘ladi. Shundan keyin
eritrotsitlarni qon oqimiga gaytarish mumkin. Gemodinamikani tiklash
bilan bir vaqtda operatsiya davom ettiriladi - kesib tashlanadi
mezosalpinksdan bachadon burchagidan bir oz kesib olingan nayga
alohida choklar qo‘yiladi. Peritonizatsiya uchun keng va dumaloq
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bog’lamlardan foydalaniladi [16;19;21]. Ba’zi hollarda tegishli
sharoitlarda reproduktiv funksiyani saqlab qolish uchun organ saglovchi
(konservativ-plastik) operatsiyalar bajariladi: homila tuxumini siqib
chiqarish - "milking" (agar u ampulyar tubotomiya - homila tuxumi
joylashgan joydagi bachadon nayini kesish keyinchalik uni olib
tashlash, bachadon nayi segmentini rezeksiya qilish. Tubektomiyaga
ko‘rsatma sifatida bachadon nayida takroriy homiladorlik xizmat giladi.
ilgari a’zolarni saqlab qoluvchi aralashuvga uchragan bachadon
nayining yorilishi; keyinchalik homilador bo‘lishni istamaslik;
bachadon nayining yorilishi; homila tuxumining diametri 3,0 sm dan
ortiq; homila tuxumining intramural bachadon nayining (interstitsial)
bo‘limida. Konservativ-plastik operatsiyalarni o‘tkazishda asoratlar
kuzatilishi mumkin. Asoratlardan biri xorionning undan keyin qolgan
gismlarining transplantatsiyasi hisoblanadi. Charviga va qorin
bo‘shlig’i a’zolariga to‘liq olib tashlanmaganda keyinchalik
xorionepiteliomalar paydo bo‘lishi mumkin. Shu munosabat bilan
bachadondan tashqari homiladorlik munosabati bilan a’zolarni saglab
qoluvchi operatsiyalar zarur organizmda qoladigan
proliferatsiyalanuvchiga nisbatan nazoratni amalga oshirish lozim. Shu
magsadda qondagi SG har 2 kunda aniqlanadi (pasayish dinamikasi
yoki oshishi), operatsiyadan keyingi 3-kundan boshlab, 10 mME/ml dan
past darajagacha [17;26]. Agar operatsiyadan 2 kun o‘tgach, qondagi
SG konsentratsiyasi operatsiyagacha bo‘lgan davrga nisbatan
davolashni samarali deb hisoblash mumkin. Agar SG darajasi
boshlang‘ich konsentratsiyaning 50% dan oshsa yoki pasaymasdan
barqaror bo‘lib qolsa, bu esa sitostatik - metotreksatni (50 mg bu
gormon xorion hujayra elementlarining proliferatsiyasini bloklaydi.
Ba’zi hollarda preparatni bir xil dozada gayta yuborishni talab qiladi.
Ko‘proq uchun to‘liq nazorat uchun qondagi SG ning dinamik
monitoringini kichik chanoq a’zolarining exografiyasi va rangli doppler
xaritalash, bu xorion eliminatsiyasining to‘ligligini obyektiv baholash
imkonini beradi. Davolashning samarasizligi radikal operatsiya
(tubeektomiya) ga ko‘rsatma hisoblanadi. A’zolarni saqglab qoluvchi
operatsiyalardan keyin, shu jumladan yagona bachadon trubada,
takroriy ektopik homiladorlik xavfi ortadi [18;29]. Biroq bachadon
konservativ-plastik operatsiyalardan keyingi homiladorlik EK-U dan
keyingiga nisbatan yuqori. Bachadondan tashqari jarrohlik aralashuvini
o‘tkazgan bemorlar homiladorligi bo‘lgan ayollar hayz ko‘rish va hayz
ko‘rishning keyingi tiklanishiga muhtoj generativ funksiyalar.
Operatsiyadan  keyin ayollarning deyarli yarmida kuzatiladi
neyroendokrin va vegetativ qon-tomirlar buzilishlari bepushtlik va
qayta bachadondan tashqari homiladorlik xavfi ortadi. Reabilitatsiya
chora-tadbirlar fizioterapevtik muolajalarni tayinlashdan iborat bo‘lib
kichik chanoqda bitishmalar, temir preparatlari, vitaminlar hosil bo‘lishi
mumkin. Bachadondan tashqari homiladorlik bo‘yicha operatsiyadan
keyingi muhim ahamiyatga ega preferably combined oral
contraceptives kontratseptivlar. Homiladorlikdan saqlanish davomiyligi
kamida 6 oy. Operatsiyadan keyin ichki jinsiy a’zolar holatini baholash
uchun bachadondan tashqaridagi homiladorlik, reproduktiv funksiya
prognozi va qayta lizis hosil bo‘lgan bitishmalarni takroriy (second-
look) laparoskopiya qilish maqsadga muvofigdir jarrohlik
aralashuvidan 6-10 hafta o‘tgach. Takroriy laparoskopiya qorin
bo‘shlig‘ida bitishma jarayoni bo‘lgan bemorlar jarrohlik amaliyoti,
aynigsa bitta bachadon nayi bo‘lgan bemorlarda o‘tkaziladigan jarrohlik
amaliyoti davolash manipulyatsiyalarini bajarish (bitishmalarni
ajratish) va o‘tkazuvchanlikni baholash bachadon naychalarini
xromosalpingoskopiya yordamida aniglash, shuningdek EKO
imkoniyatlari [5;9].

Tubektomiyani bajarish tarixi va texnikasi bachadon naylari
patologiyasini, shu jumladan gidrosalpinksni sterilizatsiya qilish va
davolash masalalari bilan chambarchas bog‘liq.

1880-yilda Samuel Smit Longren (AQSH) birinchi marta
anamnezida toraygan chanoq tufayli kesar kesimi bo‘lgan bemorga
takroriy kesar kesish paytida nay sterilizatsiyasini amalga oshirdi.
Operatsiya paytida Longren kelajakdagi homiladorlikning oldini olish
uchun tuxumdonlarni olib tashlashni rejalashtirgan, ammo "xavflar
kamayadi va natijaga bachadondan 2,5 sm masofada ikkala bachadon
nayini mustahkam ipak bog‘lam bilan bog‘lash orqali erishish mumkin"
degan qarorga kelgan[l]. 1919-yilda Madlener turli ko‘rsatmalar
bo‘yicha, shu jumladan kesar kesish paytida laparotomiya paytida 85 ta
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nay sterilizatsiyasi hagida xabar berdi [1]. 85 nafar bemordan uchtasi
operatsiyadan keyin yuqumli jarayondan vafot etgan.

Yuqori xavf tufayli, sterilizatsiya qilish uchun qorin bo‘shlig‘i
jarrohligi g‘oyasi XX asrning o‘rtalarigacha ommalashmagan. 1955-
yilda Pristovski va Istman 1936-yildan 1950-yilgacha Pomeroy
bo‘yicha tug‘ruqdan keyingi sterilizatsiyani o‘tkazgan 1022 bemor
orasida uchta o‘lim haqida xabar berishdi. [30]

Ikki tomonlama tubektomiya 35 yoshdan oshgan bemorlar uchun
afzalroq bo‘lib, ular uni amalga oshirgandan so‘ng yordamchi
reproduktiv texnologiyalarni qo‘llamasdan homiladorlikni o‘z-0‘zidan
boshlash mumkin emasligini tushunadilar. Sterilizatsiya qilish
foydasiga garor bemorning zimmasida qolishi kerak, o‘z navbatida,
salpingektomiya sog‘liq uchun xavflarni kamaytirishi mumkin, agar
ular saqlanib qolsa, ular bilan hisoblashishga to‘g‘ri keladi.
Gisterektomiyada bachadon naylarini bir vaqtning o°zida olib tashlash,
shuningdek, sterilizatsiya maqgsadida ikki tomonlama tubektomiya
jarrohlik aralashuvini biroz kengaytirishni talab qiladi va jarroh
ginekolog uchun qiyinchilik tug’diradi [30]. Ushbu aralashuvning
imkoniyatlarini hisobga olgan holda, gisterektomiya paytida yoki
sterilizatsiya qilish maqgsadida profilaktik salpingektomiyani targ‘ib
qilish kampaniyasi allagachon Britaniya Kolumbiyasida (Kanada)
o‘tkazilgan[1]. Bundan tashqari, ginekologlar ushbu muolajani boshqa
mutaxassisliklar bo‘yicha jarrohlarni o°qitishga e’tibor berishlari kerak,
ular postreproduktiv yoshdagi bemorlarda bachadon naylariga kirish
imkoniyatiga ega bo‘lgan hollarda. Tubektomiya gidrosalpinksni
davolashning eng ko‘p wuchraydigan usuli hisoblanadi. Ushbu
metodikani  qo‘llash  bo‘yicha  ma’lumotlar  ikkita  kichik
randomizatsiyalangan nazoratli tadqiqotlar va bir nechta retrospektiv
tadgiqotlarga  asoslangan.  Ushbu  muolajaning  muxoliflari
gidrosalpingit holatlarida salpingektomiyani tanlash maqsadga
muvofiqligini ta’kidlaydilar, chunki rekonstruktiv operatsiyalarda
shunga o‘xshash natijalarga ega bo‘lishi mumkin va bachadon naylari
holatini to‘g‘ri baholashga yordam beradi.

Salpingoektomiya standart laparoskopik asboblarni talab giladigan
nisbatan oddiy protseduradir. [12]. Bachadon nayining ishemik
gismining proksimal qismi koagulyatsiyalanadi va kesiladi. Istmik qism
kesilgandan so‘ng, mezosalpinks navbatma-navbat koagulyatsiyalanadi
va 1-2 sm interval bilan kesiladi. Bachadon nayi kesilgandan so‘ng, u
qorin bo‘shlig‘idan yoki qov ustidan optik troakar porti orqali olib
tashlanadi.

Tuxumdon saratoniga nisbatan profilaktik tubektomiya uchun shart-
sharoitlar: TS ayollar reproduktiv tizimining xavfli kasalliklari orasida
uchrash chastotasi bo‘yicha sakkizinchi o‘rinni egallaydi. [13] TS
bachadon bo‘yni va tanasi saratonidan keyin ginekologik xavfli
o‘smalar orasida uchrashi bo‘yicha uchinchi o‘rinni egallaydi, ammo
TS ayollar reproduktiv tizimining onkologik kasalliklari bilan og‘rigan
bemorlar orasida o‘limning eng ko‘p uchraydigan sababidir. [13,14] Har
yili taxminan 225000 ayol tuxumdon saratoni bilan kasallanadi va
dunyo bo‘ylab bu kasallik tufayli 140 000 ga yaqin o‘lim qayd etiladi.
[1] 2011-yilda Qo‘shma Shtatlarda 22 000 ga yaqin yangi TS holatlari
va 15 500 ta TS bilan bog‘liq o‘lim holatlari qayd etilgan. TS rivojlanish
xavfi 71 ga 1 ni, ushbu kasallikdan o‘lim ehtimoli esa 95 ga 1 ni tashkil
qiladi [1] TS dan o‘limning yuqori ko‘rsatkichlari kasallikning kechki
bosgqichlarida aniqlanishi bilan bog‘liq (FIGO II-IV) va 5-yillik omon
qolish 44% ni tashkil qiladi. [16]

Tuxumdonlarning deyarli barcha xavfsiz va xavfli o‘smalari uch xil
hujayradan rivojlanadi: epitelial, stromal va embrion hujayralari.
Rivojlangan mamlakatlarda xavfli o‘smalarning 90% dan ortig‘i o‘z
kelib chigishiga ko‘ra epitelial o‘smalardir, ularning 5-6% ini jinsiy
tortma o‘smalari va 2-3% ini germinomalar tashkil etadi. [14]
Epidemiologik tadgiqotlar bu uchta turdagi o‘smalarda etiologik
farglarni ko‘rsatdi.[17]

Ayollarni sterilizatsiya qilish 35 yoshli ayollar orasida yetakchi usul
hisoblanadi va undan Xkattaroq[1]. Ayollarni sterilizatsiya qilish
quyidagi istalgan vaqtda amalga oshirilishi mumkin: tug‘ruqdan keyingi
sterilizatsiya - tug‘ruqdan keyin yetti kun ichida amalga oshiriladi,
kesarcha ligatsiya - 2 ta muolaja birlashtirilgan, oraliq ligatsiya
tug‘ruqdan keyin olti hafta o‘tgach, tug‘ruqdan keyingi ligatsiya —
darhol indutsirlangan yoki to‘liq bo‘lmagan abortdan keyin bachadonni
evakuatsiya qilishdan keyin, ginekologik ligatsiya - ginekologik
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operatsiyalar bilan birgalikda masalan, miomektomiya, sistektomiya
yoki fotergill operatsiyasi. Ayollarni sterilizatsiya qilish bir nechta
usullarda amalga oshirilishi mumkin, masalan: minilaparotomiya,
laparoskopik sterilizatsiya va gisteroskopiya usullar. Hindistonda
tug‘ruqdan keyingi sterilizatsiya odatda tomonidan amalga oshiriladi
minilaparotomiya, interval va postnatal jarrohlik amaliyoti o‘tkaziladi
laparoskopiya yo‘li bilan. Minilaparotomiya bilan amalga oshirilgan
naychalarni bog‘lash oddiy usul hisoblanadi protsedura, lekin katta
kesishni talab giladi va boshgalar bilan bog‘liq jarohat infeksiyalari,
operatsiyadan keyingi og‘riq va uzoqroq gospitalizatsiya, shu bilan
birga, laparoskopik sterilizatsiya uchun kichikroq kesmalar kerak,
qisqaroq shifoxonada qoladi, lekin yaxshi o‘gitilgan ginekologlarga
gimmat, yuqori texnik xizmat ko‘rsatish uskunalari[1]. Asosiy asoratlar
darajasi, o‘lim va texnik nosozlik minilaparotomiya uchun magbul
darajada past va laparoskopik sterilizatsiya [1]. Ikkala protsedurada ham
eng asosiy asoratlar umumiy anesteziya va qorin bo‘shlig‘i a’zolari
bilan bog‘liq kirish. Kesarcha ligatsiya, bu yerda ikkita muolaja
birlashtirilgan, qo‘shimcha kesish, anesteziyani oldini olish afzalligiga
ega, moliyaviy yukni kamaytiradi va shifoxonada qolishni kamaytiradi.
Rivojlangan mamlakatlarda laparoskopiya va gisteroskopiya keng
go‘llaniladi ammo rivojlanayotgan mamlakatlarda minilaparotomiya va
minilaparotomiya sezar naychalarini bog‘lash hali ham afzal ko‘rilgan
usullar hisoblanadi. Dunyo Sog‘ligni saqlash tashkilotining (JSST)
Ayollarni sterilizatsiya qilish bo‘yicha ishchi guruhi ta’kidlanganidek:
Ideal ayol sterilizatsiyasi oddiy, oson amalga oshiriladi mahalliy
sharoitda amalga oshirilishi mumkin bo‘lgan bir martalik anesteziya va
naylarni okklyuziya qilish texnikasini o‘z ichiga oladi, bu esa
anesteziyani keltirib chiqaradi minimal zarar. Sterilizatsiya muolajasi
nafaqat xavfsiz va qulay, ammo yuqori samaradorlik darajasiga ega,
iqtisodiy jihatdan samarali, madaniy va shaxsiy jihatdan magbul
bo‘lishi kerak. Ishchi guruhi laparoskopiya ham, minilaparotomiya ham
shunga yaqin degan xulosaga keldi ma’lumotlariga ko‘ra yuqorida
sanab o‘tilgan talab etiladigan mezonlarga javob beradi katta ko‘p
markazli istigbolli tadqiqot [6]. Biz quyidagilarni bilmoqgchimiz: ayollar
sterilizatsiyasining turli usullari va uning bevosita tendensiyasi
institutimizdagi  qiyinchiliklar Ushbu tadqiqot tendensiyalar,
kasallanish va nogironlik darajasini bilish uchun amalga oshirildi
ayollarni sterilizatsiya qilish usullarining bevosita asoratlari bizning
institutimizda bajarilgan.

Bachadondan tashqari homiladorlik 98,5% ni tashkil giladi. Bu ayol
hayoti uchun xavf tug‘diradi va kelajakda reproduktiv funksiyaning
buzilishiga olib kelishi mumkin. Nay homiladorligining kelib chigishida
89,5% xollarda xlamidiy infeksiyasi tufayli yuzaga kelgan naylardagi
yallig‘lanishlar, 19,7% - nospetsifik yallig‘lanishlar, 8,5% - turli xil
anomaliyalar (divertikullar, naydagi qo‘shimcha teshiklar, naylarning
to‘liq rivojlanmaganligi, ingichka va uzun naylar, egilgan va egri

Adabiyotlar ro’yxati:

naylar) sabab bo‘lgan. Xlamidioz tufayli kelib chiqgan salpingitni
davolash va naysimon homiladorlikning muvaffaqiyatli profilaktikasi,
shuningdek, sog‘lom nasl qoldirish dolzarb muammolardan biriga
aylanmoqda. Trubali homiladorlik bepushtlikka va qayta trubali
homiladorlikka olib kelishi mumkin. Bu holatda 58,7% hollarda normal
homiladorlik va tug‘ruq bilan, 20,9% hollarda - qayta naysimon
homiladorlik bilan, 30,3% hollarda esa - bepushtlik bilan tugaydi [7].

Nay homiladorlikni davolashning turli usullaridan so‘ng nafaqat
ayollarning fertillik muammosi, balki umuman reproduktiv salomatlik
holati ham jiddiy e’tiborga loyiqdir. Davolashning uzoq muddatli
natijalarini yaxshi deb hisoblash mumkin emas. Adabiyot
ma’lumotlariga ko‘ra, naysimon homiladorlik tufayli laparotomiya va
bir tomonlama tuberektomiya o‘tkazilgan bemorlarda keyinchalik 50-
75% hollarda bepushtlik tashxisi qo‘yiladi. Ulardan 17% ga yaqini
qayta naysimon homiladorlik xavfi ostida. Shuning uchun uni tiklash
juda muhim ahamiyatga ega, retsidiv xavfini oshirmasdan bemorlarning
fertilligini saqlab qolish kerak.

Bachadondan tashqari homiladorlikda tubotomiya va tubektomiya
ginekologiyada juda keng tarqalgan jarrohlik aralashuvlaridir. So‘nggi
yillarda bachadondan tashqari homiladorlik holatlarining ko‘payish
tendensiyasi kuzatilmoqda, turli kuzatuvlarga ko‘ra, so‘nggi 20-yil
ichida ularning soni 5 baravarga oshdi. Bunday patologiya ayolning
hayotiga xavf tug‘diradi va shoshilinch yordamni talab qiladi.
Homiladorlikni saqlab qolishning istigbolsizligini, homila tuxumini
bachadon ichiga endometriydan tashqarida biriktirilgandan keyin
ko‘chirishning iloji yo‘qligini va qon ketish ehtimoli yuqoriligini
hisobga olib, davolashning yagona varianti operatsiya hisoblanadi.
Uning mohiyati rivojlanish uchun mos bo‘lmagan joyda biriktirilgan
homila tuxumini olib tashlashdan iborat. Tubotomiya - organ saqlovchi
operatsiya bo‘lib, bunda fallopiy nayi urug‘langan tuxum hujayra
mahkamlanadigan joyda kesiladi. Homila tuxumi olingach, naycha tikib
qo‘yiladi [15].

Ektopik homiladorlik, afsuski, patsiyentlar uchun shuningdek,
chandiqli pelvioperitonitning paydo bo‘lishi, takroriy bachadondan
tashqari homiladorlik (takroriy ektopik chandiglar chastotasi - 7-17%),
ikkilamchi bepushtlik (70-80% hollarda sodir bo‘ladi) va boshqalar kabi
uzoq muddatli ogibatlar bilan og‘ir bo‘lib, bu muhim tibbiy-ijtimoiy
muammoni keltirib chiqaradi [18].

Yuqoridagi statistik ma’lumotlar ektopik homiladorlikdan keyin
reproduktiv  funksiyani saqlab qolish muhimligini ko‘rsatadi.
Bachadondan tashqari homiladorlik oqibatlarini kamaytirish yo‘llaridan
biri - har bir bemor uchun individual yondashuv bilan optimal davolash
va reabilitatsiya usullari. Bachadondan tashqari homiladorlikni
boshidan kechirgan bemorlarni reabilitatsiya qilishni davolashning eng
erta bosqichlaridan boshlash zarur.
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Pesunent maructpatypst 1l rona o6ydenus

CamapKaHACKUH TOCyJapCTBEHHBIH MEAUIIMHCKUI YHUBEPCUTET
Camapkang, Y30ekucran

ONTUMU3ALMA PAHHENA JUATHOCTUKHU U NPO®UJIAKTUKA BHY TPUIIEYEHOYHOI'O XOJIECTA3A Y
BEPEMEHHBIX )KEHIIIUH (OB30P JIUTEPATYPbI)

A rare class of severe inflammatory skin illnesses that are itchy and ~ to polyvalent sensitization of the population, the extensive use of
specifically linked to pregnancy and/or the first few days after giving  polymeric materials in production and daily life, the unfavorable
birth is called intrahepatic cholestasis of pregnancy. Pregnant women  environmental conditions on the planet, and high solar activity that
have a high prevalence of cutaneous AD and an annual increase in  promotes their growth [Williams N.S., Strachan D.P., May R.J., Werfel
incidence, similar to the overall population. The most recent data  T., Kapp A., 2015, Roy Patterson, Leslie K., 2013, Eisen M.A., Kaur
indicates that between 5 and 20% of pregnant women have dermatosis; ~ S.L., Silm H.A., 2016].
in industrial cities and megalopolises, this percentage is significantly These diseases have distinct processes of occurrence and
greater. Since only a few pregnant dermatoses have conclusive  characteristics that have not been well investigated. The primary factor,
diagnostic tests, clinical diagnosis based on morphological criteria is  as stated by Vaughan Jones SA (2016), Engineer L., et al. (2015), Moin
still crucial. All of these conditions, however, share a common A. etal. (2018); Jomez ML, 2015; Black MM, et al. (2017), is a shift in
symptom: intense skin itching, which considerably lowers the pregnant  the hormonal balance in a pregnant woman's body, which impacts the
woman's quality of life. One of the most urgent problems in modern  gastrointestinal tract, kidneys, cardiovascular activity, water-salt
medicine is the problem of allergic dermatoses, which is closely linked = metabolism, immune and nervous system function, and more.
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Intrahepatic cholestasis of pregnancy (ICP) is a serious social issue in
addition to a medical one.

Multicenter scientific studies are still being conducted throughout
the world to uncover more features of this issue, particularly novel
pathogenetic causes and extra diagnostic standards for the emergence of
intrahepatic cholestasis of pregnancy. The process by which
intrahepatic cholestasis of pregnancy develops has not yet been
thoroughly investigated, despite a great deal of research. However,
understanding the pathophysiology of this disease is a prerequisite for
creating predictive and preventative strategies that are effective while
taking social and ethical norms into consideration.

Large-scale efforts are being made in our nation to avoid somatic
diseases in the populace and to diagnose them early. Additionally, there
are several unresolved issues in the healthcare system, the most
significant of which are the prevention of intrahepatic cholestasis of
pregnancy and early diagnosis. The following are complete steps to
drastically enhance the healthcare system: "... expanding opportunities
for high-quality medical care for mother and child, providing
specialized and high-tech medical care and reducing infant and child
mortality."

Based on this, the development of methods for early diagnosis and
prevention of intrahepatic cholestasis of pregnancy is currently of great
importance. In this regard, conducting research aimed at improving the
quality of life and reducing perinatal outcomes has served as a reason
for searching for additional, new methods for early prognosis and
prevention of this pathology in order to reduce perinatal mortality and
childhood disability. Objective of the study: To identify prognostic
predictors of the development of intrahepatic cholestasis in pregnant
women and to develop early prevention measures. There has long been
a belief that some pregnancy toxicoses with primary liver injury, which
show up as jaundice, are present. Many researches recognized the
existence of liver damage with the onset of jaundice during the peak of
severe toxicosis (eclampsia, uncontrollable vomiting) [6,35]. Brauer K.
described the alleged toxicosis of pregnancy with primary liver injury
for the first time, referring to it as toxic jaundice of pregnancy. Van den
Velden provided a detailed description of this toxicosis's clinical
manifestation. He indicates that, in addition to jaundice, the pregnant
woman is bothered by itching, there may be vomiting, there is no
enlargement of the liver and spleen, there are pronounced neurasthenic
phenomena (irritability, insomnia), the feces are acholic, pigments and
protein are found in the urine. After childbirth, all these phenomena
disappear, but jaundice can recur in subsequent pregnancies.

A similar description of toxic jaundice of pregnancy was also given
by Mayer A. [16]. The clinical manifestations and symptoms of
intrahepatic cholestasis of pregnancy were first described by the
physician F. Alfeld [24]. Subsequently, other researchers published
about pregnancy-related toxicosis, which showed up as liver-derived
jaundice and was referred to as embryogenic jaundice, paracholia,
idiopathic pregnancy jaundice, hepatopathy of pregnancy, and toxic
liver degeneration. N.A. Farber initially suggested the term "late
toxicosis of pregnancy with liver syndrome" based on numerous
observations, and later, as a more effective term, "cholestatic hepatosis
of pregnancy" [9]. According to Courpas AS, Dudley AN, in 10% of
cases cholestatic hepatosis can develop without preceding itching of the
skin, often accompanied by pain in the epigastrium, nausea, vomiting,
diarrhea, in 5% of cases the liver enlarges. There may be complications
in the form of cystopyelitis, gastritis, colitis. However, itching can
occasionally happen without jaundice, and digestive issues and stomach
pain are not usually noticeable. Many pregnant women report skin
itching during relapses of this toxicosis, and the illness may worsen to a
severe or "critical" state [24]. Several researchers have placed a high
value on disruptions in the metabolism of female sex hormones,
particularly estrogens, in the pathophysiology of CGD [28]. The idea
that cholangioendocrine insufficiency is the cause of pregnant women's
cholestatic hepatosis was put out by Farber N.A.

The consequences of CGD for the mother and child were different.
The prognosis for the mother was considered favorable, for the children
- poor. Children born to mothers who had CGD had severe hearing and
speech impairments (Graf). According to Fredlander P., Osier M.,
perinatal mortality in this pathology reached 18%. The cause of death
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in children was mainly pulmonary disorders with atelectasis and the
development of hyaline membranes. In the treatment of cholestatic
hepatosis of pregnant women, great difficulties arose in combating
excruciating itching of the skin, due to which it was sometimes
necessary to terminate the pregnancy. A number of researchers denied
the possibility of the appearance of specific jaundice in pregnant women
[24].

In addition to previous terms like "benign jaundice of pregnancy,"”
"idiopathic jaundice of pregnancy," "bile thickening syndrome," and
"cholestatic hepatosis of pregnancy," the term intrahepatic cholestasis
of pregnancy (ICP) is now frequently used. According to its etiology,
this condition is exclusively linked to pregnancy and is the second most
common cause of jaundice in the third trimester of pregnancy, after viral
hepatitis [8, 10, 26, 46]. It should be noted that 75% of pregnant women
experience problems during pregnancy and childbirth, and the
prevalence of chronic liver and biliary tract illnesses has climbed to
9.2% [50, 22]. Intrahepatic cholestasis of pregnancy is distributed
differently in different countries of the world: in Chile - 15.1%, Sweden
- 2%, Bolivia and China there is 1 case per 750 - 7000 pregnancies [19,
10, 15]. Cholestasis of pregnancy is extremely rare in Asian women
[125]. In Switzerland, the incidence rate is 0.35%, in the United States
of America - 0.01% [33].

Statistical data on the prevalence of intrahepatic cholestasis
in Uzbekistan are currently unknown. Low prevalence rates of
intrahepatic cholestasis in Europe indicate that this problem is
underestimated, since mild forms of the disease, manifested by minor
itching and mild increase in liver enzymes, are sometimes not diagnosed
in time. Currently, early and accurate diagnosis of this disease leads to
an increase in morbidity rates and allows for early prevention [10, 44].
Intrahepatic cholestasis is a pathological process, the pathogenesis of
which is based on a decrease in bile flow in the absence of mechanical
obstruction of the biliary tract. Morphologically, it is characterized by
the accumulation of bile in liver cells and bile ducts, functionally - by a
decrease in the canalicular flow of bile, clinically - by a delay in the
blood of substances normally excreted with bile [22, 43, 36].
Intrahepatic cholestasis syndrome develops under the influence of
drugs, infectious agents, and also as a result of autoimmune, metabolic
or genetic factors [18, 28].

Depending on the extent of liver damage, intrahepatic cholestasis
can be categorized as intralobular (hepatic tubular), which is caused by
insufficient bile secretion by liver cells and bile ducts as a result of
damage to cellular organelles, or interlobular (ductal), which is linked
to the destruction and reduction of small interlobular ducts, ductules,
and ducts [24,37,26]. Water, electrolytes, inorganic (such as heavy
metal salts), and organic (bile acids and their salts, conjugated bilirubin,
cholesterol, phospholipids, proteins, and cytokines) components make
up the complex mixture that is bile. Bile acids (BA) are only produced
by the liver. Cholesterol is converted into the two primary acids, cholic
and chenodezoxycholic. Primary BA are converted into secondary bile
acids—deoxycholic and a trace amount of lithocholic—by intestinal
bacteria. The liver isomerizes secondary bile acids to produce tertiary
bile acids, primarily ursodezoxycholic acid. The pathophysiology of
cholestasis is thought to be significantly influenced by abnormalities in
intrahepatic bile acid metabolism, which also contribute to the
development of itching [29, 31, 44, 12]. Cholestasis can also arise as a
result of changes in sodium-potassium ATPase activity and the fluidity
of the basolateral membrane, which is a component of the hepatocyte
structure.

Wilkinson ML, in an experiment conducted on rats, showed that
ethinyl estradiol reduces the fluidity of sinusoidal plasma membranes.
For instance, under the influence of androgens, damage to the
microfilaments that control the tone and contraction of the canaliculi, or
tight junctions, can compromise the integrity of the canalicular
membrane. The demarcation barrier between hepatocytes is destroyed
when estrogens cause tight junctions to rupture, allowing big molecules
from the bloodstream to enter the canaliculi directly and regurgitating
dissolved bile contents into the blood [49]. Electron microscopy reveals
nonspecific alterations in the bile canaliculi, such as dilatation, edema,
thickening and tortuosity, and loss of microvilli, irrespective of the
cause of cholestasis. The Golgi apparatus vacuolates, the endoplasmic
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reticulum enlarges, and copper-containing lysosomes proliferate when
combined with protein. Vesicles around the tubules containing bile give
hepatocytes«pinnatepappearance under light microscopy [28, 33].

Tiechmarm W. performed a liver biopsy in 20 pregnant women and
showed that in benign cholestasis of pregnancy, the structure of the
lobules and portal fields is preserved, there are no signs of inflammation
and necrosis. Focal cholestasis with bile clots in dilated capillaries and
bile pigment accumulation in nearby liver cells is the sole pathogenic
symptom [34]. Other researchers verified these findings by observing
dilated bile ducts with bile clots inside, which are mild indicators of
localized cholestasis. The compaction of the hepatocyte's biliary pole
and a decrease in the fluidity (absence of pores) of the canalicular
membrane of hepatocytes with preserved intracellular transport are the
pathogenic factors that cause an increase in the concentration of bile
components in the hepatocyte in intrahepatic cholestasis of pregnancy,
according to Wilkinson ML [28].

When conducting statistical studies, many foreign authors came to
the conclusion that the risk of developing intrahepatic cholestasis is
higher in primiparous women, as well as in the presence of multiple
pregnancies. In subsequent pregnancies, in 40-60% of cases, a tendency
to relapse of this disease is noted, while the disease manifests itself
earlier and proceeds with more severe clinical symptoms [39, 42]. Many
authors believe that the hereditary factor plays an important role in the
occurrence of this disease. Thus, Eleoranta (2001) discovered a high
frequency of HLA-DPB 1*0402 alleles among Chilean patients from
one family, where the disease occurred in grandmothers, mothers and
sisters, with repeatedly recurring cholestasis of pregnancy [111].
However, other authors believe that a family history of ICP is usually
associated with the HLA-B8 and HLA-Bwl6 haplotypes [11, 14, 29].
Loginov A.S. et al. showed that HLA-B8, which is often detected in
active chronic liver disease, is an antigen associated with diseases of
various etiologies but with common pathogenetic features. The authors
regarded the HLA-BS antigen as a "marker of hyperimmunity» in these
patients. There are suggestions that the inheritance of this disease is
linked to the X chromosome [44, 28].

In the last few years, foreign authors have published works that
contain data on other genetic markers of cholestasis, including
intrahepatic cholestasis of pregnancy: BSEP (bile salt export pump
gene) is a gene responsible for the transport of bile salts, FIC1 (familial
intrahepatic cholestasis 1 gene) is a gene of familial intrahepatic
cholestasis, MDR3 (multiple drug resistance 3 gene) is a gene of
multiple drug resistance encoding the formation of the MDR3 protein,
which promotes the secretion of phospholipids into bile [12, 36, 37, 48].
The same data were obtained by other authors, who established a
mutation in the MDR3 gene. It should be added that women who had
cholestasis during pregnancy were heterozygous for this trait [11, 17,
35]. However, the pathogenesis of ICP is determined not only by genetic
factors. The clinical and experimental data conducted allowed us to
assume that low levels of selenium intake and the resulting decrease in
glutathione peroxidase activity may be the cause of cholestasis
development during pregnancy [17]. Seasonal fluctuations in the
incidence of cholestasis in countries with a high prevalence of
cholestasis during pregnancy indicate the influence of environmental
factors [20, 15]. For example, in Finland and Sweden, ICP occurs more
often in winter than in summer [33]. Some researchers believe that the
incidence of intrahepatic cholestasis of pregnancy increases in the
spring and autumn periods [38, 46]. Many authors argue that the
development of intrahepatic cholestasis is directly related to pregnancy.
Pregnancy leads to the development of cholestasis syndrome due to
thickening and increased viscosity of bile, decreased tone of the bile
ducts and increased permeability of the bile capillaries, excessive
accumulation of progesterone in the body, and disruption of estrogen
and testosterone metabolism [22,45, 35, 13].

Therefore, erythema of the palms and spider veins on the skin of the
chest and back can be found upon inspection in 50% of women in the
second half of physically preceding pregnancy. A biochemical analysis
of blood serum during the final trimester of pregnancy reveals mild
cholestasis, which is characterized by a moderate 1.5-2 times rise in
alkaline phosphatase (AP) activity, as well as a moderate increase in
cholesterol, al-, and a2-globulin levels, when compared to normal
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values. Y-glutamyl transpeptidase (GGT) activity stays within typical
bounds. Bile acid levels slightly rise as a result. Albumin, urea, and uric
acid levels in the blood serum fall, whereas bilirubin levels and liver
transaminase activity stay within normal ranges [23, 19, 27]. These
alterations are risk factors for intrahepatic cholestasis formation and
take place during the second and third trimesters of physiologically
preceding pregnancy [25, 21, 12]. The majority of publications express
an opinion regarding the contribution of pregnancy-related hormonal
changes to the development of intrahepatic cholestasis. Pregnancy-
related intrahepatic cholestasis is caused by the rapid rise in sex
hormone production during pregnancy, which significantly increases
the excretory load on the liver when paired with previous congenital
constitutional inferiority of the liver enzyme systems [15, 16].

The pathophysiology of ICP is thought to be significantly impacted
by an increase in the blood serum concentration of estrogens, which
exacerbates bile acid secretion and results in cholestatic syndrome [44,
48, 22].

Leslie KK. gathered several pieces of evidence in their research that
suggested estrogens were the main cause of the development of
intrahepatic cholestasis during pregnancy. A significant amount of
estrogens are produced by the fetoplacental complex, which are then
converted and undergo metabolic alterations in the mother's liver. The
low levels of these hormones in the urine of pregnant patients with ICP
confirm that the hepatocytes in this patient group are unable to
efficiently perform enzymatic inactivation and conjugation of steroid
hormones with glucuronic and sulfuric acids, as most researchers have
shown that there is no hyperproduction of estrogens in ICP [38, 50].
Oral contraceptives containing estrogen may cause nodular hyperplasia
of the liver, portal vein and hepatic vein thrombosis, intrahepatic
cholestasis, and regional liver necrosis [26].

Progesterone, which is used to reduce the risk of miscarriage, is also
thought to be one of the external elements that contribute to ICP in
women who are predisposed to it by their constitution [22, 44, 24].
Because more hormones are released during multiple pregnancies than
during singleton pregnancies, it has been shown that the risk of getting
ICP increases fivefold. However, women who have a singleton
pregnancy and a hereditary tendency to intrahepatic cholestasis may be
more susceptible to this condition [23, 34, 45]. There is also a
connection between intrahepatic cholestasis of pregnancy and chronic
or acute infection. When studying the blood serum of patients with ICP
using the enzyme immunoassay method, high titers of IgG to the herpes
simplex virus (HSV), high titers of IgG and IgM to cytomegalovirus
(CMV), continuously recurring adenovirus infection confirmed by
virological methods were detected for the first time [10, 43].

Thus, it is rational to assume that pregnancy-related intrahepatic
cholestasis is a polyetiological condition caused by a combination of
endogenous and extrinsic factors. During pregnancy, it shows up as a
constitutional enzyme deficiency. Clinical and diagnostic criteria for
intrahepatic cholestasis during pregnancy. A decrease in the quantity of
bile secreted in the intestine, an excessive flow of bile elements into the
blood, and the toxic effects of bile components on hepatocytes and
biliary canals are the three main pathogenetic factors that lead to the
development of clinical manifestations of intrahepatic cholestasis of
pregnancy. ICP usually appears in the third trimester of pregnancy.

Intense itching (without rash or other visible skin lesions) is the
main and most common symptom of pregnancy-related cholestasis.
Itching usually starts between weeks 28 and 30 of pregnancy in 87% of
people. Jaundice may show up 1-4 weeks after itching starts in 20% of
patients [26, 49, 5]. However, a number of scientists think that only
10.8% of ICP instances result in yellowing of the skin and mucous
membranes [71, 18]. Unusual manifestations of this condition occur in
20% of cases, including early pregnancy ICP start, pregnancy itchiness
without changes in liver enzymes, and postpartum worsening of the
disease lasting up to 1-2 months [33, 15]. According to Teichmann W.
et al., the earliest form of intrahepatic cholestasis of pregnancy is skin
itching throughout the first half of pregnancy [44]. Excoriations,
sleeplessness, and increased weariness are caused by skin itching that is
more noticeable on the trunk and outer surfaces of the limbs. Anorexia,
steatorrhea (a typical symptom whose severity varies on the severity of
cholestasis), nausea, and soreness in the epigastric area are also seen.
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The primary cause of weight loss, reduced bone mineralization, and
deficiencies in fat-soluble vitamins, particularly vitamin K, is
malabsorption. In rare instances, vitamin K insufficiency results in
uterine and cerebral hemorrhage as well as an increase in prothrombin
time. This pathology's primary clinical manifestation is not necessarily
jaundice.

After the appearance of jaundice, urine becomes dark in color, and
feces become discolored. [49, 33, 42]. According to many authors, pain
syndrome is not characteristic of intrahepatic cholestasis [18,46].
Germanov V.T. et al. point to a slight increase in the size of the liver
and spleen, which can be detected using instrumental research methods,
but Shekhtman M.M. et al. argued that hepatosplenomegaly is not
characteristic of intrahepatic cholestasis of pregnant women [22, 9].
Specific biochemical markers of intrahepatic cholestasis include
alkaline phosphatase and gamma-glutamyl transpeptidase, as well as
leucine aminopeptidase and 5-nucleotidase [11,14]. ALP activity
increases in cholestasis and to a minor extent in hepatocyte damage. An
increase in GGT activity, which occurs in parallel with an increase in
ALP activity, indicates a hepatobiliary origin of alkaline phosphatase.
As a diagnostic sign, GGT activity has low specificity because it varies
on numerous circumstances. These variables include alcohol use, some
medicines, and disorders of the liver and biliary tract [36, 49]. The lack
of an increase in GGT levels, however, is recognized as a diagnostic
characteristic of intrahepatic cholestasis of pregnancy and has been
validated in numerous investigations [43, 50]. An rise in cholestasis
indicators is more substantial than an increase in the activity of other
transaminases. Aspartate aminotransferase (AST) and alanine
aminotransferase (ALT) levels typically rise two to three times in
modern practice, while occasionally transaminase levels rise eight to ten
times [45, 11, 47].

Another sensitive test for establishing the diagnosis of ICP is
measuring the concentration of bile acids in the blood serum, the
increase of which is recorded even before the appearance of visible
clinical and biochemical signs of intrahepatic cholestasis [32, 14].
Determining the bile acid level in pregnant patients with cholestasis
revealed that the fraction of primary bile acids varied noticeably in this
group of patients. The ratio of cholic to chenodeoxycholic acid
increases, the ratio of glycine to tazfin decreases, and the amount of
cholic acid rises while the level of chenodeoxycholic acid falls [38, 15].
The concentration of conjugated bile acids increased in the pool of bile
acids and progesterone metabolites in the serum and urine of women
with ICP, whereas the levels of unconjugated bile acids in intrahepatic
cholestasis of pregnancy and in the physiological course of pregnancy
remained unchanged. An increase in the concentration of sulfated
metabolites of progesterone in the blood serum was also revealed in
intrahepatic cholestasis of pregnancy [28, 11, 11, 48]. Bacq Y. et al.
report that the pool of primary bile acids in pregnant cholestasis is 88%
(cholic: 72.7%, chenodeoxycholic: 15.3%); secondary bile acids:
11.3%; and the level of tertiary (ursodeoxycholic) bile acids was found
to be very low in comparison to the level of total bile acids [49, 50]. The
maximum transport rate and the efficiency of transport on the
trophoblast's fetal surface are both reduced in cholestasis, which also
affects the placental transport of bile acids [40, 29, 48]. Osadchenko E.
Yu. proposed a special scoring scale for assessing the severity of
intrahepatic cholestasis of pregnancy. A score of up to 10 indicates a
mild degree of ICP, from 10 to 25 - of moderate severity, and more than
25 - of severe ICP. When establishing the severity of intrahepatic
cholestasis of pregnancy, it is necessary to take into account the
assessments of the most characteristic subjective (skin itching) and
objective clinical data, laboratory data (biochemical tests) and
instrumental research methods, that is, those main criteria by which the
presence of ICP is diagnosed [45].

Using the de Ritis coefficient (AST/ALA ratio), which is
1.33 + 0.42 during the normal course of pregnancy and considerably
declines (less than 0.7) with liver tissue damage, Pungina M. Yu (2003)
evaluated the severity of intrahepatic cholestasis of pregnancy.
Compared to pregnant women without intrahepatic cholestasis, whose
de Ritis coefficient was 1.46 + 0.61, the average values for pregnant
women with intrahepatic cholestasis fall between 1.09 + 0.32.
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This coefficient varies according to the severity of intrahepatic
cholestasis of pregnancy; in more severe cases, it falls to 0.23 to 0.38.
Additionally, the author pointed out that an increase in transaminase
levels on the day or two following birth is a characteristic of intrahepatic
cholestasis of pregnancy. This might be because the first day after
delivery is when estrogens are released in large quantities. Furthermore,
the de Ritis coefficient shows a slight decline [41]. There is a relative
predominance of T-helpers with a marked shortage of T-suppressors in
intrahepatic cholestasis of pregnancy, according to recent investigations
on the immunological system of pregnant women with this condition.
Other writers claim that the number of T-lymphocytes, as well as T-
adrenaline and T-serotonin-sensitive lymphocytes, doubles during the
second trimester of pregnancy. Theophylline-sensitive lymphocytes
also proliferate throughout the third trimester. This explains the high
rate of miscarriages and suggests a major pathogenetic role of
immunological changes in ICP by immunosuppressing humoral
reactions and boosting the cellular immune response [50, 47].

When intrahepatic cholestasis occurs during pregnancy, the activity
of erythrocyte membrane-bound Na-K-ATPase, Ca-ATPase, and Mg-
ATPase is markedly reduced. The intraerythrocytic levels of Ca and Na
are higher than the Mg level in ICP. We were able to draw the
conclusion that a high concentration of lithocholic acid impacts the
morphofunctional state of erythrocytes based on these results as well as
the found negative association between the serum concentration of
lithocholic acid and the activity of ATPases (Na, K, Ca) [16].

In ICP, xenobiotic metabolism in the placenta is also impaired and
its aromatase activity is reduced. In comparison with the control,
significant inhibition of some cytochrome P450-dependent
monooxygenases of the placenta was found. Active inhibition of
cytochrome P450-dependent monooxygenases in the human placenta in
ICP, in vitro, poses a potential risk to intrauterine fetal development
[17]. In studies to determine the indices of blood flow velocity in the
umbilical artery of the fetus in pregnant women with intrahepatic
cholestasis, it was found that even a significant increase in bile acids in
the mother's blood serum in ICP does not cause disruption of the
uteroplacental and fetoplacental blood flow [33, 13]. The presence of
intrahepatic cholestasis during pregnancy is associated with a high
incidence of premature birth [27, 38, 17]. ICP also raises the risk of
infections, issues with the urinary system, and heavy bleeding during
childbirth [34, 12]. According to the authors, multiple pregnancies
surpass 100%, and the prevalence of premature deliveries in this
situation ranges from 10% to 60% [23, 26, 45]. The mother's prognosis
is considered favorable if all illness symptoms disappear 8—15 days
following delivery. Even though ICP recurs frequently throughout
consecutive pregnancies, it is believed to leave no changes in the
mother's liver. Only one instance of recurrent pregnant cholestasis
leading to biliary cirrhosis and portal triad fibrosis, requiring orthotopic
liver transplantation for severe causes, has been reported in recent
literature [13, 46].

Despite having a favorable effect on the mother, ICP is linked to a
high rate of perinatal mortality and can have a more severe effect on the
fetus. Additionally, up to 35% of all deliveries were shown to have a
higher risk of preterm birth, growth retardation, hypoxia, and fetal
distress [8, 26, 47, 11]. The risk of fetal death with recurrent cholestasis
is four times higher than in a normal pregnancy, according to Fisk NM
et al., who cite a higher figure of 35% [7, 16]. Perinatal mortality with
ICP is 4.7%, according to other publications. Meconium staining of
amniotic fluid with ICP is seen in 25-50% of cases [18, 47]. According
to Zecca E. et al. (2006), high bile acid levels during pregnancy-related
intrahepatic cholestasis change how phospholipase A2 functions in the
baby's alveoli, causing surfactant failure and raising the risk of
respiratory distress syndrome (RDS) in the newborn. The study found
that the risk of having RDS was 2.5 times higher in the ICP group than
in the control group, and that the incidence of RDS was twice as high in
neonates whose mothers had ICP as in the control group [10,25]. Due
to coagulopathy brought on by the mother's intestines' poor absorption
of fat-soluble vitamins, such as vitamin K, ICP also raises the risk of
fetal hemorrhage.

Based on all the data, it can be concluded that strict and regular
monitoring of the intrauterine condition of the fetus is necessary.
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Guidelines for the management and avoidance of intrahepatic
cholestasis during pregnancy. Finding the "ideal" drug to improve
biochemical blood parameters and reduce clinical symptoms is the aim
of all treatments for intrahepatic cholestasis of pregnancy. In an effort
to reduce bile acid production, small doses of phenobarbital have been
used to treat ICP in the past ten years, but this treatment has not been
successful [10, 48, 33]. Pregnant women with intrahepatic cholestasis
were then treated with dexamethasone; however, it was later discovered
that the medication had no appreciable impact on the patients' health.
[21, 27]. Cholestyramine is a lipid-lowering medication that has
recently been developed to treat this condition. This medication reduces
itching by mixing bile acids. Nevertheless, cholestyramine use will not
result in an improvement in the fetus's health or the liver's biochemical
characteristics. Impaired absorption of vitamin K can lead to
complications such blood clotting issues and steatorrhea. Using this
medication during pregnancy may also result in acute cerebral
hemorrhages in the fetus [39, 49].

To reduce itching, antihistamines and mild tranquilizers are often
recommended [46]. In recent years, ursodeoxycholic acid (UDCA) has
been used to treat ICP. This naturally occurring hydrophilic bile acid
helps the body get rid of endogenous hydrophobic bile acids and
possesses anti-apoptotic, anti-cholestatic, and immunomodulatory
qualities [49, 50]. Because it has no adverse effects on the growing fetus,
research indicates that this medicine is safe to take throughout
pregnancy. In a comparison of the safety and efficacy of UDCA and
cholestyramine at a dose of 8—10 mg/kg of body weight per day in the
treatment of ICP, pregnant women receiving UDCA showed a
statistically significant decrease in the intensity of skin itching and a
decrease in the level of aminotransferases in the blood serum compared
to patients receiving cholestyramine [49]. When compared to low doses
(8-10 mg/kg/day), high dosages of ursodeoxycholic acid (UDCA; 15
mg/kg/day) dramatically reduced blood levels of bilirubin and all
enzymes, with no negative effects on the pregnant woman's or the fetus's
health [44]. Without altering the concentration of lithocholic acid,
UDCA therapy was associated with a decrease in cholic acid and an
increase in chenodeoxycholic acid [34, 50].

Furthermore, it has been suggested that UDCA therapy encourages
the biliary tract to excrete progesterone sulfated metabolites [29].
UDCA preparations have been shown to improve the fetus's prognosis
by reducing the amount of bile acids transported from the mother to the
fetus by reestablishing the placenta's ability to carry out normal bile acid
transport [50]. Another recommended drug that influences important
pathways in the pathophysiology of cholestasis is C-adenyl methionine.
These pathways include suppression of Na-K-ATPase and other
membrane transporters, as well as decreased hepatocyte membrane
permeability. This medication promotes cell defense against bile acids
and free radicals by increasing the synthesis and content of thiols.
Treatment with C-adenyl methionine stabilizes some biochemical
parameters and alleviates the intensity of itching in ICP [49, 50].

Given all of the foregoing, we may conclude that the current
treatment modalities do not present the possibility of fully remitting the
illness and halting the mother's liver function from deteriorating.
Pregnancy itself imposes additional stress on the liver and all other
organs and systems, and the use of several drugs, especially
hepatotropic ones, exacerbates the condition [ 10, 26, 28, 47]. This forces
us to look for more modern therapeutic strategies that allow us to
influence the body's nonspecific response and enable the affected
systems to function normally again. Examples of extracorporeal
hemocorrection (ECH) techniques that have been widely adopted into
clinical practice in recent years include transfusion operations of
targeted quantitative and qualitative change of cellular, protein, water-
electrolyte, enzymatic, and gas composition of blood in the
extraorganismal perfusion circuit of blood circulation [2, 50,]. The
prevention and treatment of some pathological conditions have
significantly improved as a result of the widespread use of these
techniques in therapeutic and surgical clinics [1, 5, 6, 9, 15, 17].

The primary goal of extracorporeal procedures is to prevent the
body's primary defenses—the immunological, excretory, microsomal,
and monooxygenase systems—from failing by perfusing blood or
plasma via sorbents, membranes, or filters and then extracting a portion
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of them. The use of plasmapheresis (PA) in obstetric treatment is
required because many pathological disorders in pregnant women arise
in the context of alterations in the system that regulates the aggregate
state of blood, circulation of vasoactive chemicals, and toxic substrates.

Because PA affects these parameters, it has a therapeutic effect [4,
19, 23, 50]. The two main types of plasmapheresis at the moment are
intermittent (discrete) PA and gravity continuous PA with the
appropriate equipment. The majority of domestic physicians favor
intermittent saccular PA because of its benefits, which include ease of
use, accessibility, the ability to perform PA on multiple patients at once,
the elimination of the need for main vein catheterization, and the need
for specialized equipment preparation for work [2, 12, 16, 33].

Toxic substances, autoantibodies, immune complexes (antigen-
antibody), metabolic products, and parts of damaged tissues and cells
are removed from the bloodstream; cellular cleaning systems and
formed blood elements are deplasmized; hematopoietic, stromal, and
immunocompetent cells are more functional and their vital activity
changes; the phagocytic system and natural organs <purification> are
unblocked; the phenomenon of optical turbidity of plasma is eliminated;
microcirculation is improved, and reinfused blood elements are affected
extracorporeal [2, 13, 16, 19, 21, 50]. Other writers claim that the
positive effects of PA are linked to the restoration of the liver and
kidneys' natural detoxification mechanisms in addition to the
mechanical removal of some toxins and the enhancement of blood
homeostasis [3,40].

Plasmapheresis also has an antioxidant effect. Eliminating the
body's free radical oxidation products increases the activity of
antioxidant defense factors. The next effect of plasmapheresis is
immunocorrection. This effect ensures the removal of blood-borne
complement system components, immunoglobulins, and antigen-
antibody complexes. Additionally, PA must improve the performance
of cell membranes, which are in charge of absorbing poisonous
substances during prolonged intoxication. The microcirculation system
and the condition of vascular tone may be connected to the reocorrective
action as PA and other efferent strategies of impact change the ratio of
vasoactive substances in the blood plasma.

These mechanisms work together to promote microcirculation,
activate transcapillary exchange, optimize the oxygen regime, decrease
blood viscosity, boost erythrocyte deformability, and restore normal
tissue metabolism. The main factors that determine functional and
homeostatic reactions associated with the use of efferent therapy
methods (additional effects) are the influence of a blood stabilizer,
typically heparin, the introduction of infusion, transfusion, and drugs of
targeted action, as well as the use of replacement therapy, whose options
are greatly increased against the backdrop of efferent therapy. It is
feasible to both level out or lessen the adverse effects of the treatment
and greatly enhance the specific effects of PA thanks to unique
transfusion and medication programs. The efficacy of treatment for
patients with elevated levels of cholesterol and bilirubin, which cause
atherosclerotic vascular lesions, xanthomatosis, jaundice, and itching by
penetrating tissues and organs, is explained by the diffusion mechanism
of PA action. These metabolites diffuse from tissues and organs more
easily when plasma is removed from the bloodstream because it lowers
their concentration in the serum. This leads to xanthoma regression,
jaundice, itching, and atherosclerotic vascular lesions [17, 18, 42].
Because of the effects that have been demonstrated, plasmapheresis is
therefore commonly used to prevent and treat multiple organ failure
syndrome, HELLP syndrome, placental insufficiency of various causes,
early and late toxicosis, and various extragenital pathologies [1, 3, 7, 9,
11, 12, 16, 25, 34, 47, 50]. According to a study of the literature,
pregnant patients with intrahepatic cholestasis can have a variety of
plasmapheresis treatments, with different replacement solution quality
and plasma removal volumes.

Accordingly, Deryabina N.V. et al. (2003) observed a strong
treatment effect because of the detoxifying, immunocorrective, and
strong antioxidant effects of PA when they performed plasmapheresis
on pregnant women with intrahepatic cholestasis using plasma
filters<Dew>> on the device<KPhoenix>, removing 600-800 ml of
plasma per session. However, the qualitative makeup and quantities of
plasma substitution were not considered by the studies [29, 30]. In order
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to remove 1.3 liters of circulating plasma and replace it with a 5%
albumin solution, Warren JE et al. (2004) employed centrifugal
plasmapheresis in a pregnant lady who had recurrent cholestasis in each
successive pregnancy due to the ineffectiveness of traditional therapy.
For 32 weeks, PA procedures were performed every three to five days
while platelet counts, calcium levels, and blood clotting times were
tracked. The authors also noted a notable clinical benefit and the
possibility of prolonging pregnancy to 36—37 weeks of gestation [19].
Most writers believe that this is the most effective and trouble-free
method of removing moderate (30%) or medium (31-60%) levels of
circulating plasma during pregnancy. When doing PA, the topic of the
qualitative composition of plasma-substituting solutions typically
comes up. This depends on the patient's health, the quantity of plasma
taken, the frequency of PA, and the electrolyte and total protein levels
in the blood. The volume of crystalloids is thought to be able to
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AHHOTALIUA
Onuoil M3 Hambonee W3YYCHHBIX OOJacTedl MCCIeNOBaHMH B MEAMLMHE SBIAIOTCS (HM3HMOIOTMYECKHE MPOLECCHI, JIeKAIlMe B OCHOBE
MeHonay3bl. Kitnmakrepus npezcraBisieT co00ii ecTecTBEHHbIH (GHU3HO0TOTHYECKUil 3Tal B )KU3HH JKSHILHMHBI, B X0/1¢ KOTOPOr'0 B KOHTEKCTE OOIINX
BO3PACTHBIX M3MEHEHHII B OpPraHM3ME HACTYNAIOT MHBOJIOLMOHHBIE NPOLECCHl B PENPOAYKTHBHOH CHCTEME. DTOT MEPHOJ XapaKTepU3yeTCst
MOCTETICHHBIM YracaHUeM JETOPOAHOH (YHKIMH, a 3aTeM M NPEKPAIICHHEM MEHCTpYyaibHOH akTHBHOCTH. COCTOSHHE 3I0pOBbs JKCHIIMH B
MIPEMEHOIIAY3abHOM NIEPHOJIE CYIECTBEHHO M3MEHHUTCSI B CPABHEHHHU C IPEIIECTBYIONIMM IIEPHOAOM U B CBSI3H C COBPEMEHHBIMH YCIOBUSIMU
JKU3HU. MHOrOYHCICHHBIE MCCIENOBAHUSA IMOATBEP)KAAIOT, 4TO BUTaMuH D mpencrtaBiser co0Oif MHOTOTpaHHBIM OHOPETYISITOp C IIMPOKHM
CHEKTPOM AEHCTBHI. DTO MOJUEPKUBACT BAKHOCTH CBOEBPEMEHHOM KOPPEKIMY HEJOCTaTKa BUTaMKUHa D 1 pacKphIBaeT IUPOKUI MOTEHIHAT €TI0
HCTIONB30BaHMs. B mocnennue roasl HaOMIOAAeTCs yBEIHMUYEHHE KOIMYIECTBA CIIydaeB IATOIOTHYECKOrO TEUEHHS MEHOIAy3bl, 3aTparuBalomeH
MIPUMEPHO TOJIOBUHY KEHIIMH B OOIIEH MOy JIAIIIH.
Kirouesbie ciioBa: Octeonopos, MocTMeHomnays3a, Je(HIHT ICTPOreHOB, TO3BOHKOBOIT KOCTH, KOCTHBIN TKaHb, BUTAaMUH D.
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INFLUENCE OF VITAMIN E CONTENT ON BONE MINERAL DENSITY IN WOMEN IN MENOPAUSE

ABSTRACT
One of the most studied areas of research in medicine is the physiological processes underlying menopause. Menopause is a natural
physiological stage in a woman's life during which, in the context of general age-related changes in the body, involutional processes in the
reproductive system occur. This period is characterized by the gradual decline of childbearing function, and then the cessation of menstrual activity.
The state of health of women in the premenopausal period will change significantly in comparison with the previous period and in connection with
modern living conditions. Numerous studies confirm that vitamin D is a multifaceted bioregulator with a wide range of actions. This emphasizes
the importance of timely correction of vitamin D deficiency and reveals the wide potential of its use. In recent years, there has been an increase in
the number of cases of pathologic course of menopause affecting approximately half of women in the general population.
Key words: Osteoporosis, postmenopause, estrogen deficiency, vertebral bone, bone tissue, vitamin D.
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MENOPAUZADAGI AYOLLARDA SUYAK TO*‘QIMASI MINERAL ZICHLIGI KO‘RSATKICHLARIGA D VITAMININING
TA’SIRI

ANNOTATSIYA

Tibbiyotda eng ko‘p o‘rganilgan tadqiqot yunalishlaridan biri bu menopauzaning asosida yotuvchi fiziologik jarayonlar hisoblanadi.
Klimakteriy-bu ayollar hayotidagi tabiiy fiziologik bosqich bo‘lib, bu davrda tanadagi umumiy yoshga bog‘liq o‘zgarishlar bilan bir qatorda
reproduktiv tizimda involyusion jarayonlar sodir bo‘ladi. Bu davr reproduktiv funksiyaning bosqichma-bosqich so‘nishi, keyinchalik esa menstrual
faoliyatning to‘xtatishi bilan tavsiflanadi. Premenopauzal davrdagi ayollarning salomatlik holati bundan oldingi davrga nisbatan va zamonaviy
turmush sharoitlari bilan bog‘liq ravishda sezilarli darajada o‘zgaradi. Ko‘pgina tadqiqotlar shuni tasdiglaydiki, D vitamini keng ko‘lamli ta’sirga
ega bo‘lgan ko‘p qirrali bioregulyatordir. Bu esa D vitamini yetishmovchiligini o‘z vaqtida tuzatish muhimligini ko‘rsatadi va undan
foydalanishning keng imkoniyatlarini ochib beradi. So‘nggi yillarda menopauzaning patologik kechish holatlari ko‘p uchramoqda va umumiy

populyatsiyadagi ayollarning taxminan yarmini o‘z ichiga olmoqda.

Kalit so'zlar: Osteoporoz, postmenopoz, estrogen etishmovchiligi, umurtqa suyagi, suyak to'qimasi, D vitamini.

BBenenme. Ilatonoruueckass MeHomay3a, BbIPAKEHHAs B
KJIMMaKTEPUUECKOM CHHAPOME, MPOSBISIIONIEMCS U3-3a  JeumuTa
SCTPOr€HOB, COMNPOBOXAAETCSI HAPYLICHUSIMU HEMPOBEreTaTHBHOU
CHCTEMBI, SHJOKPUHHO-METa00INIECKOH AKTHUBHOCTH u
TICUXO03MOILMOHAIBHOTO cocTostHusA y 65-70% xeHummH. B ycmoBumsix
CTapeHUsi OpraHu3Ma ¥ CHIDKCHUS INPOIYKIHMH IOJOBBIX T'OPMOHOB,
JEGUIUT APYroro BaXKHOIO TOPMOHA, M3BECTHOTO Kak BUTaMHMH D,
MpruoOpeTaeT 3Ha4eHHE IS KEHIIUH TOCTMEHOIAy3aIbHOT0 IIEPHOA.
Buramun D, mupoko Hu3BECTHBIH CBOEH pPONBI0 B MOJIEPKaHUU
roMeoctasa Kamplusi u (ochopa, a TakKe 3I0pOBbS CKeEleTa,
npuoOpeTaeT AOMOJHUTEIBHOE 3HAYCHHE U MOAJEpXKaHUs OOLIero
37I0pOBBs. Bech MUp OCyIIECTBISIET Psifl KCCIIEOBAHMUM, HAIIPABICHHBIX
Ha JOCTH)XCHHE BBICOKOH 3({EKTHBHOCTH B OLEHKE KJIMHUKO-
OMOXMMHYECKMX  Tapauleleil  MeHomay3bl y  JKeHIIMH B
MIOCTMEHOIAy3aIbHOM BO3pacTe. B ciydae CHIKeHMs ypOBHS ITOTOBBIX
TOPMOHOB B OPraHH3ME JKECHIIUH B IIEPHO/] TIOCTMEHOIAY3bl, 6 MHOTHE
MATOJIOTMYECKHE COCTOSTHMS M 3a00JIeBaHMSI MOTYT OBITH CBSI3aHBI C
HEI0CTaTKOM BuTamuHa D. DTOT HEIOCTaTOK MOKET MOBIEYb 3a COO0M

YBEJIMYCHHE BEPOATHOCTH DA3BUTHS  OCTEOIOpPO3a, 3a00JIeBaHUM
CEep/ICYHO-COCYAUCTO  CHUCTEMbI, MeTabOoJMYECKOr0  CHHAPOMA,
OXKMPEHUS, HWHCYJMHOPE3UCTEHTHOCTH M JAPYrHX 3a0oieBaHuii,

KOTOpBIC, B MPHHIMIE, MOXHO ObUIO OBl HpeAOTBpaTHTh. B 3TOM
OTHOLICHUHM M3YYCHHE CNEUU(UKN KIMMAKTEPHYECKOTO MEpHOa BO
MHOTHX CIIy4asX OCTaeTcs NMPHUOPUTETHBIM HANpaBICHHEM Hay4YHBIX
HCCIIEIOBAaHUM, YTOOBI ONPENENUTh, BIMSET JH B ONPEACICHHON
CTETICHM afanTanys M BBIHOCIMBOCTH JKCHCKOTO OpraHM3Ma Ha
pa3BUTHE MEHOMNAY3bl U KIIMMAKTEPUUECKOTO CHHIPOMA.

MarepuaJibl 4 MeTObI HCCJIEIOBAHUS.

Pabora cocrosa M3 Tpex OSTAaloOB Ha IEPBOM 3Tale METOAOM
CILTOIIHOHN BBIOOPKH cpeu 260 sKeHIIH B MEHOTIay3¢ ObLIO TPOBEICHO
o0cCieoBaHNe C LETbI0 YCTAHOBICHUS HAIMYMS KIMMAKTEPHIECKOTO
cunnpoma (KC).

Ilo wroram OCYIIECTBIEHHOIO AHKETHPOBAHUS M AWArHOCTHUKH
ObLTH C(OPMHUPOBAHBI 2 TPYIIIIHI JIUI] )KEHCKOTO T0JIa: TJIaBHAsI TPYIIa
coctaBmu 226 xeHmuH (86,9%) ¢ knnandeckumu nposinernsiMu KC,
TPYIIy CPaBHEHHS COCTaBWIN 34 >KEHIIWHBI, HE MPEIbABIIBIINX
xano6 u 6e3 cumnromaruku KC.

Ha BropoM srame paGoTel MPOBEACHO IMPOCHEKTHBHOE KIMHUKO-
nabopatopHoe obOcienoBanwe 128  JKGHIIMH, C  BKIJIIOYCHHEM
PEHTT€HOIOTHYECKOT0  AEHCUTOMETPHIECKOTO  OOCIENOBAHUA U
onpenenenust koHneHtpanuu 25(OH)D B cBIBOPOTKE KPOBH.

Ha cnemyromem sTane HCClIefOBaHUS, C y4ETOM IOCTABICHHBIX
3a[1a4 ¥ OIpeeICHHON LeNu, ponutn o0cienoBanue 128 maueHTok B
MEHOIay3aJIbHOM MEPHOJE, Y KOTOPBIX ObIIa €CTECTBEHHAS MEHOIay3a
“ HaONIOMamUCh HEWpOBEreTaTUBHBIC, OOMEHHO-DHIOKPHUHHBIC U
TICUX03MOIOHAIFHBIE TIPOSIBIICHUS KIIMMaKca, IMEIOIe He MeHee 35
0aJUTIOB COTJIACHO OIICHKEe MeTonoM MeHonaysansHoro HWHupaekca
(MMU), u koTOpBIC HE MMENN MPOTUBOIIOKA3aHUN K MCHOMAY3aIbHOMN
ropMoHanbHO# Teparmu (MI'T).

Ha nocnenyromem JTamne

WHVBHAYaTbHBIN aHAIN3

OBLT MPOBEICH

pe3yabpTaToB J1e4eOHOTO
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npumeHenust MI'T ¢ HasHauenunem ButamuHa Jl u 6e3 Hero cpenu 95
MAIMeHTOK, Y KOTOPBIX YPOBEHb BHTaMHHA J| cocraBisul menee 29
HI/MIL

Bce nccnenyemsle ObUTH TOMOTEHHBI MO 0a30BBIM KIMHHYIECKUM
XapakTepucTHKaM. Bo Bpemsi BTOporo srama HCCIeAoBaHHA ObLIH
00pa3oBaHbI 1B€ HAOIIOAATEIBHBIC TPYIIIBL.

[lepBas rpynma cocrosia u3 48 HCCIECAyeMBbIX KOHICHTpAIHs
BuTamMuHa [l KOTOpBIX cocTaBisul <29HT/MI, JaHHAg TPyIIa JIMI Ha
MPOTSHKEHUM JajbHEHNIIero BpeMeHu npuHuManu B kadectse MI'T -
17(3-3cTpagnon 1Mr u muaporecTepoH SMr 6e3 mepepbiBOB M BUTAMUH
J13-xonexanpiudepor.

Bropas rpymma cocrosnma u3 47 HCCIEAyeMBIX KOHICHTpAIHS
BuTamMuHa [l KOTOpPBIX cocTaBisul <29HT/MI, JaHHAg TPyIIa JIMI Ha
MIPOTSKEHUH JTATBHEHIIIEro BPEMEHH MTPUHUMAIH UCKIIOYUTETBHO 1MT
17p-3cTpanmona v SMr TuaporecTepoHaB Oe3 mays u mpueMa BUTAMHHA
.

[IpencraBuTenbHULBI TEPBOM TPYNNbl KaXKIbIH JEHb NPUHUMAIH
konekanpuudepon mo 5 teic ME B cyTkm mepBble 1Ba Mecsla, B
JaNbHEeHIeM 03upoBKa coctaBmia mo 2teic. ME kakaplii 1eHp Ha

MPOTSHDKEHUM  BCErO0  MepHoja KypHUpPOBaHUS IOJ  JEHCTBHEM
npumenenust MI'T.

IIpenctaBurensHuIpl  00eMX TPYHI MPONUTH CPaBHEHHE IO
Bo3zpacTHbIM rpymmam  (53,12+0,27 roma), MPOAOIDKUTEIBHOCTH
MeHomay3sl  (51,21+0,23 ner). PacxoxknmeHuns B ONTHUMHU3ALUU
MEHCTpyallud y OOCIEJOBAaHHBIX JIMI HE IPOCIEKUBAIOC.

PenponykTrBHas OesTeNbHOCTh OblTa omTuMaibHa y 126 mm 128
JKEHIIMH, 4TO cocTaBuiIo 98.4%.

Jns JIMAaTHOCTHUKHU ObLTH HCTIONIb30BAHBI KIJIMHUKO-
aHAMHECTHYECKHE METO/bI, BKIIOYAIOMINE AHAIM3 JKaJlod, M3ydeHHe
MEIUIMHCKOM  HCTOPHH, OIEHKY PempOAyKTHBHOH  (yHKIwmH,
MpoBeJieHHe OOIMero M THUHEKOJIOTHYECKOTO OCMOTpa, H3MEpeHHe
MHJIEKCa MAacChl TeNa, ONpEIeNeHHe OKPYKHOCTH Tauuu u Oenep, a
TaKK€ OCMOTP ¥ HATBIAIUIO MOJIOTHBIX XKeJIe3.

JlaGopaTopHupie MeToapl mccnenoBaHus. s M3MepeHUs ypoBHS
oCI, JII, TTI, AI'DA-C, nponakTWHa, OCTpaimoia, OOMIero
tecroctepona u III' ObLTM TpHUMEHEHBI PaJHOMMYHOJIOTHUYECKHUE
MEPOIPUITUSITIPH HCTIOJIb30BAHUEM 0a30BBIX HabopoB
IMMUNOTECH (Yexus).

Meron JBYXPHEPreTUYECKOM PEHTITEHOBCKOM JEHCUTOMETPUH
(APJ1) mosicauYHOTO OTAETa MO3BOHOYHHKA, IPOKCUMAJIBHBIX OTICIIOB
OCIpeHHBIX KOCTeH TPOBOMWIM C TOMOIIBIO ammapara Stratos
(Dpanms).

Hopmaneneimu  mokazatensimu MITKcuuratorest mokasarenu Z-
KpHUTEpHs OT

+2,5 1o —1 cTaHOapTHBIX OTKJIOHEHUH OT MMKOBOM KOCTHOM MacChl;
OcteoneHust - mokaszarenu Z-Kputepust or —1 10 —2,5 craHgapTHHIX
otkioHeHud;  Ocreonopo3 mokasarenu  Z-kpurepus — —2,5
CTaHJAPTHBIX OTKJIOHEHUH U HUXKE; TSHKEIBIN 0CTEONOPO3 - OKA3ATENN
Z-xputepusi —2,5 cTaHAAPTHBIX OTKJIOHCHWH M HIDKE C HAJTUYUEM B
aHaMHEe3e OHOTO U OoJiee IepPEIoMOB.
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XapakTepHUCTUKA U3yIaeMbIX TPYII )KCHIIUH B MEHOTIAy3€

IToxasaTenn OcHoBHas rpynna | I'pynna cpaBaenus | P
(n=226) (n=34)

Cpennuii BO3pacr, JeT 53,2+1,6 51,3+1,8 <0,05
JITUTEIBHOCTD 2,6+0,5 1,9+0,3 <0,05
MEHOTIay3Bl, JIET

Bo3spact menonay3sl, et 494423 51,5+3,1 <0,05
Macca tena, Kr 72,3+£3,5 68,2+3,6 >0,05
Pocr, cMm 161,2+5,8 162,3+4,5 >0,05
UMT, kr/m> 27,8+2,6 25,6+1,9 <0,05
OT, cm 88,1+1,8 81,3+2,1 <0,05
OB, cm 106,2+3,9 102,8+3,2 <0,05
OT/OBb 0,83+0,5 0,79+0,4 <0,01

OskHpeHHe 0TMEYaIoCh B 25% B MepUOA MOCTMEHOMNAY3bl Y JIMIl B B MEPHOJ] MO3HEH MEHOIAy3bl, YTO TOBOPUT O Pa3sBUTUH OOMEHHOTO
BO3pacTe CBHIINIE 45 €T, B TO BpeMs Kak B mepuof ¢ 49 mo 55 mer  MeHONay3aJbHOTO CHHIPOMA.
oXHpeHue ormMedanock B 50% cirydaes, B 20% cirydasix ObLIO BBISBICHO

60

23.1

45-48 net 49-55 ner cTapue 55 net

YacToTa BbISABJIEHHUSI H30LITOYHON MACChI TeJIa B 3aBUCHMOCTH OT BO3pacTa pasBUTUA MEHOIAY3bl Y KEHIIUH

DdekTUBHOCTh JieueHuss Oblia OlEHEHa C MOMOIIBbI0 aHamu3a  waeHTwdHbI (47,4+1,5 nporus 47,9+1,7 Gamna; P>0,05), uro roBopur o
YaCTOTHI X AJIUTEIBHOCTH KYIHPOBAHUS KIMHUUeCKUX cumnToMoB KC  penpesupBaTHBHOCTH  TPYHI MO  BBIPQKCHHOCTH — KIMHUYECKHUX
y ’KEHIIIWH B MEHOIay3€, OLIEHKY KOTOPhIX MpoBoawnu o mkane MMU.  mposierenuii KC mo mkane MMU 1 cOOTBETCTBOBAIIN CpeIHEH CTETICHN

B pesynprare aHamm3a MCXOMHBIX mMokasarenedd MMM B ofemx — TspKecTH.

TpynIax HaMH YCTAHOBJICHO, YTO CPEIHUU OBl OBLIN MPAKTHIECKH

60

47.9

50
40
30

22.5*

20 16.7 16.1%*

8.3
(o] e -

NcxoaHble gaHHble Yepes 3 mecauya Yepes 12 mecaues

10

H1rpynna M2 rpynna

BbiBoabI

52



JVPHAN PETIPOIYKTUBHOTD 3[10POBbA 11 YPO-HE®POIOTINYECKWX UCCAECLOBAHWIA | JOURNAL OF REPRODUCTIVE HEALTH AND URD-NEPHROLOGY RESEARCH

1.  basupysch Ha BBIIIEH3IOKEHHOH I1aBe, MOXKHO 3aKJIIOYHUTB,
YTO KacKaj KIMHUYIECKOH CHMITOMATHKH, KOTOPas BBIPAXKACTCS Kak
KC, y nmm B mepuon MeHOmMay3sl OCHOBaH Ha BBIPAKCHHOM
YMEHBIICHUH KAa4eCcTBa XU3HHU, U MPUBOJUT K BBICOKOH BEPOSTHOCTH
pa3sBUTHS OXXHUPEHHUS 1THO0 HM30BITOYHOM MAacchl T€na, YTO B CBOIO
odepesb MPUBOINUT K TOBBIIICHUIO YacToThl pazBuTusi CC3, maronoruit
obmennbix npoueccoB, HYT, OA, a Taxke OONEBBIX MPOSBICHUSI B
HIDKHUX oTfenax crnuabl u passutueM JKKB. Berpewaemocts u
OTATOLICHHOCTh ~ HAPYLICHHH  YPOTCHUTANBHOH chepbl  HMEIOT
BapHalMi0 B 3aBUCHMOCTH OT BO3PACTHOW TPyNNsl B Hadaie
MEHOTIAy3bl, CHJIa HEJJOCTaTOYHOCTH 3CTPOTEHOB U IIEPEMEH OOMEHHOT0
mporecca Ha (JoHe BO3pacTa yporeHUTaabHbIX myTeit. [Ipu npoBeaeHnn
KOPPEeJSIIIMOHHOTO aHalW3a HAaMU YCTaHOBJIEHO, YTO OTKJIOHCHUS
YPOTEHUTAILHOM Cepbl TakkKe OTSATOIMAIOTCS B MPOAODKUTEIBHOCTD
neproa nmoctmenomnayssl (1=0,612; p<0,01).

2. Y OoybIIMHCTBA MAIIMEHTOK B MEHOMAy3€ CPEITHHUN YPOBEHb
COZIEpXKAaHUSI B CBHIBOPOTKE KPOBHU cocTaBisieT 25,2+0,31 Hr/mum, 4To
TOBOPUT O HEJOCTATOYHOCTH JAHHOTO BUTaMMHA. Tak HOpMallbHBIE
MOKa3aTeNu conepxanust Buramuna JI puxcupoBaiucs B 25,8% ciydas,
HEIOCTaTOYHOCTh — B 44,5% cnydasx, a pepumr B 29,7% caydasx.
Ilpn aHamu3e KPOCCKOPPENSAIMOHHOTO aHAIN3a HAaMU YCTAHOBICHA
obpartHas cunbHas cBs3b (1=0,874; P<0,01), Tak yem HIKE ypOBEHD

putamuHa I, Tem BbIie ObLLIBI 1O mkaie MMM, YcraHoBiaeHO
BIIMsiIHUE YpoBHA BUTamMuHa Jl Ha mokasarenu [ITI' ypoBeHs koTporo
00paTHO NMPOMAPIHOHAIBHO MOBBIIIAETCS B 3aBUCMOCTH OT CHIIKEHUS
putamuHa /1 y sxernmH ¢ KC B MeHOMay3e.

3. Bbulo ycTaHOBIEHO, YTO 3HA4eHHs Kaublmsi u (ocdopa,
rmoko3sl 1 HbAlc npu onTUManbHBIX 3HAUCHUAX BUTaMuHa [ mmeer
craructrdecku 3HaunMbie (p<0.05) pacxoxaeHHs y JUI B TEPUOL
MEHOIAY3bl C HAUIMYUEM JAe(UIUTa JAHHOTO BUTAMHHA, 9TO TOBOPHT O
OTATONICHNM JAHHBIX COCTOSHMH Ha (OHEe MasbIX 3HAYECHHH
KoHUeHTparmy ButaMuHa JI. OCOGEHHO XOYETCS BBIACIUTH BIIHMSHHE
ypoBHs ButamuHa /| Ha mokasatenu [ITI' ypoBeHs KOTpOro obparHO
MIPONAPIOHAIBHO TOBHIIIAETCS B 3aBUCMOCTH OT CHIDKCHHUS BUTAMIHA
J y xenmumH ¢ KC B MeHomayse. VcxoaHple mokazaTenu MHACKCA
BarvHAJIBHOTO 30pPOBb bBoXMaHa MOKa3pIBAIOT, YTO y >KCHINUH C
HOPMAaTHBHBIMHU TIOKa3aTeIIMHU BuTamMuHa [l B OOJBIIMHCTBE CIIydaeB
PETUCTPUPOBATIOCH HOPMAIbHOE COCTOSIHHE SIUTENMS BIAraiuiia,
TOrga Kak B TIpyINHe C HEJOCTaTOYHOCThIO U Je(UIUTOM
MPEeBAJMPOBATIM  HE3HAUUTENBHBIE  aTpO(UUECKHe  HM3MEHEHUS

Hcnoabs3oBaHHas auTepaTypa:

CIM3UCTON BJAraluiia W BYIsBEL. B 3aBuCMOCTH 0T ypOBHS
cofepkaHusT BUTaMMHa J[ HaMH yYCTAHOBJIEHO, 4YTO 4YEeM HIDKE
MOKa3aTeNH, TEM BBIIIE NTOKA3aTEeNIN TOJIIIHBI SHIOMETPHS, XOTS U HEe
MIPEBBIIIAIOT HOPMATHBHBIX 3HAYCHHIA.

4. YV xenmuH B Bo3pacte 45-50 mer B 45,9% ciydasx
BCTpeUaIach HE3HAUUTEbHASI OCTEONCHUS MM OCTEOIIOPO3 0 JAHHBIM
JICHCUTOMETPHH, TOTa KaK B Bo3pacte 51-55 et yacToTta octeonaposa
nocturana 61,2%, a octeonenust — 25,3%, B 56-60 neT 3TOT IPOLIEHT
nocturan 64,5% u 36,7% cootBercTBeHHO. CnieyeT CAeNaTh aKIeHT Ha
TOM, YTO KIMHHYECKas CHMITOMAaTHKa OCTEONOpPO3a B MEPHO IIEPBBIX
2-5 7er ¢ MOMEHTa HaJdajga MOCTMEHOIAy3bl MOXKET MMETh CKPBHITOE
TE4eHHe, TAKXKE B JAHHBIN NIEPHOJ OTMEUaeTcsl HanOosiee HHTEHCHBHAS
MOTEPsI IIOTHOCTU KOCTHBIX CTPYKTyp. 50% HcCIenOBaHHBIX JIMIl C
HamuuueM ocreoneHun # 33.3% HCCIENOBAaHHBIX C HAIHYHEM
OCTEONOpo3a TOJBEPrajiCh IepeioMaM KOCTHBIX CTpykTyp. C
YBEIHMUYECHUEM CHIKEHHS BuTamuHa J| yBenuauBaetrcs 10- 1eTHuUi prck
OCTEOMOPETHYECKUX TeperoMoB mnepenomMoB o FRAX. VcraHoBieHsI
nocroBepusie cBsa3u HapymeHuss MIIKT ¢ Bospacrom, mpuemom I'KC,
JUINTETBHOCTBIO MEHOMay3bl. lIpy WHTENmpUTaruu IOTy4EHHBIX
JICHCUTOMETPUIECKUX JaHHBIX HAaMH OBUIO YCTAaHOBIEHO, YTO Y
xkeHomH B MeHomay3e ¢ KC Ha (oHEe HOpMaTbHOTO COAEPIKAHUS
ButamuHa JI HopmanbHble ypoBHH MIIK Berpeuwamucs B 36,4%
ciaydasx, ocreoneHus — B 24,2%, a octeonopo3 B 55,5% ciydasx.
CHIpKeHHEe BHUTaMuHA J| NPUBOAWT K JOCTOBEPHOMY IOBBIIICHHIO
YaCTOTHI BCTPEIAEMOCTH OCTEONICHUH U OCTEOIIOPO3a.

5.  CTaTHCTHYECKH JOCTOBEPHOE IOBBIIICHHE BEPOSTHOCTH
(hopMHpPOBaHUS OCTEONOpPO3a OTMEUAIOCh B CHIIy PaHHEro nedrora
MepHO/ia MEHOMAY3bl, ¥ MO3JHUM HAYaJIOM NEPBOTO MEHCTPYaIbHOTO
LIUKJIA, TAKKE C YMEHbLICHHEM QU3HYecKoii akTuBHOCTHU. [Ipy HaMunn
MKGB B 11% cirygaeB 0TMEJaeTCsl HATMIHE OCTEOIIEHHUH, B TO BPEMS KaK
B 06% cmyuaeB oTMeuaeTcs pas3BHTHE ocTeomopos3a. Jlmma c
XpoHH4YecKuM OpoHXUTOM B 20% ciydaeB IOJBEPrailcCh OCTEOICHHE,
B TO BpeMs KaK INpPH HAIMYMU CHIKEHHOH (DYHKIMM LIMTOBUIHOU
XKeJIe3bl OCTEeONeHusI cocTaBisuia 16%, a ocreonopo3 B 66% ciydaes.
Marnble KOHIGHTpanuM BHTaMuHA J| OBUIM BBIIBIEHBI y JHI C
HOPMAaJBHBIMU ~ TOKa3aTelsIMU Y 3-IEHCUTOMETpUH, HO  C
BBIPAKCHHBIMU TIOCTOSTHHBIMHU MUAJTHSAMH, WIN OOJNEBBIX ONIYINEHUSIX
B MOSICHHUIIE, a TAKXKE COKPAIEHUS POCTA, UTO SBISIETCS MapKepOM IS
nuarHocTuky octeornenny, OII, m coderaHHBIX ¢ HEUMHE Oomne3Hel
YPOr€HUTAIbHON CUCTEMBI.
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AHHOTALIUA

INokazatenn crnepmorpammel OonbHBIX, nepeboneBmux COVID-19, cyImecTBeHHO OTIMYANNCh OT TOKa3aTeled MaIlUeHTOB, KOTOphIe He
nepeHecnn uHpekumun COVID-19. ¥V Hux B 2 pa3a cHmwkeH o0bEM 3sKyndra, B 3,6 pa3a MeHblIe oOlee KOJIMYECTBO CIIEPMATO30U/IOB.
COOTBETCTBEHHO 3TOMY, IOYTH B 2 pa3a CHIDKEHA M KOHIIGHTpalys crepMaro3ongoB. OOHapykeHo mossiieHre pH criepMaibHON JKUIKOCTH.
ITporieHT narojorudeckux GopM CIepMaTO30HI0B OKa3aics B 2 pasa Ooblie.

Ilpu cpaBHeHMU ¢ AaHHBIMH 20 JIETHEH JaBHOCTH, MOATBEP)KACHO YTO IPOU3OILIM JOCTOBEPHBIC M3MEHEHHS: 3HAUUTEIBFHOE CHIKCHHUE
KOJIMYeCTBa CIepMaro3onaoB (B 5 pa3 y nepeboneBmux COVID-19 u 2,6 pa3 y me 6oneBmux COVID-19), konudecTBO aKTUBHO-MOABIKHBIX
CIEPMAaTO30HMI0B M HEMIOABIKHBIX (yMeHbIIeHue B 1,8 pa3 u yBenuaminocs B 1,6 pa3 cooTBeTCTBEHHO, y nepebonesmux COVID-19).

BemBoasl. s myxuns, nepeHecmux COVID-19 u y xoropeix nossimeH ypoBeHb IgG SARS-CoV-2 B cBIBOPOTKE KPOBH, XapaKTEPHBI
JIOCTOBEPHBIC KOJMYCCTBCHHBIC U Ka4eCTBEHHbIC n3MeHeHus (epTuapHocTH. CnenoBarensHo, kKopoHaBupycHas nHdekuus COVID-19 Bnuser Ha
MYCKYIO PEIPOIYKTUBHYIO (DYHKIMIO U TEM, CAMbIM MOXET CIIOCOOCTBOBATH yCYTyOJICHHIO YK€ HPOMCXOASIIEMY B MOCICAHHE JECSATHICTHL
CHI)KCHHIO MYXKCKOH (hepTHIBHOCTH. DTH JaHHBIE YKA3bIBAIOT HA BOSMOXKHOE CHIDKCHHE POKIAEMOCTH B JAHHOM PETHOHE.

Kirouessble ciioBa: COVID-19, SARS-CoV-2, bepTunbHOCTS My»XUHH, PENPOIYKTHBHAS CUCTEMAa MY KUMH.

Kariev Saidahror Saidaslanovich

Tibbiy kasbiy xodimlarning malakalarni rivojlantirish markazi
O‘zbekiston Respublikasi Sog‘ligni saqlash vazirligi
Toshkent, O‘zbekiston

Abdurahmonov Kamoliddin Dustqobilovich

Toshkent tibbiyot akademiyasi Termiz filiali

Toshkent, O‘zbekiston

ERKAKLARDA SPERMOGRAMMA KO'RSATKICHLARINING COVID-19 INFEKSIYASIDAN OLDIN VA KEYIN
O'ZGARISHI TENDENTSIYALARI
ANNOTATSIYA

Covid-19 bilan kasallangan bemorlarning spermogramma ko'rsatkichlari COVID-19 infektsiyasini boshdan kechirmagan bemorlarning
ko'rsatkichlaridan sezilarli darajada farq qildi. Ularing eyakulyatsiya hajmi 2 baravar, sperma umumiy soni esa 3,6 baravar kam. Shunga ko'ra,
sperma konsentratsiyasi deyarli 2 barobar kamayadi. Sperma suyuqligining pH darajasining oshishi aniqglanadi. Spermatozoidlarning patologik
shakllarining ulushi 2 baravar yuqori bo'lib chiqdi.

20 yil oldingi ma'lumotlar bilan solishtirganda, sezilarli o'zgarishlar ro'y berganligi tasdiqlandi: sperma sonining sezilarli darajada kamayishi
(COVID-19 bilan kasallangan bemorlarda 5 baravar va COVID-19 bilan kasallanmaganlarda 2,6 baravar), faol harakatlanuvchi sperma soni va
harakatsiz sperma (1,8 baravar kamaygan va COVID-19 bilan kasallanganlarda mos ravishda 1,6 baravar ko'paygan).

Xulosa. Covid-19 bilan kasallangan va qon zardobida IgG SARS-CoV-2 darajasi yuqori bo'lgan erkaklar fertilligi sezilarli miqdoriy va sifat
o'zgarishlari bilan ajralib turadi. Shu sababli, COVID-19 infektsiyasi erkaklarning reproduktiv funktsiyasiga ta'sir giladi va shu bilan so'nggi o'n
yilliklarda sodir bo'lgan erkaklar fertilligi pasayishiga yordam beradi. Ushbu ma'lumotlar mintaqada tug'ilishning soni pasayishini ko'rsatdi.

Kalit so'zlar: COVID-19, SARS-CoV-2, erkaklar fertilligi, erkaklarning reproduktiv tizimi.

Kariev Saidahror Saidaslanovich

Center for Development of Professional Qualification of

Medical Workers of the Ministry of Health of the Republic of Uzbekistan
Tashkent, Uzbekistan
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TENDENCIES OF SPERMOGRAM PARAMETERS IN MEN, BEFORE AND AFTER COVID-19

ANNOTATION

The spermogram parameters of patients who underwent COVID-19 infection differed significantly from those of patients who did not undergo
COVID-19 infection. Their ejaculate volume was 2 times reduced, the total number of spermatozoa was 3.6 times lower. Correspondingly, the
sperm concentration is also reduced almost 2-fold. An increase in the pH of the spermatic fluid was detected. The percentage of pathological forms

of spermatozoa was 2 times more.

When comparing with the data of 20 years ago, it was confirmed that there were reliable changes: a significant decrease in the number of
spermatozoa (5 times in those who had COVID-19 and 2.6 times in those who did not have COVID-19), the number of active and immobile
spermatozoa (decreased by 1.8 times and increased by 1.6 times, respectively, in those who had COVID-19).

Conclusions. Male COVID-19 survivors with elevated serum SARS-CoV-2 IgG levels are characterized by significant quantitative and
qualitative changes in fertility. Consequently, COVID-19 coronavirus infection affects male reproductive function and thus may contribute to
exacerbate the decline in male fertility that has already occurred in recent decades. These findings point to a possible decline in fertility in this

region.

Key words: COVID-19, SARS-CoV-2, male fertility, male reproductive system.

AKTYaJIbHOCTb.

Jlanaple Meta-aHanmsza, omybnmkoBanHoro B 2017 romy,
CBUCTENBCTBYIOT O ToM, uto 3a 4 pecstwierus (1973-2011rr)
HaOJIIOAAN0Ch CHIKCHHE KITIOUEBBIX IMOKa3aTeNel CIepMOrpaMMbl Ha
50-60% [1]. BO3 mocrosHHO mnepecmarpuBaer PekoMmeHmanuu 1o
oneHke criepMorpaMM. CriiefyeT OTMETHTD, YTO OHH TaK)Ke H3MEHSIOTCS
B CTOPOHY YMEHBIICHHUS 3HAYEHUH OSTUX M JPYrux I[oOKazaTeneil.
CrnenoBarensHO, C KaXIbIM TOJOM CYIIECTBYET TEHIACHIMSA K
CHIDKEHHIO Ka4ecTBa CepMmsl 2, 3].

Ilo MHeHMIO psiia aBTOPOB, 3TH BBIBOABI OIIMOOYHBI U MPUINHOMN
TOMYy, [0 UX MHEHHIO, SIBIETCS OTCYTCTBHE KaUeCTBEHHBIX IAHHBIX,
MOATBEPKIAIOMNX CHIDKCHHE IapaMeTpoB CHEPMBI C TEUCHHEM
BpeMeHu. CHOpBI CYIIECTBYIOT H3-32 HEKAYEeCTBEHHBIX IAHHBIX H
HHTEPIPEeTaInii, KOTOPbIE HCTIOIB30BAIKCH Ha MPOTSHKEHUH IPOIILIOTO
cronetusi. bonee HamexHbIe COBpPEMEHHbIE AaHHBIE MHalOT Ooree
yOeAnTENbHBII CUTHAT O TOM, YTO HH ITapaMeTPhl CIIEPMBbI, HA MYy>KCKast
(hepTUIIFHOCTH He M3MEHIITHCH 3a MocieqHee crouerue [3].

3HaYMMbIMH NPUYMHAMH HAOIIOAaeMbIX TpaHCHOpMALUi CiyXkar
HU3MEHEHHUsI OKpYKaroulei cpenpl. Bo3neiicTBue XUMHUYECKHUX BELIECTB
1 MaJIOIOIBIKHOTO 00pa3 *KU3HHU OKa3bIBAIOT HEraTHBHOE BIIMSHHUE HA
criepmaroreses [4]. U ata TeHaeHIHs, BEpOATHO, OyIeT yCHUINBATHCS
Cpeay HaceIeHHs B LIeJIOM, a OyayIie IPOCTIEKTHBHBIEC UCCIIEIOBAHUS
JIOJDKHBI BBISICHUTD TTOT€HIUATBHBIE IPUIMHBI 3TOTO CHIKEHHSI.

B Bs13u ¢ npou3oleAIMMY 3a HOCJIEOHUE 5 €T SKCLECCAMHU BIIOJIHE
000CHOBaHHO OXHUAATh Ooliee TIyOOKMX H3MEHEHHWH IoKa3arenei
MYXCKOH (epTHiapHOCTH. B 4acTHOCTH, 3TO KacaeTcsl BIMSIHUS
KOPOHABHPYCHOM HWH(EKIMH Ha MyXCKoe 3710poBbe. CoriacHo
MocieNHNM HaydHbIM  ucchemoBanusiM, SARS-CoV-2  moxer
OKa3bIBaTh HETaTUBHOE BO3/CICTBHE HA PEIPOMYKTUBHYIO CHCTEMY,
MPUBOASA K CHIKEHHIO KOJIIMUECTBA M MOJBIDKHOCTH CIIEPMATO30U/IOB,
BJIMATh HA HApyLICHHE SPEKTHIBbHOI (YHKLHMH, CHUKCHHE YPOBHS
TECTOCTEPOHA B KpPOBH [5].

B cBere cooOmeHWii O CHWKCHHHM KadecTBa CIEPMBI H
K03( (HUIUEHTOB POXKIAEMOCTH B HEKOTOPBIX PETMOHAX MHUPA, A TAKXKe
JPYruX WM3MEHEHHWH, BONPOC O TOM, MEHseTcs JH (epTHIBHOCTH
MyX4HMH, TpeOyeT wuccienoBaHmsi. Bc€ 95To  ykasplBaeT Ha
HE00X0IUMOCTH (BOCTpeOOBaHHOCTH) POIOIDKEHHE MCCICAOBAHUN TI0
9TOH mpobueme [6].

Hesb. M3yunts 0OCHOBHBIE ITOKA3aTENIN CIIEPMOTPAMM MY’KYUH 0
u nociae COVID-19.

MarepuaJ 1 MeTObI.

XapakTepucTuKa NalueHTOB.

JUis  uccnenoBaHus  OblIM  HAaOpaHBl  MAIMEHTHI-MY)KUHHEI,
Ber3zoposeBime or COVID-19. B mepuon ¢ ¢espans 2020 roma no
ceHTa0pp 2021 roma mMpOBEOCH aHATU3 CHEPMAIBHOHN JKUAKOCTUH 48
My)k4uH. M3 HUX 26 MyX4uH, Y KOTOPHIX B aHaMHe3e mepedonenu
COVID-19 u umenu nabopaTopHOe MOATBEP)KACHHE IMEPEHECEHHOMH
nHpekym (rpynma-1) — moBsleHHBIH ypoBeHb IgG B CBHIBOpPOTKE
kpoBu. CpeqHnii BO3pacT MAIEHTOB ATOW IPYMIIHl cOcTaBmi 26,3+2,7
net. Cnenyromue 22 My>K4MH, KOTOPbIE HE UMENU CyObEKTUBHBIX U
nabopaTopHBIX TpH3HAKOB mepeHecerHnor wuHpekuuun COVID-19
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(rpynma-2). CpegHuii BO3pacT MAIMEHTOB 3TOM TPYIIBI COCTaBHII
29,940,6 netr. K MoMeHTy 00OcCIiefoOBaHUS HU OJTUH M3 MYXYUH U3 00eHX
rpymI He 06T BakIMHUPOBaH 1o mosoxy COVID-19.

C menpio cpaBHEHUA ObUTM BBIODAHBI NAHHBIC W3 ITyOIHMKAIHA
HaYYHBIX UCCIIEIOBAHUH, KOTOpPBIE ObLIH BBHITIOJIHEHBI B Y30€KHUCTaHE B
2000rr. - uccnenoBanus A.A.I'aiibymnaeBa u b.M.Paxmarynnaesa [7,
8].

JlabopaTopHble nccnenoBaHus.

Bce marmenTsl, BKIIOUCHHBIE B UCCIIEAOBAHHE, CAABAIHM AHATH3BI
COTJIACHO CTaHOAPTHBIM  OOMICTIPUHATHIM  peKoMeHmamusiM  [9].
UccnenoBanne crepMbl BBIMONHAIM Ha aHanm3atope SW-3700
(IlpouseoncrBa kommanmu MES, KHP). Ananms3 ocymectsisanu
cornacHO pexoMmeHaarmsiM BO3 [10].

Tax ke, 4TOOBI 00ECIICUYUTh TOYHOCTH cOOpa JAHHBIX, BHUMAaHHE
MAIMEHTOB aKIEHTHPOBATH Ha CIEIYIOI[IE MOMEHTHI:

—  yOemuthcs, 9TO BCS CIIEpMa MONAAAET B YAIIKY IS
cbopa;

—  HE KCTIOIB30BaTh MIPE3EpPBATUB TSI COOpa CIIepMBI;
BO3/IEPXKATECS OT IAKYILIIUU B TEUCHHE ABYX-CEMHU
nHe nepen cbopom obpasia;
cobupaTh BTOpPOH 0Opaseln He MO3THee, YeM dYepes
JIBE HEJIEIH TOCIIEe IEPBOTO.
n30eraTh UCIOIb30BAHUSA CMa30K, ITOCKONBKY 3TH

MIPOJIYKTHI MOTYT TIOBJIUATH Ha  TIOABMKHOCTh
CHEepPMaTO30HUI0B.

B xauecTBe KITIOUEBBIX IOKa3aTeIeH IS aHAJIN3a CIEPMOTPaMMBI B
JTAaHHOM HCCIIEZIOBAaHUH OBLIM BEIOPAHBI:

O0BEM 25KyIATa,

OO1mee KOMTHMIECTBO CIEPMATO30U/I0B,

KonrenTpanus cnepMaTro30H/0B,

ITporeHT narojorudeckux GopM crepMaTo30HI0B,

pH cnepmsr,

KonuenTparus JeHKOIUTOB B CIIEPMATIBLHOM KHUIKOCTH.

Jnss  MCKIIOYEHMST Hanuuus OakTepuaabHOW wWHpEKIHH B
MOYETIONIOBOM TPAKTE IMPOBOAMIN HOPIIOHHOE UCCIIEA0BAHUE MOYH MO
Meares-Stamey MHKPOCKOITMYECKOE M 0aKTEpPUOJIOrHYECKOe
HCCIIEJOBAHUH CEKpeTa IpOCTaTsl M NMpo0 MOYM, MONYYECHHBIX U3
Pa3IMYHBIX OT/IEJIOB MOYETIONOBOro TpakTa. KoHTponmpoBany Hanune
HHUTPUTA, KAK KOCBEHHOTO MPU3HAKa 0aKTepHaTbHON NHBA3UH.

CraTucTHYecKuii aHAIN3.

Bce craructuueckue aHanu3bl MPOBOJWINCH HAa INEPCOHAIBHOM
KOMIIBIOTEPE C  HCIONB30BAaHHEM IPOrPAMMHOIO  OOECTICUCHUS
“Microsoft Excel 20137, “Microsoft Access 2013”7, a Tak:ke makera
craructudeckux mporpamm “R for Windows 2.15.0”. Berumcsiim
cpenHeapupmernaeckyro (M), cpeaHee KBaipaTUUIHOE OTKIOHEHHE (G),
OTHOCHUTEIbHBIE BETMUHMHEI (4acToTa, %). Craructiuueckasi 3SHaYIMOCTh
MOTYyYEHHBIX HW3MEPEHHH TPH CPaBHEHHHM CPEJHUX BEIUIHH
omnpenesoch mo kputepuro (t) CreiofeHTa (MpH HOPMAIBHOM
pacupenenieHid) W Tpd TOMOIIM TecTa YWIKOKca (TpH aHamm3e
HEHOPMAIBHO pPACHPEJENCHHbIX W HENapaMeTPUIECKUX JaHHBIX).
Josepurensubie naTepBaB! (Cl), mpuBognMbIe B paboTe, CTPOMIHCH



JVPHAN PETIPOIYKTUBHOTD 3[10POBbA 11 YPO-HE®POIOTINYECKWX UCCAECLOBAHWIA | JOURNAL OF REPRODUCTIVE HEALTH AND URD-NEPHROLOGY RESEARCH

Ul JOBEPHUTEIBHOH BEpOSTHOCTH P=95% (KpUTHUECKHII YpPOBEHb
3HAYMMOCTH B JJAHHOM HCCIICOBAHUU MpUHUMaJcA paBHbIM 0,05).

Pe3yabTaThl Hecle0BaHUs.

Knunmdeckast xapakTepuCcTUKa MAalUeHTOB.

B 310 mccnenoBaHme ObUTH BKITIOYEHBI 48 MAIMEHTOB MYXXYHH,
xurenelt CypxaHZapbHHCKOH 0O0NAcTH, KOTOphIE OOpaTHINCh Ha
KOHCYJIbTAllMI0 B aMOYJIaTOPHIO HA aHAPOJIOTHYSCKUi mpuém. U3
KOTOPBIX 26 MAIMEHTOB ¢ MOATBEPKACHHBIM quaraozoM COVID-19 B
anamaese (1,5-2 mecsana nocne 60one3HN U HE paHee YyeM Ha 42-i JIeHb
nocine Oone3nn). OctanpHple 22 TMaUeHTa MPOXOIWIN 00CIe0BaHNe
0 TMOBOAY JPEKTWIbHOW  AUCOYHKUIMH, 0e3  Kakux-J1mbo
COITYCTBYIOIIMX XPOHUYECKHX 3a00JIeBaHMIA.

Jlabopatopno moxareepxkaeHubiii COVID-19 ompenemnsicst kak
TIOJIOXKUTEINIBHBIN pe3ysIbTaT TecTa Ha ypoBeHb anTuTen kiacca G (IgG)
SARS-CoV-2 k RBD-momeny S-6enka. MeromoMm ompeaeneHust

CITy’)KHJT  XEMIJTIFOMHHECHCHTHBIH nuMMyHoaHanmu3 (Sperm  Quality
Analyzer SQA-iO, KHP). /Inana3oH KOIH4eCTBEHHOTO U3MEpeHus: 2,9
- 5680 BAU/mi.

JInst paHIOMHU3ALMY U YHCTOTHI PE3yJIbTaTOB, HCKIIIOYAIN HAJIMYUE
y 00cineyeMbIX Ipyrux 3a0oneBanuii, KOTOPBIE MOTYT OBITh IPHYNHON
MOBBIILICHUST MUMMYHOrTI00ynMHOB kiacca G. Takue ayTOMMMYHHBIE
[IaTOJIOTMHU KaK PEBMATOM/IHBIH apTPUT, CUCTEMHas KpacHasi BOJIYaHKa,
cunzpom Illerpena, a Takxke capkoHao3, XpOHHYECKHE 3a00JIeBaHMs
MCYCHH, XPOHMYECKHE WIIM BO3BpAaTHbIC MH()EKIWM M Iapa3uTapHbIC
3aboneBanus. 3 comyTCTBYIOMMX 3a00JC€BaHNH, Y AIIIEHTOB NIEPBOI
rpyHnbl ObUTH BBISBICHBI OCTATOYHBIC SBJICHUS MOCIE MEPEHECCHHON
[THEBMOHHH, & TaKOKe JIErKas CTENEHb 3PEKTWIBHOW MUCOYHKIMH U
CHMIITOMBI a0aKTepPHAIBHOI0 MpOCTaTHTa KaTteropuu IV y manueHToB
obeux rpymm (Tadnuma 1).

Ta6mumna 1.
Kinnunyeckasi XapakTepUCTHKA NALHEHTOB
TsxecTb IepeHeceHHOoro ConyTcTBYyIOIIHE IgG > 10,0
B COVID-19 3a60s1eBanusi, 3a00JIeBaHusl, BAU /ma,
o3pact, T. %) 1 (%) n (%)
I'pynna Meauana n (% ° °
(IQR) . . .
Jlérxoe Cpenneii Tsxénoe Na Her Na Her
TeueHHe TSIZKeCTH TeueHHe
C  moaTBep>KAEHHBIM 12 14 26
COVIIZ—I‘) 27,0 (21-44) 17 (65,4) 7(26,9) 2(7,7) (46,2) (53,8) (100) HJL
(n=26)
Her noxarsepxaenus 16 2
COVID-19 29,0 (19-45) HJL HJL HJL 6(27,3) HJL
_ (72,7) (100)
(n=22)
Coxkpamienust: H/l — HeT nqaHHBIX / HE TIPUMEHUMO.

Kak BugHO W3 Tabnuibl MOKa3aTEeNH CIEPMOTPamMMBbl OOJIBHBIX,
nepeboneBmx COVID-19, cymecTBeHHO OTIMYAINCH OT IOKa3aTeNei
MAIKeHTOB, KOTopbie He nepeHecnu uapekunn COVID-19 (tabaura 2).
VY manueHToB NepBOW TpyNmbl 00bEM ISKYJSATa CHIDKEH B 2 pasza Imo
CPaBHEHHIO C AaHAJOTWYHBIMH pE3Yy/IbTaTaMH MALHEHTOB BTOPOM
rpynmsl. OOInee KOJMYECTBO CIEPMATO30MAOB TaK JKE OKa3aJoch
MeHbIIe B 3,6 pa3a, 4eM BO BTopoil rpynme. COOTBETCTBEHHO 3TOMY,
MOYTH B 2 pa3a CHIDKCHA W KOHICHTpaIws crepmaro3ongoB. Ocobo

WHTEPECHBIM OKazancs ¢akT mnoBeimenus pH oaskymsata. Tak y
nepeboneBmx COVID-19 myxunn (rpymma 1), pH Obu1 gocToBepHO
(<0,05) BeIme, yem y MyX4uH rpymisl 2. [IporeHT maronormgeckux
(hopM criepMaTo30MI0B OKa3ajcs B 2 pa3a OOMBIIE TaK JKe y HalUeHTOB
B nepBoii rpymnre. [lokazarenb KOHIEHTpaIHs JICHKOLUTOB OOHAPYKHIT
aHasioruyHoe oTHomeHue. [locmemumit Obu1 B 3,8 pa3 Beime y
MalMEeHTOB B IEPBOH Irpymie.

Tabnwma 2.
Pe3yabTaThl 1a00paTOPHBIX HCCIET0BAHUI IAKYJIATA
Kpurepuii Iepedoaesumme COi—’IIeD-19 (n=2r;§peﬂecn“ p
KoBua (n=26), M+m M-+m ’
O0BEM d5KyNATA, MIT 1,94+0,08 3,86+0,21 <0,05
O0111e KOTMYECTBO CIIEPMATO30HUI0B, MITH 44,16+6,14 159,1+£12,3 <0,05
KonngecTBo ciepmMaTo30M10B, MITH/MJI 22,37£2,90 42,72+2,89 <0,05
PpH cniepmanesHO# xuaKOCTH 8,41+0,12 7,61+£0,02 <0,05
[NaTonorugeckue ¢popmel, % 27,72+1,29 12,73+0,88 <0,05
KonuenTpanus JeHKOIUTOB, MITH/MIT 2,78+0,29 0,72+0,11 <0,05
CoriacHO aHAJOTHYHBIX [MAPAMETPOB PE3yJbTATOB MOKA3aTelNei B orom ke wuccnenoBaHMH ObUTM HM3YyYCHBI aHAJIOTHYHBIC

CIIepMOrpamMm u3 HCCIICTIOBAHUS A.A.TaitOynnaeBa u
B.M.PaxmarynnaeBa [7, 8] y 20 310pOBBIX MYKYHH, ¢ HOPMAJIbHOM
PEIPONYKTUBHOM  CIIOCOOHOCTBIO,  OBUIO  MPEACTaBIEHO,  YTO
KOJINYeCTBO criepMaro30ousoB B 1 mi ot 40 mo 112 mus/mi, yaenbHbIR
BEC aKTUBHOIOIBIKHBIX KJIETOK - 50 - 80%, cnabomoaBmwkHbIX - 10 -
20%, HemmoaBmXHBIX - 10 - 30%, xuBbIX — 50-90%, MepTBBIX - 10 - 50%.
Jlnst Bceld rpy bl B 1eIOM OBbUTH XapaKTePHBI OTHOCHTEIILHO BBICOKUE
cpeaHue mokaszarenu KomudectBa - 86,0+14,0 MiaH/MI U aKTHBHO
MOABDKHBIX KJIeTOK 71,3+6,2%.
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MOKa3aTelNu y MYXYMH C KIMHHYECKHUM Bapukouene (tadmuma 3).
KomugectBo criepmarozonoB B 1| Ml criepMbl B Tpymiie OONBHBIX C
KJIIMHYecKUM Bapukouene Opuio ot 0 mo 130 muH/Mi, mpu 3TOM
YZAENBHBIHN BEC aKTHUBHO IOJBIKHBIX KJIETOK ObII B uana3one ot 10 1o
91%, cn1a®o MOABWKHBIX - 5 - 56%, HENOABMKHBIX - 3 - 55%, KUBBIX -
15 - 90%, meptBBIX - 10 - 85%. HecmoTps Ha MIMPOKHUH AMANa3oH
MOKa3aTeseil crepMorpaMMbl, CpeHHE TOKa3aTelld, KaKk U B IpYIIe
300POBBIX ~ MYXYHH, OKa3aJHCh  BBICOKUMH -  KOJIMYECTBO
crepmarozonzioB B 1 mm 83,2+7.8 MuH/MI mpH yAenbHOM Bece
AKTHBHOIIOBI)KHBIX KIETOK - 58,7+4,4%. IIpu cpaBHUTENBHOH OLICHKE
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MoKasareseil cnepMorpaMMbl OOJIBHBIX € KIIMHUYECKHM BapUKOLIENE
JTAHHBIX KOHTPOJIbHOM IPYNIIBI, CTATUCTHYECKH JIOCTOBEPHBIX OTJIHUMIH
ABTOPBI HE BBISBIUIN.
Ta6numa 3
XapakTepucTHKa NOKa3aTeeil cnepMorpaMM y NalnueHToB ¢ KIMHUYeCKHM Bapukouese (2006r.) [8]
KounuectBo AKTHBHO Kusbl
CHEPMATO30HI0B O/BIKHBIE Caado HenoaBu:kubie R MeptBbIe
o, o, o,

(won / 1) (%) noaBu:kHbIE (%) (%) (%) (%)
2000r. 111,8+12,6 63,5+2,9 14,3+0,9 22,3422 7 65,0+1, 35,0£1,7
2020r. 22.44+2.9% 34.6+4.1* 14.7+2.3 36.5+4.2% 67.242. 32,8+2,2

'pynna 1 5
2020r. 42.7242.89 58,3431 112415 20,5432 69,9+2, 30,1+3,7
'pynna 2 7

* - p <0,05 paznuuue ¢ manabpMu ot 2000T.

[Ipu cpaBHeHMM maHHBIX, moxydeHHBIX B 2000 Tomy W HAIIUMH
pesynsratamu B 2020 rogy UMeNUCh 3HAUUTEIbHBIC paznmians. Tak y
nmanueHToB,  koropele  mepenecmn  COVID-19,  kommuectBO
CIIEpPMATO30MI0B B | MJI OKa3aJioch TIOYTH B 5 pa3 MeHble, yeM 20 et
Hazaz. B To xe Bpems, y manmeHToB, He nepeHecmmx COVID-19, xots
MOKa3aTeNX U OKA3aINCh TAaKXe IOCTOBEPHO HIDKE, HO CTEINCHb
ornuyus Oblla MeHbIIe. Tak KOJMYECTBO CHEPMAaTO30HIOB B 1 Mi
OKa3aloch Hke B 2,6 pa3. Ciemyrommid KpUTEpUH - KOJIUYECTBO
AKTHBHO-TIOJIBIDKHBIX CIIEPMATO30U/I0B (B IIPOLEHTHOM OTHOIIECHUH) K
2020 roxy - mensIe B 1,8 pa3 y nepenecmmx COVID-19, a konndecTBo
HETIOJBIDKHBIX yBenmumwiock B 1,6 pa3. Ilo »tum kpurepusm
MOJIBMXKHOCTH criepMaTo3ouaoB y He OoneBmmx COVID-19 paznmuuuns
HeT. B mpomeHTax KUBBIX M MEPTBBIX CIEPMAaTO30HIOB, MEXIY
nmaaabiMa 2000 w 2020 roga MOCTOBEPHOTO DPa3iUuUs TaK K€ He
mpouzonuio, B obeux rpynmax 2020 roma. CremoBarenbHO,
HaOII0gaeMble M3MEHEHMSI MMEIOT MPSIMYIO CBSI3b C NEPEHECEHHBIM
COVID-19.

O0cy:k1eHne pe3yabTaToB.

B psime myOnukanuii mocieaHuX JIeT MOKHO HalTH HH(OPMAIIHIO,
YTO HECMOTpA Ha TO, 4To He cMoriu oOHapyxuth SARS-CoV-2 B
criepme, kopoHaBupycHast uHpekuss COVID-19 B nemom Biusier Ha
MYXCKYIO PEHNpPOIYKTHBHYIO (DYHKIIHMIO M TEM, CaMbIM JOCTOBEPHO
CIocOOCTBYeT YCYIyOJCHHIO YK€ MPOHMCTEKAIOMIETO B IOCICIHUE
JIECSATUIICTHS CHIDKCHHST My*XKCKOH (hepTmiibHOCTH. OTHAKO Y MY>KUHH,
kak Oomeromux, Tak u BbgopoBeBmmx oT COVID-19 st
HCCIIEIOBAaHUA TIPU aHAlM3€ KAadeCTBEHHBIX IIOKa3aTeledl CIepMbl
HMMEIOT pa3HopednBbie naHHbIe [2, 3, 11]. IIpy MOBTOPHBIX M3YYEHHIX
mpo6 yepe3 2-2,5 Mecsma 3TH TMOKa3aTeld H3MEHSUIUCh, HO HE 0
ONTHUMANBHOTO ypoBHA. Kak Uit cemMeHHBIX map, Tak M KIUHUK
BCIOMOTATENIFHBIX PENPOLYKTHBHBIX TEXHONOTHH M OAHKOB CIIEPMBI
ciegyeT o0cob0 paccMarpuBaTh BO3MOXKHOCTU  OIEHKH  CIIEPMBI
myxunH, nHpuippoBanHeix COVID-19. CrenoBaTenbHO I MYXKIHH
¢ TOJOXKUTENbHBIM aHaMHe30M SARS-CoV-2 onpenenéHHBIX TaHHBIX
KaK 0 CPOKaM, TaK U [0 HOPMAaIM3alui KAadyecTBa UX CIEPMBI IETKO
OTIPEICTIEHHBIX JAHHBIX HET.

IoarBepxkaeno, wro wmynbTHOpranasle 3¢dexktsr COVID-19
3HAQUUMO H3MEHSIOT (DYHKIIMOHAIBHOE COCTOSHHE MHOTHX CHCTEMBI
OpraHm3Ma, BKJIIOYAsl Cepile, JIETKHe, MOYKH, KOXY, MO3T, a TaKxke
MYKCKYIO penponyktuBHyto ¢yHkmuio [12, 13]. Xopomo u3BecTHO,
YTO HECKOJIBKO BHPYCHBIX HH(EKIUH, BKIIOYAs SMHUAEMUYECKHI
MApOTHUT, CBA3aHBI CO CHIDKCHHEM KadecTBa CHEPMBI M MY>KCKHM

Oecruioguem [14]. Kpome TOro, yxke NOATBEPkKAEHO, HYTO BCE
JMXOpaJOYHblE  COCTOSHMS  OTPULIATENIBHO  CKAa3bIBAIOTCS  Ha
MOCTMEHOTHYECKUH TEPHOJ], BHOCS CYLICCTBEHHBIC W3MCHCHHUsS Ha
MOKAa3aTeld  KOHLEHTpaluu, MOpP(OJIOrMH ¥ MOJBMXHOCTH
criepMaro3ouzoB [15].

HenaBHee cTpykTypHOe M (DyHKIMOHANIBHOE MCCIICIOBaHUE

MOKa3aJ10, YTO PELeNTOp aHTHOTeH3MHIPEBpallatonero gpepmenra 2 —
910 MumeHb mis uHpekmun SARS-CoV-2. Hammume skcmpeccun
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(depMeHTa B 3apOIBIIIEBHIX KIIETKaX, KIeTkax Jleiimura m kierkax
Cepronu, TO3BOISIET MPEANONOXKHUTh, YTO SIMUKH  SIBISIOTCS
MOTeHIMANbHOM MuiieHpio s uHpexkimu SARS-CoV-2 [16]. Kax
MOATBEPKICHUE 3TOT0, PE3yIbTAThl HCCIEAOBAHNS Yang U COaBTOPOB,
KOTOpBIC COOOIIMJIM O 3HAYUTEIBHOM MOBPEXICHUM CEMEHHBIX
KaHaJbLIEB M YMEHBIICHHH KOJIM4YecTBa KieTok Jlelaura, a Taxxe
HaJIM4YHE JIErKOro JUM(OIMTAPHOTO BOCHATICHHS B SUYKAX MAIUCHTOB
¢ COVID-19 [17].

Hexotopsle myGnukamyu MpeAnoNaraioT, 4T0 HeOIarompHsTHOE
Boszzeiicteue COVID-19 Ha penpoayKTHBHYIO (YHKIUIO MYXIHH
MOXeT OBITh B TEPBYIO oOdYepedb OOYCIOBICHO CHUCTEMHOM
BOCTIAJIUTENIFHOM peaKkiyel 1 MHIyKIrel okcuaaTuBHOTO crpecca [18].
BesiBICHHBIE B IIpoLECCe HCCIENOBAHMS M3MEHEHUS ITOATBEPIWIIN
MPEIOI0KEHHE OXKUIIAEMOT0 YXYIUICHUS. (GEePTHIBHOCTU Y MY>KYHH
nocie COVID-19. 310 emé ogHO MOATBEPIKACHUE MIPEAIIONaraeMoro
CHIDKEHHSA TIOKa3aTeNiei PO’KAaeMOCTH B OJIMDKalIIe MepCreKTHBE U
COOTBETCTBEHHO CJIEAyeT MpeArnonaraTb pocT oOpamaeMocTu
HaceJleHHs K TPOQUIBHBIM Y3KUM CHenuanucTam [4].

be3ycnoBHO, BaskeH aHAIN3 MIPUIHHHO-CIICACTBEHHON CBA3H MEXKITY
00Hapy>KEHHBIMH H3MEHEHUSIMH B cIepMorpammax. MsBecTHo, uTo
eciu pH criepmanbHO# KUIKOCTH BhIlie HOPMBI — 8,0 U pacmonaraercs
B IIEJIOYHOM JMaNa3oHe, TO CJIEAyeT MpenonaraTb HalMIne
BOCIIAJIMTENIBHOTO ~ mporecca  winu  uHpekmpm.  Hayunsivum
UCCIICIOBAHISIMU TIOATBEPIKICHO, YTO MH(EKIUH CIIOCOOHBI CHIDKATD
(epTUNBHOCTE MY>KYHH HOCPEACTBOM PA3IMIHBIX MEXAHU3MOB. OTO
MOT'YT OBITh KaK HapyIIeHHe MECTHOH HMMYHHOH PeryJiIui, KOTopast
BBI3BIBAET TAaKUM 00Pa30M pa3BUTHE ayTOAHTHUTEIN K CIIEPMATO30MIaM,
WIN SKe HapylmeHne (QyHKIUM MYyXCKHX JO0ABOYHBIX JKENe3.
Benencreue 9T0ro, CHHXaeTcs KauyecTBO WIIM KOJIMYECTBO CEMEHHOMN
xuakoctu. Kpome Toro, maToreHsl MOTyT HOBPEAUTH CHEPMAaTO30HIbI
HaAIpsIMYIO WU Yepe3 BEI3BaHHOE MU BoctianieHue [ 19, 20, 21].

B mammx nHaOmioneHMsX, emé OJHUM MOATBEP)KACHUEM HATMIHS
BOCIIAJICHUS SIBIISIETCS MOBBIIICHUE KOHIEHTPAIMK JIEHKOLUTOB B
CIIEPMAIIbHON KUIKOCTU. M XOTSI HU OJMH U3 MALIMEHTOB HE yKazall O
nepereceHHOM B octpoMm nepuoge COVID-19 smumumumvure wnmm
OpXUTE, KOHI[EHTpaNus JEHKOIIUTOB Y HUX ObliIa B 4 pasa BhIIIE, YeM B
rpynne 2. DTO COOTBETCTBYET pe3yibTaTaM HAOMIOACHUN U
nuTepatypHoro o63opa myOnukammu EnwmkeeBa [I. m coast. [5].
OTpuLaTeNnbHBIi HUTPUT TECT M OTCYTCTBHE POCTa MHKPOGIIOpH B
o0pasIax MOYH ¥ CEMEHHOH >KHIKOCTH, YKa3bIBAIOT HA aCENITUYECKUI
XapakTep BOCHAJICHUS y HAIINX MAI[NCHTOB.

B cBere cooOmeHWii O CHWKCHHHM KadecTBa CIEPMBI H
K03((UIUEHTOB POXKIAEMOCTH B HEKOTOPBIX PETMOHAX MHUPA, A TAKXKe
IPYruX WM3MEHEHHH, BOIPOC O TOM, MEHseTcs JH (epTHIBHOCTH
MY>XUYHH HaIlIX UCCIEOBaHMUS MTOKA3aIH, YTO B TeYEHHE nocieaHux 20
JIeT JeUCTBUTEINIFHO MIPOM30IILIH JOCTOBEPHBIC H3MEHEHHS, B YACTHOCTH
— 3HAYUTENBHOE CHIKEHHE KOJIMUYECTBA CIIEpPMaTo301a0B B 1 M (B 5
pa3 u 2,6 pa3) MOATBEPKIACT BBINICYKA3aHHYIO TECHICHIIHIO.
Jle#icTBUTENbHO (EPTHNBHOCTE MY)KYMH B PETHOHE CHHU3HIACH.




JVPHAN PETIPOIYKTUBHOTD 3[10POBbA 11 YPO-HE®POIOTINYECKWX UCCAECLOBAHWIA | JOURNAL OF REPRODUCTIVE HEALTH AND URD-NEPHROLOGY RESEARCH

Haubonee kpurudeckue W3MEHEHHS  HAOMIOAIOTCS Y JIHIL,
nepeboneBmux COVID-19 y KOTOphIX Tak k€ HPOU30IUIN
KPUTHUYECKAE M3MCHEHMSI [OKa3aTelned  KOMMYECTBO  AaKTHUBHO-

MOJIBMXKHBIX CIIEPMATO30MI0B (YMEHbIIeHHE B 1,8 pa3) U KOMu4ecTBo
HETNOABIKHBIX (yBenmumwiaock B 1,6 pa3). CrnenoBarenbHO, BIUSHUE
COVID-19 Ha penpoILyKTHBHOE 310POBbE MY>KYHH B IIEJIOM yKa3bIBaET
Ha BO3MOXKHOE KPAaTKOCPOYHOE WJIM JOJITOCPOYHOE YXYALICHHUE
MoKaszatesneil crepMorpaMmbl.  JTO  3HAYUT, YTO JaXe eciu
CIEepPMATO30Mbl HPHUCYTCTBYIOT B JIOCTATOYHOM KOJIMYECTBE IO
kpurepuwsiM BO3, nx crmocoOHOCTh IBUTAThCs K SIMLICKICTKE MOXKET
OBITh HapyIICHA, YTO YCIOXKHSIET IMPOoLece 3a4aTusi. BakHO OTMETHTB,
YTO HCCIICZIOBAHMS B 3TOM 00IacTH NPOIOIIKAIOTCS, U OKOHYATEIIbHbIC
BBIBOZIBI O MOCJIEACTBUAX KOPOHABUPYCHOM MH(EKIMH IS MY)KCKOTO
3[J0pOBBS TPEOYIOT AATBHEHIIET0 N3YUYCHUS.

Takum oOpazom, 3a mocienaue 20 ner HaOMOZAaeTCs CTOWKas
TEHICHLMUA K yXY/AILICHHIO Ka4yecTBa CIIEPMBbI Y MY)XKYHH B PErHOHE.
[puunaer sroro mMoryt ObITh cBsizanel kKak ¢ COVID-19, a takxke ¢
COYCTAHHEM SKOJIOTHYecKUX (HakToOpoB, 00pasa KM3HH M BO3PACTHBIX
W3MEHEHHM, YTO MOMYEPKHBACT HEOOXOIMMOCTh INPHHITHS MEp IO
OXpaHe OKpY)KAaIoLIeH cpeibl M M3MEHEHMSIM B 00pase >KH3HH Ui
COXPaHEHHUS PENPOITYKTUBHOTO 370POBbSI.

3aki0ueHue.

Takum obOpasoMm, mis myxuuH, nepeHecmmx COVID-19 u y
KOTOpbIX noBbImeH ypoBeHb IgG SARS-CoV-2 B chIBOpOTKE KpOBH,

Hcnoabs3oBaHHas IuTepaTypa:

XapakTepHbI JOCTOBEPHBIC M3MeHeHMs! pepTmnbHOocTH. [lo cpaBHEeHUIO
C AaHAJOTMYHBIMK MOKAa3aTe/sIMU  JIMI, KOTOpPble HE HMeNIn
CYOBEKTHBHBIX U JJaOOPATOPHBIX MPU3HAKOB NEPEHECEHHON HHMEKIINN
COVID-19 (¢ nopmansasiM ypoBHeM IgG SARS-CoV-2 B ceiBOpoTKe
KpOBH) Y HAaIlMX TMAIHEHTOB OOHApYy>KEHbI - CHIDKCHHE O00BEMa
BIKYIATa M OOMIEro KOJIMYECTBA CIIEPMATO30HMIOB, IIOBBIIICHHUE
mpoleHTa naronorundeckux Gopm u pH cnepmanbHoii xumkoctu. Ha
(oHEe BCEMHUPHOHW TEHJCHIMM CHIDKCHUS KIJIIOUEBBIX ITOKa3aTeneit
CHepMOrpaMMBI, 3TH JaHHBIEC YKA3bIBAIOT HA yCYryOneHne HapyIIeHHi
(epTUNBHOCTH U TOATBEPKIEHHOTO CHIKEHHSI OCHOBHBIX KPHUTEPHEB
crnepMorpaMMbl. B CBSI3M ¢ 3TUM MOXKHO NPEATIONOKUTH HEKOTOpOe

CHIDKEHHE POXKAAEMOCTH B H3YYEHHOM pETHOHE. YTiyOleHHBIE
PaHIOMHU3HMPOBAHHBIE HCCIIEA0BAHUS 1o OTIPEICIICHUIO
MIPEATIONaraéMbIX MEXaHHU3MOB HaOII0aeMbIX HM3MEHEHUH

PETPOAYKTUBHOW CHCTEMBI MYKYMH C KOPOHABHPYCHOU HH(EKIUEH,
OTIPEIETICHUIO CPOKOB HOPMaJTU3alUH Ka4ueCTBEHHBIX u
KOJIMYECTBEHHBIX MapaMeTpOB CIHEepMBl, Ha (OHE BO3ACHCTBHSA
(haKTOpPOB YXYAIIAIOUICHCS OKpPY>KAIOIIEH Cpempl CIenyeT CUYUTaTh
BOCTPEOOBaHHBIMH. A Ul OLEHKH 3(G(EKTUBHOCTU IMPOBEICHHOTO
JeYeHUs W peaOWIUTalli  OCHOBHBIM  PE3YyJbTaToM  JHO0O0TO
HCCIIEIOBAHUA JOJDKHBI OBITH HE TOJNBKO W3MEHEHHs IIOKas3aTenei
CHepMOrpaMMBI, HO TAKXKE IOKa3aTelb HACTYIUICHHUS] OEPEMEHHOCTH B
CeMEHHBIX Mapax THX MAINCHTOB.
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AHHOTALUSA
Ipu Tsoxénoit hopme xene30aNPUIIIHON aHEMHH B 3aBHCHMOCTH OT PEAKTUBHOCTH OPTraHU3Ma yMCEHBIICHHE BApUaOeIbHOCTH CEPACTHOTO
puT™Ma, Ha GOHE YMEHBIICHHS TPUAHTYISIPHOTO HHICKCA, MapacHMIIATHIECKOTO, TYMOPaIbHOrO KOMITIOHEHTA CIIEKTPAIIBHOM aHAIN3E YBEINYCHN
CHMITATHYECKOr0 KOMIIOHEHTA ¢ LECHTpAIHM3aleil Peryssiiy BbISIBICH CABHUT aIallTHBHON PEAKTUBHOCTH B CTOPOHY HEYIOBICTBOPHUTEIBHOM
ajanrtaiuu U aesazantany. COOTBETCTBEHHO HAOIIOACTCS yBETMYCHHE aKTUBHOCTH MPOOKCHAAHTOH aKTHBHOCTH M 9HIOT €HHOM MHTAKCHKALINH,
yMeHblIeHHe ycroumBocTH Oenka. Ha ¢oHe Takoro poga peakTHBHOCTH Y POIUIBHHI BBISBICHO YMEHBIICHHE MPOJOIDKATEIBHOCTH
6epeMEHHOCTH, YCKOPESHHE IEPBOTO M BTOPOrO IIEPHOIOB POIOB, YMEHBIIIEHHE MACChI [UI0/1a, YBEIMUCHIE MACCHI TUTALICHTHI U IIPOAOIKHTEITEHOCTH
TPEThEro mepomga PomoB. B mociepomoBoM meprone HaGIIONANNCh OTCTABAHWE WHBANIOUMH MATKH M TeMAaTOMETPHS, & TAK)Ke yBEIHYICHHE
KoJm4ecTBa onepanmii Kecaposa cedenus.
KumoueBbie ciaoBa: JXKenezonubuimanas aneMusi, BApuaOeIbHOCTh CEPICTHOrO PUTMA, POABI, afaNTalis, [UIAICHTa, [UI0M, TPOOKCHIAHT,
AHTHOKCHUIAHT, KOAPDHUIMEHT YCTOUYUBOCTH OenKa.
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Samarqand, O"zbekiston
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Samarqand Davlat Tibbiyot Universiteti
Samarqand, O"zbekiston
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OG‘IR TEMIR TANQISLIGI ANEMIYASI BILAN KASALLANGAN TUG‘ADIGAN AYOLLARDA TUG‘ISH FAOLIYATINI
BUZILISHI
ANNOTATSIYA
Og‘ir temir tanqisligi anemiyasida, spektral tahlilda organizmning reaktivligiga bog‘liq holda, yurak variabilligini, uchburchak indeksni,
parasempatik va gumoral komponentlarning pasayishi fonida, simpatik nerv tizimining komponentni aktivligini oshishi, idora qilishning markazlani
adaptiv reaktivlikning qoniqarsiz moslashishga qarab siljishi aniqlandi. Bunday reaktivlik ostida prooksidant faolligi va endogen intoksikasiyaning
oshishi va ogsilni chidamlik koeffisientini pasayishi kuzatiladi. Ushbu turdagi reaktivlik fonida homiladorlik davomiyligining pasayishi,
tug‘ilishning birinchi va ikkinchi davrlarining tezlashishi, homila vaznining pasayishi, plasenta massasining ortishi va tug‘ruqning uchinchi davri
davomiyligini cho‘zilishi aniqlandi. Tuhrigdan keyingi davrda bachadon involyusiyasini kech qolishi va va gematometriya kuzatildi.
Kalit so‘zlar: temir tanqisligi anemiyasi, yurak urish ritmini o‘zgaruvchanligi, tug‘ish, moslashish, yo‘ldosh, homila, prooksidant, antioksidant,
ogsilni chidamlik koeffisienti.
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VIOLATION OF LABOR ACTIVITY OF MATERNITY PATIENTS WITH SEVERE IRON DEFICIENCY ANEMIA

ABSTRACT

In severe iron deficiency anemia, depending on the reactivity of the body, a decrease in heart rate variability, against the background of a
decrease in the triangular index, parasympathetic, and humoral components, spectral analysis of an increase in the sympathetic component with
centralization of regulation revealed a shift in adaptive reactivity towards unsatisfactory adaptation and maladaptation. Accordingly, there is an
increase in pro-oxidant activity and endogenous intoxication, and a decrease in protein resistance. Against the background of this kind of reactivity,
a decrease in the duration of pregnancy, an acceleration of the first and second periods of labor, a decrease in fetal weight, an increase in the mass
of the placenta and the duration of the third period of labor were revealed in maternity patients. In the postpartum period, there was a lag in uterine
involution and hematometry, as well as an increase in the number of Caesarean section operations.

Key words: Iron-deficiency anemia, heart rate variability, childbirth, adaptation, placenta, fetus, prooxidant, antioxidant, protein stability

coefficient.

BBenenmne. B HacTosiBIIE BpeMsl B MUPE KOITUYECTBO OEPEeMEHHBIX
¢ ’Kemne30AeUIMTHON aHeMHEH pa3IMIHON YTHOJIOTHU 3aHUMAET OJJHO
u3 Beaymux mecT. [lo marasiM BO3 aT0i maTonorueit ctpagaer oKoio
2 MWIIHApAOB HACEJICHUE 3EMIIH, TO €CTh co00TBeTcTBYeT 30% BCero
Hacenenus. IIpu sTom cpean GepemenHsix konebnercst ot 21 o 80%
[0 YPOBHIO TE€MOITIOOMHA, IO YPOBHIO CHIBOPOTOYHOTO Keje3a
nmok3aTenu koneobmrores ot 49 1o 99% [19].

XKenesomepunurHas aHeMus SBISIACH OCHOBOH — HapyIICHHS
OKHCIUTENBHO- BOCCTAHOBUTENBHBIX IIPOLECCOB B  OpraHH3MeE
OepeMeHHBIX, KOTOPBIH Ha (hOHE HEXBATKH B OpraHU3ME OEpPEeMEHHBIX
coziepkaHus ByXBaieHTHOro ernesa (Fe™) B cocraBe remorinoOuHa,
MHOTJIOOMHA, JbIXaTeNbHOM Ienu KiIeTok B cacraBe HAJl, DA/,
LUTOXpOMa a, B, C HapyIIaeTCs TPAHCIOPTHPOBKA  KHUCIOPOAA,
YTIEKUCTIOro Ta3a, a Takxke 3eKTpoHOoB [114]. Ilpm Hapymenue
TPAHCIIOPTUPOBKH KHCJIOPOJAa M YIJIEKUCIOr0 Ta3a B OpraHU3MeE
OepeMeHHBIX pa3BUBAcTCs MeTabonnueckuit arunos [4, 18]. Koropsriit
B CBOIO OYepelb CIOCOOCTBYET SKCIPECCHH XEMOPELENTOPOB U
TJIOMYCHBIX PELIENITOPOB B OCHOBE JYI'H A0PTHI U KAPOTHUAHOM CHHYCE,
a TaKkXKe MPOJIOAT0BaTOM MO3re [2]. DKCIpeccHs peenTopoB B IEPBYIO
ouepenb CIOCOOCTBYET aKTHBAIMK CHMIIATOAAPEHATIOBOM CHCTEMBI Y
OepeMeHHBIX [8]. AKTHBamus CHMIIATOAIpPCHATIOBOW CHCTEMBI B
KacCKaJHOM PEXHUMe CIIOCOOCTBYET BEIOPOCY TOPMOHOB THIIOTAIaMyca,
Ha/II0YEYHHUKOB, MOKEITYI0YHON JKee3bl U 00ECIIeUnBaET pa3BUTHE
afgantanuu K Takoro poxa rumokcud [10]. Ha ¢one Takoro poma
aKTHBAI[MM JProTPONHBIX CHCTEM HAa MUTOXOHIPHAIBHOM YPOBHE
o0ecreunBaeTcsi yBEMMUYCHHE OKHCIUTENBHBIX IPOIECCOB IS
CropaHust  IUIACTUYECKMX  MATepHaloB U OOecleduBaeTcs
neperpy3ounas rumokcus [21]. B mpixarenpHOi menum Ha (poHE
Meperpy309HOi TMIOKCHU NPOMCXOJUT AKTUBAIMU IPOOKCHIAHTHON
CHCTEMBI, HEXBAaTKa AaKTUBHOCTH AHTHOKCHIAHTHOH  CHCTEMBI
crocoOCcTByeT 00pa3oBaHHIO aTomapHOro kuciopoza (O), mepekucu
Bogopoma (H202), rugpokcuma (OH) [13, 21]. Otu coemuHeHus,
JEUCTBYSl Ha CTPYKTypHbIE KOMIIOHEHTBI KIJIETOK OpraHu3Ma M
crocoOCTByeT ux paspyiienuto [16, 17]. B cBsi3u ¢ 3TuM, uzydeHue
MAaTOreHEeTUYECKUX OCHOB HAPYIICHUS POAOBOH IATENBHOCTH KEHIIHH
MpH  KENe30AUPUIMIHON aHEeMHUHM TKENOW CTEHeHH OcTagres
aKTyaJIbHOW MPOOIEMOii, TaKk Kak Ha (pOHE TaKOro poja M3MCHEHUH B
OpraHm3Meé  MaTepu  pe3Ko  HapymaeTcs  pPeakTUBHOCTh U
aJanTallMOHHbIE BO3MOXKHOCTH K OEpeMEHHOCTH U  POJIOBOH
nesirenpHOCTH.  KoTopele, B CBOM oOuepens MOTYT IPUBECTH K
HEOOPATHMBIM OCIIOKHEHHSIM.

[eab ucciaegoBaHus: BbISIBUTH MEXHHU3MbI HapyIICHUS POIOBOM
JITETLHOCTH HPH JKe1e30 MG UIIMAHOI aHEMHH TSKEJION CTEICHH.

3apaya ucciaenoBaHusi: M3yduTh B3aMMOCBS3 afaNTaI[MOHHBIC
BO3MOXKHOCTH, MPOOKCUIAHTHYIO X aHTHOKCHAAHTHYIO aKTUBHOCTH M
MOKa3aTeNH SHIOTEHHOH MHTOKCHKAIIMH, a TAKXKe MEePHOIbl POAOB U
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MHBATIOLHUIO MAaTKH B IIOCIEPOJOBOM IEPHUOJE MPHU TKETOH CTENeHN
xKene30 U UIIHON aHeMUH

MatepuaJibl 1 MeTOABI HccienoBaHu. Hamu Obutbl n3yueHsl 30
PONUIBHHIl C HOPMOXPOMHBIM THIIOM KpoBOTBOpeHHe u 30 ¢
KeNe30JU(PUIUAHON aHEeMHU TSDKETIOW CTemenHd. PeakTHBHOCTH
OpraHu3Ma pOIWIBHUI] OTIPEACISUIN ¢ IOMOIIBIO ATapata Helponad-
Bbrompim. [IpookcHAaHTHYI0 aKTHBHOCTH H3y4Yald IO ITOKa3aTeNsIM
ManoHoBoro auangeruna (MIA) [12]. AHTHOKCHAAHTHYIO aKTBHOCTh
ONpEeIAN 10 TMOKa3aTeNo Karamasel [6 ]. A Takke H3ydalu
MOKAa3aTeld  OJHJIONCHHOW  HMHTOKCHKAMH W KoddduumeHt
ycToiunBocTH Oenka mo meroay ["abpuansaa [3].

IMonyyeHHbIe pe3y1bTAThI H UX 00CY:K/IEHHe.

Ilpm wncchaenoBaHM PEaKTUBHOCTH OPraHM3Ma pOIWIBHHI[ C
xenesoqudumaHol aHeMuel Tspkesoi creneHu y 5(16%) xeHImH
BBIIBJICHO HOPMOAJaNTHBHAs PEaKTHBHOCTH CO CABUTOM B CTOPOHY
HaNpsDKCHUS  PETy/SITOPHBIX  CHCTEM, TO ecThb IpH 3TOM B
BapnaOeIbHOCTH CEPACYHOT0 pPHUTMA B CIEKTPAIBHOM aHAIU3e
BBIIBIIEHO  coxpaHeHue rmokaszatenedt  HF-mapacumnaruueckoro
KOMIIOHEHTa B Ipejenax HopMmbl, a VLF -komnoneHTa rymopajibHOM
perymsiiuu  ymesnblieHo. I[lpu 3Tom BbLIBAeHO YyBenuueHuss LF-
CHUMITaTHYECKOT0 KOMIIOHEHTAa CO CIEHTpalHM3alueidl perymsiiuu Mo
CPaBHEHHIO C JaHHBIM pOJWIBHHI] C HOPMOXPOMHBIM THIIOM
KpoBoTBOpeHKs. IIpu 3ToM BBLIBICHO yBenWdeHHE KOd(hQHIeHTa
MJIA/katanaser B 1,44 pasa (P<0,001), mokaszatemst SHIOr€HHON
vHTOKCUKarmu >HnoreH MCM 254 B 1,4 pasza (P<0,001), cHmkenne
ko3¢ ¢ununTa ycroiiunBoctu Oenka B 1,16 pasa (P<0,01). Ha done
TaKOro THIIA PEaKTUBHOCTH OPraHMW3Ma, aKTHBAIMU MPOOKCHIAHTOM
CHCTEMBI, CHIDKCHUH AaKTHBHOCTM AHTMTOKCHIAHTHON aKTUBHOCTH U
YCTOMYMBOCTH OeJIKa MPOAOIDKUTEILHOCTH OEPEMEHHOCTH CHIDKEHA, B
MpoLecce POAOBOH NEATETBHOCTH IPOJOIKUTEIBHOCTh HEPBOTO H
BTOpPOTO TEPHOJOB yckopeHa 1,23 pa3a, a TPEThEero Mepuol PomoB
yaneneH B 1,25 pasza (P<0,05). Kpome 3T0ro BBISIBICHO yMEHBILICHHE
IUTOIHO/TTalleHTapHOTr 0 K03 durmenta. Ha Tpetuii 1eHs nocie pomos
BBIIBIICHO YJUICHEHHWE MPOJOJDKUTEIBHOCTH HHBOJIOLUHM MAaTKH H
rematoMerpusa. Takoi mporecc oObsACHSETCs MpeodiagaHueM TOHyca
napacuMNaTU4YeCKON HEPBHOM CUCTEMBI, aKTHBHOCTHU IPOOKCHIAHTHOU
CHCTEMBI 1 CHIDKEHHEM YCTOHIMBOCTH Oenka. Tak mapacummarnaeckas
CHCTeMa BBI3BIBAsI COKPAIICHHS MBIIII] IIEHKKN MaTKH, CIOCOOCTBYET B
MIOCJIEPOJIOBOM IepHroje K remaromerpun. Kpome 3toro B passurue
reMaTOMETPUN TIPU TsDKeIoH (opme skene3oupHIMAHON aHeMun
CHIDKAETCSl yCTOMUYMBOCTH Oenka Ha ()OHE yBETMYEHHS SHIOTE€HHON
HMHTOKCHKAIUH, TaK KaK MPU 3TOM CHIKAETCSI PE3UCTEHTHOCTH COCYIOB
B ()YHKIIMOHAIBHOM cJI0€ MHOMETpuH[9, 5]

VY 8(26%) poaunbHULl ¢ TsDKENIOH (DOPMBI JKene30AUpUIIIHON
aHEMUH BBISIBIICHO COCTOSTHHE HEYZOBIETBOPUTENBHON  afanTaIyuu.
IIpy o>TOM B CHEKTPaNbHOM aHAIW3€ BBUIBICHO CHIKEHHE
TpUaHTYJsIpHOTO WHIKCA 1,24 paza. I'me ompenencHo yMeHBbIICHHE
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aktuBHoct HF —mapacumnaruueckoro ,VLF - rymopanbHoro
komnoHeHTa B 1,47 pasza, yeemmuenus LF —cummaruugeckoro
KOMIIOHEHTA T10 CpaBHEHHUIO ¢ HOpMoii B 1,28 paza (P<0,001).

Ha ¢one TOKOrOo poma pEeakTUBHOCTH BBIABICHO JalbHEHIICE
yBenuuenue kodpduimenra MJ[A/karanaza B 2,4 paza (P<0,001),
MoKa3arens »JHIOTeHHOW uHTokcukaimmum MCM254 B 2,12 paza
(P<0,001). TIlpm o>ToM BBIABICHO CHWXEHHE KO3 (UIMEHT
ycroiunBocTu Oenka B 1,27 paza (P<0,05). Ha ¢one Takoro poxa
PEaKTUBHOCTH HPOIOIDKUTENFHOCTS OepeMeHHOCTH yKopoueH. 4(50%)
KEHIIUH MOABEPTHYTHI K KeCapoMy CEUeHHIO, Y OCTalbHBIX 4(50%)
KEHIIUH PpOJbl MPOUCXOAWIN B ecTeCTBeHHOM Bupe. Ilpum stom
BBLIBJIICHO YCKOPEHHUE MEPBOro M BTOPOro nepuona poxos B 3,1 u 2,4
pa3a(P<0,001), 3amemneHne TpeThero mepuoma poaoB B 2,3 pasa
(P<0,05). B aroii rpymme miog0Bo/UIAleHTapHBIN HHACKC YMEHIIIEH B
1,4 pa3a. Ha Tperuii neHb BBIBIEHO OCTaBaHUE MHBOJIOIUY MATKH B
1,3 paza (P< 0,001) u remarometpust. [Ipu 3TOM yckopeHHe mepBoro u
BTOPOTO TEpUOAa pPOAOB OOsCHAETCA MpeoOiagaHueM TOHycCa

CUMIIATUUECKOM HEPBHOW CHCTEMBl HAJ  IapacUMIATHYECKOMN
vHHepBanumei [9, 7, 1].
Y ocrampuble  18(58%) KEHIIMH BBIIBICHO  COCTOSHHUE

HEYJIOBJICTBOPUTEIBHOM  aJanTalud CO  CIBHTOM B  CTOPOHY
nesajantauuu. IIpy 3TOM B CHEKTPajJbHOM aHAM3E OIPEIENICHO
PE3KOro CHIDKEHHE TpHAHTyJsipHOro mHuekca B 2,1 pasza (P<0,001),
vHAeKca (YHKIMOHATHOM akTWBHOCTH B 25,2 pasza (P<0,001), HF
napacummaTideckoro B 2,3 pasa, VLF — rymopansHOro KOMIOHEHTa B
1,6 pazsa u JanpHEWIIEro YBEJIWYCHHS LF —xommoneHTa
CHUMIIaTUYECKOW HEepBOW cucteMbl B 1,67 pasa W IEHTpanu3aimeit
cumnaruueckor perymsmuu B 3,7 pasa (P<0,001). B sroit rpymme
koa(uneHT MJIA/katanaza 3,2 , moKasarend dHAPTEHHOM
uHTOKCHKarmu MCM254 B 2,6 pa3za mpoAoiKaeT yBETMYUBATCS
(P<0,001). I'me BBIABNCHO CHMKEHHE KOd(P(]HIMEHTA YCTOWYUBOCTH
oenka B 1,4 (P<0,05). IIpu sToM Ha (oHE TaKoro poma peakTUBHOCTU

Hcnoas3oBaHHas JIMTEOpPATYypa:

OpraHm3Ma HpOJOJDKUTENBHOCTE OepeMeHoCTH yMmeHbleHa 10 10 %
(P<0,001).

Cpemu poxaBmux keHmmH 12 (77,8%) TOIBEprHyTHI K
KEcapoBOMY CEUCHHIO, ocTasbHbIe 4(22,2%) poxanu camu. IIpu aTom y
HHX TIPOJOJDKUTENBHOCTh TEPBOrO U BTOPOrO MEPUOJAA POJOB PE3KO
yBenmmumiack B 3,6 u 4,2 paza (P<0,05) Takoii mporecc oObsIcHACTCS
YBEJIMYECHHEM TOHYyCa CHMIIATHYECKON HEepBHOI cuctemsl. [CemerneBa
E. B., CmupnoBa O. A. 2019; C.150-151.], a TpeTuii mepuox pomos
yumHMiIcs B 3,8 pasza, KpoMe O3TOTO BBISABICHO YMEHBIICHHUE
IUTOIHO/TIAHICHTPHOTO Kod(duumenta B 1,4 pasa, 3ama3apiBaHue
naBamonuu Matku Ha 20%(P<0,001) u pa3sutne remaromerpun. Takoit

mponecc  OOSCHSETCA  PEe3KMM  CHIDKCHHMEM  aJalTalliOHHON
BO3BOXKHOCTH y poawisHHII [5,20].
BbiBoabI

1.IIpu Tsxénoit popme xene30audUIHIHON aHEMUH B OPTaHU3ME
POAMIBHHUI] B BapualGelNbHOCTH CEpPIEYHOro puTMa, Ha (oHe
YMEHBIICHU TPUAHTYISIPHOTO  MHAEKCA, IapacHMIIaTHIECKOro,
T'YMOPAJIFHOTO KOMIIOHEHTA yBEJIMUCHNE CHMITAaTHYECKOTO KOMIOHEHTA
C LeHTpanu3anued pPeryJsiluy  BBIIBICH CIOBHI  aJalTHBHOMN
PEaKTUBHOCTH B CTOPOHY HEYJOBJICTBOPUTEIHHON afanTalull | Je3-
aJanTaIym.

2. COOTBETCTBEHHO YBEIHYEHHE CHMIIATUYECKOH PEaKTHBHOCTH,
YBEIMYEHUE  MPOOKCHUAAHTOM  AKTMBHOCTM U DHJOIE€HHOHN
MHTaKCHKAI[NM, YMEHbBIIEHHE YCTOMYMBOCTH Oenka BBISIBIICHO
YMEHBIIEHUE MPOJOJKUTEIBHOCTU CPOKOB OEPEMEHHOCTH, YCKOPEHHE
MIEPBOTO M BTOPOTO IEPUOIOB POJOB, YMEHBIIEHHE MAacChl IUIOAA,
YBEJIHMUYEHUE MacChl IIIALEHTHI, IPOJIOJDKUTEIBHOCTH TPETHETO MEPHOA
pPOIOB, OTCTaBaHWE MHBOJIOLUM MAaTKU B IOCIEPOJOBOM IEPHOIE U
reMaTOMETPHSI.

3. PommunbpHHIl TSDKEIOM CTEMEHH N0 Mepe YMEHBIICHUS
TPUAHTYJIPHOTO HMHIEKCa M MHJEKCa (DYHKLIHOHAIBHOTO COCTOSHUS,
YBEIMUYUBACTCS E33JANTUBHAS PEaKIUs B OPraHM3ME MaTepu U
KOJINYECTBO KECOPEBBIX CEUCHUH.

1.  A6pamuenko B. B. [IpocrarnannuHel 1 aHTUreCTareHsl B akymepcrse U rurexonorud. 2013.207c.
2. Byi Txu Xsionr ['mytamareprudeckas MOIYISIIUS peIeKTOPHBIX MEXaHH3MOB PETy/ISIIIAN KapAUOPECIUPATOPHOI CHCTEMBI.

/] Quccepranus Caukt-IletepOypr.2013 120c.

3. Tabpwdnan H. M. OmbiT MCronb30BaHUs IOKa3areds CPEAHMX MOJEKY]T B KPOBH JUIl JTUATHOCTHKH He(POIOrHYECKUX
3aboneBanmii y nereit / H. U. ['abpuasia // JlaboparopHoe nemo. —1984. — Ne 3. — C. 138-140.

4.  Taiiton A.K. Menuuunckas ¢usuomnorust. [lep. ¢ anrn / Ilox pea.B.M. Kobpuna. — M.: Jlorocdepa; 2008. — 1296 c.

5. XKunaxosa O.B., 3axaposa U.B., Hemunosa H.D., benyruna O.C., Toponkuna E.JI., benosa H.I'. Bnusinue anemMun Ha MATOYHO
- IJIAeHTapHBIH KoMIulekc.// Cubnupcekuit MeauimHckni xypHai. 2010. Tom 25. Ne 4.-C.96-98

6.  Kopomrok M. A., Usanosa JI. 1., Maiitoposa U. T'., Tokapes B. E. Meron onpeneneHust akTHBHOCTH KaTanassl.//Jlaboparoproe

neno.—1988.—Ne 8. — C. 16-19

7. Manesuu 0.K. IlpumMeneHre OpOCTArfJaHAMHOB [UIsi MHAYKIUMU POAOB: Meroaudeckue pekomeHmauuu / HO.K.Masesuy,

B.A.lllocrak. - Munck: Jlokrop duzaiin, 2019. - 32 c.

8.  Harubomu O.A., YxoBckuit .M., KekamoB A.H. u np., Mexanusmel rumokcud B ApKTHdyeckod 30He Poccuiickoit
Deneparyn.// BECTHUK POCCHHCKONW BOSHHO — MEAUITMHCKOM akagemun. 2016 No2 (54) C.202-205
9. Ob6yxoa JLA. ABTOHOMHAs WHHEpBaIWs OPraHOB: y4deOHO-MeToamdeckoe mocobue //HoBocmbupckuil rocymapcTBEeHHSBIN

yauBepcurer. HoBocubupck, 2020. 34 c.

10. IIpuxompko B.A., Cemmzapoa H.O., Oxosutsiii C.B. MonekymsipHble MEXaHU3MbI PAa3BUTHS THIIOKCHU U aJalTallld K HEH.

UYacts I. Apxus matonorun. 2021;83(2):52-61.

11. Cewmenesa E. B., CmupraoBa O. A. BaxHOCTb U mepcHeKTHBHOCTH paboTsl LlenTpoB 310poBbst / CoBpeMeHHbIE MPOOIeMbI
3IpaBOOXpaHEHMs U MEOUIMHCKOM cTatuctuku. 2019; S5: 150-151.

12.  Cranpnas U. /1., Fapumsumm T.I'. Onpenenerne MJIA. // coBpeMenHbIe MeToIbI B OnoxuMun. Mocksa, 1977.- C. 66-68.

13. VY36exoB M.I'. TlepekucHOe OKHCICHHE IHIHIOB W AHTHOKCHAAHTHBIE CHCTEMbI MPH IICUXHYECKUX 3a00NeBaHUAK.//
ConmanpHas 1 KuHHYeckas ncuxuarpus. 2014. T. 24, Ne 4. C. 97-103.

14. Britti E., Delaspre F., Feldman A., Osborne M.,Greif H., Tamarit J., Ros J. Frataxin-deficient neurons and mice models of
Friedreich ataxia are improved by TAT-MTScs-FXN treatment. J. Cell. Mol. Med. 2018; 22: 834-848.

15. Dizdaroglu M., Coskun E., Jaruga P. Measurement of oxidatively induced DNA damage and its repair, by mass spectrometric

techniques // Free Radic Res. 2015. Vol. 49. P. 525-548.

16. Dizdaroglu M., Coskun E., Jaruga P. Measurement of oxidatively induced DNA damage and its repair, by mass spectrometric

techniques // Free Radic Res. 2015. Vol. 49. P. 525-548.

17. Dizdaroglu M., Jaruga P. Mechanisms of free radical-induced damageto DNA // Free Radic Res. 2012. Vol. 46. P. 382-419.
18. Hatherill M, Waggie Z, Purves L, et al. Mortality and the nature of metabolic acidosis in children with shock. Intensive Care

Med. 2003;29(2):286-291. doi: 10.1007/s00134-002-1585-y.

19. Jarylkasinova G.J, Iskandar R-M Epidemiological analysis of the prevalence of iron deficiency anemia in the republic of
uzbekistan for 2007-2019 //European Journal of Molecular & Clinical Medicine 7 (10), 2020427



JVPHAN PETIPOIYKTUBHOTD 3[10POBbA 11 YPO-HE®POIOTINYECKWX UCCAECLOBAHWIA | JOURNAL OF REPRODUCTIVE HEALTH AND URD-NEPHROLOGY RESEARCH

20. Kuo C u ap. Biphasic changes in autonomic nervous activity during pregnancy // Br. J. Anaesth. 2010. T. 84,Ne 3. P. 323-329.
21. Rauchova H., Vokurkova M., Koudelova J. Hypoxia-induced lipid peroxidation in the brain during postnatal ontogenesis //
Physiol. Rev. 2012. Vol. 61, Suppl. 1. S. 89-101.

63



JVPHAN PETIPOIYKTUBHOTD 3[10POBbA 11 YPO-HE®POIOTINYECKWX UCCAECLOBAHWIA | JOURNAL OF REPRODUCTIVE HEALTH AND URD-NEPHROLOGY RESEARCH

ISSN: 2181-0990

JOURNAL OF REPRODUCTIVE HEALTH = vvtscciqorez
AND URO-NEPHROLOGY RESEARCH

UDC: 578.834.11-618.3. 576.8.097.34

Indiaminova Gulrux Nuriddinovna

3-son akusherlik va ginekologiya kafedrasi assistenti, PhD
Samarqand Davlat Tibbiyot universiteti

Samarkand, Uzbekistan

O’TKIR RESPIRATOR KASALLIK O’TKAZGAN HOMILADORLARDA GESTATSIYA DAVRINING XUSUSIYATLARI

For citation: Indiaminova Gulrux Nuriddinovna, Features of the gestation period in pregnant women who have suffered from acute respiratory
diseases, Journal of reproductive health and uro-nephrology research 2025, vol. 6, issue 1 pp

d http://dx.doi.org/10.5281/zenodo.15110865

ANNOTATSIYA
Oc‘tkir respirator virusli infektsiyalar insoniyat tarixida turli davrlarda dolzarb muammo bo‘lib kelgan. XXI asrda COVID-19 pandemiyasining
yuzaga kelishi ushbu infeksiyaning global sog‘ligni saqlash tizimiga jiddiy ta’sir ko‘rsatganini ko‘rsatdi. Ushbu virus, ayniqsa, homilador ayollar
uchun sezilarli xavf tug‘dirishi va homiladorlik jarayoniga salbiy ta’sir ko‘rsatishi mumkin. Tadqiqotning maqsadi — o‘tkir respirator kasalliklarni
o‘tkazgan homilador ayollarda gemostaz tizimi holatini baholash. Tadqiqot doirasida Samarqand viloyatidagi tug‘ruq majmuasiga gospitalizatsiya
qilingan 49 nafar homilador ayol tahlil qilindi. Natijalar shuni ko‘rsatdiki, homiladorlik trimestriga qarab bemorlarning umumiy holati,
gospitalizatsiya sabablari, komorbid holatlar, laborator tahlillar (koagulogramma, qon ivish tizimi o‘zgarishlari) va tug‘ruq natijalari farqlanadi.
Tadqiqotning ahamiyati shundaki, COVID-19 infeksiyasini o‘tkazgan homilador ayollarda yuzaga kelishi mumkin bo‘lgan perinatal va neonatal
asoratlarni chuqur o‘rganish zarurati mavjud. Ushbu mavzu bo‘yicha yanada kengroq tadqiqotlar o‘tkazish talab etiladi.
Kalit so‘zlar: o’tkir respirator kasallik, homiladorlik, gemostaz, giperkoagulyatsiya, tromboz, neonatal pnevmoniya, COVID-19.

HNuauamunosa I'yapyx HypuaannoBHa

PhD, accucrenT kadepbl aKyImepeTBa M rHHEKoIoruu Ne3
Camapxaszackuii I 'ocynapcTBeHHBIN MEANIMHCKUH YHHBEPCUTET
Camapkang, Y30ekucran

OCOBEHHOCTHU NEPUOJA 'ECTAIIMU Y BEPEMEHHBIX, IEPEHECIHINX OCTPBIE PECIIMPATOPHBIE
3ABOJIEBAHUS
AHHOTALIUA
OcTpble pecrnupaTopHbIe BUPYCHbIE MHGEKIMU OBbUTH aKTyaJbHOM MPOOIEMOii Ha pa3HBIX 3Tamax MCTOPHU 4enoBeuecTBa. BO3HMKHOBEHHE
nanzemun COVID-19 B XXI Beke HPOAEMOHCTPUPOBAJIO CEPhE3HOE BIMSHUE TON MHPEKLIMH HA MHPOBYIO CHCTEMY 3APAaBOOXPAHEHHS. JTOT
BUPYC NPEICTABILIET 3HAYUTENBHYIO ONIACHOCTh, 0COOCHHO ISl OEPEMEHHBIX JKEHIIMH, 1 MOXKET HEraTUBHO TIOBJIUATH HA TCUCHHE OEPEMEHHOCTH.
Llenp uccienoBaHMS — OLICHKA COCTOSIHMS CHCTEMBI I'eMOCTa3a y OEpeMEeHHBIX, IEPEHECIIMX OCTphIE PECIUpaTopHblie 3aboneBaHus. B
HCCIIEJOBAaHUH MPUHIN ydacTue 49 GepeMEHHBIX JKSHIIWH, TOCIIMTATN3HPOBAHHBIX B POAWILHEIA goM CamapkaHICKo# obmactu. Pesymbsrarer
UCCIIC/IOBAHMS TI0KA3ald, 4TO OOIlee COCTOSHUE IAIMeHTOK, MPUYMHBI TOCHHUTAIM3ALMH, COIyTCTBYIOIIME 3a0oiieBaHus, J1abOpaTOpHbIC
uccieioBaHus (KoaryJiorpaMMa, W3MEHEHHs B CHCTEME CBEPTHIBAHHS KPOBH), MCXOJbI POJOB Pa3IMYaIUCh B 3aBUCHMOCTH OT TpPHUMECTpa
OepeMeHHOCTH. 3HAYMMOCTh HCCIIEAOBAHMS 3aKIIOYAEeTCd B HEOOXOAMMOCTH YIIyOIEHHOTO W3YYEHMS NEPUHATANBHBIX M HEOHATAIBHBIX
OCJIOKHEHHH, KOTOPbIE MOT'YT BO3HHKHYTh Y OCpEMEHHBIX KeHIMH, nepeHecnx uHpekmuio COVID-19. Ilo aroii Teme HeoOXomuMbl Ooiee
0OIIMpPHBIEC UCCTIEIOBAHUS.
KiroueBble cj10Ba: 0CTpbIC pecpaToOpHbIe 3a00J1eBaHUs, OEPEMEHHOCTh, TeMOCTa3, THIEPKOATyJIA LM, TPOMOO3, HEOHATAIbHAS THEBMOHHS,
COVID-19.
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FEATURES OF THE GESTATION PERIOD IN PREGNANT WOMEN WHO HAVE SUFFERED FROM ACUTE
RESPIRATORY DISEASES
ABSTRACT
Acute respiratory viral infections have been a pressing problem at various times in human history. The emergence of the COVID-19 pandemic
in the 21st century has shown that this infection has had a serious impact on the global health system. This virus poses a significant threat, especially
to pregnant women, and can negatively affect the course of pregnancy. The purpose of the study is to assess the state of the hemostasis system in
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pregnant women who have had acute respiratory diseases. As part of the study, 49 pregnant women hospitalized in a maternity hospital in the
Samarkand region were analyzed. The results showed that the general condition of patients, reasons for hospitalization, comorbid conditions,
laboratory tests (coagulogram, changes in the blood coagulation system), and delivery outcomes differ depending on the trimester of pregnancy.
The significance of the study is that there is a need for an in-depth study of perinatal and neonatal complications that may occur in pregnant women
who have had COVID-19 infection. More extensive research is required on this topic.

Key words: acute respiratory illness, pregnancy, hemostasis, hypercoagulation, thrombosis, neonatal pneumonia, COVID-19.

Hozirgi vaqtda o‘tkir respirator virusli infektsiyalarning turli
qo‘zg‘atuvchilari aniqlangan bo‘lib, ularning ayrimlari jiddiy
asoratlarga olib kelishi mumkin. Ushbu viruslardan biri — SARS-CoV-
2 koronavirus infektsiyasi bo‘lib, u nafaqat o‘tkir respirator distress
sindromini keltirib chiqarishi, balki og‘ir shakllarda intensiv terapiya
bo‘limida uzoq muddatli davolanishni talab qilishi mumkin [1, 4].

Og‘ir holatlar, asosan, koagulyatsiya tizimining buzilishi bilan
tavsiflanadi. Bu jarayon D-dimer va fibrinogen miqdorining ortishi
bilan bog‘liq bo‘lib, tromboz, xususan, o‘pka arteriyasining
tromboemboliyasi xavfini oshiradi. Shuningdek, xalgaro ilmiy
adabiyotlar va global tadqiqot natijalari shuni ko‘rsatadiki, virusli
kasalliklarning onadan homilaga yugqishi, herpes virusi bundan
mustasno, odatda gematogen yo‘l bilan amalga oshadi [5, 8]. Virus ona
gonidan yo‘ldoshga o°tib, homilani zararlashi mumkin. Biroq, bugungi
kungacha SARS-CoV-2 virusining homilaga vertikal yo‘l bilan yuqishi
to‘g‘risida aniq tasdiglangan dalillar mavjud emas.

Ba’zi tadqiqotlarda SARS-CoV-2 bilan zararlangan onadan
tug‘ilgan  chaqaloglarda neonatal pnevmoniya aniqlanganligi
ta’kidlanadi. Tug‘rugdan keyin 24 soat ichida chagaloglarning
halqumidan olingan surtmada virusning mavjudligi aniglangan. Ammo
bu chaqaloqlarning yo‘ldoshi, qog‘onoq suvlari yoki kindik tizimidan
olingan namunalar virusga tekshirilmagan [7, 9].

Tadgqiqotlar shuni ko‘rsatadiki, SARS-CoV-2 virusining inson
organizmiga ta’siri, xususan, qon tomirlarga bo‘lgan ta’siri yuqori.
Ushbu virus ko‘plab organ va tizimlarda vaskulit rivojlanishiga olib
kelishi mumkin [1, 4, 7]. Ushbu holat qon tomir endoteliyasining tizimli
zararlanishiga sabab bo‘lib, feto-platsentar tizim faoliyatida
buzilishlarni keltirib chiqarishi, yo‘ldoshda oksidlovchi stressni
kuchaytirishi va natijada homiladorlik davrida jiddiy asoratlarni yuzaga
keltirishi mumkin.

O‘zbekistonda ham  yangi  koronavirus  infektsiyasining
homiladorlik va tug‘ruq jarayoniga ta’sirini o‘rganishga bag‘ishlangan
tadqiqotlar olib borilgan. Xususan, Abdullayeva L.M. (2021),
Ixtiyarova G.A. (2021), Maxkamova .M. (2021) va Paxomova J.E.
(2021) tomonidan olib borilgan izlanishlar diqqatga sazovordir. Shunga
qaramay, SARS-CoV-2 virusi yaqinda aniglanganligi sababli, uning
homilador ayollarga ta’siri, onadan homilaga yuqish mexanizmi,
kasallikning rivojlanish xavf omillari va of‘lim darajasi haqida
ma’lumotlar hali yetarli emas [4, 6, 8]. Shu sababli, COVID-19
infeksiyasini o‘tkazgan homilador ayollar bo‘yicha tavsiyalar ishlab
chiqish uchun hali ko‘plab tadqiqotlar olib borish lozim.

Tadqiqotning dolzarbligi. Sog‘ligni saqlash tizimida homilador
ayollarning virusli infektsiyalar ta’siridan himoya qilinishi muhim
masalalardan biri hisoblanadi. Aynigsa, COVID-19 pandemiyasi
homiladorlik jarayoniga salbiy ta’sir ko‘rsatishi mumkinligi sababli,
ushbu mavzu dolzarb bo‘lib qolmoqda. Homilador ayollarda o‘tkir
respirator kasalliklarning kechish xususiyatlari, gestatsiya davomida
yuzaga keladigan asoratlar va perinatal natijalarni o‘rganish zarurati
ortib bormoqda.

Virusli infektsiyalar, jumladan, SARS-CoV-2, homiladorlikning
turli trimestrlarida har xil ta’sir ko‘rsatishi mumkin. Tadqiqotlar shuni
ko‘rsatadiki, homiladorlik davrida immun tizimining fiziologik
o‘zgarishlari natijasida organizm virusli infeksiyalarga nisbatan sezgir
bo‘lib goladi. Shu bois, homilador ayollarda o‘tkir respirator kasalliklar
og‘irroq kechishi va gemostaz tizimida o‘zgarishlarga olib kelishi
mumkin [1, 4, 7].

Ayni paytda SARS-CoV-2 virusining homiladorlik jarayoniga
ta’siri va homilaga yuqish ehtimoli bo‘yicha aniq ma’lumotlar yetarli
emas. Ba’zi tadqiqotlarda COVID-19 bilan kasallangan onalardan
tug‘ilgan chaqaloqglarda infektsiya belgilarining kuzatilganligi
ta’kidlangan, biroq virusning yo‘ldosh orqali vertikal yo‘l bilan yuqishi
hali isbotlanmagan [5, 8].
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Shu sababli, homilador ayollarda o‘tkir respirator kasalliklarning
klinik kechishini, homilaga bo‘lgan ta’sirini va perinatal natijalarni
chuqur o‘rganish zarur. Ushbu tadgiqot nafagat ushbu mavzudagi ilmiy
bo‘shliglarni to‘ldirish, balki homilador ayollarni samarali himoya
qilish strategiyalarini ishlab chigish uchun ham muhim ahamiyat kasb
etadi.

Ushbu tadqiqotning asosiy magsadi — o‘tkir respirator kasalliklar,
xususan, COVID-19 infeksiyasini o‘tkazgan homilador ayollarda
gemostaz tizimining holatini baholashdir. Tadqiqot davomida
homiladorlik davrining turli bosqichlarida gemostaz tizimidagi
o‘zgarishlar tahlil qilinadi va bu jarayonning homiladorlik va tug‘ruq
natijalariga ta’siri o‘rganiladi.

Tadqiqot materiallari va usullari. Tadqiqot uchun Samarqand
viloyatidagi maxsus tug‘ruq majmuasiga o‘tkir respirator kasallik
sababli gospitalizatsiya qilingan 49 nafar homilador ayol tanlab olindi.
Ushbu bemorlar turli homiladorlik trimestrlarida bo‘lib, kasallikning
kechishi va asoratlarining klinik xususiyatlari tahlil qilindi.

Bemorlarning umumiy ahvolini baholash uchun quyidagi tekshiruv
usullari qo‘llanildi:

[ ]

Umumiy Kklinik tekshiruvlar homilador
ayollarning umumiy ahvoli, tana harorati, qon bosimi va nafas
olish faoliyati baholandi.

Laborator tahlillar umumiy qon tahlili,
polimeraza zanjirli reaksiya (PZR) testi, koagulogramma, S-
reaktiv ogsil, protrombin vaqti, D-dimer va fibrinogen
darajalari o‘rganildi.

e  Instrumental tekshiruvlar kichik chanoq
a'zolarining ultratovush tekshiruvi (UTT), zarur hollarda esa
ko‘krak gafasi kompyuter tomografiyasi (MSKT) o‘tkazildi.

Ushbu tadgiqot orqali homiladorlikning turli trimestrlarida virusli
infektsiyalarni o‘tkazgan ayollarning gemostaz tizimidagi o‘zgarishlari
va ularning homiladorlik natijalariga ta’siri chuqur tahlil gilindi.

Tadqiqot natijalari. Tadqiqot davomida 49 nafar homilador ayol
tekshirildi. Bemorlarning homiladorlik trimestrlari bo‘yicha tagsimoti
quyidagicha bo‘ldi:

I trimestr — 4 nafar (8,2%)
II trimestr — 11 nafar (22,4%)
III trimestr — 34 nafar (69,4%)

Gospitalizatsiya sabablari homiladorlikning bosqichiga bog‘liq
holda farq qildi. Dastlabki ikki trimestrda asosiy sabab virusli
infektsiyaning o‘tkir simptomlari bo‘lsa, wuchinchi trimestrda
gospitalizatsiya, asosan, akusherlik ko‘rsatmalari va tug‘ruq bilan
bog‘liq edi.

Tadqiqot natijalariga ko‘ra, homilador ayollarning aksariyatida
kasallikning quyidagi asosiy klinik simptomlari kuzatildi:

Isitma — 27 nafar (55,1%)
Yo‘tal — 29 nafar (59,2%)
° Nafas yetishmovchiligi — 18 nafar (36,7%)

Shuningdek, 49 bemordan 11 nafarida (16,3%) qo‘shimcha
komorbid kasalliklar aniglandi. Eng ko‘p uchragan kasalliklar
quyidagilardan iborat edi:

° Kamgqonlik (anemiya) — 96%
Arterial gipertenziya — 6,1%
° Piyelonefrit — 16,3%

Laborator tahlillar shuni ko‘rsatdiki, 65,3% homilador ayollarda
shifoxonadan tashqari pnevmoniya rivojlangan. Ulardan 28,6%
bemorlarda pnevmoniyaning klinik simptomlari mavjud bo‘lmagan
bo‘lsa-da, UTT yoki MSKT tekshiruvlari orqali tashxis qo‘yildi.

Gemostaz tizimining o‘zgarishlari. Homilador ayollaring qon
ko‘rsatkichlari chuqur tahlil qilindi. Umumiy qon tahlili natijalari
quyidagicha bo‘ldi:
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° Limfopeniya — 41 bemorda (83,7%) Tadqiqotda  ishtirok  etgan  homiladorlarning aksariyatida
e Trombotsitopeniya va leykopeniya — 2 bemorda trombotsitopeniya, limfopeniya va D-dimer miqdorining oshishi
(4,1%) kuzatildi, bu esa giperkoagulyatsiya holatini keltirib chigarishi mumkin.

Bundan tashqari, homiladorlikning turli trimestrlarida o‘tkir
respirator kasalliklar turlicha kechdi. Dastlabki trimestrda infeksiya
homilaning 0‘z-0°zidan tushishiga olib kelgan bo‘lsa, homiladorlikning
so‘nggi bosqgichlarida muddatidan oldin tug‘ruq ehtimoli yuqori bo‘ldi.
Tadqiqot natijalari shuni ko‘rsatdiki, virusli pnevmoniya kuzatilgan
bemorlarda perinatal asoratlar nisbatan ko‘proq uchradi.

COVID-19 infeksiyasi bilan kasallangan homilador ayollarning
tug‘ruq natijalari ham ma’lum xavf omillariga ega bo‘lib, neonatal
. pnevmoniya va homila ichi infektsiyasi holatlari kuzatildi. Shuningdek,
e Itrimestr —0,55+0,03 mkg/ml gospitalizatsiya qilingan bemorlarning bir qgismi intensiv terapiya
e II trimestr — 1,4+0,04 mkg/ml (7 bemorda), bo‘limiga joylashtirilishi talab etildi. Barcha homilador bemorlarga

[ Sezilarli darajada trombotsitopeniya va
yallig‘lanish belgilarining oshishi — 6 bemorda (12,2%)
Koagulogramma natijalarida 38 bemorda (77,5%) protrombin vaqti
oshganligi (12,5-14,8 sekund) qayd etildi, 3 bemorda esa ushbu
ko‘rsatkich me’yordan past bo‘lib (8,3-9,0 sekund), gemostaz
tizimining jiddiy o‘zgarishlari borligini ko‘rsatdi.
D-dimer ko‘rsatkichlari trimester bo‘yicha quyidagicha farq
qildi:

1,740,02 mkg/ml (2 bemorda) giperkoagulyatsiyani kamaytirish maqsadida past molekulali geparinlar
e III trimestr — 3,3+0,5 mkg/ml (13 bemorda), (PMG) qo‘llanildi.
golgan 11 bemorda esa ko‘rsatkichlar me’yorda edi Tavsiyalar. Tadqiqot natijalariga asoslanib, homilador ayollarda

Shuningdek, fibrinogen miqdori barcha bemorlarda yuqori darajada  o*tkir respirator kasalliklarning oldini olish va ularni samarali davolash
bo‘lib, homiladorlikning har uch bosqichida deyarli bir xil  bo‘yicha quyidagi tavsiyalar ilgari suriladi:

ko‘rsatkichlar qayd etildi (7-8 g/l). AQTV (aktivlashtirilgan qisman 1. Erta tashxis va kuzatuv — homiladorlikning barcha

tromboplastin vaqti) ko‘rsatkichlari pnevmoniya rivojlangan 65,3% bosqichlarida respirator kasalliklarning belgilari
bemorlarda 18-20 sekund oralig‘ida bo‘ldi, qolgan bemorlarda esa kuzatilganda, gemostaz tizimining holatini baholash lozim.

me’yoriy chegarada (23-38 sekund) ekanligi aniqlandi. 2.  Giperkoagulyatsiyani nazorat qilish — COVID-19

Tug‘ruq natijalari. Tadqiqot davomida homilador ayollarning infeksiyasini o‘tkazgan homilador ayollarga qon ivish tizimi

tug‘ruq natijalari ham baholandi: ko‘rsatkichlariga qarab past molekulali geparinlar buyurish

e  Homilaning o‘z-o‘zidan tushishi — 2 bemorda (I tavsiya etiladi.

trimestr) 3. Pnevmoniyani erta aniqlash — nafas olish

e  Muddatidan oldin tug‘ruq — 8 bemorda (24-25 buzilishlari yoki COVID-19 bilan bog‘liq asoratlar

haftalik — 3 bemor, 34-35 haftalik — 5 bemor) kuzatilganda, ultratovush yoki ko‘krak qafasi tomografiyasi

tekshiruvlarini o‘tkazish lozim.

4. Immunitetni mustahkamlash — homilador ayollar
uchun immun tizimini qo‘llab-quvvatlovchi vositalardan
foydalanish, vitamin D va temir preparatlarini gabul qilish
tavsiya etiladi.

° Neonatal pnevmoniya bilan tug‘ilgan
chaqaloglar — 3 nafar

° Tug‘ruqdan keyin nobud bo‘lgan chaqaloglar —
2 nafar (24-25 haftalik chagaloglar)

e Intensiv terapiya bo‘limiga  ko‘chirilgan 5. Post-COVID kuzatuvi — tug‘rugdan keyin ham
homiladorlar — 4 bemor COVID-19 infeksiyasini o‘tkazgan ayollar gemostaz va
Tug'rugdan keyin 2 bemorda isitma, yo‘tal va nafas yurak-gon tomir tizimi bo*yicha kuzatuvda bo‘lishi kerak.
yetishmovchiligi simptomlari saqlanib qoldi. Ushbu tadqiqot davomida Ushbu tadgiqot natijalari homiladorlik davrida COVID-19
onalar o‘limi holatlari kuzatilmadi. infeksiyasining homila va ona salomatligiga ta’sirini chuqurroq

Xulosa. O‘tkgzilgan tadqiqot natijalari Sh}mi k(.)‘rse.ltdiki, p‘tkir o‘rganish zaruratini ko‘rsatadi. Kelajakda keng ko‘lamli tadgiqotlar olib
respirator kasalhkla.r,. Xususan, .CO.VID‘.I() 1nfek§1ygs1 hpmﬂadqr borish va perinatal natijalarni yaxshilash uchun yangi yondashuvlarni
ayollarda gemostaz tizimining sezilarli darajada buzilishiga olib keladi.  jghab chigish dolzarb vazifalardan biri bo‘lib golmogda.
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ANNOTATSIYA
Bachadon miomasi — keng tarqalgan ijobiy sifatli, silliq mushak elementlaridan reaktiv yuzaga keladigan, keyinchalik to‘qima gipoksiyasi
sharoitida fibrozlanadigan o‘simtasimon hosila. Bachadon miomasida homiladorlik, tug‘ruq va tug‘ruqdan keyingi davr ko‘pincha asoratlar bilan
kechadi va ba'zan homilaning nobud bo‘lishi, reproduktiv a'zoning olib tashlanishi bilan yakunlanadi. Shu tariga, bir tarafdan, mioma ayolning
reproduktiv funksiyasini sezilarli darajada pasaytiradi, boshqa tarafdan esa, ushbu kasallikdan aziyat chekayotgan tug‘ish yoshidagi bemorlar
sonining ortishi, hozirgi paytda birinchi homiladorlikni kech reproduktiv yoshda rejalashtirish tendensiyasining o‘sib borayotgani ginekologlar
uchun ushbu patologiyada homiladorlik va tug‘ruqni olib borishda qiyinchiliklarni yuzaga keltiradi.
Kalit so‘zlar: homiladorlik, tug‘ruqg, bachadon miomasi, kesar kesimi, tabiiy tug‘ruq, miomektomiya.
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FEATURES OF THE COURSE OF PREGNANCY AND CHILDBIRTH DEPENDING ON THE TYPE OF FIBROID NODULES

ANNOTATION

Uterine fibroids are a common benign, reactive tumor — like formation of smooth muscle elements with their subsequent fibrosis under
conditions of tissue hypoxia. In some cases, at the very beginning of the development of the disease, fibroids do not prevent the onset of pregnancy.
Pregnancy with uterine fibroids, as well as childbirth and the postpartum period often have a complicated course and sometimes end in the loss of
the fetus and reproductive organ. Thus, on the one hand, uterine fibroids significantly reduce a woman's reproductive function, on the other hand,
an increase in the number of patients of fertile age suffering from this disease, the increasing modern trend towards planning the first pregnancy in
late reproductive age, create difficulties for gynecologists in the management of pregnancy and childbirth with this pathology.

Keywords: pregnancy, childbirth, uterine fibroids, cesarean section, natural childbirth, myomectomy.

So‘nggi yillarda miomali ayollarning homilador bo‘lishi chastotasi
oshgan, aynigsa katta reproduktiv yoshdagi ayollarda [1]. Bunday
ayollarda homiladorlikning kechishi o‘z xususiyatlariga ega, ko‘pincha
mioma mavjudligi homiladorlik va tug‘rugning asoratlanishiga olib
keladi, ko‘p hollarda fetoplasentar yetishmovchilik rivojlanadi va
homiladorlikning to‘xtab qolishi xavfi oshadi [3]. Shu bilan birga,
homiladorlikning 0°zi ham miomatoz tugunga ta'sir ko rsatishi mumkin.
Homiladorlik davrida ba'zan miomatoz tugunlarning qon ta'minoti
buziladi, unga tugunning infeksion yallig‘lanishi, trombotik va
tromboembolik asoratlar qo‘shilishi mumkin [2,5]. Bundan tashqari,
miomaning o°sishi va rivojlanishi homiladorlikning normal kechishini
ta'minlaydigan gormonal fonga ham bog‘liq. Homiladorlik davrida
tugunlar o‘lchamlari kattalishishi, shuningdek, miomatoz tugunlarning
soni ham ortishi mumkin [4].

Mazkur tadgiqotning magsadi: bachadon miomasining homilador
va tug‘rugning kechishiga ta'sirini hamda homiladorlikning miomatoz
tugunlar holatiga ta'sirini o‘rganish.

Tadqiqot materiallari va usullari: biz bachadon miomasi mavjud
ayollarda  homiladorlik va  tug‘rugning kechishini hamda
homiladorlikning miomatoz tugunlar holatiga ta'sirini o‘rgandik.
Prospektiv kuzatuvda gestasiya davrida Toshkentdagi 4-son akusherlik
majmuasiga stasionar davolanishga va tug‘ishga kelgan jami 74 nafar
homilador ayol bo‘lgan. Bachadonda miomatoz tugunlar
homiladorlikdan oldin yoki homiladorlik paytida aniqlangan.
Bemorlarning o‘rtacha yoshi 34,19+0,8 yoshni tashkil qilgan.

Tadqiqot natijalari. Paritet bo‘yicha birinchi marta homilador
bo‘lgan ayollar tekshirilganlarning taxminan beshdan bir qismini (18-
24,3%) tashkil qildi. Qolgan bemorlarda homiladorlik takroriy bo‘lib,
ularning 13 nafarida (17,5%) ikkinchi homiladorlik, 43 nafarida esa
(58,1%) - uchinchi va undan ortiq homiladorlikdir.

80% homiladorlarda bachadon miomasi homiladorlikdan oldin,
qolganlarida — mazkur homiladorlik paytida aniglangan.

Anamnezni o‘rganish shuni ko‘rsatdiki, takroriy homilador bo‘lgan
jami 56 nafar ayol anamnezida 216 ta homiladorlik bo‘lgan.
Homiladorliklar soni o‘rta hisobda 1 nafar ayolga 3,8 ga teng, deyarli
nazorat guruhidagidek (3,7) bo‘ldi. Avvalgi homiladorliklar 46 (21,3%)
holatda sun'iy abortlar bilan yakunlangan. O‘z-o‘zidan bola tashlash,
rivojlanmagan homiladorlik, bachadondan tashqari homiladorlik va
muddatidan oldingi tug‘ruglar tegishlicha 21 (9,7%), 15 (6,9%), 3
(1,4%) i 8 (3,7%) ni tashkil qildi, 2 ta holatda tug‘ma rivojlanish
nugsonlari (TRN) sababli tibbiy abort amalga oshirilgan, bu nazorat
guruhidagi bemorlarga nisbatan nisbatan kam uchraydi (sun'iy abortlar
— 24 (18,8%), o‘z-o‘zidan bola tashlash — 4 (3,1%), bachadondan
tashqari homiladorlik — 2 (1,5%), rivojlanmagan homiladorlik va
muddatidan oldin tug‘ruq holatlari esa qayd etilmagan.

11 nafar (14,8%) bemorda anamnezda bepushtlik bo‘lgan, shu
xususda bir necha marta gormonal terapiya, rag‘batlantiruvchi terapiya
olgan. Shunday qilib, asoratlangan reproduktiv va ginekologik anamnez
tekshirilgan ayollarda mioma rivojlanishining xavf omili bo‘lishi
mumkin. Bunday bemorlarda mazkur homiladorlikning kechishi
qiziqgish uyg‘otdi (1-jadval).

1-jadval
Tekshirilgan bemorlarda tug‘ruq bilan yakunlangan gestasiya kechishi xususiyatlari

Asosiy guruh .
Homiladorlikning kechishi n=74 vE NAzorat guruhi, n=24

abc % abc %
Homilgdorlikni tuxtab qolishi (I va 53 96,7 ’ 8.3

11 trimestri)

Anemiya (I, II daraja) 22 36,7 3 8,3
O’RVI 25 41,7 5 20,8
Erta toksikoz 6 10,0 4 16,7
Buyrak kasalliklari 6 10,0 1 4.2
SAG, Preeklampsiya 4 6,7 - -
Past plasentasiya 4 6,7 - -

Biz tugunlar soni va miqdorga bog‘liq holda homiladorlikning
kechishini, shuningdek homiladorlik davrida miomatoz tugunning
qanday o‘zgarishini o‘rgandik. Buning uchun miomatoz tugunlar ichida
va atrofidagi qon oqimini aniqlash uchun UTT va dpplerometriya yo‘li
bilan homiladorlarni dinamik kuzatdik.

Bu maqgsadda homiladorlar 2 kichik guruhga ajratildi: 1-a kichik
guruh — bir nechta tushunlari bo‘lgan, gestasiya davrida tugunlar soni
va o‘lchamlari kattalashgan 36 nafar homilador ayol, va 1-b kichik
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guruh — homiladorlikdan oldin va homiladorlik paytida faqat 1ta tugun
bo‘lgan homiladorlar.

Mazkur homiladorlikning kechishi haqidagi ma'lumotlar shundan
dalolat beradiki, 1-a kichik guruxidagi bemorlarning yarmidan
ko‘prog‘i (25 - 69,4%) hamda 1-b kichik guruhining uchdan bir qismi
(4 - 10,5%)da homiladorlik uning to‘xtab qolishi xavfi ostida kechgan,
shu sababli ular gestasiyaning I- yoki II-trimestrida stasionar terapiya
olgan.
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1-a kichik guruhda homiladorlikning I-yarmida 14 nafar ayolda,
ularning aksariyati — birinchi marta homilador bo‘lgan, toksikoz
boshlandi, homiladorlik davrining II-yarmida 10 nafar bemorda —
O‘RVL, 16 nafarida — anemiya, 12 nafarida — homiladorlik
gipertenziyasi, 4 nafar ayolda — surunkali pielonefrit zo‘rayishi qayd
etildi. 2 nafar ayolda homiladorlik o‘z-o‘zidan bola tashlash bilan, 3
nafarida — rivojlanmagan homiladorlik bilan yakun topdi, ya'ni
reproduktiv yo‘qotishlar chastotasi 22 foizni tashkil qildi (2-jadval). 5
nafar ayolda tug‘ruq muddatidan oldin boshlandi.

1-b kichik guruhida aksariyat ayollarda homiladorlik oxirigacha
deyarli asoratlarsiz kechdi. Fagat 2 holata homiladorlikning to‘xtab

qolishi xavfi yuzaga keldi, fikrimizcha, bu miomatoz tugun
o‘lchamlarining kattalashgani bilan bog‘liq bo‘lgan. Bunda, 2 nafar
(5,3%) ayolda tugun o‘lchami kattalashdi va diametri 120 sm dan oshdi.
Ularning birida homiladorlik 9 haftalikda o‘z-o°‘zidan bola tashlash
bilan yakunlandi, ikkinchisida tugun kattalashgani tufayli 10 haftalikda
sun'ly abort bajarildi (2-jadval). 2 holatda homila rivojlanishidagi
anomaliyalar tufayli tibby ko‘rsatmalar bo‘yicha abort bajarildi, bir
holatda rivojlanmayotgan homiladorlik aniqlandi. Shunday qilib, 1-b
kichik guruhida reproduktiv yo‘qotishlar chastotasi 15,7%ni tashkil
qildi, bu esa tugunlari soni ko‘p bo‘lgan 1-a kichik guruhidagi ayollarga
qaraganda 1,4 baravar yuqori.

2-jadval
Tekshirilgan homiladorlarda amaldagi homiladorlik yakunlari
Homiladorlik Nazorat guruhi, n= 24 1-_a kichik guruhi 1__b kichik guruhi
akunlari n-=36 n-—38
yaku abc % abc % abc %
Shoshilinch tug’ruq 24 100,0 23 63,9 32 84,2
,Muddatdan oldingi ) ) 5 13.9 ) )
tug’ruglar
0’z-0’zidan
abortlar ) ) 2 36 3 79
Bachadondan ) ) 3 33 ) )
tasjqari homiladorlik i
Rivojlanmagan
homiladorlik ) ) 3 8.3 ! 2.6
Tibbiy ko’rsatmalar ) 53
bo’yicha abort ] ] ] ] ’
Jami 24 100,0 36 100,0 38 100,0

Muddatdan oldin tug‘ruq xavfining klinik belgilari 1-a kichik
guruhidagi bemorlarda kuzatildi va ularda qorin ostida va beldagi
simillovchi og‘riglar qayd etildi. Birog, tugun bachadon old devorida
yoki tubida joylashgan barcha hollarda og‘riqlar lokal tusda bo‘lgan.
Bunday og‘riglar bir necha soatdan 2-3 kungacha davom etgan. Bunday
homiladorlarning yarmisida homilaning juda qattiq qimirlashi
kuzatilgan. 2 holatda (5,6%) ayollarda subfebril isitma paydo bo‘lgan.
Ushbu homiladorlarning gestasiya muddati 32 va 36 hafta bo‘lgan.

Tekshirilgan ayollarda bachadon-plasenta kompleksi ul'tratovushli
tekshirilganda miomatoz tugunlar 25 nafar (33,8%) bemorda ko‘proq

subseroz joylashgani, 4 nafar (4,0%) bemorda — bachadon bo‘shlig‘ini
deformasiyalaydigan submukoz-intramural' joylashgani, 43 nafarida
(58,1%) — intramural' va 6 nafar (8,1%) bemorda esa — aralash
lokalizasiyasi qayd etildi. Tugunlar o‘lchamlari 7-8mm dan 55-80 mm
gacha dipazonda bo‘lgan. Plasenta va miomatoz tugunlar ko‘proq
bachadonning old devorida, kamroq — orqa va yon devorlarda
joylashgan (3-jadval.). faqat 4 holatda (5,4%) tugunlarning plasenta
joylashgan xonada joylashuvi aniglandi, boshqa hollarda tugunlar
plasentar maydondan uzoqda, bachadonning mushakli devorlarida
shakllangan.

3-jadval
Plasenta va miomatoz tugunlarning bachadon devoriga nisbatan joylashishi

Tugunning placentar

Bachadon devori Placenta, % Miomatoz tugun, % maydon proeksiyasidagi
joylashuvi, %

Oold 35,6 51,5
Orga 30 20,2 2.7
O’ng 8,9 4,0 2,7
Chap 4.4 6,1 -
Yon 14,4 10,1 -
Tub 5,6 3,0 -
Ichki bo’g’iz sohasida 1,1 1,0 -

la kichik guruhida UTTda aniqlangan tugunlar soni 2 tadan 5
tagacha. Barcha hollarda homila harakatlanish faolligining va bachadon
tonusining yuqoriligi qayd etildi. 7 nafar bemorda (19,4%) homila
biometriyasi homila gipotrofiyasini ko‘rsatdi. Bundan tashqari, 4 nafar
ayolda (11,1%) homilaoldi suvlarining kamligi, ikki nafar ayolda esa
biroz ko‘pligi qayd etildi.

1a kichik guruhida tugunlar o‘lchamlari 35 mm dan yuqori bo‘lgan
barcha hollarda tugun ichidagi qon oqimi aniqlandi, katta bo‘lmagan
tugunlar tomirlarida RI 0,55 dan 0,59 gacha, yirikroq tugunlarda va ko‘p
sonli tugunlarda tugunni oziglantiruvchi tomirda IR 0,39 — 0,44
doirasida qayd etilgan. Bu faol tugunlarda kuchli qon ta'minotini
anglatadi va bachadon miomasining proliferativ turidan dalolat beradi.
Ib guruhga kiritilgan homiladorlarda tugunlarda IR nisbatan yugqori,
0,64 — 0,69 chegarasida bo‘lgan, bu oddiy noproliferativ tugunlarga xos.

3-a guruhdagi isitmasi chiqqan va tugunlarning lokal og‘riglari
kuzatilgan 2 nafar bemorda IR yuqori bo‘lgan (0,71 va 0,73), bu
tugunning oziglantirilishi buzilganidan dalolat beradi. Klinik-laborator

va dopplerometrik tekshiruvlar ma'lumotlarini hisobga olib, bunday
bemorlarga kesarcha kesish amaliyoti o‘tkazildi va keyin tugunlar
enukleasiyasi bajarildi. Shunday qilib, homiladorlik paytida miomatoz
tugun oziqlantirilishining buzilishi doim ham tegishli manzarani
ko‘rsatmaydi. Tugun atrofida va ichidagi qon oqimini aniglash uchun
dopplerometriyani qo‘llash uning buzilganini aniqlash, tashhisni
aniqlashtirish va to‘g‘ri davolash taktikasini tanlash imkonini beradi.
Miomatoz tugunlar oziglanishining buzilishi belgilariga ega
bo‘lmagan boshqa homiladorlar konservativ usulda davolandi, unga
tokolitiklar, dezagregantlar kiritilgan bo‘lib, bu bachadon tonusining
me'yorga kelishi va og‘riglarning yo‘qolishiga yordam berdi.
Homilador bachadon va miomatoz tugunlarni dinamik ul'tratovushli
kuzatish shuni ko‘rsatdiki, 1-b kichik guruhda tugunlar soni va
o‘lchamlari kattalashmagan. 1-a kichik guruhda tugunlar o‘lchamlari 12
nafar (33,3%) homiladorda 1,5-2 baravar kattalashgani qayd etildi,
aynigsa gestasiyaning 20-haftasidan keyin. Tugunlar sonining 2-3 dan
5-7 tagacha ko‘payishi 5 nafar ayolda (13,9%) kuzatildi. Shunga ko‘ra,
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1-a kichik guruhidagi ayollar proliferativ turga, 1-b kichik guruhdagi
ayollar esa — oddiy noproliferativ turga kiritildi. Reproduktiv
yo‘qotishlar chastotasi 1-a kichik guruhda 8 (22,2%), ni tashkil qildi, bu
1-b kichik guruhga nisbatan 1,4 baravar ko‘p, ikkinchi guruhda bitta
tugunli ayollar 6 (15,7%).

Bachadon miomasida tug‘dirish usullari. Tekshirilgan 60 nafar
homiladorda tug‘ruq yakunlari qizigish uyg‘otdi. 55 nafar ayolda
homiladorlik shoshilinch tug‘rug, 5 nafar ayolda — muddatidan oldin
tug‘ruq bilan yakunlandi. Hamma 60 nafar ayol kesar kesimi usulida
tug‘dirildi (4-jadval). Rejali operatsiyalar 43 holatda (71,7%) o‘tkazildi.

Rejali operatsiyalarga ko‘rsatmalar — 35 yoshdan katta homiladorlarda
mioma mavjudligi va birinchi tug‘ruq, ko‘p sonli bachadon miomalari,
plasentaning  pastda  joylashishi, bachadon rivojlanishidagi
anomaliyalar, homilaning ko‘ndalang joylashishi, bachadonning
morfofunksional' yarogsizligi — bachadonda chandiqning ingichlanishi,
homilaning tos bilan kelishi, yuqori darajadagi miopiya. Shoshilinch
kesar kesimi operatsiyasiga ko‘rsatmalar: plasentaning ko‘chishi, klinik
tor tos — pel'vio-kranial' disproporsiya, miomatoz tugun oziqlanishining
buzilishi va infeksiya yugqishi, homila tomonidan ko‘rsatmalar — homila
distressi; hammasi bo‘lib 17 (28,3%) holat.

4-jadval

Tekshirilgan ayollarda operatsiya yo‘li bilan tug‘dirishga ko‘rsatmalar
Operatsiyaga ko’rsatmalar abs o
35 yoshdan katta ayollarda birinchi tug’ruq 11 18,3%
Ko’p sonli bachadon miomasi 13 25,0%
Placentaning pastda joylashuvi 4 6,7%
Placentaning ko’chishi 1 1,7%
Bachadonda chandiq 5 8,3%
Bachadon rivojlashining anomaliyasi 2 3,3%
Gipertenziv sindromlar 2 3,3%
Yugori darajadagi miopiya 1 1,7%
Pelvio-kranial disproporsiya 9 15,0%
Homilaning tos bilan kelishi 6 10,0%
Homilaning ko’ndalang kelishi 1 1,7%
Mioma tugunining nekrozi 2 33
Homila distressi 3 5,0%
Jami 60 100%

Operasi ko‘lami asosan 54 nafar (90,0%) ayolda a'zoni saglab
qolishga qaratilgan, chunki homila olingandan keyin ushbu
bemorlarning hammasiga konservativ miomektomiya bajarilgan.

Faqat 6 nafar (10,0%) ayolda ortiqlarsiz bachadon amputasiyasi
bajarilgan, bunga operatsiya paytida yuzaga kelgan asorat — bachadon
gipotoniyasi yuzaga kelgani sabab bo‘lgan. Yuzaga kelgan asoratni
hamda ayollarning yoshi 40 dan oshganini hisobga olib, ularga
ortiglarsiz  NAM operatsiyasi bajarilgan. Ushbu bemorlarning
hammasida ko‘p sonli mioma bo‘lgan, homiladorlik davrida bachadon
ul'tratovushli tekshiruvida yangi tugunlar paydo bo‘lgani aniglangan

(1b-guruh). Ta'kidlash joizki, operatsiya paytida aniglangan tugunlar
soni homiladorlik davridagi UTTda ko‘ringan tugunlardan ko‘proq edi.

Yangi tug‘ilgan chaqaloqlarning og‘irligi va bo‘yi hamda ularning
Apgar shkalasi bo‘yicha tug‘ilgan paytdagi holati umuman olganda
homiladorlik davriga muvofiq kelgan. Faqatgina 2-guruhdagi 7 nafar
(11,7%) homilador ayol tuqqan chaqaloglar ogirligi birinchi darajali
gipotrofiyaga mos kelgan. Tugun oziqlanishining buzilishi sababli
muddatidan oldin tug‘il chaqaloglar (2) esa parvarishlashning ikkinchi
bosqichiga o‘tkazildi (5-jadval).

5-jadval

Yangi tug‘ilgan chaqaloglarning vazn-bo‘y ko‘rsatkichlari

Ko’rsatkichlar Nazorat guruhi 3-guruh
n=24 n=60
3-a kichik guruh 3-b kichik guruh
n=28 n=32
Jg’irligi 3322,8+28,76 2991,1+94,06* 3214,4461,02
Bo’yi 51,7+0,21 50,0£0,67* 50,3+0,21

Izoh: - * nazorat guruhiga nisbatan ishonchli

Shunday qilib, miomali homiladorlarda homiladorlik va tug‘ruq
kechishining tahlili shuni ko‘rsatdiki, homiladorlik davrida bachadon
miomasining mavjudligi, o‘sishi va tugunlar sonining ko‘payishi
homiladorlik va  tug‘rugning kechishiga, yangi tug‘ilgan
chagaloglarning rivojlanishiga ta'sir ko‘rsatishi mumkin.

Ul'tratovushli  tekshiruvlar tugunlarning plasentar maydonga
nisbatan joylashuvini aniqlash imkonini berdi. Tugunlar ko‘proq
bachadon tanasida, plasentar maydondan uzoqda (93,4%), faqat 4
holatda (5,6%) — plasentar maydonning chetida joylashgan. Bu shuni
ko‘rsatadiki, homila tuxumining yopishishi va plasentasiya jarayoni qon
aylanishi yaxshiroq bo‘lgan va bachadon devorlari
deformasiyalanmagan uchastkalarda sodir bo‘ladi. Demak, homila
tuxumi bachadon devorining qon bilan eng yaxshi ta'minlangan shilliq
pardaga yopishadi. Biroq, shu bilan birga, plasentar maydon qon ogimi
bilan eng ko‘p ta'minlanganiga qaramay, homiladorlik davrida yangi

tugunlarning paydo bo‘lishi qon oqimi pasaygan va qon tomirlari
kamroq bo‘lgan joylarda yuz beradi.

Bunday miomatoz bachadonning homiladorlikka ziddiyatli
ta'sirlanishi gestasiyadan oldin tekshirish va miomani konservativ
davolash zaruratidan dalolat beradi, bu asoratlar chastotasi va operativ
tug‘ruglar sonini kamaytirishi mumkin.

Tadqiqot natijalarining ko‘rsatishicha, homiladorlarda miomatoz
tugunlarning proliferativ turi uchun angiogenez oshishi va IR pasayishi
x0s bo‘lib, homiladorlik tugunlarning o‘sishi va sonining ko‘payishiga
olib keladi. Miomatoz tugun oziqlanishi buzilishini tashhislash va
jarrohlik yo‘li bilan davolash masalasini hal qilish uchun eng samarali
usul nafaqat UTT, balki tugun qon oqimini rangli doppler xaritalash
usuli orqali dopplerometriya ham hisoblanadi.

Tug‘ruqdan keyingi davrning kechishi va kesar kesimi vaqtidagi
miomektomiyaning uzoq muddatli natijalari. Biz tug‘ruqdan keyingi
davrning kechishi va kesar kesimi vaqtidagi miomektomiyaning uzoq
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muddatli natijalarini o‘rgandik. Tug‘ruqdan keyingi davrning kechishi
bachadon involyusiyasining sust kechishi bilan xarakterlanib,
sukrovichli loxiyalar ajralishi davomiyligining uzayishiga olib keldi. 12
holatda bachadonning subinvolyusiyasi klinik simptomlari kuzatildi, bu
uterotonik preparatlar tayinlashni taqozo etdi. Faqatgina 5 (8,3%)
holatda tug‘ruqdan keyingi davr tana haroratining ikki kun davomida
subfebril darajaga ko‘tarilishi bilan asoratlandi. Ul'tratovushli tekshiruv
endometritga xos manzarani ko ‘rsatdi, bu bakteriyaga qarshi terapiya va
uterotoniklarni kuchaytirish uchun ko‘rsatma bo‘ldi. Tuqqan ayollar
tug‘ruqdan keyin 7-kunida chiqarib yuborildi.

Umuman olganda, aksariyat ayollarda tug‘ruqdan keyingi davr
asoratlarsiz kechdi, hamma ayollar 6-7 sutkada uyiga ketdi, bu jarrohlik
yo‘li bilan tugqan miomasiz ayollarga qaraganda ikki sutkaga ko‘p.

Biz tadqiqotning tug‘ruqdan 5-18 oydan keyingi uzoq muddatli
natijalarini o‘rgandik. Barcha ayollar bolalarini ko‘krak suti bilan
emizgan. Hayz sikli tug‘ruqdan keyin 3-10 oy ichida tiklangan va bunda
ayollar hayz davriyligining buzilishi yoki  ko‘p qon ketishini
kuzatmagan.

Tahlil shuni ko‘rsatdiki, bachadonda takroriy UTT o‘tkazganda,
miomektomiya (ME)dan keyingi birinchi yil davomida 55 (91,7%)
ayolda ul'tratovush ko‘rsatkichlari normadan chetlashmagan. Faqat
miometriyda jarrohlikdan qolgan chandiqlarga xos exosignallar
aniqlangan. Biroq, jarrohlik amaliyotidan o‘tgan 60 nafar ayolning 5
nafarida (8,3%) MEdan keyin 8-10 oy o‘tgach takroriy UTT natijalari
miometriyda yangi tugunlarning paydo bo‘lganini ko‘rsatdi. Bu ularni
qayta tekshiruvdan o‘tkazish va uch oy davomida esmiya preparatini
tayinlash uchun ko‘rsatma bo‘ldi.

Shunday qilib, bachadon miomasiga chalingan ayollarda
homiladorlikning kechishi o‘ziga xos xususiyatlarga ega. Mioma
ko‘proq takror homiladorliklarda, akusherlik anamnezi reproduktiv

Foydalinilgan adabiyotlar ro’yxati:

yo‘qotishlar tarzida og‘irlashgan ayollarda uchragan. Mioma ko‘proq
akusherlik anamnezi og‘irlashgan, takroriy homilador ayollarda
uchragan va ularning anamnezida reproduktiv yo‘qotishlar qayd etilgan.
Miomali bemorlarning anamnezida homiladorliklar soni nazorat guruhi
bilan deyarli farq gilmagan. Ammo bepushtlik anamnezda faqat
miomali ayollarda kuzatilgan. Reproduktiv yo‘qotishlar soni 3-guruhda
18,9%ni tashkil gilgan bo‘lsa, nazorat guruhida bunday holat gayd
etilmagan.

Yagona oddiy mioma tugunida homiladorlik yengilroq,
qiyinchiliklarsiz kechgan. Faqat tugunning intensiv o‘sgan holatlarda
asoratlar yuz bergan. Tugunlar o‘lchamlari va sonining ortishi bilan
xarakterlanadigan proliferativ miomada homiladorlik gipertenziya,
pielonefritning kuchayishi kabi asoratlar bilan kechgan. Homiladorlik
shuningdek, bola tashlash xavfi, bachadon tonusining oshishi va homila
harakat faolligining oshishi bilan asoratlangan. Ikkia holatda tugun
oziqlanishining buzilishi aniglangan bo‘lib, bu muddatidan oldin
jarrohlik yo‘li bilan tug‘dirib olish uchun ko‘rsatma bo‘lgan.

Proliferativ miomada homiladorlik oddiy miomaga qaraganda
ko‘proq reproduktiv yo‘qotishlar bilan yakunlangan. Miomada tug‘ruq
usuli sifatida ko‘pincha kesar kesimi va keyingi miomektomiya (ME)
amalga oshirilgan. Ammo, 10% holatlarda tug‘ruq bachadon
gipotoniyasi bilan og‘irlashgan. Bunday hollarda operatsiya hajmi
kengaytirilib, bachadonni ortiglarsiz amputasiya qilishga to‘g‘ri kelgan.
Oddiy miomali ayollarda bolalarning og‘irligi va bo‘yi ko‘rsatkichlari
nazorat guruhidan deyarli farq gilmagan. Ammo proliferativ miomada
bu ko‘rsatkichlar oddiy miomaga qaraganda biroz past bo‘lgan.

Xulosalar: 1. Bachadon miomasi homiladorlik kechishiga va
tug‘ruqqa ta'sir ko‘rsatadi;

2. Proliferativ mioma turida homiladorlik miomatoz tugunlar soni
ko‘payishigaga va o‘lchamlarining kattalashishiga olib keladi.
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Keywords: uterine closure; cesarean section; reproductive losses; gynecological diseases; contraception.
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KESAR KESISH AMALIYOTIDAN SO‘NG BACHADON YOPISH USULINING REPRODUKTIV NATIJALARGA TA’SIRI

ANNOTASIYA
18 yoshdan 42 yoshgacha bo‘lgan 496 nafar ayol ustida o‘rganish o‘tkazildi. Bachadon tikish usuliga qarab barcha bemorlar ikki guruhga
bo‘lindi: 1-guruh — 240 (48%) ayolga modifikatsiyalangan bachadon tikish usuli qo‘llanilgan, 2-guruh — 256 (52%) ayolga esa an’anaviy tikish
usuli qo‘llanilgan. Tadqiqot natijalari bachadon tikish usuli reproduktiv yo‘qotishlar chastotasi, intergenetik interval davomiyligi va ginekologik
kasalliklar tez-tez uchrashiga ta’sir qilishi mumkinligini ko‘rsatdi. Modifikatsiyalangan tikish usuli qo‘llanilgan guruhda spontan abortlar,
rivojlanmaydigan homiladorliklar va yallig‘lanish jarayonlari kamroq kuzatildi. Natijalar bachadon tikish texnikasini optimallashtirish reproduktiv
natijalarni va bachadon chandiq mustahkamligini yaxshilash zaruriyatini tasdiglaydi.
Kalit so‘zlar: bachadon yopish; kesar kesish; reproduktiv yo‘qotishlar; ginekologik kasalliklar; kontratseptsiya.
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BJIMAHUE METOJA YIIUBAHUSA MATKHU NOCJIE KECAPEBA CEYHEHUS HA PEINPOJAYKTHUBHBIE UCXO/bI

AHHOTALIUA
IIposeneno obcnenoBanue 496 >xeHIMH, TEPEHECIINX KECapeBO CeUeHue, B Bozpacte oT 18 1o 42 ner. C y4eTom MeTo/a yIIMBaHUSI MaTKH BCe
MaLMEHTKH ObUIN pa3zieneHbl Ha 2 rpynmbsl: | rpynmna — 240 (48%) jKeHIuH, Y KOTOPbIX NPHUMEHSIOCh MOAN(UIIMPOBAHHOE YILIMBAHHE MATKH, U 2
rpymma — 256 (52%) KeHIIUH ¢ TpaJuLHOHHBIM yIIBaHHeM. [IpoBenéHHbBIE HCCIeOBAaHUS MOKA3aIM, YTO METOJ yIIMBAHUS MATKH BIUSIET Ha
YacTOTY PEMPOIYKTUBHBIX IOTEPh, IUIUTEIBHOCTh HMHTEPreHETHYECKOr0 HMHTEpBala M YacTOTy THHEKOJOTMYECKHMX 3a0ojeBaHuil. B rpynme
MOAUQUIMPOBAHHOIO YIIMBAHUSA BBISBICHO CHIDKCHHME YaCTOTBHI CAaMOINPOM3BOJIBHBIX BBIKHIBILICH, HEpa3BUBAIOIICHCS OEPEeMEHHOCTH U
BOCHAJIUTEIIBHBIX IPOLIECCOB. Pe3ynbTaThl MOATBEPIKAAIOT HEOOXOIMMOCTh ONTUMHU3ALMU TEXHHKH YIIUBAHMS MATKH JUIS  YJIYy4YIICHUS
PETPOAYKTHBHBIX HCXOJI0B U COCTOSIHUSA pyOlLia Ha MaTKe.
KiroueBble ci10Ba: ylMBaHUE MaTKH; KECAPEBO CEUCHHE; PENPOYKTUBHBIC IOTEPH; TMHEKOJIOrHYECKUE 3a00IeBaHMs; KOHTPALICTILIHS.
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The global rate of cesarean sections (CS) continues to rise, resulting
in a growing number of women with uterine scars and associated long-
term complications. According to the World Health Organization
(WHO), in some countries, the proportion of CS can reach 30-50% of
all deliveries, highlighting the importance of ensuring high-quality
healing of the postoperative scar [1]. The main complications following
CS include scar dehiscence, niche formation, thinning of the residual
myometrium, menstrual disorders, infertility, and uterine rupture in
subsequent pregnancies [2,3]. Despite active research in this area, there
remains no single optimal standard for uterine closure that would
minimize the risk of scar-related defects and improve long-term
gynecological and obstetric outcomes [4].

The quality of uterine scar healing largely depends on the suturing
technique used. Currently, a range of methods is employed: single- or
double-layer closure, locked or unlocked sutures, and either including
or excluding the decidual layer [5]. According to several studies, single-
layer closure—especially with locked sutures—leads to significant
thinning of the residual myometrium and a higher rate of niche
formation [6,7]. One meta-analysis found that with single-layer closure,
the mean residual myometrial thickness was 1.26 mm less (95% CI:
1.93-0.58), and the incidence of niche formation was 1.71 times higher
(95% CI: 1.11-2.62) compared to double-layer closure [8]. Another
study also confirmed that the residual myometrial thickness after
double-layer closure was 9.95+ 1.94 mm, whereas with single-layer
closure it was 7.53+2.54mm (P=0.005), indicating higher-quality
healing in the double-layer group [9].

In addition to morphological changes in the scar, different closure
techniques affect functional outcomes. Specifically, single-layer closure
has been associated with a higher prevalence of dysmenorrhea, as
demonstrated in the study by Chapman et al. [10]. The incidence of
lower abdominal pain in women after single-layer closure was 1.23
times higher (95% CIL: 1.01-1.48), potentially related to chronic
inflammation at the site of an unstable scar or niche formation [11].
Moreover, myometrial thinning increases the risk of uterine rupture in
subsequent pregnancies. A meta-analysis by Roberge et al. [12] found
that the incidence of uterine rupture after single-layer closure was 1.91
times higher (95% CI: 0.63-5.74) than with double-layer closure.
Yasmin et al. [13] also noted a greater frequency of scar dehiscence in
repeat CS among women with single-layer closure.

Another key factor is whether the decidual layer is included or
excluded during uterine closure. According to Hayakawa et al. [14],
excluding the decidual layer leads to a higher rate of niches and poorer
scar healing (RR 1.71; 95% CI: 1.11-2.62). Conversely, including the
decidual layer improves vascularization and myometrial remodeling,
thereby reducing the risk of niche formation and scar thinning [15].

Research findings suggest that the most advantageous closure
method involves a two-layer, unlocked suture technique that includes
the decidual layer. This approach ensures a thicker residual
myometrium, lowers the incidence of niche formation, and improves the
healing index (0.83+0.10 vs. 0.67 = 0.15; P =0.004) [ 16]. Double-layer
closure also decreases the amount of residual fluid in niches, reducing
the risk of postmenstrual bleeding and improving menstrual function
[17].

Despite the existing data, practice in uterine closure remains
heterogeneous, and the choice of technique is often based on the
surgeon’s preferences rather than strict clinical guidelines [18]. This
underscores the need for further research and the development of a

unified closure standard to minimize scar deformities, improve
gynecological and reproductive outcomes, and enhance the safety of
future pregnancies in women with uterine scars.

Materials and Methods

This study was conducted at maternity hospitals in the city of
Samarkand and involved a retrospective review of medical records for
496 women who underwent cesarean section from 2019 to 2024. Based
on the chosen method of uterine closure, the patients were divided into
two groups: Group 1l (n=240)—women who underwent modified
uterine closure, and Group 2 (n=256)—patients who received
traditional suturing. Inclusion criteria were: age 18—42 years, absence of
severe somatic and endocrine disorders, a history of one or two cesarean
sections, and existing reproductive plans. Exclusion criteria included
severe obstetric complications, congenital uterine anomalies, and
uterine scarring following myomectomy.

Particular attention was paid to analyzing the frequency of
reproductive losses (spontaneous miscarriages, missed miscarriages,
elective terminations), the duration of the intergenetic interval, the
condition of the uterine scar, the detection of gynecological diseases in
the postoperative period, and contraceptive choices. Scar dehiscence
was diagnosed by transvaginal ultrasound (TVUS) performed at 6, 12,
and 24 months postoperatively. Residual myometrial thickness at the
scar site was measured during physiological amenorrhea and in the early
follicular phase of the menstrual cycle. Scar dehiscence was defined as
a thickness less than 2.5 mm, or the presence of hypoechoic areas,
deformations, or defects at the myometrial-endometrial junction.

Additional analyses evaluated the incidence of pelvic inflammatory
diseases, menstrual disorders, chronic pelvic pain syndrome, and
hyperplastic endometrial processes, including polyps and other
pathologies associated with structural changes in the uterine cavity.
Data on gynecological disease frequency were obtained from patients’
outpatient records, reported complaints, and the results of colposcopic
and hysteroscopic examinations.

The uterine suturing method was also assessed with regard to
operative time, blood loss, and postoperative complications. In the
modified closure group, modern suture materials were used to minimize
tissue reactivity and were fully absorbed within 60-90 days. In the
traditional group, a two-layer closure with separate interrupted sutures
was employed.

All statistical analyses were performed using SPSS26.0.
Quantitative variables are presented as mean+ standard deviation
(M £SD). Between-group comparisons used the Student’s t-test (for
independent samples), the Mann—Whitney U-test, and the chi-square
test for categorical data. Differences were considered statistically
significant at p <0.05.

Results and Discussion

1. Reproductive Losses

Analysis of the data showed a significant difference in the frequency
of reproductive losses (spontaneous miscarriages, non-developing
pregnancies, medical abortions) between the two groups. In the
modified closure group, the rate of spontancous miscarriages was
17.5%, whereas in the traditional closure group, it was 21.5%. The rate
of non-developing pregnancies was 10.5% in the first group versus
18.0% in the second. These findings suggest that the modified closure
technique exerts a positive influence on scar integrity and reduces the
risk of reproductive losses.

Table 1.
Frequency of reproductive losses in the two groups
| Outcome || Modified Closure (n, %)H Traditional Closure (n, %)H p-value|
| Spontaneous miscarriages || 35 (17.5%) || 47 (21.5%) || 0.04 |
| Non-developing pregnancy || 21 (10.5%) | 39(18.0%) | o001 |
| Medical abortion | 28(14.0%) | 53(203%) | 003 |
| Two or more pregnancy losses” 18 (9.2%) || 41 (15.7%) || 0.02 |
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2. Duration of the Intergenetic Interval

One crucial parameter for evaluating women’s reproductive health
is the length of the intergenetic interval. In the modified closure group,
82.5% of patients had a birth-to-birth interval of 18-24 months, whereas
67.2% did so in the traditional closure group. An interval of more than

24 months was more frequently observed among women in the
traditional closure group (16.0% vs. 5.3% in the first group), which may
indicate a longer period required for recovery of reproductive function.
These findings suggest that the quality of scar formation after modified
closure promotes faster restoration of fertility.

Table 2.
Duration of the intergenetic interval in the two groups
Grouns <12 months 12-18 months 18-24 months >24 months Mean Interval p-
P (%) (%) (%) (%) (months) value
Modified 3.1 53 82.5 9.1 19.8 0.024
Closure
Traditional 8.5 16.0 67.2 8.3 23.4 0.024
Closure

3. Condition of the Uterine Scar

Transvaginal ultrasound (TVUS) was used to objectively assess scar
status. In the modified closure group, the mean residual myometrial
thickness was 3.4 &+ 0.5 mm, whereas in the traditional closure group, it

was 2.8 £ 0.6 mm. Scar dehiscence (a thickness <2.5 mm) was detected
in 6.2% of patients in the first group and 14.5% of those in the second
group, indicating more favorable anatomical outcomes with the
modified technique.

Table 3.
Residual myometrial thickness in the two groups
Groups Mean Myometrial Scar Dehiscence Thickness <2.5S mm Thickness >3 mm| p-
P Thickness (mm) (%) (%) (%) value
Modified 3.4 6.2 45 75.6 0.015
Closure
Traditional 2.8 145 123 52.3 0.015
Closure

4. Frequency of Gynecological Disorders

An important aspect of postoperative follow-up is the incidence of
gynecological disorders, including pelvic inflammatory diseases,
endometrial hyperplasia, and chronic pelvic pain. In the traditional

closure group, inflammatory processes occurred in 28.5% of cases,
compared with 17.5% in the modified closure group. These differences
may be related to features of scar formation, changes in endometrial
architecture, and myometrial vascularization.

Table 4.
Frequency of gynecological disorders in the two groups
Grouns Inflammatory Endometrial Chronic Endometriosis Menstrual Cycle p-
P Diseases (%) Hyperplasia (%) Pelvic Pain (%) |[(%) Disorders (%) value
Modified 17.5 10.5 12.0 8.3 15.0 0.022
Closure
Traditional 28.5 18.0 225 14.7 215 0.022
Closure
5. Choice of Contraceptive Method the traditional closure group, 13.3% used COCs, 16.8% used

Analysis showed that the uterine closure technique influences
women’s contraceptive preferences. In the modified closure group,
35.1% of women used barrier methods, 17.5% used combined oral
contraceptives (COCs), and 15.8% chose intrauterine contraception. In

intrauterine contraception, and 30.1% used barrier methods. These
findings indicate that women with a modified closure more frequently
chose COCs, possibly due to reduced discomfort related to scar
condition.

Table 5.
Contraceptive method selection in the two groups
Grouns Combined Intrauterine Barrier Withdrawal Contraception p-
P OCs (%) Contraception (%) Methods (%) (%) >1 year (%) value
Modified 17.5 15.8 35.1 31.6 453 0.029
Closure
Traditional 13.3 16.8 30.1 39.8 38.7 0.029
Closure

Discussion of the Results

The findings convincingly demonstrate notable differences between
various uterine closure methods following cesarean section. A lower
rate of reproductive losses and higher scar integrity in patients
undergoing the modified closure procedure confirm its advantages in
terms of both preserving and restoring reproductive function. The
significantly greater residual myometrial thickness in this group appears
to reduce the risk of uterine rupture and improve the prognosis for
subsequent pregnancies.

Moreover, the reduced incidence of inflammatory processes and
hyperplastic disorders among women with the modified closure method
indicates that this approach promotes more physiologically appropriate
tissue healing and prevents adverse structural changes in the
endometrium. Ultrasound data support the absence of significant scar
deformities and a more uniform myometrial architecture, likely
reflecting a favorable combination of factors—optimal tissue
coaptation, minimal trauma, and sufficient vascularization at the scar
site.
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An interesting aspect of this study is the impact of the closure
method on the length of the intergenetic interval. The data suggest that
in the traditional closure group, the interval between pregnancies is
often longer, which may be due not only to medical recommendations
for prolonged recovery but also to a higher rate of complications
necessitating additional treatment or rehabilitation. This factor is
important for planning future pregnancies, particularly for women
seeking to shorten the interval between deliveries.

The influence of uterine closure technique on contraceptive choice
also merits attention. Patients who underwent the modified procedure
more frequently opted for hormonal contraception (COCs), possibly
owing to a more comfortable postoperative period, a lower risk of
chronic pelvic pain, and a more favorable condition of the uterine scar.
At the same time, women with traditional closure often chose barrier
methods and were less likely to use COCs, potentially reflecting
individual preferences and concerns about the safety of the scar under
additional hormonal exposure.

These findings are consistent with numerous reports in the
literature, suggesting that the use of more advanced (modified) suturing
methods is associated with improved scar structure and a lower risk of
defect formation. Nevertheless, it is important to bear in mind that the
choice of closure technique may be influenced by clinical indications,
the surgeon’s experience, the resources available in the institution, and
the patient’s unique anatomical features.

Thus, employing modified uterine closure techniques after cesarean
section appears to reduce the risk of scar dehiscence, enhance
reproductive prospects, and decrease the incidence of gynecological
disorders over the long term. Future research should focus on a more
detailed analysis of the effects of different closure methods on
myometrial function, as well as on evaluating long-term perinatal
outcomes and patient quality of life. These findings underscore the need
to refine surgical approaches to uterine closure and to develop evidence-
based recommendations that will increase the safety and effectiveness
of delivery via cesarean section.
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ABSTRACT
The choice of the uterine suturing method after a cesarean section plays an important role in reducing the risk of complications and affects
subsequent reproductive outcomes. A study was conducted on 496 women aged 18 to 42 years who underwent cesarean section. Patients were
divided into two groups depending on the method of uterine suturing: Group 1 — 240 (48%) women with modified uterine suturing, and Group 2 —
256 (52%) women with traditional suturing. The analysis of anamnestic data included the assessment of indications for the first cesarean section,
extragenital and gynecological morbidity, as well as previously performed surgical interventions. The obtained results showed that the choice of
the uterine suturing method is largely determined by the somatic and obstetric-gynecological history of the patient, requiring an individualized
approach to surgical tactics.
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KESAR KESISH AMALIYOTIDA BACHADONNI TIKISH USULINI TANLASHGA TA'SIR QILUVCHI OMILLAR:
ANAMNESTIK MA'LUMOTLARNI TAHLIL QILISH

ANNOTATSIYA
Kesarcha kesish operatsiyasidan keyin bachadonni tikish usulini tanlash asoratlar xavfini kamaytirishda muhim rol o‘ynaydi va keyingi
reproduktiv natijalarga ta’sir qiladi. 18 dan 42 yoshgacha bo‘lgan 496 nafar ayol ishtirokida tadgiqot o°‘tkazildi. Bemorlar bachadonni tikish usuliga
qarab ikki guruhga bo‘lindi: 1-guruh — 240 (48%) nafar ayollar bachadonning modifikatsiyalangan tikish usuli bilan, 2-guruh — 256 (52%) nafar
ayollar an’anaviy tikish usuli bilan. Anamnestik ma’lumotlarni tahlil qilishda birinchi kesarcha kesish operatsiyasiga ko‘rsatmalar, ekstragenital va
ginekologik kasalliklar, shuningdek, ilgari o‘tkazilgan jarrohlik aralashuvlari baholandi. Olingan natijalar shuni ko‘rsatdiki, bachadonni tikish
usulini tanlash ko‘p jihatdan bemorning somatik va akusherlik-ginekologik anamneziga bog‘liq bo‘lib, individual yondashuvni talab giladi.
Kalit so‘zlar: kesarcha kesish; bachadonni tikish; akusherlik anamnezi; ginekologik patologiya; ekstragenital kasalliklar.
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DAKTOPBI, BIUAIOIIUE HA BBIBOP METO/JIA YIIUBAHUSA MATKH ITPU KECAPEBOM CEYEHUU: AHAJIU3
AHAMHECTUYECKHUX JAHHBIX

AHHOTALIUA

Br16op MeToz1a yIIMBaHUS MaTKH IOCJIE KecapeBa CEUCHHs UIPACT BAXKHYIO POJIb B CHIDKCHHM PUCKA OCJIOKHEHUH U BIMSIET Ha JajbHeime
penponyktuBHbIe Ucxozbl. IIpoBeaeHo obcnenoBanue 496 sxeHIHH B Bo3pacTe oT 18 10 42 jet, nepeHecmux kecapeBo ceuenue. [lareHTku Ob1mi
pasJesieHbl Ha JIBE IPYIIbI B 3aBUCUMOCTH OT MeToJia yumBaHus Matku: 1 rpymma — 240 (48%) skeHIMH ¢ MOAU(UIMPOBAHHBIM YIIMBAaHUEM
MaTKH, 2 rpymma — 256 (52%) >keHIIMH ¢ TPaJUIIHOHHBIM YIIUBAHHEM. AHAIN3 aHAMHECTHYECKHX JaHHBIX BKIIFOUAJ OLEHKY ITOKa3aHUI K IEPBOMY
KECapeBOMY CCUCHHIO, SKCTPAreHUTAILHON U THHEKOJIOTMYECKOH 3a00J1eBaEMOCTH, a TAK)KE PaHEe IEPEHECCHHBIX XUPYPTUIECKUX BMEIIATEIbCTB.
IMosy4eHHble pe3ysbTaThl IOKA3ajM, YTO BHIOOP METONA YIIMBAHMS MAaTKHM BO MHOTOM OIPEACISCTCS COMAaTHYeCKMM M aKyIIepPCKO-
TMHEKOJIOrMYECKUM aHAMHE30M MalUeHTKH, YTO TpeOyeT HHIMBHIYaIbHOTO MOAX04a K XUPYPrUUeCKOM TaKTHKE.

KiroueBble ciioBa: KecapeBO CEUCHHE; YIIMBAHHE MAaTKM;, aKyIICPCKUil aHaMHe3; I'MHEKOJIOIMYecKas MaTOoJIOTUs; SKCTpareHUTAJbHAs

3a00J1€BAEMOCTb.

The global rate of cesarean sections (CS) continues to rise, reaching
30-40% of all births in some countries [1]. In certain regions, this figure
exceeds 50%, underscoring the need to further refine surgical
techniques and methods for tissue repair post-surgery [2]. Although
cesarean section offers clear benefits when vaginal delivery poses risks
to the mother or fetus, it also carries specific challenges related to scar
healing, potential complications in subsequent pregnancies, and
disruptions to reproductive health [3].

One of the central considerations in postoperative patient
management is the choice of uterine closure method. Currently, single-
and double-layer sutures are the most common approaches to closing
the uterine incision. Research shows that the suturing technique can
substantially influence scar quality and integrity, which is particularly
critical for women planning future pregnancies [4].

Single-layer uterine closure is associated with several advantages,
including a shorter operative time, reduced blood loss, and a decreased
likelihood of forming coarse scar tissue. Nevertheless, multiple clinical
observations and meta-analyses have shown that a single-layer suture—
especially one that includes the decidual layer—may thin the lower
uterine segment and elevate the long-term risk of uterine scar
dehiscence [S5]. Ultrasound studies report that the average myometrial
thickness at the scar site with single-layer closure is 3.8-4.6 mm,
whereas double-layer closure yields 5.8-6.1 mm [6]. Moreover, the
incidence of scar defects (isthmocele) is significantly higher in women
who undergo single-layer closure than in those treated with double-layer
methods, potentially leading to menstrual irregularities, pelvic pain, and
secondary infertility [7].

In contrast, double-layer closure provides a more secure
approximation of wound edges, reduces the likelihood of defect
formation at the scar site, and fosters a stronger myometrium. Studies
have indicated that applying a double-layer closure without fixing the
first layer lowers the risk of uterine rupture in subsequent pregnancies
by a factor of two to four compared to single-layer closure [8]. This is
particularly relevant for women who wish to attempt a vaginal birth after
cesarean (VBAC), since scar integrity is a crucial factor in determining
the safety of vaginal delivery [9].

The formation of an isthmocele following cesarean section remains
a pressing concern in modern obstetric surgery. This defect, which
manifests as a thinning or invagination in the area of the uterine scar,
occurs in 19-69% of women, depending on the suturing technique used
[10]. Women with isthmocele are more prone to dyspareunia, chronic
pelvic pain, and intermenstrual bleeding, significantly diminishing their
quality of life [11]. Moreover, alterations in scar structure may allow
retrograde flow of menstrual blood into the uterine cavity, thereby
creating a predisposition to endometrial inflammatory conditions [12].

Uterine closure methods are also assessed in terms of their impact
on long-term reproductive outcomes. Recent studies suggest that an
isthmocele raises the risk of pregnancy loss and may correlate with an
elevated incidence of first-trimester miscarriages [13]. One randomized
controlled trial demonstrated that women with a pronounced isthmocele
had a 1.5-2-fold higher risk of spontaneous miscarriage compared to
patients with an intact uterine scar [ 14].
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Identifying the optimal method of uterine closure post-cesarean
section remains a critical challenge, requiring further clinical and
experimental research. Current evidence underscores that double-layer
closure—especially using an unlocked first layer and excluding the
decidual layer—offers considerable benefits with respect to scar healing
and women’s reproductive prospects [15]. However, in certain cases,
single-layer closure remains an acceptable alternative, particularly if
performed according to modern guidelines and techniques that
minimize the risk of scar defects [16].

Despite substantial research, there is still no unified standard for
selecting the uterine closure method that factors in each patient’s
individual circumstances, obstetric history, and potential reproductive
plans. Consequently, additional studies focusing on the long-term
outcomes of different closure methods are a priority in contemporary
obstetric surgery [17].

Materials and Methods

This study was designed as a retrospective cohort investigation
aimed at analyzing the factors influencing the choice of uterine closure
method following cesarean section. A total of 496 women who
underwent cesarean delivery in maternity hospitals in Samarkand
between 2019 and 2024 were included.

Inclusion criteria: women aged 1842 years; a history of cesarean
delivery for various indications; availability of medical documentation
specifying the uterine closure method; planning of subsequent
pregnancies or documented reproductive outcomes following cesarean
delivery.

Exclusion criteria: women with severe somatic conditions
affecting tissue healing (e.g., diabetes mellitus, autoimmune disorders);
a history of reconstructive uterine surgeries; inflammatory diseases of
the uterus and adnexa in the preceding six months before the cesarean
section; a complicated postoperative course (endometritis, wound
infection, septic complications).

Based on the uterine closure technique, the patients were divided
into two groups:

° Group 1 (n = 240): women who underwent a
modified uterine closure method.
° Group 2 (n = 256): women who received a

traditional uterine closure method.
The following parameters were analyzed:

e  Obstetric and gynecological history (number of
deliveries, preterm deliveries, number of cesarean sections).

e  Method of uterine closure (single-layer or double-
layer, use of continuous or interrupted sutures).

e  Myometrial thickness at the scar site, as determined
by ultrasound at 6 and 12 months postoperatively.

e  Frequency of isthmocele formation (identified via
transvaginal sonography).

e Duration of the intergenetic interval (time from the
cesarean section to the next pregnancy).

e  Frequency of reproductive losses (spontaneous
miscarriages, non-developing pregnancies).
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e  Frequency of gynecological diseases (inflammatory
conditions of the wuterus and adnexa, endometriosis,
endometrial hyperplasia).

Methods of Investigation

1.  Clinical Methods: collection of patients’ medical
histories, assessment of postoperative course (hospital stay
duration, need for antibiotic therapy, incidence of
complications).

2.  Instrumental Methods: transvaginal sonography
(TVS) to measure myometrial thickness at the scar site at 6
and 12 months post-surgery, and hydrosonography to detect
isthmocele and evaluate its dimensions.

3. Statistical Analysis: conducted using SPSS
version 26.0. Quantitative data were compared with the
Student’s t-test, while frequencies were compared using the
Pearson chi-square test. Differences were considered
statistically significant at p <0.05.

Results and Discussion

A clinical and anamnestic analysis was performed for 496 women
who underwent cesarean section. According to the chosen uterine
closure technique, patients were divided into two groups: the first group
included 240 (48%) women who received a modified closure, and the
second group included 256 (52%) women who underwent a traditional
closure. The mean age of the study participants was 29.4 + 4.8 years,
with no significant differences observed between the groups (p >0.05).

An evaluation of the primary indications for cesarean delivery
showed that the most common reasons were abnormalities of labor
(21.1% in the modified-closure group versus 27.0% in the traditional-
closure group), premature detachment of a normally situated placenta
(3.5% vs. 5.5%), acute fetal hypoxia (22.8% vs. 19.9%), severe
preeclampsia (7.0% vs. 4.7%), clinically narrow pelvis (19.3% vs.
14.1%), breech presentation (19.3% vs. 15.6%), and prolonged
pregnancy with ineffective labor induction (7.0% vs. 13.0%). These
differences did not reach statistical significance (p >0.05), indicating
similar indications for cesarean section in both groups (Table 1).

Table 1.
Indications for the first cesarean section in women by uterine closure method
Labor Acute Severe Clinically Breech
o Placental |Fetal . . . Prolonged
Groups N ||/Abnormalities .o . Preeclampsia (|[Narrow Pelvis| Presentation °
o Abruption (%)||Hypoxia o o o Pregnancy (%)
(%) (%) (%) (%) (%)

Modified 240/ 21.1 3.5 228 7.0 19.3 19.3 7.0
Closure

Traditional || 55 27,0 5.5 19.9 4.7 14.1 15.6 13.0
Closure

One of the key metrics for evaluating uterine closure techniques is
the thickness of the myometrium at the scar site, as measured by
transvaginal ultrasound at 6 and 12months post-surgery. In the
modified-closure group, the mean myometrial thickness at 6 months
was 5.9+ 1.2 mm, increasing to 6.1+ 1.3 mm at 12 months. In contrast,

the corresponding values in the traditional-closure group were
4.8+ 1.4mm and 5.0+ 1.2 mm, respectively. These differences were
statistically significant (p <0.05), suggesting better scar healing with
the modified closure method (Table 2).

Table 2.
Myometrial thickness at the scar site at 6 and 12 months after cesarean section
| Groups || N || Myometrial Thickness at 6 Months (mm)” Myometrial Thickness at 12 Months (mm)|
| Modified Closure || 240” 59+1.2 || 6.1+1.3 |
| Traditional Closure]| 256 4.8+14 | s50=12 |

The formation of an isthmocele (a defect in the uterine scar) was
observed in 14.0% of cases in the first group and in 21.5% of patients
in the second group. The mean size of the isthmocele was 3.2 + 1.1 mm
in the first group compared to 4.5+ 1.3 mm in the second (p <0.05),
further supporting the benefits of the modified closure in reducing the
risk of scar dehiscence.

The intergenetic interval (time from a cesarean section to the next
pregnancy) was significantly longer in the modified-closure group: an

interval of less than 18 months was recorded for 12.3% of women
(versus 16.8% in the traditional-closure group), 18-24 months for
82.5% (versus 67.2%), and more than 24 months for 5.3% (versus
16.0%) (p<0.05). These data indicate that with modified closure,
myometrial recovery is faster, allowing women to plan subsequent
pregnancies at more optimal intervals (Table 3).

Table 3.
Duration of the intergenetic interval in women after cesarean section
| Groups | N || <18Months (%)|| 18-24 Months (%)|| >24 Months (%)|
| Modified Closure || 240 123 | 825 | 53 |
| Traditional Closure]  256|| 16.8 | 672 | 16.0 |

Overall, these findings indicate that the uterine closure technique
has a major impact on scar healing, the formation of isthmocele, the
frequency of reproductive losses, and the duration of the intergenetic
interval. Adopting a modified closure method improves myometrial
thickness, lowers the likelihood of scar dehiscence, and optimizes future
reproductive outcomes in women post-cesarean. Despite the observed
advantages, further research is needed to more comprehensively assess
the influence of various uterine closure techniques on long-term
reproductive and gynecological outcomes.

Discussion of the Results
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Analysis of the collected data confirmed that the choice of uterine
closure technique substantially affects postoperative scar quality, the
incidence of isthmocele, reproductive outcomes, and the intergenetic
interval. Our findings are consistent with the literature, which suggests
that optimizing surgical techniques in cesarean sections can reduce
complications and improve women’s reproductive health [1, 2].

According to our data, the use of a modified uterine closure method
resulted in more pronounced restoration of myometrial thickness, as
evidenced by significant differences in transvaginal ultrasound
parameters between the groups. At 6 months postpartum, the mean
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myometrial thickness in the modified-closure group was 5.9+ 1.2 mm,
while in the traditional-closure group it was 4.8+ 1.4 mm (p <0.05).
After 12 months, a similar pattern persisted, indicating better outcomes
with the modified closure (6.1+1.3mm vs. 5.0+ 1.2 mm; p <0.05).
These findings align with other studies reporting that insufficient
myometrial thickness increases the risk of uterine scar dehiscence and
possible uterine rupture in future pregnancies [3, 4].

The frequency of isthmocele formation, one of the most significant
long-term complications of cesarean section, was also higher in the
traditional-closure group (21.5% vs. 14.0%, p<0.05). Literature
indicates that isthmocele can be associated with specific closure
techniques, particularly single-layer continuous sutures, which raise the
risk of defect formation [5, 6]. Given that isthmocele is associated with
dyspareunia, chronic pelvic pain, menstrual irregularities, and
infertility, selecting an optimal surgical approach is critical [7].

The intergenetic interval was also longer in the modified-closure
group, reflecting a more stable uterine scar and enabling safer planning
of subsequent pregnancies. An interval of less than 18 months was noted
in 12.3% of women (vs. 16.8% in the traditional group), while the
interval of 18-24 months was reported in 82.5% (vs. 67.2%, p <0.05).
These data support the hypothesis that refining closure techniques can
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ANNOTATION

The primary cause of hypoxic-ischemic brain injury is widely recognized as the restriction of both oxygen supply and essential oxidative
substrates necessary for cellular function. This understanding is supported by existing research ([3,4]). The most critical damage to brain cells
occurs 2-6-48 hours after birth due to oxidative stress. This process is triggered by the resumption of blood flow to the brain following a period of
oxygen deprivation (perfusion deficit). The reintroduction of highly oxygenated blood leads to an overproduction of harmful free radicals,
contributing to cell damage.

A study involving 60 premature infants who experienced asphyxia during birth was conducted at the Samarkand Regional Perinatal Centre and
the Neonatal Intensive Care Unit of the Samarkand Multidisciplinary Children's Research Medical Centre. These infants were closely monitored to
observe the effects of oxidative stress on brain tissue.

Key words: asphyxia, newborns, cerebroprotector, Cytoflavin
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SURUNKALI GIPOKSIYA BILAN TUG'ILGAN CHAQALOQLARDA QONDAGI KISLOTA ASOSINI TUZATISHDA
ANTITIPOKSANLARNING ROLI
ANNOTATSIYA

Gipoksik-ishemik miya shikastlanishining asosiy sababi kislorod ta'minotining cheklanishi va hujayra funktsiyasi uchun zarur bo'lgan muhim
oksidlovchi substratlar sifatida keng e'tirof etilgan. Ushbu tushuncha mavjud tadqiqotlar ([3,4]) tomonidan qo'llab-quvvatlanadi. Miya hujayralariga
eng jiddiy zarar oksidlovchi stress tufayli tug'ilgandan keyin 2-6-48 soat o'tgach sodir bo'ladi. Bu jarayon kislorod etishmasligi (perfuziya
etishmovchiligi) davridan keyin miyaga qon oqimining qayta tiklanishi bilan boshlanadi. Yuqori kislorodli qonning qayta kiritilishi zararli erkin
radikallarning haddan tashqari ko'payishiga olib keladi va hujayra shikastlanishiga yordam beradi.

Samarqand viloyati perinatal markazi va Samarqand ko‘p tarmogqli bolalar ilmiy-tadqiqot tibbiyot markazining neonatal intensiv terapiya
bo‘limida tug‘ilish vaqtida asfiksiyani boshdan kechirgan 60 nafar erta tug‘ilgan chagaloqlar ishtirokida o‘tkazilgan tadqiqot o‘tkazildi. Ushbu
chagaloglar oksidlovchi stressning miya to'qimalariga ta'sirini kuzatish uchun digqat bilan kuzatilgan.

Kalit so'zlar: asfiksiya, yangi tug'ilgan chaqaloqlar, serebroprotektor, sitoflavin

®daiizynnaesa Xuinouaa baxponoBHa
Kanauiatr XMMHYECKHMX HayK, aCCHCTEHT Kadeapbl OHOIOrHYeCKOd XMMHU
CamapkaHACKUH ToCyJapCTBEHHBIH MEIUIMHCKHI yHUBepcuTeT CamapkaHy, Y30eKucran

POJIb AHTUTUIIOKCAHOB B KOPPEKIIMU KUCJIOTHO-OCHOBHOI'O COCTOsIHUS KPOBH Y HOBOPOXXJIEHHBIX,
POJMBIINXCS C XPOHMYECKOM THIIOKCHUENR

AHHOTALUA

OCHOBHOH TPHYMHON T'HIIOKCHYECKU-UIIEMHUYECKOTO TOBPEXKACHUSI TOJIOBHOTO MO3Ta IIMPOKO IPH3HAETCS OrPaHUYEHHE IMOCTYIICHHS

KHCIIOPOa M OCHOBHBIX OKHCJIUTENBHBIX CyOCTpaToB, HEOOXOIMMBIX Ui (YHKLIHMOHHPOBAaHMS KJIETOK. DTO IOHHMAaHHE IIOJTBEPIKIACTCS

cymecTByommMu uccienoBanusiMu ([3,4]). Hambonee kputudeckoe MOBPEKACHHE KIETOK MO3ra MPOHUCXOIUT depe3 2-6-48 dacoB mocie

POXIECHUA B PE3yNbTaTe OKHUCIUTEIBHOIO CTpecca. DTOT MPOLECC 3aIlyCKaeTcsl MPH BO30OHOBIEHWM MPHTOKA KPOBH K MO3TY IOCIE MEpHOaa

KHCcIopoaHoro romomanus (mepurmra nepdysun). Bo30OHOBIEHHME NPUTOKA KPOBH C BBICOKHUM COJICPIKAHHMEM KHUCIOPOJa NPUBOIAUT K
MEPENPOU3BOICTBY BPEIHBIX CBOOOHBIX PaJUKaIOB, CIIOCOOCTBYIOMIMX TTOBPEKACHHUIO KIIETOK.

80



JVPHAN PETIPOIYKTUBHOTD 3[10POBbA 11 YPO-HE®POIOTINYECKWX UCCAECLOBAHWIA | JOURNAL OF REPRODUCTIVE HEALTH AND URD-NEPHROLOGY RESEARCH

B CamapkannckoM o001acTHOM NEpUHATaIbHOM IEHTPE U OTJACICHHHM WHTEHCUBHOW Tepanmuu HOBOPOXKIACHHBIX (CaMapKaHICKOro
MHOTONPO(MWIFHOTO JETCKOr0 HAyYHOTO MEIUIMHCKOTO IIEHTpa OBbIIO MPOBENEHO HCCIEAOBaHHE C ydacTHeM 60 HENOHOIICHHBIX AETEH,
MePeHECINX aC(hUKCHIO IIPU POXKICHHUH. 3a STUMH MJIICHI[AMH BEJIOCH TIATEIbHOE HAOMIOAECHHE C IIENIbIO BBISBICHHS BIIMSHIS OKHUCIUTEIBHOTO

CTpeccCa Ha TKAaHU I'OJIOBHOI'O MO3ra.

KitoueBble clioBa: achuKCHsi, HOBOPOXKICHHBIE, IEPEOPOIIPOTEKTOP, LIUTODIABHH

Relevance of the study. Hypoxia, a deprivation of oxygen supply
to the brain, poses a significant threat to newborns. Often originating
before birth, this condition frequently persists during labor, contributing
substantially to perinatal mortality. Studies indicate that hypoxia and
asphyxia are responsible for 20-50% of perinatal deaths, 59% of
stillbirths, and are a primary cause of fetal demise in labor or the
immediate postnatal period in 72.4% of cases.

Metabolic acidosis is a common complication observed in newborns
during the initial hours and days following shock. This condition results
in diminished blood flow and volume due to weakened heart muscle
function. Furthermore, it reduces the cardiovascular system's
responsiveness to medications designed to improve heart function and
blood pressure. Metabolic acidosis also leads to a decrease in overall
blood vessel resistance, impairing microcirculation. This can result in
rapid breathing (tachypnea) and elevated pulmonary pressure.
Additionally, constriction of arterioles occurs in the gastrointestinal
tract and kidneys, leading to impaired intestinal function, reduced urine
output, high potassium levels (hyperkalemia), and increased
intracellular sodium levels.

When pneumocyte II activity diminishes due to acidosis, surfactant
production declines. This reduction increases the susceptibility to
seizure syndrome and shifts the oxyhemoglobin dissociation curve to
the right, thereby lowering the affinity of hemoglobin for oxygen.
Consequently, cerebral circulation is compromised, leading to
intraventricular hemorrhages. It's crucial to recognize that central
nervous system injuries sustained during the perinatal period can
contribute to early neuropsychiatric disabilities. In fact, 60-70% of cases
exhibit signs of early childhood disability.

Metabolic acidosis in a laboratory setting is characterized by a base
deficit, measured as Base Excess (BE). BE quantifies the imbalance
between bases and acids in the body. It represents the amount of strong
base or acid required to restore the pH to its normal level (at a partial
pressure of carbon dioxide of 40 mmHg and a temperature of 37°C). A
positive BE signifies a depletion of non-carboxylic acids and a
corresponding loss of hydrogen ions, while a negative BE indicates an
excess of non-carboxylic acids and an increase in hydrogen ions. This
measurement is expressed in millimoles per liter (mmol/L), with the
normal range being between -2.0 mmol/L and +2.0 mmol/L. Therefore,
a negative BE value indicates either a base deficiency or an acid excess,
whereas a positive BE value suggests a base excess or an acid
deficiency.

Succinic acid plays a crucial role in supporting an organism's
metabolic functions through oxidation. Studies involving intravenous
administration of succinic acid as part of cytoflavin have demonstrated
its direct impact on cellular metabolism and oxygen transportation
within tissues [10].

In conditions of low oxygen availability (hypoxia), succinate
exhibits significant advantages over other respiratory substrates due to
increased oxidation rates and endogenous succinate production. Its
influence extends to tissue and cell metabolism, affecting protein
synthesis, ion transport, and cellular respiration [10].

Research has established that cytoflavin demonstrates
neuroprotective and cerebroprotective properties in treating children
with central nervous system (CNS) lesions resulting from hypoxia-
ischemia or hypoxia-hemorrhage. Additionally, studies have shown its
cardioprotective effects. These findings support the use of cytoflavin as
part of a comprehensive treatment approach for newborns in their first

days of life who have neurometabolic disorders related to perinatal
injuries [11; 12].

Cytoflavin has been proven to offer protection to both the brain and
nervous system in children experiencing damage from oxygen
deprivation, whether caused by restricted blood flow or bleeding.
Furthermore, studies indicate that cytoflavin also exhibits protective
effects on the heart. These findings suggest that cytoflavin could be a
valuable component of a multifaceted treatment plan for newborns
suffering from neurometabolic disorders stemming from birth-related
injuries.

Drug metabolites and intracellular energy metabolism regulators
show potential as antihypoxants (agents that combat oxygen
deficiency). Cytoflavin, a drug meeting these criteria, presents a cost-
effective treatment option for neonates in intensive care settings.Its
formulation includes sodium succinate, inosine, riboflavin, and
nicotinamide. These components work synergistically to correct
intracellular energy metabolism imbalances both during hypoxic-
ischemic events and the subsequent reperfusion period, which is
characterized by increased free radical activity. While Cytoflavin's
components are listed in Uzbekistan's national drug formulary (Order
No. 273, November 30, 2021), published research on its use in
newborns with asphyxia within Uzbekistan remains unavailable.

The aim. This study investigated the effectiveness of Cytoflavin in
treating patients. The research found that there is a limited timeframe,
referred to as the "therapeutic window," during which treatment with
Cytoflavin can be beneficial following oxygen deprivation and reduced
blood flow to the brain. This window extends from two to 48 hours after
the initial injury.

Material and methods of research. This study examined 120
preterm infants admitted with a history of birth asphyxia. All patients
received care at the Samarkand Regional Perinatal Centre and the
neonatal intensive care unit of the Samarkand Multidisciplinary
Children's Research Medical Centre. Infants were categorized into three
groups based on their gestational age and weight: low birth weight,
normal birth weight, and high birth weight. Each group was further
subdivided into two subgroups based on asphyxia severity: moderate
and severe. Asphyxia diagnosis and severity classification adhered to
World Health Organization (WHO) guidelines.

Our clinical observations identified several key factors leading to
the prescription of this treatment:

1. A history of complicated pregnancies and deliveries in the
mother.

2. Significant oxygen deprivation experienced by the newborn
infant.

3. Severe imbalance of acids and bases in the newborn's body at
birth.

4. Reduced blood flow to the brain.

In this study, newborns experiencing severe asphyxia were divided
into two groups: a treatment group and a control group.

The treatment group received Cytoflavin in addition to standard
medical care, while the control group received only standard care. Both
groups were carefully matched based on clinical presentation,
laboratory results, and severity of asphyxia to ensure comparability.
Assessments were conducted on the first day of life and again on the
third day to evaluate the effectiveness of Cytoflavin treatment (see
Table for detailed findings).

Results of the study

Table 1

The administration of Cytoflavin has been shown to improve markers of hypoxia (oxygen deficiency)

Indicators Group I (complex treatment + cytoflavin) Group II (complex treatment)
Day 1 Day 3 Day 1 Day 3
pH 7,12+ 0,02% 728+ 0,01% 7.12+0,02 7,20+ 0,01
G 0,05 0,02 0,05 0,03
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PaCO2 36,85+ 1,20 * 30,18 + 0,29 * 37,86 + 1,12 36,24 + 1,07
N 30,3

G 3,84 0,91 3,53 3,43
Pa0O2 35,82 +3,32* 77,8 +3,39% 33,21 +£3,33 56,9 +2,15
N 50-80

G 10,57 10,39 10,53 6,81
HCO3 16,69 + 0,34* 22,66 + 0,54* 16,82 + 0,36 19,34 + 0,5
N 21-25

G 1,06 1,65 1,12 1,59
BE -14,93 + 0,69 7,68 +0,74* -15,34 + 0,68 -12,33+0,77
N 3,26 (-5,5)

G 2,37 2,33 2,16 2,43
Sa02 66,8 + 2,68* 88, + 0,58* 65,60 + 1,89 85,88+ 0,39
N>88%

G 8,66 2,07 6,18 1,51

Note: * - degree of reliability P<0.05 compared to group II. The level of significance (P) in testing statistical hypotheses was taken as

0.0s.

In newborns undergoing intensive treatment for severe asphyxia and
receiving Cytoflavin, a statistically significant improvement in blood
acid-base balance (ABC) parameters was observed. The compensation
of acidosis (excess acidity in the blood) was more pronounced on day
three of life in the group receiving Cytoflavin compared to the control
group, where acidosis remained significantly elevated. This persistent
acidosis, coupled with other markers of base deficit, raises concerns
about the prognosis for the newborns in the control group.

The provided data supports the conclusion that Cytoflavin, when
used in conjunction with other therapies for severe neonatal asphyxia,
works by addressing specific metabolic imbalances associated with the

References

patient's primary symptoms. This targeted approach allows for
personalized treatment adjustments and a multifaceted impact on
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asphyxia. Cytoflavin effectively addresses metabolic imbalances and
acid-base disturbances, making it a promising therapeutic option in such
cases.

1.  Bakhronovna K. F. THE SIGNIFICANCE OF CLINICAL AND LABORATORY CRITERIA IN THE EARLY . DIAGNOSIS
OF POSTHYPOXIC COMPLICATIONS IN NEWBORNS BORN WITH HYPOXIA //World of Scientific news in Science. — 2024. —
T.2.—Ne. 3. — C. 258-263.

2. Fayzullayeva X. B., Nazarova G. S., Kim O. V. Biochemical Changes in Newborns with Intrauterine Hypoxia Born by
Caesarean Section /SCHOLAR. —2023. — T. 1. — Ne. 29. — C. 173-181.

3. Lavrick SY, Shprakh VV, Domitrak SV, Borisov AS. Primenenie tsitoflavina u detei doshkol'nogo i rannego shkol'nogo
vozrasta s posledstviyami perinatal'nykh gipoksicheskikh porazhenii tsentral'noi nervnoi sistemy [Cytoflavin in the treatment of preschool
and early school age children with the consequences of perinatal hypoxic brain damages]. Zh Nevrol Psikhiatr Im S S Korsakova.
2016;116(10):34-37. Russian. doi: 10.17116/jnevro201611610134-37. PMID: 27845313.

4. Nuriddinovna S. K., Mukhiddinovna T. M., Fayzullaevna U. M. Effectiveness of immunization of frequently sick children in
the treatment of respiratory diseases //Central Asian Journal of Medical and Natural Science. —2021. — T. 2. — Ne. 1. — C. 103-106.

5. Raju Tonse N.K., Ariagno R.L., Higgins R. et al. Research in Neonatology for the 21st Century: Executive Summary of the
National Institute of Child Health and Human Development—American Academy of Pediatrics Workshop. Part I: Academic Issues.
Pediatrics 2005; 115: 468—474

6. Salikhova KS, Agzamhodjayeva BU, Abdurahmanova FR, Ishniyazova ND, Salikhova SM. Neiroprotektivnoe deistvie
Tsitoflavina pri lechenii nedonoshennykh novorozhdennykh s gipoksicheski-ishemicheskoi entsefalopatiei [Neuroprotective effect of
cytoflavin in the treatment of premature newborns with hypoxic-ischemic encephalopathy]. Zh Nevrol Psikhiatr Im S S Korsakova.
2024;124(9):68-72. Russian. doi: 10.17116/jnevro202412409168. PMID: 39435779.

7. Strukov VI, Maksimova MN, Kuptsova TA, Lysev SF, Shcherbakova YG. [Efficacy of cytoflavin in the treatment of hypoxic-
ischemic lesions of the nervous system in 1-month old children with transient neonatal hypothyroidism]. Zh Nevrol Psikhiatr Im S S
Korsakova. 2015;115(10):17-20. Russian. doi: 10.17116/jnevro201511510117-20. PMID: 26525615.

8. Skripchenko NV, Egorova ES. [Cytoflavin in the complex treatment of neuroinfections in children]. Zh Nevrol Psikhiatr Im S
S Korsakova. 2011;111(9):28-31. Russian. PMID: 22027666.

9.  Kosanpuyk B.B., 3yeBa U.b., Hecrepun K.B., Bepynamsuiu U.B., Koprymsui M.I'. [Ipumenenue npenapara nurodiaBuH
B HEOHATOJIOTUH U MEIHATPUM Kak (HakTop MOBBILIECHHS 3(PEKTHBHOCTH TEpanyy MALUEHTOB C MOPaKEHHEM IICHTPAJIbHOH HEpBHOM
cucTeMbl pa3nuuHoit stuonoruu // Kypuan HeBpomoruu u ncuxmatpun uMm. C.C. Kopcakoma. 2018. Nel18(5-2). C 46-50. DOL:
10.17116/jnevro20181185246.

10. JlazapeB B.B., I'agomckuii W.B. CykumHarconepskamue mpenaparsl B CTPYKType TEpaleBTUYECKUX CPEICTB Y OOJBHBIX B
HEOTJOXHBIX cocTosHISX (O030p nuTepatypsl) // Poccuiickuii BECTHUK JETCKON XUPYPruu, aHECTE3HOIOTHH U peanumatoioruu. 2016.
Ne 6 (3). C. 111-116.

11.  Kupssxos K.C., Xararosa P.b., Tpusna E.B., 3enenuna 3.A., Slkosnes A.B., [lerpoBa H.A. Koppekiwsi KHCIIOTHO-OCHOBHOTO
COCTOSTHHUS TIPH TMIOKCHYECKH-HUIIEMHUYECKOM ITOPAKEHUH T'OJIOBHOTO MO3r'a y HOBOPOXICHHBIX // POCCHIICKHIT BECTHHK IIEPHHATOIOT N
u nequarpud. 2018. Ne 63 (1). C. 40-45.

12.  CaBuenko O.A., IlapnuaoBa E.b., Munrampoa A.I'., Bmacenko H.IO., Ilomsnackas H.A., Kupmuna M.A. Ouenka
3¢ (HEKTUBHOCTH KOMIUICKCHOM TEparuy MepHUHATATBHBIX 3a00J€BaHMII HOBOPOXIEHHBIX C DKCTPEMaTbHO HU3KOM Maccod Tema //
Anrubnoriku 1 xumuotepanus. 2019. Ne64 (1-2). C. 20-25. DOI: 10.24411/0235-2990-2019-10004

82



JVPHAN PETIPOIYKTUBHOTD 3[10POBbA 11 YPO-HE®POIOTINYECKWX UCCAECLOBAHWIA | JOURNAL OF REPRODUCTIVE HEALTH AND URD-NEPHROLOGY RESEARCH

ISSN: 2181-0990

JOURNAL OF REPRODUCTIVE HEALTH = vvtscciqorez
AND URO-NEPHROLOGY RESEARCH

YIK 618.11-005.1-02-092-08

MamatkyaoBa Moxury.a [I»xaxanruposHa

PhD, accucrent

Camapka/JIcKuii TOCYJapCTBECHHBIN METUINHCKUH YHHBEPCHUTET
Camapkang, Y30ekucran

AHEMHAYECKAS ®OPMA AIIOIVIEKCUU SINYHUKA
(KnnHuueckui coryyvaii)

For citation: Mamatkulova Mokhegul Jahangirovna, Anemical form of ovarian apoplexy (Clinical Case), Journal of reproductive health and uro-
nephrology research 2025, vol. 6, issue 1 pp

d http://dx.doi.org/10.5281/zenodo.15110903

AHHOTALIUA
Octpyto 60156 B )KUBOTE BCETAa HEOOXO MO OLIEHUBATH OBICTPO M TOYHO H3-332 BO3MOXKHOCTH CPOYHOTO XUPYPrHIECKOT O BMEIIATENbCTBA. MBI
coo011aeM, 0 ciTyyae )KEeHILIMHBI C aloIUIeKcHel simaHrKa Ha one npuema «Kinodur nurpara». Y nanmueHTKH Hauanach peskas 60J1b ocie KouTyca
B JKHBOTE. Y TAI[MEHTKH C MOMOIIbIo Y31 opranos Maoro Tasa Obliia JUarHOCTUPOBAHA allOTUIEKCHH SIMIHUKA C COIY TCTBYIOLIEH KUCTOH IMIHHKA.
OcHOBHBIM T(DhEPEHIHAIBHBIM THarHO30M aIOIUICKCHHM SUYHHKA Yy JKeHIMHI11 penpomykTHBHOTO Bo3pacTa SIBISIETCS BHEMATOYHAs
0GEpEeMEHHOCTh U MEPEKPYT KUCTHI SIMYHUKA. B 9TOM cTaThe, MBI ONUCHIBAEM PEIKHI CITydaii alloIIeKCHH SIMYHUKa Ha poHe mpueMa npemnapara.
Ki1ioueBble c/10Ba: anOIIEKCHUs SIMUHNKA, OCTPast 00JIb, XUPyprudeckas Teparmsi.

Mamatkulova Mokhegul Jahangirovna
Assistant, PhD
Samarkand State medical university Samarkand, Uzbekistan

ANEMICAL FORM OF OVARIAN APOPLEXY
(Clinical case)
ABSTRACT
Acute abdominal pain should always be evaluated quickly and accurately due to the possibility of urgent surgical intervention. We report a case
of a woman with ovarian apoplexy while taking Clofit Citrate. The patient developed acute abdominal pain after coitus. The patient was diagnosed
ovarian apoplexy with ovarian cyst using pelvic ultrasound. The main differential diagnosis of ovarian apoplexy in women of reproductive age is
ectopic pregnancy and ovarian cyst torsion. In this article, we describe a rare case of ovarian apoplexy while taking the drug.
Key words: ovarian apoplexy, acute pain, surgical therapy.

Mamatkulova Moxigul Jahangirovna
Assistent, PhD
Samarqand davlat tibbiyot universiteti
Samarqand, O’zbekiston
TUXUMDON APOPLEKSIYASINI ANEMIK SHAKLI
(Klinik holat)
ANNOTATSIYA
O'tkir qorin og'rig'i shoshilinch jarrohlik aralashuvi ehtimoli tufayli har doim tez va to'g'ri baholanishi kerak. Biz Clofit sitratini qabul qilish
paytida tuxumdon apopleksiyasi bo'lgan ayol holati haqida xabar beramiz. Bemor koitusdan keyin qorinda o'tkir og'rigni his qila boshladi. Bemorga
tos a'zolarining ultratovush tekshiruvi yordamida tuxumdon apopleksiyasi va tuxumdon kistasi hamrohligi aniqlandi. Reproduktiv yoshdagi ayollarda
tuxumdon apopleksiyasining asosiy differentsial diagnostikasi ektopik homiladorlik va tuxumdon kistasining buralishi hisoblanadi. Ushbu maqolada
biz gormonal moddalarni iste'mol qilish bilan bog'liq tuxumdon apopleksiyasining kam uchraydigan holatini tasvirlaymiz.
Kalit so'zlar: tuxumdon apopleksiyasi, o'tkir og'riq, jarrohlik davolash.

Anomnnexkcust SUYHMKA — 3TO BHE3AMHBIH pPa3pblB SIMUHMKA, 6epemenHocTu. JliorenHoBas (asa MOBBIIIEHHOW BACKYIAPHU3AIUI
KOTOPBII OOBIYHO NMPOHCXOJUT HAa MECTE KUCTBI JKEITOrOo Tena, 3a SIMYHUKA MOXKET TIOBBICUTH BEPOSITHOCTh pa3pblBa KHCTBL, YTO
KOTOpBIM cllefyeT remonepuroneyMm. JKentoe Teno mpoaynupyer MIPUBEJIET K OCTPOMY JKHUBOTY U reMonepuToneymy. Kpaitne peakoe, HO
MIPOTECTEPOH JUIS TIOJrOTOBKM M pa3BuTus OepemeHHOCTH. Ecmm MOTEHIHAIBHO (haTajbHOEC MPOSBICHHE, T'EMONEPUTOHEYMa W3-3a
OIUTOIOTBOPEHHE BCE XK€ IPOM30ILI0, MpuMmepHo Ha 8—10 Henmenme pa3pbIBa KHUCTHI, KIIMHUYECKHX CIyJaeB B IUTEPAType.
OEpEeMEHHOCTH JKENITOe TEeN0 HCYe3aeT, M IUIAIEHTa IIPOAOIDKAET
BEIpa0aThIBaTh MPOTeCTEPOH B TEUYCHHE OCTABINCHCS  dYacTu
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Anonnexcust SHYHAKa — 3TO BHE3AITHBINA Pa3phIB TKAHU STHIHMKA, 5%, mamd-25%, CO3-23 mm/u. Buoxumus KpoBu: OOIMi Oenok-
00BIYHO B MECTE KHCTBHI, CONPOBOXKIAIOIIMICS KPOBOUIIHUIHHEM B 60r/11, [JII0K032a-3,7MMOJIB/ T, KpeaTuHuH-77,5 MKMOJIB/JI,
OpIOIIHYIO TOJIOCTh K OCTpOH OONBIO. ATIOIUIEKCHS SUYHHKA owupy6oun-15,0mxmons/n, ACT-1,0 Ex/n, AJIT-0,5 En/n. I'pyrnma
BcTpevaeTcss penko. Cpeau >KEHIUH, ONEPUPOBAHHBIX IO IOBOIY kposu B (IIl), Rh (+)nonoxurensusiii. Janupie Y3U- Amnoruekcust
BHYTPEHHET'0 KPOBOTEUCHHS, pa3pbIB SMYHUKA OOHapyxuBaetcs B 0,5— npaBoro siuyHuKa. Kucra igeBoro simyHuka. OCMOTpeHa TepareBToM U
3% cmydaeB [1,2]. ¥V nmanmeHTOB MOXeT OBITH HIMPOKHIN IHAINa30H aHECTE3MOJOroM. bbila BBIMONHEHA oOmepamys OBaPHUOIKTOMHES
KJIMHUYECKUX MPHU3HAKOB: OT OTCYTCTBHS IMPU3HAKOB JIO CHJIBHOTO crpasa. [TocieonepaoHHbIil nepruoa nporekai riaako. [1IBsI CHATHI
pazapaxkeHusl OpIOLIMHBI, KOTOPOE MOXKHO CIIyTaThb C JApPYyrHMMHU Ha 6-e cyTKH. Beinncana J1OMOii.
mudGepeHIaIbHBIMA  TUarHO3aMM, TAKUMH KaK IpepBaHHAs ITepBoHaYaNbHBIM METOOM BHU3YaIH3aLMU Ui JHAarHOCTHKU
BHEMATO4Hasi OEPEMEHHOCTh M OCTpPBIN alMeHIUIHT. Y MalHeHTOB ¢ aTlOIUICKCHHM  SIMYHUKA SIBJSICTCS  YJIBTPa3BYKOBOE HCCIICIOBAHHE
BBICOKOM TI€PEHOCUMOCTBIO OOMM MOXKET He ObITh KIMHHYIECKHX opraHoB Mayioro taza. OHO MOXET IOKa3aTh CIOXHYIO KHCTY CO
MPU3HAKOB OCTPOro xkuBoTa [3]. UTOOBI OTIMYUTH pPa30pBaHHYIO CcBOOOHON THIOAXOTCHHOW KHIKOCTHIO B OPIOIIHON MOJOCTH H
BHEMATOYHYIO OEPEMEHHOCTh OT PAa30PBAHHOW KHCTBI JKEJITOrO Tena, 9XOTCHHBIH 000/10K, OKPYKAIOIHI KUCTO3HBIH KOMIIOHEHT B 00J1acTH
KOTOpasi MOXET TPOSIBIBITCS aHAJIOTMYHO, TpeOyeTcss TecT Ha npugatkoB (remomnepuroHeym) [5]. Ecnm Ku3HEHHBIE MOKa3aTeIH
OCpEeMEHHOCTh. 3aIepXKKa MEHCTPYaJbHOTO IMKIA MOXET OBITh HECTaOMJIBHBI, XUPYPrHYeCKOEe BMEMIATEIHCTBO OBLIO BaXKHOM YaCThIO
CBSI3aHA C  MHEPCHCTUPYIOLIIMM  JKENTBIM  TelnoM.  Hammume JIeYeHHs! anorviekcuu suuHuka. OJHAKO, €CIM Ielb COCTOMT B TOM,
BHYTPHMATOYHOH  OCpEeMEHHOCTH  MOXeT  ObITh  yKa3aHo 4TOOBI COXPAHUTh (DYHKIMIO SIMYHUKOB, & TAKXKE YCTPAHUTh TIPUYHHY
BO3HHKHOBEHHEM pa3pbIBa KenToro tena. [lostomy, maxe eciiu TecT KPOBOTCUYCHHS, COCTOSIHHE Telepb MOXHO KOHTPOJIHPOBATH C
Ha  OCpeMEHHOCTh  IOJIOKHMTEIbHBIH,  CIEAyeT  y4YHMTHIBATh OCTOPOXKHBIM TTOX010M. Korna remMonuHaMuka maueHTa crabuibHa
Pa30pBaBILYIOCS KUCTY KENTOro Tena [4]. (cucTonmyeckoe aprepuaibHOE HaBieHue Oonbire 90 MM pT. CT.) H

Knuangeckuit cmyyaii. YPOBEHb Te€MOTJIO0MHA OCTAETCSI CTAOMIBHBIM B TEUCHHE UYETHIPEX-

[ammenTka C., 18 ner. [Toctymuina ¢ sxanobamu Ha OCTPYyO OOIIb B [IECTH YacOB MOHHUTOPHHIA, KOHCEPBATHBHBIA IOAXOZ SIBIAETCS
KHUBOTE W oOLIyleHHe IuckompopTa B 00JAaCTH HIDKHETO OTJena HmepBeIM ~ KypcoM  neiictBuil. Korza KM3HEHHBIE —IOKa3arTenu
KHBOTa B TEYCHHE HECKOJIbBKUX 4acoB. Kpome Toro, Obuia ynopHas HECTaOMJIBHBI, TALMEHT TIOJTyYaeT XUPYPruIecKyro moMourhs [6].

c1abocTh M TONOBOKpYXeHHe. M3 anamHe3a: 3amyxeM 7 MECSIEB, B unccnenoBanun Ganna Kolesnyk (2024), cpaBHuBaiu 2 rpymbt
ObLIH TOTBITKH 320€pEMCHETb. IMonydana  co CIIOB KJIMHUYECKOH (OPMBI  aNOIUICKCUM SIMYHHKA: aHEMHUYECKYI U
MPOTHBOBOCTIANIUTEIBHOE JICUCHUE OPIaHOB MAJIOrO Ta3a M MHAYKLMS GoneByro Qopmsbl. Tlocne MOATBEP)KACHUS HArHO3a AHEMHYECKON
GepeMeHHOCTH ITpy oMol npenapara «Kinodut nurpara» B TeueHue (GOpMBI anoIJIeKCHH SIMYHMKA BCEM IALMEHTKaM OBUIO IPOBEICHO

5 nmueit. Menapxe B 14 ner, perymsapaeie. 3amysxem ¢ 17 net. Co crnoB onepaTuBHOe jedeHne. Y 6ompmmrHCTBa 28 (80%) ManueHToK rpyIibl
MEHCTPYaJIbHBI LUK — PperyJspHBbIA, He OOWIbHBIA. llocnmemHsis CpaBHEHHA TIOCJIE TMOATBEPXKIOCHUS JAWarHo3a OoneBod (OPMBL

MeHCTpyanwst 2 Hepenu Haszan. CeMeHHbI aHaMHE3 — HE OTATOIICH. amnoINIeKCHH SIMYHUKA M TIPU OTCYTCTBHM B OpIOIIHOM moiocTu
Knunuko-naboparopusie nanusie: Ananus kposu: Hb-56 r/n, spur.- 3HAYUTEIIFHOTO  KOJIMYECTBA  CEPO3HOW  KHIKOCTH  HHUKAKUAX
2,3x10'%/n, uB.nmok-0,6, neiik.-7,8x109/n, n/1-4%, c/1-66%, MOHOL- MOCTIE Y FOINX XUPYPrUUECKUX MAHUITY SN HE BBITIOTHSIH [7].
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