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The purpose of the study: to evaluate the state of hem coagulation with its physiological course for predicting
the risk of obstetric hemorrhage in terms of trimesters of pregnancy in its dynamics. Surveyed 65 women with physio-
logical pregnancy. Of these, 30 women (group II) have risk factors; smoking patients during this pregnancy, over-
weight, taking oral contraceptives with the abolition of less than or 3 months before pregnancy. 35- Women without
risk factors with a normal pregnancy. Clinical and hemostasiologic studies were performed for periods of 10—12, 22—
24, and 35-36 weeks of gestation. During gestation, there was an increase in spontaneous platelets, an increase in fi-
brinogen level, D-dimer, and a slowdown in fibrinolysis.

AKYHIEPJIUK KOH KETUIINHHU BAIIOPATJIAIIJA TEMOCTA3
KYPCATKMUJIAPUHUHI AXAMUMSTH
H. P. XamugoBa, M. H. Hermaryinaesa, /I. U. Tykcanosa, ®@. K. Axmenon
Byxopo jaBnat THOOUET uHCTHTYTH, ByXopo, Y36ekucTon
TankukoT MaKcaIu: XOMUIAIOPIUTH (GU3HOJIOTHK KedaéTraH aéiiap/a JTUHAMHUKaJa aKylIepiuK KOH KeTHIIN
xaBUHM Oarropar KWIMII, Y4yH KOH MBMIIMHHHI XOJIATHHU OaxojamiaH uOopaTr. XOMHIAIOPIUrd (HU3HOJIOTHK
keua€rran 65 Hadap aén ypracuna Tekmupys yrkasuinau. Ynapaad 30 nadap aén (II rypyx) xaB¢ omusiapura ara;
XOMUJIAJOPJIMK MAHTHAA YeKaJuraH, OpTUKYA Ba3Hra sra OyiraH, XOMHIAIOpIUKIaH 3 oif onauH €U yHAaH 3 o oJ-
JIMH KOHTPANENTHB BOCHTANIAPHU KaOyJ KuiraH aémiap. 35 - Hadap aca xaBd oMmutapu 0yimaran XoMuiIazop aémiap
omuHIM. KINMHUK Ba reMOCTa3HOIOTHK TaIKUKOTIAp XoMImaaopaukauHr 10—12, 22-24 Ba 35-36 xadramapuna yTka-
3WIad. XOMUIAAOPINK MalTHAA Y3-Y3UmaH maigo OynaraH TpoMOONUTIAPHUHT Kymnaiumm, (uOpuHOTeH mapa)acu-
HUHT oMM, /I-nuMep Ba GUOPHHOIM3HUHT CeKUHIIAMINIIN Ky3aTHIIIH.

POJIb ITIOKA3ATEJIE CUCTEMbI TEMOCTA3A B TIPOTHO3UPOBAHUU
AKYIIEPCKHUX KPOBOTEUYEHUM

H. P. Xamunosa, M. H. Hermaryanaesa, . U. Tykcanosa, ®. K. Axmenon

Byxapckwuii rocymapcTBeHHBIH MEAUIIMHCKIA HHCTUTYT, byxapa, Y30ekucran
Lenr wccnemoBaHUWs: OIEHUTh COCTOSHHE TEMOKOATYJSAIMH C €€ (PU3UOJOTHISCKUM TEYCHHEM JIIs
MIPOTHO3MPOBAHUS PHCKAa BOZHUKHOBEHHUS aKyIMIEPCKUX KPOBOTEYEHUU B YCIIOBHUSX TpUMECTpa OEpEMEHHOCTH B €T0
nuHamuke. O0cienoBaHo 65 >keHIMH ¢ Gu3nogornieckoi bepeMenHocThi0. M3 HuX 30 xenmuH (rpymma II) umerot
(hakTops! pucka; Kypsue manueHTsl BO BpeMs 3TOH OEpeMEHHOCTHA UMEIOT N30BITOYHBIN BEC, MPHUHUMAIOT OpaIbHEIC
KOHTpAIICNITHBBI C OTMEHOW MeHee 4eM 3a 3 mecsana 10 OepeMeHHOCTH. 35- JKeHmUHBI 03 (akTOpoB pUCKa C HOP-
MaJIbHOW OepeMeHHOCThI0. KIIMHIUEeCKue 1 TeMOCTa3n0IOTHYECKUE HCCIICIOBAHMS MPOBOIMIKCE B TeueHue 10—12, 22
—24 u 35-36 Henens OepemenHOCTH. Bo Bpemst GepeMeHHOCTH Ha0II01alloCh YBEJIMUEHNE CIIOHTAHHBIX TPOMOOIIUTOB,

MOBEIIIICHUE YPOBHA (uOpuHOTreHa, D-aumepa u 3ameuieHue GuopuHOIH3a.

Obstetric hemorrhages are the leading cause of maternal mortality in most countries of the
world, including our Republic of Uzbekistan. The frequency of obstetric bleeding with blood loss
of more than 1000 ml is from 2 to 8% in relation to the total number of births. Massive bleeding
due to a combination of several causes and almost always accompanied by gross violations of the
hem coagulation system [1,3,6].

Bleeding as the cause of maternal and prenatal mortality during pregnancy, in childbirth and
the postpartum period continues to be one of the urgent problems of modern obstetrics, being in 20
-28% of cases the only cause of deaths for the mother and fetus [4,5].

Massive bleeding may be due to a number of reasons and more often their combination. A
practical doctor is not always in the state of the variety of them to distinguish leading and imple-
ment the most rational prevention and therapy. The difficulty of real and differentiated prevention
of massive blood loss is due to several factors, one of the main factors being the presence of physi-
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ological hyper coagulation, as the “pregnancy rate” [2,9,10].

However, the prognostic criteria for hemostatic system impairment resulting in massive ob-
stetric bleeding remain deeply unexplored. Changes in the hemostatic system of a pregnant woman
are physiological and are associated with the appearance of the uteroplacental circulation. This
process is due to various factors and is an adaptive response of the pregnant woman's body to com-
pensation of costs due to the development of the fetus and possible blood loss during childbirth.

An important indicator to characterize the degree of hemostasis activation is the level of D-
dimer. With fibrin cleavage, the final products are formed D-dimers. In healthy people, the con-
centration of D-dimer does not exceed 500 mg / ml FEV (units equivalent of fibrinogen). An ex-
cess of D-dimer indicates activation of fibrinolysis and an increase in the formation of thrombin
[7,8,10].

During normal pregnancy, the level of D-dimer in the blood plasma gradually increases sev-
eral times, reaching its peak by the first day of the postpartum period.

Excessive increase in D-dimer is considered evidence of the unfavorable course of pregnan-
cy and labor associated with impairment in the hemostasis system, including the development of
the risk of massive obstetric hemorrhage [8,9].

The study’s purpose: to evaluate the state of hemocoagulation with its physiological course
for predicting the risk of obstetric hemorrhage in terms of trimesters of pregnancy in its dynamics.

Material and methods. The study involved 65 women with physiological pregnancy. Of
these, 30 women (group II) have risk factors; smoking patients during this pregnancy, overweight,
taking oral contraceptives with the abolition of less than or 3 months before pregnancy. 35- Wom-
en without risk factors with a normal pregnancy. Clinical and hemostasiologic studies were per-
formed for periods of 10-12, 2224, and 35-36 weeks of gestation. Clinical examination included
analysis of complaints, history taking, physical examination, analysis of medical records. Blood
for hemostasiological research was taken in the morning, on an empty stomach, from the cubital
vein, using a needle with a wide lumen. The study was carried out for 2 hours from the moment
the plasma was obtained on the “Biologist 2A-230-2” apparatus. Coagulation studies were per-
formed using the “Technology — Standard” reagents on a Diamed-CD-4 semi-automatic coagulom-
eter. Investigated activated plasma recalcification time (APR), activated partial prothromboplastin
time (APTT), prothrombin time (PT), fibrinogen level. Statistical processing of the results was car-
ried out using Student’s criterion using the Statgraf and Microsoft Excel versions of the Windows
software package.

Results and discussion. According to the inclusion criterion, 65 women were examined.
The average age of the patient is 25 (22-30) years. Of these, 30 had the first birth, 35 - repeated.
None of the patients before the survey did not receive anti-thrombotic therapy. The dynamics of
hemostasis are presented in the table below.

When analyzing the results obtained in the table it should be noted that, APR, APTT, PT did
not have dynamic static differences in trimesters. At the same time, an increase in PV by the end
of pregnancy turned out to be statically significant compared with rates in the first and second tri-
mesters. Since this test reflects the total antithrombin plasma activity, it is possible that the in-
crease is due to an increase in the level of paracoagulation products, which have an anticoagulant
effect.

When analyzing the number of platelets, we found no statistical differences with a slight de-
crease in mean values in the third trimester, which can be explained by both relative hemodilution
and partial physiological consumption of platelets in the uteroplacental circulation.

It is noteworthy that there is an increase in the level of fibrinogen during pregnancy, which is
39.4% out of the normal range by the end of pregnancy compared with the first trimester. In paral-
lel with hyperfibrinogenemia, there was a threefold increase in the content of D-dimer, respective-
ly.

A comparative analysis of these parameters in the studied patients of groups I and II revealed
a 3.7% increase in the number of platelets, ABP decreased by 3.8%, APTT decreased by 3.6%, PT
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Table 1.
Comparative indicators of hemostasis physiological course of pregnancy
and in pregnant women at risk.
Trimester
Indicator 1 1 1
I group II group I group II group I group IT group
(n=30) (n=35) (n=30) (n=35) (n=30) (n=35)
Platelet count, 10°/L | 235+36 230+34 225439 220430 218430 21325
Spontaneous plate- | o 17,0 13 | 0 16£0.15%% | 0.35£0.15%% | 0.400,17% | 0.3420.14%% | 0.30:0.12%*
let aggregation, %
APR (activated
plasma recalcifica- | 56.1+5.1 55.1+4.9 57.6+5.4 58.545.1 56.9+5.3 54.8+5.4
tion time), s
APTT (activated
partial thromboplas- | 33.8+2.6 33.6+2.8 33.3+3.0 33.1+£2.9 33.3+2.8 32.1+2.9
tin time), s
Fibrinogen, g/l 3.840.6 4.1+0.5 4.2+0.5%* 4.8+0.4%* 5.3£1.5%* 5.8+1.6
Prothrombin time, s | 15.5+0.9 15.9+0.8 15.7£1.2 16.1+1.1 16.1£1.8%%* | 174].6%%*
D-dimer, mg/ml 115458.6 | 1254602 | 276.8+5.1* | 301+1,2 469+77.7 | 540+80.5%**

Note:

Significance of differences (P <0.05) when comparing indicators: * in I and II trimesters, ** - in I and Il
trimesters *** - in Il and IlI trimesters.

increased by 5.6%. Indicators of D-dimers increased by 15.1% in the 3rd trimester in pregnant
women with an existing risk group (Group II).

Thus, indicators of fibrinogen, D-dimer and PV can be early markers of changes in the he-

mostasis system in patients with risk factors even during physiological pregnancy, and they can be
included in the group of pregnant women with a high risk of bleeding during childbirth. In order to
prevent the expected risks that exist, it is necessary to address the issues of prenatal hospitaliza-
tion, which require medical correction of hemostasis system parameters, in order to achieve a suc-
cessful outcome of labor for the mother.
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